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RT Belongs in Hospitals—A Response 
to Haun’s Ecological Ideology in Modern 
Day Healthcare Environments
Case Examples of Mayo Clinic and University of Iowa 
Hospital and Clinics/Stead Family Children’s Hospital 

  

Response

Dieser and Mobily, in their article entitled “Haun’s 
Ecological Ideology in Modern Day Healthcare Environ-
ments: Case Examples of Mayo Clinic and University of 
Iowa Hospital and Clinics/Stead Family Children’s Hos-
pital” assert that “(a) a parks and recreation framework is 
valued and beneficial in hospital settings and (b) TR/RT 
[Therapeutic Recreation/Recreation(al) Therapy] profes-
sionals should focus services on basic leisure program-
ming, such as providing beautiful outdoor spaces, art ex-
hibits, music performances, and library services” (Dieser 
& Mobily, 2019, p. 415). We agree with Dieser and Mobily 
that availability of leisure opportunities and resources 
within the hospital environment can relieve stress, cre-
ate a healing environment, and promote an ethic of car-
ing for patients, visitors, and staff. This, however, does 
not preclude the usefulness of recreational therapy nor 
should it define TR/RT practice.2  

Haun’s writings in the 1950s and 1960s were a posi-
tive force for patients in mental health institutions and 
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the field of therapeutic recreation.  We would like to note, however, that (a) we are now 
in the 21st century and (b) recreational therapy (RT) was not fully depicted in Dieser 
and Mobily’s article. Furthermore, they overlooked research that indicates that RT does 
positively impact a person’s life. Therefore, we will focus on making a case for the inclu-
sion of RT within the hospital setting.  

This paper is divided into three sections: (a) The Basics, (b) Research and Rec-
reational Therapy, and (c) Recreational Therapy and Mayo Clinic Hospitals. Before 
moving on, we want to complement both the Mayo Clinic and the University of Iowa 
Hospital and Clinics, including its Stead Family Children’s Hospital, on designing envi-
ronments that promote leisure engagement as a means of stress reduction, healing, and 
enhancement of quality of life.  We would also like to share that one of the respondents, 
Carol Graziano, CTRS, is a long-term employee at Mayo Clinic Hospital–Phoenix and 
has visited the other two Mayo Clinic hospitals (i.e., Rochester, MN and Jacksonville, 
FL).  

The Basics

Health Care Then and Now
Paul Haun, M.D. (1906-1969) was a psychiatrist at various mental health hospitals 

and government entities in the 1950s and 1960s (Haun, 2001). He was a strong advo-
cate for changes to the institution and system of care for persons with mental health 
conditions, as evident from his writings and presentations (e.g., Evans & Haun, 1956; 
Haun, 1952; Haun, 1968). He valued therapeutic recreation and did not want it to as-
sume a medical model approach to services, which was the current model of treatment 
at that time.  During his time, institutionalization of individuals with significant mental 
health conditions and developmental disabilities was the standard. Then, individuals 
frequently lived in institutions for most of their lives. These institutions were often 
considered asylums and consisted of stark interiors. Similarly, individuals in acute care 
hospitals had longer hospital stays than is typical today (Freeman, Weiss, & Heslin, 
2018; Pokrus, Korak, McCarthy, & Graves, 1989).  The acute care hospital environment 
was also dull and uninviting.  

Today, we live in an era of deinstitutionalization, decreased length of hospital stays, 
and a movement away from the medical model to a biopsychosocial model of health.  
Life expectancy for individuals including those with disabilities, impairments, and 
health conditions has increased since Haun’s era (Crimmins, Zhang, & Saito, 2016).  
Most individuals with disabilities, impairments, and health conditions now live in the 
community (Institutions: Definitions, populations, and trends, 2012; She & Stapleton, 
2006). Currently, the average length of acute hospital stay is 4.6 days with slightly lon-
ger stays for physical rehabilitation and psychiatric units (Freeman et al., 2018; Lee, 
Rothbard, & Noil, 2012; Camicia, Wang, DiVita, Mix, & Niewczyk, 2016). Patients tend 
to be viewed as customers, partners, and whole persons rather than as just a patient 
with deficits to be treated or cured. Multiple professions exist to address the environ-
ment as a means to enhancing life (e.g., landscape architectures, interior designers, 
recreational therapists, recreation professionals). The architects who plan and design 
health care facilities in the United States and Canada usually have a specialty in health 
care architecture and are board-specialty certified by the American College of Health-
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care Architects (http://www.healtharchitects.org/Pages/about.aspx). This credential is 
relatively new, established in 1999, and based on research that focuses on the built en-
vironment in relation to human health and well-being (https://www.fgiguidelines.org/
pillars-of-health-care-architecture/). Consequently, the hospital environment is not 
the same as in Haun’s time. Against this background, Dr. Haun may have advocated 
for a different role for RT.  

In 2001, the World Health Organization (WHO) presented the International Clas-
sification of Functioning, Disability, and Health (ICF), which takes a biopsychosocial 
perspective of health in describing health and health-related states including well-be-
ing (WHO, 2001). The ICF recognizes the environment as a factor in defining disabil-
ity and assumes an ecological approach. It defines disability as “an umbrella term for 
impairments, activity limitations, and participation restrictions.  It [Disability] denotes 
the negative aspects of the interaction between an individual (with a health condition) 
and that individual’s contextual factors (environmental and personal factors).”  (WHO, 
2001, p. 221).  Environment factors are identified as:

all aspects of the external or extrinsic world that form the context of an 
individual’s life and, as such, have an impact on that person’s functioning.  
Environmental factors include the physical world and its features, the hu-
man-made physical world, other people in different relationships and roles, 
attitudes and values, social systems and services, and policies, rules and laws.  
(WHO, 2001, pp. 221-222)

Environmental factors may have a positive or negative impact on an individual’s func-
tioning (WHO, 2001). 

The United States Department of Health and Human Services (DHHS) Office of 
Disease Prevention and Health Promotion (ODPHP) also recognizes the role that the 
environment plays in health, well-being, and quality of life via Healthy People 2020 
(ODPHP, 2010, November) and the framework for Healthy People 2030 (Healthy Peo-
ple 2030 Framework, 2018).  One of Healthy People 2020’s four main goals is to “create 
social and physical environments that promote good health for all” (ODPHP, 2010, 
November, p. 3). It also acknowledges the relationship between engagement in leisure 
and overall well-being (ODPHP, n.d.a, n.d.b).

Consequently, this lends support to Dieser and Mobily’s argument for an ecologi-
cal approach to leisure opportunities and resources within the hospital setting and 
moves health care beyond the medical model.  It also lends support to Haun’s argument 
for the environment being rich in recreational pursuits. This does not, however, refute 
the need for RT services beyond the provision of recreation and leisure opportunities.  

Recreation and Leisure
Recreation and leisure are central to both the parks and recreation framework and 

RT.  Therefore, it is important to understand these two terms on a basic level.  There are 
various definitions and understandings among professionals and the general popula-
tions regarding these two terms.  Kelly (2012) briefly explored some of these and then 
provided the following definitions: 
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• Recreation is “voluntary non-work activity that is organized for the attainment of 
personal and social benefits including restoration and social cohesion” (p. 29). 

• Leisure is “activity that is chosen primarily for its own sake” (p. 23) or restated it is 
an “activity chosen primarily for the experience itself ” (p. 33). 

No set of activities or contexts always produce leisure for all persons or for any person 
all the time. Kunstler and Daly (2010) point out that leisure cannot be programmed; 
rather recreation activities can be planned “to enable individuals to experience leisure. 
Leisure is a personal experience an individual has that can occur through participation 
in meaningful recreation” (p. 5). Furthermore, Iwasaki, Coyle and Shank (2010) state 
that 

the forms that leisure expression take (e.g., sport, exercise, art, crafts, visits 
with friends) are secondary to the meanings derived from and associated with 
the leisure experiences, and it is the outcomes/meanings derived that present 
the potential contributions to these pathways. (p. 485)

Outcomes of leisure include personal growth and development; increased self-
esteem, self-confidence, life satisfaction, and quality of life; self-expression and cre-
ativity; stress reduction and enhancement of relaxation and coping; community inte-
gration and inclusion; development, maintenance, and strengthening of one’s social 
network; management of illness and impairment; increased functioning; and overall 
health and well-being (Caldwell, 2005; Hutchinson & Kleiber, 2011; Iwasaki et al., 
2010; Kelly, 2012; Walker, Kleiber, & Mannell, 2019). Not all leisure, however, is posi-
tive. For example, substance abuse, risky sexual behavior, singular focus on a particu-
lar activity, antisocial behavior such as bullying, criminal activity, and inactivity can 
all produce leisure but are contrary to a healthy lifestyle (Caldwell, 2005; Walker et 
al., 2019). Additionally, engagement in leisure activities at times can produce anxiety, 
depression, and stress as well as contribute to avoidance of problems or challenging 
situations (Caldwell, 2005; Hutchinson, Bland, & Kleiber, 2008; Nimrod, Kleiber, & 
Berdychevsky, 2012; Walker et al., 2019), which is counterproductive to well-being. 
Some examples when leisure activity is not beneficial to an individual include when an 
individual, due to a medical condition or impairment, is unable to engage in desired 
leisure activities (Kleiber, Brock, Lee, Dattilo, & Caldwell, 1995); when the leisure ac-
tivity triggers self-consciousness, negative emotions, stigma, and/or feelings of being 
a burden (Hutchinson, Loy, Kleiber, & Dattilo, 2003; Kleiber et al., 1995; Nimrod et 
al., 2012); or when a prior leisure activity reminds the person of a loss in their social 
network or functioning (Kleiber et al., 1995).

Given the potential negative impact of leisure on health and well-being for indi-
viduals with health conditions, leisure researchers have suggested that there is a need 
for intervention. Specifically, Caldwell (2005) acknowledged that “many people need 
leisure guidance, education, and counselling to help them reap the beneficial outcomes 
of leisure and avoid the negative outcomes that are possible” (p. 23). Nimrod et al. 
(2012) suggested that individuals with depression “may need to be encouraged to use 
leisure activity more intentionally in the coping process, to learn what works for them 
and what does not, and to keep trying even when they fail to benefit from certain lei-
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sure activities” (p. 444).  These suggestions go counter to Deisner and Mobily’s call for 
RT to concentrate practice on simple leisure programming. 

The Parks and Recreation Framework
In their article, Dieser and Mobily never fully define the parks and recreation 

framework beyond indicating leisure programming.  Therefore, we looked toward the 
National Recreation and Park Association (NRPA), which is the national organiza-
tion representing public parks and recreation, for insight into the parks and recre-
ation framework. NRPA’s mission is “to advance parks, recreation and environmental 
conservation efforts that enhance the quality of life for all people” (NRPA, 2019). It 
accredits parks and recreation agencies via the Commission for Accreditation of Parks 
and Recreation Agencies (CAPRA). CAPRA identifies that “the primary responsibility 
of the park and recreation professional is to provide programs by which leisure and 
recreation experiences and environments enhance the well-being and quality of life 
for participants” (CAPRA, 2014, p.  40). CAPRA accreditation Standard 6.0–Programs 
and Services Management includes the following:

• There should be cooperation with related programs and organizations.
• Comprehensive leisure education should be a part of the program.
• Programs should be designed to meet individual differences including interests, 

abilities, and backgrounds as well as underserved populations.
• Programs should be offered in different formats: self-directed, leader-directed, 

facilitated, and cooperative.

Another identifying characteristic of the parks and recreation framework is that pro-
grams are designed and delivered for groups of people rather than individuals and their 
specific needs (Kunstler & Daly, 2010). 

Basically, then, the parks and recreation framework focuses on the provision of 
recreation programs and resources to potential participants based on group needs via 
a variety of modes. Additionally, this framework calls for leisure education to instruct 
the population about the benefits of and means to leisure and engaging in recreation 
activities. These aspects of the parks and recreation framework can be meaningful to all 
individuals within the health care environment but do not guarantee that all individu-
als in the hospital will engage in leisure producing activities or experience leisure nor 
its benefits. This is where RT comes into play.

Recreational Therapy
Dieser and Mobily also never define recreation(al) therapy/therapeutic recreation. 

The American Therapeutic Recreation Association (ATRA) and the National Coun-
cil for Therapeutic Recreation Certification (NCTRC) [now an international organi-
zation] define RT as “a systematic process that utilizes recreation and other activity-
based interventions to address the assessed needs of individuals with illnesses and/or 
disabling conditions, as a means to psychological and physical health, recovery and 
well-being” (ATRA, 2015, May; NCTRC, n.d.).

Furthermore, NCTRC (2019) states:  

Recreational therapy includes, but is not limited to, providing treatment ser-
vices and recreation activities to individuals using a variety of techniques in-
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cluding arts and crafts, animals, sports, games, dance and movement, drama, 
music, and community outings. Recreational therapists treat and help main-
tain the physical, mental, and emotional well-being of their clients by seeking 
to reduce depression, stress, and anxiety; recover basic motor functioning and 
reasoning abilities; build confidence; and socialize effectively. Recreational 
therapists should not be confused with recreation workers, who organize rec-
reational activities primarily for enjoyment. (NCTRC, n.d.)

RT is delivered to individuals with disabilities and health conditions of all ages 
and abilities in a variety of institutional and community settings (NCTRC, 2019).  Ad-
ditionally, RT services may be provided to and/or include clients’ family members and 
significant others. Services are implemented by a Certified Therapeutic Recreation 
Specialist (CTRS) in accordance with the APIED process—assessment, planning, 
implementation, evaluation, and documentation (ATRA, 2015; NCTRC, 2019). The 
process is person-centered. When possible, interventions are designed and delivered 
based on evidence-based research. Typical outcomes of RT are leisure and increased 
functioning, health, wellness, and well-being. ATRA and NCTRC identify that one of 
the roles of the CTRS is to reduce environmental barriers (NCTRC, 2004).  Both orga-
nizations acknowledge recreation and leisure as underpinnings of RT and the benefits 
of engagement in recreation and leisure. 

There are at least 11 models that have been proposed to guide RT practice (Ross & 
Ashton, 2017). All models recognize the power of leisure in achieving overall health, 
well-being, and quality of life. Additionally, most recent models (Anderson & Heyne, 
2012a, 2012b; Dattilo, 2015; Carruthers & Hood, 2007) have taken a strengths-based 
approach, combining leisure theory with positive psychology. This thereby questions 
Dieser and Mobility’s criticism that therapeutic recreation “contributed to a negative 
social construction of disability” (Dieser & Mobily, 2019, p. 415).  

Dieser and Mobily specifically acknowledged Anderson and Heyne (2012b) and 
Howe-Murphy and Charboneau’s (1987) models for incorporating an ecological per-
spective into RT. They, however, shortchanged the two models. Whereas Dieser and 
Mobily present the ecological perspective as an environment rich in recreation and lei-
sure resources and opportunities, these RT models adopt a more comprehensive view 
that more fully reflects the ecological approach.  Anderson and Heyne (2012a, 2012b) 
and Howe-Murphy and Charboneau (1987) indicate that RT needs to address the in-
teraction and interdependency between the individual and his/her social and physical 
environment. Interventions may be directed to facilitate change in the individual, the 
individual’s environment, and/or the interaction between the two. At no time do An-
derson and Heyne nor Howe-Murphy and Charboneau define or restrict RT to basic 
leisure programming.  Deisner and Mobily also excluded the fact that these models uti-
lize the APIED process and support interventions beyond the provision of recreation 
and leisure programming.

Research and Recreational Therapy
In reviewing the research related to RT, given that Dieser and Mobily specifically 

addressed the hospital environment in the United States, we concentrated on that set-
ting as well.  What follows are highlights from a few studies that examined RT within 
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an institution setting. These studies lend support for RT within the institution setting 
beyond a parks and recreation framework.  Additional research exists that supports the 
benefits of RT for individuals of varying ages with a variety of disabilities, impairments, 
and medical conditions living in the community.  Furthermore, the literature is rich in 
research that supports evidence-based interventions utilized in RT.   

For individuals aged 12 and older with traumatic spinal cord injuries who re-
ceived inpatient RT, one year post-discharge they were found to be more productive 
and have healthier lives (Cahow et al., 2012) and be more likely to be working or in 
school (Whiteneck, Gassaway, Kijkers, Heinemann, & Kreider, 2012) than peers who 
did not receive RT treatment.  Furthermore, four years later (i.e., five years post-dis-
charge), a strong positive correlation was found between those individuals who spent 
more time in RT during inpatient hospitalization and their engagement in commu-
nity and recreational participation as well as their health and functioning status (Gas-
saway, Sweatman, Rider, Edens, & Weber, 2019).  Additonally, individuals with spinal 
cord injuries 1 to 8 months post-discharge from a rehabilitation hospital reported that 
therapeutic recreation interventions during rehabilitation hospitalization contributed 
to their enjoyment, improved physical and psychological strength, connection with re-
sources and the community, and learning to negotiate within the community (Dattilo, 
Caldwell, Lee, & Kleiber, 1998).

Within the realm of mental health institutions, RT has also been shown to have 
a positive impact.  Carruthers and Hood (2002) found that individuals in the hospital 
recovering from alcoholism who actively participated in all aspects of a RT program 
that primarily consisted of leisure education reported valuing the program and demon-
strated improved coping skills. Tiger (2016) designed and implemented a RT bullying 
program for youth residing in a mental health/developmental disabilities facility that 
was based on the Leisure Ability Model and used the APIED process. The program was 
found to assist youth in developing healthy relationships, empathy for others, and cop-
ing skills and to decrease bullying. 

While long-term care settings are not hospitals, they do include a variety of leisure 
resources and options often in the form of what Dieser and Mobily refer to as the parks 
and recreation framework. At times, on an as-needed basis, RT is also provided. One 
case study found that a resident with dementia-like symptoms who received RT dem-
onstrated improved behavior and mental health, which was not previously achieved 
from just participating in the center’s activity program and assisted in her transition to 
living in the long-term care facility (Mitchell & Van Puymbroeck, 2019). 

Mayo Clinic Hospitals and Recreational Therapy
Mayo Clinic is a nonprofit health care system that originated in 1864 in Rochester, 

Minnesota (https://www.mayoclinic.org/).  Today, Mayo Clinic Hospital has campus-
es in Rochester, Jacksonville, and Phoenix. According to U.S News and World Report 
2018-2019, all three sites are ranked #1 in their state (Best Hospitals, 2018).  Recreation 
therapy (RT)3 is offered at the Rochester and Phoenix locations but not at the Jackson-
ville site.  One of the focuses of Mayo Clinic Hospitals is to provide a healing environ-

3RT is called recreation therapy within the Mayo Clinic Hospitals System, is identical to 
recreational therapy, and uses RT as the official abbreviation.
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ment. This is what Dieser and Mobily have described in their article, but they omitted 
the fact that two of the three hospitals—Rochester and Phoenix—employ Certified 
Therapeutic Recreation Specialists (CTRSs) who provide RT.

RT at Rochester and Phoenix utilizes the Leisure Ability Model and follows the 
APIED process for each patient referred to RT. Patient functioning and the environ-
ment are key components of the patient’s plan of care. At Mayo Clinic–Rochester, 
CTRSs are employed in the Department of Psychiatry and Psychology and in the De-
partment of Physical Medicine and Rehabilitation.  At Mayo Clinic Hospital–Phoenix, 
two full-time CTRSs serve acute care and the seven-bed rehabilitation unit, thereby 
seeing patients throughout the hospital. It does not have a designated psychiatry/be-
havioral health unit. In keeping with the trend of interprofessional collaboration, the 
CTRSs participate with multiple disciplines to develop and facilitate clinically proven 
healing environments and patient experiences that include various leisure options and 
resources throughout the hospital (e.g., Committee for Humanities in Medicine that 
focuses on music and art in the hospital). This is true at Rochester as well as at Phoenix, 
although Dieser and Mobily identified otherwise. 

According to Carol Graziano, CTRS for 18 years at Mayo Clinic–Phoenix, the hos-
pital has utilized a CTRS to deliver RT services and facilitate leisure and recreation 
opportunities for patients since it opened.  Overall, RT there seeks to provide a clinical 
perspective to improve patient care and the overall well-being of patients, visitors, and 
staff as well as to provide preventative programming to staff and patients.  In Graziano’s 
view, RT is an affordable service that helps the institution save financially by keeping 
people healthy and has more flexibility to address the psychosocial needs of patients 
and families than other therapies. 

 Minimally at Mayo Clinic–Phoenix, recreational therapists follow physicians’ or-
ders and complete an assessment and a care plan, which often includes direct treat-
ment. Treatment is designed based on evidence-based practice. Consistent with the 
patient’s needs, the care plan may include (a) direct treatment with a CTRS via 1:1 
treatment, co-treatment, and/or group treatment, (b) treatment with a CTRS in com-
bination with facilitation of leisure options that involves a CTRS, or (c) only facilita-
tion of leisure options that may or may not involve a CTRS.  In terms of facilitation 
of leisure options, it may mean connecting the individual with volunteer services for 
reading materials or having the patient practice walking via physical therapy through 
the art exhibit. In Graziano’s professional opinion, without the completion of a clinical 
assessment and care plan by a CTRS, most of the patients would not engage in many of 
the leisure opportunities at the hospital and miss out on the benefits.  

Beyond RT for specific patients, the CTRSs at Mayo Clinic-Phoenix participate 
on committees and with other departments to create leisure opportunities through-
out the hospital and collaborate on related research. For example, a CTRS is an active 
member of (a) the Committee for Humanities in Medicine, which collaborates to bring 
musicians and artists into the hospital; (b) the Wellness Advisory Board that seeks to 
improve overall employee wellness; and (c) the Nature Trail Committee, which helps 
patients, staff, and families get outdoors and enjoy nature.  RT collaborated with vol-
unteer services to develop and implement the Caring Canine Program that visits with 
acute care patients who have been evaluated by a CTRS. 

In summary, RT at Mayo Clinic Hospitals is alive and well within an environment 
that is rich in recreation and leisure resources and opportunities. The CTRSs follow 
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the Leisure Ability Model (Stumbo & Peterson, 2009), utilize the APIED process, and 
work with patients on an as-needed basis as well as collaborate with other disciplines 
and departments to provide leisure opportunities to create a caring, healing environ-
ment. The overriding goal is to enable patients to experience leisure during hospital-
ization and following discharge so that they can pursue a lifestyle rich in leisure that 
promotes health, well-being, and quality of life. Interventions are directed at cognitive, 
emotional, leisure, physical, social, and spiritual functioning and consist of leisure edu-
cation, community re-entry, and facilitation of leisure. Contrary to Dieser and Mobily’s 
assertion that a parks and recreation framework would provide the same outcomes, 
the CTRSs at Mayo Clinic Hospital–Phoenix strongly believe that without RT many 
patients would not engage in leisure or discover the benefits of leisure.

Conclusion
In conclusion, the availability of leisure opportunities for all patients, visitors, and 

staff in the hospital environment creates a caring, healing environment and promotes 
overall well-being. We disagree, however, with Dieser and Mobily that RT delivered in 
alignment with the parks and recreation framework by a CTRS is sufficient to provide 
all patients with leisure and its benefits. Some patients may be unable to utilize the 
available recreation and leisure resources and opportunities and/or experience leisure.  
For patients who previously had a healthy lifestyle, will be able to resume that lifestyle 
shortly after discharge from the hospital, and are engaging in some leisure during hos-
pitalization, an environment rich in leisure and recreation resources and opportuni-
ties may be enough to ensure leisure and well-being. Other patients, however, may be 
having difficulty coping, have had an unhealthy lifestyle, have experienced a change 
in health status and/or functioning that will continue permanently or for a signifi-
cant time post-discharge, and/or are not engaging in leisure. For these individuals, RT 
should be provided according to the APIED process that is based on leisure and posi-
tive psychology theories, utilizes a strengths-based approach, incorporates an ecologi-
cal perspective, and designs and implements interventions based on evidence-based 
research. 

In terms of the hospital environment being rich in leisure and recreation resources 
and opportunities, given the focus today on intra- and inter-professional collaboration 
and the limited financial and staff resources, this would best be accomplished by an 
interdisciplinary team approach. CTRSs should be involved in the committees that 
address the environment and at the forefront of creating and advocating for a healing, 
caring hospital environment with a variety of leisure opportunities. This should not, 
however, be their sole responsibility. Nor should the CTRS be replaced by a general 
recreation professional as the CTRS has a much better understanding of the hospital 
environment and the impact of illness and disability on an individual particularly in 
relationship to recreation and leisure and overall well-being.

In summation, hospitals should provide leisure resources and opportunities for 
all patients, their visitors, and staff to promote reduction of stress, coping, overall well-
being, and quality of life. Not all patients, however, will be able to utilize the resources 
for immediate nor lasting benefits. This is when RT is needed. At the same time, it is 
important to keep in mind that RT is not intended for everyone who has an illness, 
medical condition, or impairment or who is hospitalized. Rather, RT is for individu-



436

Ross and Graziano

als who demonstrate a need, desire, and have the potential to benefit from the service.  
On the other hand, all patients, visitors, and staff may take advantage and potentially 
benefit from recreation and leisure resources and opportunities within the hospital en-
vironment. Consequently, we strongly support the RT process and models rather than 
the parks and recreation framework for the provision of RT in the hospital setting. Ad-
ditionally, we want to make clear that an ecological approach to RT is not synonymous 
with an environment rich in recreation and leisure opportunities.  Furthermore, leisure 
is the essence of RT practice, but it is not the sole substance of RT practice. Most im-
portantly, for some patients, leisure does not happen without RT. That said, CTRSs do 
have a role in ensuring that the hospital environment has a variety of leisure opportuni-
ties for all patients, visitors, and staff. This should be a coordinated effort among staff, 
volunteer services, and various other departments throughout the hospital. We advo-
cate for CTRSs to cling to their roots in recreation and leisure, stay abreast of current 
trends, and adhere to the biopsychological model of health and resist being consumed 
by the medical model, if that model remains predominant within their setting. Finally, 
we challenge all CTRSs to advocate for RT as well as leisure opportunities in the hospi-
tal setting and become better communicators regarding RT as well as for CTRS prac-
titioners and researchers to demonstrate the value of RT in the acute hospital setting.  
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