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Abstract

The primary goal of human beings is creating meaning-
ful, healthy lives out of their existence, a task tailored to 
therapeutic recreation (TR). In this article, the core el-
ements of TR, leisure and the helping relationship be-
tween professionals and service recipients, are examined 
through the lens of hermeneutic phenomenology. Her-
meneutic phenomenology is a philosophical perspec-
tive centered on understanding how people interpret 
and assign meanings to lived experiences. Applying the 
philosophical perspective to TR, leisure generates mean-
ingful experiences that therapeutic recreation specialists 
(TRSs) and service recipients collaboratively weave into 
personal narratives. The result is service recipients living 
well and flourishing. Conceiving of TR in this manner 
entails that our services are germane for all people.
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Introduction
At the heart of therapeutic recreation (TR) is the helping relationship between 

practitioner and service recipient, a connection explicitly noted in the title of an early 
textbook, Therapeutic Recreation: A Helping Profession (O’Morrow, 1976). In fact, the 
relationship is identified as the most important aspect of the therapeutic process (Cart-
er & Van Andel, 2020; Egan & Reese, 2019), leading to service recipients experiencing 
more meaningful lives (Anderson & Heyne, 2012a, 2012b; Carruthers & Hood, 2007; 
Lee & McCormick, 2002; Van Andel, 1998). Explicit evidence that facilitation of mean-
ingful lives is a primary aim of TR and therapeutic recreation specialists (TRSs) is sup-
plied by at least three practice models. First, Van Andel’s (1998) TR Outcome Model 
identifies one outcome of TR services as enhanced spiritual capacity or “the ability to 
find meaning and purpose in life” (p. 187). The second is Carruthers and Hood’s (2007) 
Leisure and Well-Being model which proclaims meaning-making is a goal of TR. The 
authors assert “the profession of TR has … an important role in supporting clients to 
create a life of meaning, in spite of challenges and limitations” (p. 278). This a vital 
endeavor because “all people, regardless of ability or disability, desire a life of mean-
ing” (p. 278). Finally, the Flourishing through Leisure: An Ecological Extension of the 
Leisure and Well-Being Model (Anderson & Heyne, 2012a, 2012b) includes a spiri-
tual domain where TR services lead to existential outcomes such as meaningful lives 
through involvement in leisure. The model’s authors declare, “the existential outcomes 
that therapeutic recreation specialists help to facilitate are perhaps more important 
than any functional improvement derived from more traditional therapy” (Anderson 
& Heyne, 2012a, p. 145).

Another source of evidence is the body of scholarship focused on capturing, de-
scribing, and understanding individuals’ leisure-related experiences (Bedini & Ander-
son, 2005; Craig et al., 2020; Dawson & Liddicoat, 2009; Goodwin et al., 2009; Hawkins 
et al., 2011; Litchke et al., 2012; May-West et al., 2018; Rogers et al., 2016; Schumacher 
et al., 2012). The meanings people assign to their leisure involvement are solicited by 
asking them to talk about their pursuits and then reviewing the responses to identify 
conveyed meanings. To illustrate, adult males with high level spinal cord injuries were 
asked to describe their participation in quad rugby. The respondents reported the activ-
ity was an important, central aspect of their lives and they experienced “deep meaning” 
from participating (Litchke et al., 2012, p. 39). Their lives revolved around practicing 
and competing, traveling to competitions, socializing with other quad rugby players, 
and introducing people with and without disabilities to the leisure pursuit. Further-
more, they identified themselves as quad rugby players and were seen by other people 
as quad rugby players, a social role valued by the players. In a second study (May-West 
et al., 2018), adult males and females with vision impairments were asked to describe 
what cross-country skiing meant to them. They reported skiing was meaningful in 
several ways. For instance, skiing led to developing reciprocal, social relationships with 
people who shared similar life experiences. Participating also resulted in freedom of 
movement, increased independence, and a sense of normalcy.

The aforementioned studies employed phenomenological and hermeneutic phe-
nomenological methodologies which are efficacious in illuminating leisure’s meaning-
making capacity. It is a logical extension to scrutinize the two philosophical theories 
underlying the methodologies to ascertain the theories’ applicability to TR. Laverty 
(2003) extensively reviewed and compared both foundational frameworks, identifying 
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similarities and differences. A perusal of her findings revealed the hermeneutical phe-
nomenology framework created by Heidegger (1927/1962) and Gadamer (1960/1975) 
holds promise for enhancing the therapeutic relationship and concomitantly helping 
service recipients experience more meaningful lives. The promise rests on hermeneuti-
cal phenomenology’s tenet that generating meanings for lived experiences and weav-
ing the meanings into life stories involve collaboration between people (Gadamer, 
1960/1975; Heidegger, 1927/1962). In TR, TRSs and service recipients work together to 
craft meaningful leisure experiences and incorporate the experiences into life stories, 
actions that contribute to living well or flourishing (Anderson & Heyne, 2012a, 2012b; 
Wise & Barney, 2021). 

Due to the philosophical framework’s potential for augmenting the therapeutic 
relationship and enriching service recipients’ lives, the present study investigated her-
meneutical phenomenology and its application to health care and TR. Specifically, the 
results are presented in the following sequence. First, the philosophical framework is 
outlined. Then, its’ application to health care is described with an emphasis on the 
meetings between health care providers and patients. Finally, implications for adopting 
and applying the philosophical perspective to TR are explored.  

Hermeneutic Phenomenology
Heidegger (1927/1962) is credited with developing hermeneutic phenomenology 

in his seminal work, Being and Time. According to Heidegger, the most fundamental 
human endeavor for each person is crafting a meaningful life by assigning meanings 
to objects in the world and the interrelationships among those objects. An object’s 
value and meaning are determined by its’ usefulness or functionality. Objects that are 
more useful to people in achieving their desired projects are assigned greater value and 
meaning. The resulting pattern of values, meanings, and interrelationships forms a web 
of meaning-relations for each person (Svenaeus, 2000b, 2014b). 

To illustrate, consider the following admittedly uncomplicated and incomplete 
example. A woman’s family members are significant aspects of her life. Each of them 
is a valued, extremely meaningful component of the woman’s life that contributes to 
her living well. Other objects occupying key positions within the woman’s life include 
a stimulating, rewarding career and attendant monetary compensation that permits a 
comfortable lifestyle. Moreover, the lifestyle partially consists of a house that fulfills its 
functions of sheltering the family from the weather and suppling space for their social 
interactions. These few meaning-relations constitute a portion of her web. 

Empirical sciences or ontic disciplines complement the understanding supplied 
by hermeneutic phenomenology. As a level of understanding known as explanation 
(Svenaeus, 2000b), sciences discover factual details about objects such as color, weight, 
density, height, function, and chemical composition. Science also uncovers causal 
relationships between objects, explaining how objects interact with one another. Ap-
plying the two levels of understanding to health care, hermeneutic phenomenology 
determines what a disease means in a person’s life while science collects data leading 
to development of treatments and cures for the disease. Another way to envision the 
complementary relationship is as first and third person accounts, respectively (Sva-
naeus, 2011). Hermeneutic phenomenology examines first person accounts of lived 
experiences by uncovering the constellation of meanings-relations for an individual 
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while sciences are third person accounts describing quantifiable characteristics of spe-
cific objects. For instance, a person’s body can be analyzed by science as a body, similar 
to other bodies, consisting of muscles that cause movement, nerves that send electrical 
impulses, and vessels that transport blood. However, how a person’s body interacts 
meaningfully with the world and what that body means to the person are unique to 
that person and formulated through hermeneutic phenomenology. 

Assume a young man recently acquired a spinal cord injury (SCI) causing com-
plete muscle paralysis and loss of sensation below his belly button. Prior to acquiring 
the SCI, he may have vaguely known about the concept of a SCI from a scientific point 
of view, but that knowledge may not have had much meaning for him nor played any 
role in his personal narrative or life-story. Now that he has a SCI, the young man learns, 
in-depth, about the various aspects of SCIs—causes, muscular and neurological affects, 
secondary complications, treatments, and prognosis. 

What science does not address is what this SCI means for him. Answering this 
question is a task for hermeneutic phenomenology. The SCI impairs his body’s func-
tion so that his body has become alien to him (Svenaeus, 2011). Prior to the injury, his 
body operated smoothly and warranted minimal attention but is now a constant focus 
of his consciousness because its functions are severely impaired. Activities of daily liv-
ing such as getting into and out bed, going to the bathroom, navigating his house, 
dressing, and preparing meals, which were largely accomplished without much con-
scious awareness before the injury, suddenly become challenging chores requiring a lot 
of time and physical assistance. Additionally, the SCI substantially hinders him from 
attaining major life goals and projects. Hermeneutically, the SCI is a very meaningful 
but not positively valued aspect of his reality. The young man assigns it a negative va-
lence and the role of significant obstruction to living well.  

Gadamer (1960/1975) extends Heidegger’s philosophical framework by explicitly 
recognizing that language based, social interactions contribute to the creation of mean-
ingful lives (Svenaeus, 2000a, 2000b). According to Gadamer, a person’s web of mean-
ing-relations is called a lifeworld or horizon. Since each person’s pattern of meaning-
relations is distinctive, it is very likely people’s horizons or lifeworlds do not extensively 
overlap. Sometimes, people with divergent lifeworlds such as health care providers and 
patients need to achieve greater levels of agreement or shared meaning-relations. In 
this scenario, a patient and provider need a shared understanding of the patient’s dis-
ease, treatment, prognosis, and personal narrative in order to maximize healing and 
recovery. The “fusing of [divergent] horizons” or lifeworlds (Gadamer, 1960/1975, p. 
273) ensues from revising existing webs of meaning-relations through interpretive 
dialogue (Laverty, 2003). The process of reconstructing webs of meaning-relations is a 
social, communicative, mutual endeavor rather than individualistic pursuit (Svenaeus, 
2000a, 2000b). 

Hermeneutic Phenomenology and Health Care
Svenaeus (2000b, 2011, 2013, 2014b), building on Heidegger and Gadamer, applies 

hermeneutic phenomenology to health care. Most notably, Svenaeus (2000b) expands 
the biologically oriented notion of health to incorporate psychological and sociologi-
cal perspectives. The traditional, myopic focus on restoring normal body functions is 
enlarged to include how people think and interact with the world as they pursue their 
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visions of what it means to live well with diseases or disabilities (Svenaeus, 2013). “Phe-
nomenology … addresses the questions of how the physiological processes and states 
are lived as meaningful in an environment” (Svenaeus, 2011, p. 338). 

At this point, two preparatory tasks are completed before delving into the thera-
peutic relationship between health care professionals and patients. First, the key ideas 
of health, disease, and illness are briefly described from the philosophical perspective 
and relationships among the ideas are explored using a straightforward example. Sec-
ond, the notion of a personal narrative, which supplies the context for understanding 
health and illness, is presented.

Health
Health is described as “homelikeness” (Svenaeus, 2000b, p. 92) which means a 

person’s existence is characterized as the “normal, unapparent, things-as-usual ways of 
everyday life” (Svenaeus, 2011, p. 337). When people are healthy, they proceed through 
a day without deeply, consciously pondering regularly occurring events and interac-
tions. Thoughts and actions proceed smoothly and relatively seamlessly, somewhat like 
being on autopilot. Health is transparent and dwells in the background until it is im-
pacted by disease. 

Disease
In this article, disease is treated as a broad term encompassing disorders, impair-

ments, injuries, and disabilities. All share the feature of signifying decrement in biolog-
ical functioning (Svenaeus, 2013). When diseases negatively and significantly impact 
people’s webs of meaning-relations, they experience illness.

Illness
Illness is characterized by “unhomelikeness” (Svenaeus, 2000b, p. 93) which is a 

“foreignness that permeates … life when the body takes on alien qualities” (Svenae-
us, 2011, p. 333). When people experience illness, they do not operate smoothly or 
seamlessly, within the world or within themselves. Their thoughts, actions, and bodies 
take on a foreign quality which leads to those thoughts, actions, and bodies becoming 
the central foci of consciousness. These changes affect how they think and feel about 
themselves and their interactions with the world. For instance, people with depres-
sion (Carter & Van Andel, 2020) may feel anxious, apathetic, hopeless, and sad. They 
may also cry excessively, neglect social relationships, be unable to sleep soundly and 
concentrate on tasks, and quit participating in formerly enjoyable leisure activities. As 
a result, they ruminate on the perceived negative aspects of their lives and withdraw 
from society leading to their lifeworlds losing meaning (Kayali & Iqbal, 2013). 

The foreignness, precipitated by a reduction in or loss of functioning, disrupts 
a person’s pattern of meaning-relations for an “extended duration” (Kayali & Iqbal, 
2013, p. 32; Svenaeus, 2011, 2013). A comprehensive analysis of illness’ “temporal di-
mension” (Toombs, 1990, p. 237) is beyond the scope of this paper so what follows is 
a rudimentary introduction. It is difficult and maybe impossible to precisely specify 
how long a disruption of meaning-relationships must last before illness is experienced 
because phenomenological or lived time does not equate to objective or clock time 
(Toombs, 1990). “Time in phenomenology always means lived and meaningful time 
… not the objective time of physics” (Svenaeus, 2000b, p 116). What this means is that 
people, especially those with disease and accompanying adversity, pain, and suffering, 
perceive time differently than as measured with clocks or calendars. Consequently, ill-
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ness ensues when a person considers a disease to have disrupted meaning-relations for 
what is regarded as a long time and expects the disruption to continue for the foresee-
able future (Edgar, 2005; Svenaeus, 2000b; Toombs, 1990; Wendell, 2001). Though at 
the extremes of a time continuum, the following two examples provide a glimpse into 
the temporal dimension of illness. One example involves a woman with an uncompli-
cated case of a broken femur. She experiences pain, activity restrictions, diminished 
social interactions, and altered meaning-relations but the effects only last for three to 
six months. It is not likely she considers herself ill because of the relatively brief time 
frame, gradual functional improvement, and expectation for full recovery. The other 
example is a young man with a complete, cervical SCI. The man likely considers him-
self ill due to the substantial disruption of meaning-relations and the condition’s life-
long effects and incurable nature. 

Interrelationship Among Health, Disease, and Illness
To illustrate the interrelationship among health, disease, and illness, consider that 

a woman used to race down the stairs of her house without consciously thinking about 
doing so. However, she was recently diagnosed with diabetes and peripheral neuropa-
thy. Signs and symptoms of peripheral neuropathy include sharp, jabbing pain in the 
feet, muscle weakness and paralysis, impaired muscle coordination, and a substantially 
increased chance of falling (Mayo Clinic, 2019). Now, the woman is acutely aware of 
taking each step. She consciously thinks about where she places her feet on each stair 
tread, her legs and feet hurt, and she worries she is going to fall and hurt herself. She 
limits herself to the main floor of the house and sleeps in a bedroom on that floor while 
her partner continues to sleep in the upstairs’ master bedroom. Plus, the disease greatly 
hinders the woman’s ability to run marathons, a project which gives her life substantial 
meaning. 

The disease changes the way the woman thinks and feels about herself and how 
she interacts with the world. She no longer thinks of her body as a well-oiled machine 
capable of easily completing strenuous physical feats. She is no longer able to pursue a 
project that holds great value for her and contributes to her living well. Also, relations 
with her partner are strained. In summary, the woman’s reality has been altered and she 
no longer experiences homelikeness; she is ill. 

Personal Narratives
The details of the preceding scenario are found in the woman’s life story or per-

sonal narrative. A narrative is a unifying and coherent account of a person’s life con-
structed by weaving together meaningful events, situations, experiences, and episodes 
(MacIntyre, 2007). The chronicle is dynamic, malleable, and evolves as a person adds, 
deletes, or reorganizes constituent elements (Bauer et al., 2008; MacIntyre, 2007). Thus, 
narratives are frequently reconstructed, a characteristic embodied in the findings of 
two studies involving people with disabilities. 

Ridgway (2001) examined the narratives of women recovering from psychiatric 
conditions. The women’s stories were dynamic and evolving, shifting from feeling de-
spair at being stuck with a chronic disability to displaying an empowered perspective 
marked by combating stigma associated with the condition, feeling hope, coping ef-
fectively with disability related challenges, forming social relationships, engaging in life 
activities, and creating a meaningful life.
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In a second study, Cardillo (2010) analyzed the personal narratives of eight adults 
who had congenital disabilities or illnesses that manifested before their teenage years. 
The narratives underwent frequent reconstructions, fluctuating among four themes 
centered on how the disability or illness was represented. Sometimes, the condition 
was perceived as a devalued and dehumanizing personal characteristic while at other 
times it was an inevitable fact of life that was endured, a condition that was largely 
caused by societal attitudes and actions, or a valued, integral aspect of one’s self. Fre-
quently, the appearance of the first three themes was precipitated by dialogical interac-
tions with health care professionals. During these interactions, the women received 
negative messages about the disabilities and illnesses. Cardillo called on health care 
professionals to actively listen to patients’ personal narratives and communicate in a 
respectful, supportive manner because doing so contributes to the formation of posi-
tive, affirming narratives in which disabilities and illnesses are perceived as meaningful 
aspects of life.

Alliance between Health Care Provider and Patient
Now that key constructs have been defined and described, the therapeutic rela-

tionship, specifically the dialogical meetings between health care professional and pa-
tient, is addressed. From a hermeneutic phenomenology perspective, the goal of the 
therapeutic relationship is for the patient to achieve or, at a minimum, progress toward 
a state of health (Svenaeus, 2000b, 2013). Health results when the parties collaborate 
to formulate valued meanings of and roles for diseases and disabilities in people’s lives.  

Accordant with Svenaeus, Toon (2014), a general medical practitioner, convinc-
ingly reasons that hermeneutics is the core of a valuable alliance between health care 
professional and patient. In this mutually beneficial association, health care profes-
sionals function as hermeneutic guides or interpreters as well as dispensers of medical 
treatments (Aho, 2008; Phemister, 2017; Svenaeus, 2000b, 2003, 2014b). As hermeneu-
tic guides, they gather patients’ “thoughts, feelings, … lifeworld predicaments,” and 
visions of what it means to live well (Svenaeus, 2014b, p. 557). Then they help patients 
reconstruct or re-story personal narratives that have been detrimentally impacted 
by disabilities or illnesses (Brock & Kleiber, 1994: Lee & McCormick, 2002; Smith & 
Sparkes, 2005). The process of reconstructing begins with a health care provider solicit-
ing a patient’s interpretation of his/her disability and its impacts on living well (Aho, 
2008; Svenaeus, 2013). Next, the provider and patient collaborate dialogically to 1) 
understand the causes, courses of treatment and prognoses associated with medical 
conditions, 2) explore potential, life enrichening meanings of the conditions, and 3) 
incorporate those meanings into a personal narrative (Edgar, 2005; Goddard-Finegold, 
2009; Nausner, 2011; Phemister, 2017; Rawlins, 2009; Svenaeus, 2003, 2011). Primary 
outcomes of the alliance are an understanding it is very possible to flourish with a dis-
ease, a vision of what it means for the patient to flourish, and a plan for realizing the 
vision (Clifton et al., 2018; Clifton & Stevens, 2018; Wise, 2014a, 2016; Wise & Barney, 
2021). 

Now, the previous scenario in which a woman became ill due to diabetes and pe-
ripheral neuropathy is continued. The woman meets with a health care provider who, 
in addition to prescribing pain relievers and encouraging regular exercise (Mayo Clin-
ic, 2019), tells her that the meaning she assigns to the disease and the manner in which 
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she connects it to other meaning-structures are largely up to her. For instance, if she 
makes running a less important part of her life then the negative effects of the disease 
may be diminished. Or, if the woman replaces running marathons with completing 
marathons using a hand cycle, performs at a high level, and maintains racing’s central-
ity in her life, she may consider the disease to have a beneficial facet since it introduced 
her to a leisure practice enabling her to pursue a re-formulated vision of the good life. 
Neither of these actions cure the disease or totally ameliorate its effects but do move 
her closer to a state of health because she creates a different reality by modifying her 
array of meaning-relations. Furthermore, if she addresses what she believes are other 
adversely impacted aspects of her life (i.e., familial relationships, housing) in a similar 
manner, it is likely she is no longer ill because she experiences homelikeness as a “new 
and different form of being-in-the-world than the one present before the onset of ill-
ness” (Svenaeus, 2000b, p. 113).

Virtuous Hermeneutic Guides
The relationship between a health care provider and patient is “radically asym-

metrical” (Svenaeus, 2000b, p. 147) due to power and status disparities so practitioners 
must develop and cultivate several virtues in order to serve as competent, effective her-
meneutic guides. Two virtues essential for successfully negotiating asymmetrical rela-
tionships are trust and respect (Svenaeus, 2000b). Frequently, the provider and patient 
are strangers or not well acquainted. However, within a very few minutes of initially 
meeting, the patient is expected to share very personal information he/she may not 
have disclosed to anyone else. The patient is much more likely to share relevant infor-
mation if the health care provider genuinely demonstrates trustworthiness and respect 
(Carter & Van Andel, 2020).

A third, crucial virtue the practitioner must cultivate is phronesis or practical 
judgment (Landes, 2015; Svenaeus, 2003, 2014a, 2014b; Sylvester, 2009). This virtue, 
rather than simply employing universal rules when working with diverse patients, in-
volves applying general ethical guidelines supplied by discrete virtues to individual 
patients in unique situations. Honed with experience, phronesis entails considering the 
relevant details of a specific situation and doing the right thing at the right time for the 
right reasons with the goal of helping people live well (Aristotle, 2001; Landes, 2015).  

Reasoning is the basis of the virtue but thinking must be complemented with feel-
ing. Svenaeus (2014a) compellingly argues the affective component of phronesis is em-
pathy. “Phronesis must therefore be rooted in empathy; it must take its starting point 
in being able to feel and know the state and predicament of the other person” (p. 295) 
[italics in original]. Professionals who exercise practical judgment infused with empa-
thy place themselves in a patient’s situation in order to understand the person’s lived 
experiences and web of meaning-relations (Svenaeus, 2015). This leads to professionals 
caring for that person and taking ethical actions to promote the person’s flourishing. 
Stated another way, phronesis requires that a health care provider listen to a patient’s 
narrative and then, taking into account the details of medical conditions, perform vir-
tuous actions that support the patient’s pursuit of his/her vision of the good life (Aris-
totle, 2001; MacIntyre, 1988, 1999, 2007; Sylvester, 2009).
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Leisure and Meaning-Making
TRSs are health care professionals who assist service recipients in living meaning-

ful, flourishing lives (Anderson & Heyne, 2012a, 2012b; Carruthers & Hood, 2007; Lee 
& McCormick, 2002; Van Andel, 1998; Wise, 2014a). Unique to TR is leisure, a sig-
nificant contributor to human flourishing, especially among people with diseases and 
disabilities (Wise, 2014b, 2015). One reason for the relationship between leisure and 
flourishing is leisure’s capacity for meaning-making which “refers to how or in what 
ways leisure contributes to making sense of life for people or how people gain mean-
ings of life through leisure pursuits” (Iwasaki, 2017, pp. 416-417). The link between lei-
sure and meaning-making was clearly and forcefully articulated by Blackshaw (2010) 
who said leisure is the “principal driving force” for “satisfying our hunger for meaning 
and our thirst for giving our lives a purpose. This is the job leisure was always cut out 
for” (p. 120). Moreover, he declared “leisure has become a hermeneutical exercise” as 
it performs “the function of rendering meaning” (p. 141). Leisure’s meaning-making 
role is further validated by a growing body of supportive research (Hopper et al., 2020; 
Iwasaki, 2008, 2017; Iwasaki et al., 2013, 2015, 2018).

Particularly relevant for TR is the cross-cultural finding that leisure furnishes a 
context which induces people to reevaluate the meanings they assigned to events ini-
tially viewed as adverse and devastating (Iwasaki, 2008). Mark Zupan’s personal story 
sharply illustrates leisure’s role in creating a meaningful and flourishing life in the after-
math of a significant, life altering accident (Zupan & Swanson, 2006). 

In the few seconds it took a small pickup truck to slide off a road and slam into a 
fence, Zupan went from playing Division 1 collegiate soccer to experiencing an incom-
plete C7 spinal cord injury and attendant paralysis in all four limbs. He underwent sur-
geries to stabilize his condition, endured countless hours of therapy, and learned how 
to use a wheelchair as well as perform everyday activities. He became depressed and 
angry because many bodily functions were now largely out of his control. Plus, several 
life projects were put on hold or dismissed as unrealistic. Fortunately, Mark discovered 
and excelled in the leisure practice of wheelchair rugby (Wise, 2018a) leading him to 
become a two-time Paralympian medalist (bronze and gold), star in a movie about the 
practice, and co-author a book chronicling his life. 

The injury and paralysis cannot be cured but people can “give meaning even to 
events beyond … [their] control and modify … [their] concepts of happiness … [and] 
illness” (Carel, 2008, p. 129). Though lengthy, the following excerpt from Zupan’s book 
reflects the influence excelling in quad rugby had on changing his perceptions of the 
accident, injury, and flourishing.

 
[H]ere’s the bottom line …. You can’t control everything that happens to you, 
but you can try to understand it …. In truth, my accident has been the best 
thing that could ever happened to me.… What I am saying is that it has been 
the single most defining event of my life. And without it, I wouldn’t have seen 
the things that I’ve seen, done the things I’ve done, and met so many incred-
ible people. (Zupan & Swanson, 2006, pp. 6-7)
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Implications for Therapeutic Recreation
Since leisure and the therapeutic relationship between TRSs and service recipients 

are defining elements of the profession (Anderson & Heyne, 2012a, 2012b; Carruthers 
& Hood, 2007; Carter & Van Andel, 2020; Wise, 2014a), multiple implications for TR 
stem from the current investigation. Seven are introduced with the realization that all 
actions require much more exploration, development, and elaboration.  

The first action is adopting the conceptualizations of health and illness outlined 
in this article. The conceptualizations are liberating in that recipients of TR services 
can have a disease and be healthy, an important recognition for situations where a 
disorder cannot be cured or normal biological functioning restored (Wendell, 2001). 
In such cases, people can be healthy if diseases are assigned meaningful roles, and the 
diseases do not significantly disrupt their webs of meaning-relations or prevent them 
from living well (Svenaeus, 2000b). This view of health vastly differs from the medical 
model which has a long, influential connection with TR (Anderson & Heyne, 2012b; 
Lee & McCormick, 2002; Wise, 2016) and assumes people with diseases are unhealthy, 
experience lower quality of life, and require medical intervention (Mobily, 2015; Mo-
bily et al., 2015; Sylvester, 2014). The two views of health are disparate because they 
represent distinct perspectives. On one hand, the medical perspective aims to improve 
impaired functioning and minimize or alleviate pain caused by conditions so people 
can live lives of their own making. On the other hand, the hermeneutic phenomenol-
ogy view concentrates on the meanings people assign objects with a ramification being 
that people can be healthy and live well even if impairments cannot be fixed or people 
choose not to receive treatment (Carel, 2014). The distinct perspectives are held by 
different professionals. Medical professionals promote health by scientifically treating 
diseases while TRSs promote health hermeneutically by collaborating with people to 
meaningfully incorporate disabilities and illnesses into personal narratives. 

There is precedence for appreciating that people can live well with less than normal 
functioning. Anderson and Heyne (2012a), two TRSs who authored the Flourishing 
through Leisure practice model, contend high levels of well-being are not dependent 
upon optimized functioning in each of the multiple, constituting domains. Someone 
may not be able to perform certain actions “but still have a good life and still enjoy the 
fruits of leisure” (p. 146).

Relatedly, defining illness as a substantial disturbance in meaning-relations is not 
a novel conceptualization for TR. Almost two decades ago, Lee and McCormick wrote 
“illness occurs when old meanings are disrupted and the individual is unable to recon-
struct new meanings and possibilities to adjust to a new life” (2002, p. 239). 

Although the conceptualizations are potentially liberating, TRSs must exercise 
caution when acting on their perceptions of illness because their perceptions do not al-
ways directly correspond with service recipients’ perceptions. Kayali and Iqbal (2013), 
in a study of the lived experiences of women diagnosed with depression, found some 
women reported feeling more homelike when depressed than when on medication. 
The women believed depression added meaning to their lives because it gave them 
insights about themselves that were not present when the condition was being treat-
ed with medication. They did not perceive themselves as ill but were perceived as ill 
by health care professionals who prescribed treatment. Furthermore, treatment for a 
perceived illness may instigate illness (Finlay & Molano-Fisher, 2008). In one case, 
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a woman, who had been profoundly deaf for 50 years, received a cochlear implant. 
Regaining the ability to hear extensively disrupted her life, negatively impacting her 
interactions with others, relationship with her own body, and sense of self. Eighteen 
months post-surgery she was still struggling to author a coherent personal narrative. 
Relatedly, Svenaeus (2000b) acknowledged the presence of a disability does not auto-
matically equate to illness. A person may have a disability but experience homelikeness 
and be healthy. This acknowledgment and the foregoing examples oblige health care 
professionals to base their designations of illness on scientific data and the contents of 
service recipients’ narratives (Finlay & Molano-Fisher, 2008).

Second, the appropriateness of the philosophical framework and concomitant 
techniques for people with intellectual disabilities must be fully established. Fortunate-
ly, efforts have commenced (Corby et al., 2015, 2020; Meininger, 2005).  Corby and her 
colleagues (Corby et al., 2015) reviewed 28 articles featuring phenomenological meth-
odologies and people with mild and moderate intellectual disabilities. They concluded 
hermeneutic phenomenology is appropriate for soliciting meaning-relations. Scholarly 
literature also supports collaborating with people with mild and moderate intellectual 
disabilities to reconstruct narratives if, during the joint venture, professionals perform 
three tasks (Meininger, 2005). First, they ask the person with a disability, his/her family 
members, important others, and professional staff to validate the narrative’s contents. 
Second, they ensure the new narrative logically follows from the previous narrative and 
interceding experiences. Finally, professionals confirm the new narrative aligns with 
a notion of the good life as expressed by the person’s moral, religious, and/or cultural 
traditions. Future research must broaden the line of inquiry to encompass people with 
severe intellectual disabilities. 

The third action is serving as hermeneutic guide or existential therapist (Mobily, 
1985; Richter & Kaschalk, 1996) which entails “help[ing] people find and insert mean-
ing into the substance of their lives” (Richter & Kaschalk, p. 87). TRSs are well-suited 
for fostering existential outcomes such as “making sense of a situation, discovering 
what is at stake in living, making sense of suffering, and making sense of being human” 
(Murray, 1998, p. 277) for at least two reasons. One, leisure and recreation contexts 
provide ample opportunities for generating meaningful experiences (Caldwell, 2005; 
Hood & Carruthers, 2007). Two, TRSs facilitate the construction of personal narra-
tives which meaningfully incorporate disability (Lee & McCormick, 2002; Wise, 2014a, 
2014b, 2015, 2016, 2019, 2020; Wise & Barney, 2021). Taking on the role of existential 
therapist is also supported by research. The onset of disability frequently leads to a 
drastically diminished or total cessation of involvement in meaningful leisure pursuits 
along with disrupted meaning-relations and subsequent illness (Kleiber et al., 1995). 
Conversely, “leisure activities that … generat[e] meaning” (Kleiber et al., 2002, p. 228) 
play “a central role” (p. 229) in reconstructing people’s narratives and promoting their 
“personal growth and transformation” (p. 230).

Excelling in the role of hermeneutic guide or existential therapist demands consis-
tently displaying ethical behavior so a related action is integrating virtue education into 
academic preparation programs and continuing education forums, an action called 
for by multiple TR authors (Sylvester, 2009; Wise, 2018b). A number of virtues essen-
tial for acting competently as TRSs have been identified (Sylvester, 2009; Wise, 2014a, 
2018b) but practicing professionals, academics, and representatives from the American 
Therapeutic Recreation Association, and the National Council for Therapeutic Recre-
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ation Certification ought to convene with the goals of enumerating requisite virtues 
and identifying methods for instilling the virtues.

The fifth action is making sure the TR process assists people in their quest for 
meaningful lives. For example, Wise and Barney (2021) presented techniques that fos-
ter meaningful lives. First, use personal narratives as assessments (Anderson & Heyne, 
2012b, 2013; O’Keefe, 2005). Soliciting life stories treats individuals as the experts re-
garding their own lives and collects pertinent personal and environmental informa-
tion. Second, craft plans to promote meaning-making based on reviews of personal 
narratives. Such plans incorporate personally selected leisure activities and eliminate 
personal and environmental impediments to living well. Third, facilitate meaningful 
experiences rather than implement interventions. This is accomplished by utilizing fa-
vored leisure activities and setting up the environment to maximize personal freedom 
and control (O’Keefe, 2005; Van Andel, 1998). Finally, have service recipients ascertain 
the effects of TR services and weave the outcomes into their narratives (Lawson et al, 
2008; Wise, 2014a).

Another action is employing guiding frameworks that explicitly recognize the 
meaning-making potential of leisure. One such framework is the MetaHabilitation 
model (Mikal-Flynn et al., 2018) which was founded on the belief that traumatic events 
can lead to positive outcomes. The model resulted from the first author’s brush with 
death and her subsequent interviews with people who had survived and thrived in the 
aftermath of traumatic conditions such as cancer, post-traumatic stress disorder and 
spinal cord injuries. She discovered similarities among the personal narratives. One 
similarity was a conviction that traumatic events can be transformative and induce per-
sonal growth. The interviews also revealed that traumatic growth can be conceptualized 
as a six-stage process. The stages, in sequence, are surviving and recovering from the 
trauma, deciding to move forward with life, actively seeking treatments, reflecting on 
and finding meaning in the traumatic event, re-engaging with one’s life, and pursuing 
one’s new life with an eye toward a favorable future. Successful progression through the 
stages results when TRSs and service recipients co-jointly plan and implement mean-
ingful leisure experiences. Meaningful leisure experiences, characterized by exercising 
personal strengths in supportive environments, promote personal growth by helping 
people find meaning in traumatic events, construct empowering personal narratives, 
and envision and pursue desired futures. Additionally, from a practical standpoint, the 
model identifies TR services appropriate for each stage. The clear designation benefits 
service recipients because TRSs match specific TR services with the stage a person is in 
to maximize personal growth. 

The seventh action is heeding Haque’s et al. (2019) warning, “If we fail to consider 
the personal and lived experience of disability, we run the risk of never being able 
to learn new and surprising information about what a good life can look like” (p. 3). 
Examining lived experiences reveals that disabilities can and do function as enriching 
and positive features of well-lived human lives (MacIntyre, 1999; Wise, 2016; Wise & 
Barney, 2021). This knowledge expands the scope of flourishing to include those who 
currently have and those who will experience disabilities in the future (Wise, 2014a, 
2016). The magnitude of this finding is heightened by the recognition that disability is 
an inherent feature of the human condition (MacIntyre, 1999). Thus, it is imperative 
TRSs solicit and widely disseminate a broad range of examples illustrating what living 
well with disabilities looks like (Wise & Barney, 2021). 
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Conclusion
The primary goal of human beings is creating meaningful, healthy lives out of their 

existence (Frankl, 1992; Heidegger, 1927/1962), a task tailored to TR. TR is princi-
pally concerned with helping people find “meaning and purpose” (Richter & Kaschalk, 
1996, p. 88) through leisure and the therapeutic relationship. First, leisure satisfies “our 
hunger for meaning and our thirst for giving our lives a purpose” (Blackshaw, 2010, p. 
120) by generating meaningful experiences. Then, TRSs and service recipients work 
together to weave meanings generated by leisure experiences into personal narratives. 
These two aspects of the profession contribute to people living well and flourishing. 
Additionally, conceiving of TR in this manner entails that our services are germane for 
all people.
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