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The PATH to Community Health
Care for People with Disabilities:
A Community-Based Therapeutic
Recreation Service
Janet Sable and Jill Gravink

The purpose of this article is to provide a description of a community-based therapeutic
recreation program that is reimbursed by a health management organization and guided by
Healthy People 2010 concepts and the health paradigm presented by the World Health
Organization's International Classification of Functioning, Disability and Health (ICF) (WHO,
2001). The PATH (Promoting Access, Transition, and Health) protocol presented here serves
clients with spinal cord injury, amputation, multiple sclerosis, muscular dystrophy, cerebral
palsy, post-polio syndrome, spina bifida, and stroke. Certified Therapeutic Recreation Specialists
deliver this pilot program to Martin's Point Health Care clients in their homes and communities.
The protocol includes referral, assessment, treatment planning, outcome directed interventions,
and discharge planning.
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people with disabilities are almost twice as
likely as people without disabilities to report
that, on one or more occasions, they did not
get the medical services they needed in the last
12 months (21% compared to 11%) (NOD.
2004). The NOD study also indicated that 18%
of people with disability go without needed
health care compared to 7% of the non-dis-
abled population and that Americans with dis-
abilities are more than twice as likely as those
without disabilities to postpone needed health
care because they cannot afford it (28% versus
12%). The combination of inefficient and in-
effective health care increases the risk that
individuals with disabilities will have second-
ary complications (e.g.. pressure sores, heart
disease) that result in significantly more ex-
pensive health care interventions (Coyle. San-
tiago. Shank. Ma. & Boyd. 2000; Seekins.
Clay, & Ravesloot. 1994).

With managed care reducing patients'
length of stay and restricting the services pro-
vided during inpatient rehabilitation (DeVivo.
Whiteneck. & Charles. 1995). people are re-
turning to their communities less prepared
than in the past. Current trends also indicate
that managed health care providers may re-
strict access to outpatient rehabilitation ser-
vices, resulting in further lack of access to
needed services or programs designed to pro-
mote or maintain health and community living
(Seekins et al.. 1999). As insurers focus on
reducing lengths of stay in both acute care
rehabilitation settings and outpatient rehabili-
tation services, there are few provisions for
health promotion and wellness services for
people with disabilities living in the commu-
nity that can counterbalance this trend
(Seekins et al.).

Advances in medical treatment and tech-
nology have enabled the reduction in initial
hospital stay (National Spinal Cord Injury Sta-
tistical Center. 2004). Unfortunately, a per-
son's adjustment and ability to absorb and
understand his or her condition may not
progress at the same rate. Many people with
disabilities leave the hospital without having
gained sufficient understanding of their medi-

cal condition to be able to recognize potential
problems before they become complicated
(Seekins et al.. 1999). In addition, few can or
want to think about how they will manage
changes in physical or cognitive functioning,
let alone changes in their lifestyle, when they
return home. Prior to discharge, there is pre-
cious little time for patient education and even
less opportunity to identify and implement
minor corrections in the patient's home envi-
ronment and daily routines that would allevi-
ate symptoms and promote health and well-
being.

Adding to this dilemma are primary care
physicians in rural areas who, though well
intentioned. often lack practical, current exper-
tise regarding the functional differences many-
people with disabilities face (Sable & Bocarro.
2004). Sable and Bocarro reported that, in
rural areas, study participants were often the
first people with a spinal cord injuries that
their primary care physicians had served. This
reported lack of access to health care providers
knowledgeable about disabilities is consistent
with findings from other studies of rural areas
(e.g., Jackson. Seekins. Dingman. & Rave-
sloot. 1990: Seekins et al., 1994). People with
disabilities are routinely limited to diagnosis-
based treatments based on assessment of the
acute presenting condition without the physi-
cian having an understanding of the underly-
ing condition or the effect the treatment plan
will have on activities of daily living. Com-
pound this situation with people with disabil-
ities having limited access to health care
(NOD. 2004). limited patient education, and
few community resources, and it does not
bode well for their ability to sustain health
within their home communities.

In response to these aforementioned prob-
lems, the need for developing alternative
health care programs that promote health)' be-
haviors by individuals with disabilities has
been recognized within Healthy People 2010
(U.S. Department of Health and Human Ser-
vices [USDHHS]. 2000). the nationwide
health promotion and disease prevention
agenda. According to Healthy People 2010,
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because disability status has been traditionally
equated with health status, the health and well-
being of people with disabilities has been ad-
dressed primarily in a medical care, rehabili-
tation, and long-term care financing context.
This contextual approach has led to a number
of misconceptions: (a) all people with disabil-
ities automatically have poor health, (b) public
health should focus only on preventing dis-
abling conditions, and (c) the environment
plays no role in the disabling process. These
misconceptions have led to an under emphasis
of health promotion and disease prevention
activities targeting people with disabilities and
an increase in the occurrence of secondary
conditions (i.e., medical, social, emotional,
family, or community problems that a person
with a primary disabling condition likely ex-
periences) (USDHHS, 2000).

As part of the Healthy People 2010 initia-
tive, the USDHHS recommended that preven-
tion, diagnosis, monitoring, treatment and re-
habilitation—the cornerstones of health—need
somewhat different approaches and processes
when applied to the population of people with
disabilities. Prevention must not only refer to
standard efforts to promote health such as
immunizations, risk factor reduction, good nu-
trition, and exercise, but should encompass
initiatives to minimize and prevent common
complications associated with disabling con-
ditions (Lollar & Crews, 2003). Healthy Peo-
ple 2010 (USDHHS, 2000) asserted that health
promotion programs that focus on improving
functioning across a spectrum of diagnoses
can be effective in reducing secondary condi-
tions and outpatient physician visits among
people with disabilities.

Given the current health care environment,
there is a critical need for therapeutic recre-
ation professionals to provide effective health
and wellness intervention programs for people
with disabilities living in the community. The
purpose of this article is to provide a descrip-
tion of one such community-based therapeutic
recreation program currently funded by a
health management organization that is guided

by Healthy People 2010 concepts and the
health paradigm presented by the World
Health Organization's International Classifica-
tion of Functioning, Disability and Health
(ICF; WHO, 2001). The following section pro-
vides the philosophical foundation of this ther-
apeutic recreation program entitled PATH
(Promoting Access, Transition & Health), a
description and visual presentation of the
PATH program design, and a description of
the key components.

PATH Program

Philosophical Foundation of PATH
PATH is based on a philosophy of empow-

erment and framed within the new paradigm of
the World Health Organization's ICF (WHO,
2001), a social model of disability that recog-
nizes that disability is the result of how a
person's functional abilities interact with the
environment in which the person lives. The
ICF represents a paradigm shift away from
disability as illness and towards a focus on
life—how people engage in life and create a
life that is meaningful to them. This shift
focuses on the dynamics between the individ-
ual and the environment and the social and
contextual definition of disability (Tingus,
2002). This holistic view asserts that disability
must be understood within a social, environ-
mental, and political context.

With the ICF paradigm as the framework,
the concepts of empowerment and self-deter-
mination were chosen to guide the design of
the PATH program. A key tenet of PATH is
listening intently to people with disabilities.
Individuals who successfully live with disabil-
ity offer a wealth of knowledge for program
design. At the same time, clients new to the
program or new to disability are an accurate
source of information for the development of
goals that are relevant and motivating for their
own success.

The same type of creative, adaptive think-
ing that enables many individuals with disabil-
ity to continue to lead successful, productive
lives is a key to providing efficient, effective
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health care for people with disabilities. These
principles exist in the provision of therapeutic
recreation services. For decades, therapeutic
recreation specialists have recognized the im-
portance of autonomy and self-determination
and have championed the values of enhanced
quality of life, self-actualization and wellness
(Austin & Crawford, 1996; Bullock & Mahon.
1997; Howe-Murphy & Charboneau. 1987:
Hutchison & McGill. 1992). Learning to live a
successful healthy life with disability is most
certainly possible, but it usually does not hap-
pen without access to. and recognition that
they will benefit from, the right kind of coach-
ing and assistance.

Northeast Passage's philosophy of empow-
erment and self-determination has guided both
the design of the program and the practices
within it. For example, program staff believe
that after the onset of the original injuries or
conditions, individuals come to realize that
they may live the rest of their lives with
functional differences. Various practices are
used to assist individuals in this transitional
process, including using experiences and feed-
back from individuals who have successfully
transitioned in the past. This understanding
helps recreational therapists personalize pro-
grams that aid in the transition from acute
patient to well-adjusted person with a disabil-
ity who can lead a healthy life, free of the need
for subsequent extraordinary medical care.

When put into practice, the PATH philos-
ophy creates a feedback loop where people
successfully living with disabilities provide
input to practitioners about design, develop-
ment, and modification of the program. Com-
bining the practical knowledge of successful
individuals with disabilities and the expertise
of qualified practitioners creates an interven-
tion that is directly relevant to the needs of
clients. Packaging health care coaching with
activities that allow for social inclusion and
recreation in a person's own environment with
their families and friends has proved an effec-
tive treatment option.

PATH Program Design
PATH, first implemented in 1998, was ini-

tially designed as a health promoting interven-
tion to assist people with recent spinal cord
injuries to achieve healthy lifestyles. More
detailed descriptions of the PATH protocol for
people with new spinal cord injuries are de-
scribed by Sable and Bocarro (2004). Sable.
Craig, and Lee (2000). Sable and Gravink
(1999), and Sable and Gravink (2002).

The PATH protocol presented here differs
from the previous model in that this protocol is
designed to serve people with a range of phys-
ical mobility disabilities (i.e., spinal cord in-
jury, amputation, multiple sclerosis, muscular
dystrophy, cerebral palsy, post-polio syn-
drome and spina bifida. and stroke) and the
length of the intervention is shortened from a
12-month period to an intervention based on 3
to 10 home/community visits with a CTRS.
PATH remains focused on three critical cate-
gories of secondary health conditions for per-
sons with physical disabilities: exercise, symp-
tom management, and inaccessibility (Seekins
et al . 1994). PATH focuses on empowerment
and regaining a sense of purpose and meaning
in life through active participation in recre-
ation and community activities. It promotes
the development of health protection behav-
iors, uses leisure education to enhance aware-
ness of resources and opportunities, and builds
on natural social support systems. PATH sup-
ports self-determination, focusing the locus of
control on individuals as they take actions for
their own well-being through wellness educa-
tion, an individualized fitness program, recre-
ation skill development with family and
friends, and community accessibility and ad-
vocacy (Sable & Bocarro, 2004). Figure 1
presents a schematic of the referral and inter-
vention protocol.

Description of PATH Model
Based on each participants goals and

needs, he or she may be involved in a program
of individualized fitness, wellness education
(e.g., nutrition, stress management, weight
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Martin's Point Health Care
identifies client from within

their plan

1
Referral comes to Northeast

Passage's CTRS

1
CTRS schedules and conducts
assessment with client in their

home

Treatment plan developed
based on assessment —

incorporating client's goals
in areas of need

1
Client goals addressed in relevant treatment areas.

Average client seen for seven visits in home and community setting.

Individual
Fitness

Recreation
Skill

Development

Network &
Resource
Development

Discharge plan
provided to client and

Martins Point Health Care

FIGURE 1. PATH REFERRAL AND INTERVENTION PROTOCOL.

management, fatigue, infection management,
pain management, skin breakdown), advanced
functional skill development, community en-
gagement, network and resource development,

and individual/family recreation skill develop-
ment. Within the various program components
participants: (a) monitor their specific health
issues related to their disability, (b) use adap-
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tive equipment, (c) explore personal modifica-
tions that enhance their recreation and com-
munity involvement, and (d) initiate and
maintain a fitness program either in their home
or local community. Because PATH recog-
nizes the importance of social supports for
successful outcomes, family members, and
significant others are used in the intervention
process. The intent of PATH is to engage
participants more fully in the life of their
community, to experience greater quality of
life, and to become aware of and make choices
that lead to a healthy lifestyle, thereby decreas-
ing their healthcare utilization due to a de-
crease in occurrence and/or severity of second-
ary conditions.

Martin's Point Health Care (MPHC), a not-
for-profit physician-led organization, is the
third party payer that has contracted with
Northeast Passage to deliver a pilot test of
PATH to approximately 75 to 100 MPHC
clients. MPHC manages the Uniform Service
Family Health Plan for retired military and
military families in New Hampshire and
Southern Maine. It is this subset of MPHC's
clients that creates the referral pool for PATH.
MPHC's case managers identify and then refer
a client to the Northeast Passage liaison.
Northeast Passage then assigns a CTRS to the
client, and a CTRS begins the intervention
protocol in the client's home and local com-
munity. The number of sessions each client
receives is based on individual need with a
normative range of 3 to 10 sessions per client.
The average travel and direct intervention time
per session is four hours.

Intake interview. The assigned CTRS con-
ducts a comprehensive intake interview,
which: (a) examines current level of physical,
social and community interaction, (b) exam-
ines past, present and potential interests for
involvement, (c) determines perceived and
real barriers to participation, (d) determines
personal network and support systems, (e) ex-
amines knowledge of accessible resources,
and (f) examines risk factors with potentially
negative health impacts. The results of the
assessment are summarized and presented to

the client in the second visit. Based on this
extensive intake assessment, the CTRS and the
client set goals for the intervention and deter-
mine the number of sessions necessary to meet
the identified goals.

There are six treatment intervention areas
to this health promotion program. Based on
the participant's assessment and the subse-
quent treatment plan, the interventions needed
to meet the identified goals are implemented.

Individualized fitness program. Individual-
ized fitness programs help clients increase
physical activity based in both home and com-
munity settings. A fitness program is devel-
oped to advance physical activity in a mean-
ingful way that is consistent with each client's
interests and individual situation. For example,
if a client was an athlete prior to the onset of a
disability and is accustomed to and desires
returning to a workout regimen within a com-
munity fitness center, then the CTRS and cli-
ent work together to make this happen. De-
pending on the level of support the client
needs, the CTRS identifies a local fitness cen-
ter, goes with the client to assess accessibility,
works with the center's exercise specialist to
set up a program and schedule, and identifies
solutions for transportation to the fitness cen-
ter. When necessary the CTRS attends ses-
sions for a period of time to resolve any
unforeseen barriers. If a client is sports ori-
ented, the CTRS may also identify a team to
join or adaptive sport to engage in that pro-
vides additional motivation and direction for
the workout. For a client who has never been
active, the fitness program may involve iden-
tifying an area in the home to participate in
exercises using Therabands or a video work-
out. Such a program would follow a progres-
sion with frequent attainable goals and re-
wards. When appropriate, family and friends
are included in the fitness program. For some,
this means identifying a safe, local accessible
walk at a mall or local park that engages a
person's specific interests and includes a
friend in the physical activity.

Wellness education. Wellness education is
used to address key areas of health and well-
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ness related to disability. The CTRS intro-
duces individualized health and wellness in-
formation based on client risk factors, and
clients receive resource books containing
health articles specific to individual disabili-
ties. Issues consistent to all people that pro-
mote wellness (e.g., good nutrition, non-smok-
ing, social networks, annual physicals) are
discussed and reviewed with all clients. In
addition, specific issues related to secondary
conditions exist that are relevant only for in-
dividuals with certain disabilities. For exam-
ple, health topics for someone with paraplegia
cover pressure relief schedules to reduce the
incidences of pressure sores. For someone
with tetraplegia, it is important that the client
and significant others are aware of the symp-
toms of and the steps to take during an occur-
rence of autonomic dysreflexia. A more ge-
neric example of wellness education involves
all clients who use wheelchairs for mobility.
The CTRS conveys the importance of annual
seating evaluations and wheelchair mainte-
nance to assure proper fit and positioning to
avoid repetitive movement injuries and
chronic pain. For someone who uses a wheel-
chair, this is a critical component of preventa-
tive health care.

Advanced functional skill development.
Clients acquire advanced functional skills in-
cluding transfers, self-direction, and mobility
through participation in recreation activities
and community involvement. The CTRS
builds on the skill of transferring from a
wheelchair to another level surface learned
during rehabilitation and teaches the client
how to transfer to a handcycle, ice skate or the
ground. These transfers involve uneven and
unstable surfaces often with obstacles in the
path of the transfer. Teaching clients how to
problem-solve and master this advanced skill
allows them to be confident in their ability to
overcome obstacles encountered throughout
the day.

Community engagement in home and sur-
rounding communities. Clients explore home
communities, identifying accessible restau-
rants, stores, attractions, and places of busi-

ness and, with support, advocate for accessi-
bility when necessary. For many, the
communities where rehabilitation occurred do
not resemble the town to which they return,
and the skills learned while in rehabilitation do
not prepare them for the reality of their home
communities. In rural New England, towns
may only have one diner or one bank, and
depending on the age of the building, these
facilities might be at various stages of compli-
ance with the Americans with Disabilities Act.
Additionally, many small towns do not have
public transportation or curb cuts. The CTRS
helps clients translate the skills learned in
rehabilitation to their home communities.

Network and resource development. Cli-
ents learn the process for finding resources and
develop a resource file including support agen-
cies, accessibility guidelines, adapted recre-
ation programs, adapted equipment resources,
low interest loans, transportation, and state
agencies. Additionally, clients explore per-
sonal networks for ongoing support in fitness,
social, and community involvement. To aid in
transition, clients have unlimited access to
Northeast Passage's call-in resource and refer-
ral service which includes an extensive data-
base of programs, adaptive equipment, and
practitioner expertise to assist with problem
solving.

In certain cases where the client has a
limited support network and limited functional
independence, Northeast Passage may recom-
mend that the client employ an aide to follow
through on long-term fitness and community
goals. Northeast Passage provides training for
aides, and clients have access to a referral bank
of trained peer mentors to discuss issues and
experiences pertinent to living with a disabil-
ity.

Individual and family recreation skill de-
velopment. From the initial intake interviews,
the CTRS learns about the recreation enjoyed
by clients prior to the acquisition of their
disabilities, including the identification of spe-
cific recreation activities and the value the
activities had. For example, the CTRS might
ask, "What role did recreation play for you and
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within your family?" and "Was recreation a
means to relieve stress, to enhance fitness, to
socialize with others, and to gain a sense of
belonging?" With this information, the CTRS
works with individuals and their families to
identify adapted or alternative activities,
equipment and resources that return recreation
to its role in the family pre-disability. This is
critically important for an individual who ac-
quires a disability and must learn to adjust or a
family that has a child born with a disability
who must adjust as a family. For example, if
someone with paraplegia used to snowmobile
with their friends prior to injury, the CTRS
works with the client to understand what was
valued about this activity. Clients typically
find value in such recreation activities as social
experiences, as physical challenges, and as
opportunities to enjoy being outside. If the
client better understands the meaning the ac-
tivity held, it is then possible to either replace
the activity with an alternative or if appropri-
ate modify the activity and learn the new skills
required. Once the proper activities are iden-
tified, the CTRS either provides the required
instruction or finds the necessary instruction.

Documentation. For each client served, the
CTRS completes: (a) a written assessment
based on the intake interview focused on
perceived barriers, past and present interests,
social networks, and health related risk behav-
iors, (b) written goals developed in collabora-
tion with the client, (c) monthly progress
notes, and (d) a discharge summary on each
client after the service is completed.

Reimbursement. Northeast Passage bills at
the competitive regional rate for community
based therapeutic interventions. To reduce
travel costs, the CTRS delivering the sendee
attempts to schedule multiple clients in the
same geographic area.

Therapists. CTRSs conduct all interven-
tions in the Northeast Passage/Martin's Point
Wellness and Health Promotion Program. The
CTRS utilizes various methods and techniques
to promote independent physical, cognitive,
emotional, and social functioning of individu-
als who experience impairment because of a

trauma, disease, or disabling condition. Ther-
apeutic recreation interventions assist individ-
uals with disabilities to cope with the stress of
illness and disability and prepare them for
managing their disability so that they may
achieve and maintain optimal levels of inde-
pendence, productivity, health, and well-be-
ing. It is a central tenet of the PATH model
that successful coping reduces the need for
further medical services due to secondary con-
ditions.

In this model, therapeutic recreation within
the community focuses on interventions that
promote health, decrease frustration, improve
quality of life, and prevent the development
secondary conditions. In addition, therapeutic
recreation teaches individuals with disabilities
important recreation skills contributing to pos-
itive health behaviors, reducing incidence of
adult obesity and other issues associated with
sedentary behaviors, countering social isola-
tion and improving self-esteem; all are impor-
tant factors that can have a lasting impact on
the client's health and well-being.

Implications for Practice
Programs or interventions that focus on

health promotion through physically and so-
cially active lifestyles are particularly critical
for people with physical disabilities. Their
lives are impacted on a variety of dimensions,
requiring a program that is holistic in its ap-
proach and flexible in its delivery. If the goals
of Healthy People 2010 are to be met, health
promotion for people with disabilities must be
at the forefront of community therapeutic rec-
reation services, and therapeutic recreation
specialists must take active roles in extending
their services to individuals in the community
in order to facilitate healthy behaviors among
clients. Programs such as PATH that are
grounded in a philosophical belief of empow-
ering people to take control of their own lives
through physically and socially active recre-
ation pursuits and that are flexible and respon-
sive to the individual needs of people with
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disabilities have a vital contribution to make in
promoting health and life quality.

With health care partners such as Martin's
Point, new and responsive programs can
thrive, creating services that are health pro-
moting and that eliminate some of the disad-
vantages and barriers that Americans with dis-
abilities face in key areas of their life. Healthy
People 2010 objectives include the need to
reduce environmental barriers to participation
in home, school, work, or community activi-
ties. Lollar and Crews (2003) discussed the
importance that environmental factors have in
contributing to secondary health risks and the
need for health promotion interventions to ad-
dress these threats. The Northeast Passage/
Martin's Point Wellness and Health Promotion
pilot program is designed to deal with these
environmental factors. Lollar and Crews
asked, "How much of the $260 billion of
medical expenditures could be saved if sec-
ondary conditions were reduced or pre-
vented?" (p. 202). Since 47% of the $260
billion costs are associated with medical care
for people with disabilities (Lollar & Crews),
the potential savings that could accrue from
health promotion services could be substantial.
Martin's Point Health Care has recognized and
responded to the effectiveness of recreation-
based health promotion services for individu-
als with disabilities. With additional research
and documented successful outcomes, it seems
inevitable that other third-party payers will
support these health promotion programs and
provide reimbursement coverage for such ser-
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