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"A good practice model will be influ-
enced by the past, reflect current realities,
and provide a progressive, dynamic direction
for the future" (Voelkl, Carruthers, &
Hawkins, 1997, p. 212). This critique will
attempt to examine Van Andel's ' 'Therapeu-
tic Recreation (TR) Service Delivery and TR
Outcome Models" using these criteria. This
critique will highlight the contributions Van
Andel's models offer to the TR discipline.
It will also identify areas in which these
models need further clarity, refinement, and
development so that they more fully com-
municate the nature, scope, and outcomes
ofTR.

Past and Current Realities

TR Service Delivery Model

Service Components in the TR Service
Delivery Model. Van Andel's Service Deliv-
ery Model reflects an attempt at providing
TR with a practice model that can unify a
discipline that has historically been divided
on philosophical and practice issues. Van
Andel (1998) alludes to this when he states,
"The TR Service and TR Outcome Models
attempt to show that the so called 'recreation
therapy' philosophy and the 'leisure experi-
ence' philosophy may coexist" (p. 184). Van
Andel attempts to present a service delivery
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FIGURE 1. COMPARISON OF SERVICE COMPONENTS AND OUTCOMES

model for TR that can embrace differing
philosophical orientations and the resulting
differences in services that emanate from
these orientations. Van Andel's model con-
tains all of the service components identified
in the definitions of TR supported by the
two national organizations that represent the
discipline, the American Therapeutic Recre-
ation Association (ATRA, 1998) (see Table
1) and the National Therapeutic Recreation
Association (NTRS, 1998) (see Table 2).
Other service components, however, are de-
scribed in Van Andel's TR Service Delivery
model, most notably assessment and diag-
nostic services and prevention/health promo-
tion services. Neither of these services are
identified in ATRA's or NTRS's statements
on the definition of TR. The conceptualiza-
tion of service delivery offered in Van An-
del's model not only reflects current practice
but extends it to include service components
not explicitly espoused by the disciplines'
professional organizations (See Figure 1).

However, it is unclear if this attempt to
embrace all service components is an im-
provement over existing practice models.
Van Andel (1998) contends that "The essen-
tial components for the delivery of health
and human services are activities and strat-
egies that contribute to (a) diagnosis or
assessment of client needs, (b) treatment
or rehabilitation, (c) client education, and
(d) health promotion/prevention activities"
(p. 181). These categories reflect the purpose
of the provider's service: to assess, to treat,
to educate, to promote health, and/or to pre-
vent illness/disability. They do not reflect the
type of services provided. In fact, these ser-
vice components could reflect the practice of
most health and human service providers
(i.e., nurses, physical therapists, social work-
ers, etc.). This would seem to suggest that
diagnosis/assessment, treatment, education,
and health promotion/prevention are func-
tions associated with service delivery, not
necessarily the type of service provided.

Table 1.
ATRA's Definition Statement for TR

Therapeutic Recreation in the provision of Treatment Services and the provision of
Recreation Services to persons with illnesses or disabling conditions. The primary
purposes of Treatment Services which are often referred to as Recreational Therapy,
are to restore, remediate or rehabilitate in order to improve functioning and
independence as well as reduce or eliminate the effects of illness or disability. The
primary purposes of Recreational Services are to provide recreation resources and
opportunities in order to improve health and well being

(ATRA Definition Statement, Retrieved May 20, 1998 from the World Wide Web at
http://www.atra-tr.org/defvis.html).
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Table 2.
NTRS Definition of TR

Practiced in clinical, residential and community settings, the profession of therapeutic
recreation uses treatment, education, and recreation services to help people with
illnesses, disabilities, and other conditions to develop and use their leisure in ways that
enhance their health, independence, and well-being" (NTRS Definition of Therapeutic
Recreation, Retrieved May 20, 1998 from the World Wide Web at http://
www.nrpa.org/branches/ntrs/definiti.htm).

These service delivery components, there-
fore, reflect the functions that a TR specialist
performs, they do not, however, provide pa-
rameters that limit and define TR's scope of
practice.

Another difficulty with Van Andel's ser-
vice delivery components is the conceptual
overlap in some of areas, most notably
within treatment/rehabilitation and client ed-
ucation. The distinction made between these
two categories is unclear, especially given
the examples used. In fact, Van Andel (1998)
recognizes this lack of clarity when he states,
"Although each of these have been de-
scribed as a separate construct, it is difficult
to draw clear distinctions between them . . .
Therefore, the component is more descrip-
tive of the specific short-term goals chosen
for the activity" (p., 1998, emphasis added).
Yet, Van Andel does not fully develop this
point. Rather, he elaborates on the compo-
nents contained in his TR Service Delivery
Model utilizing different types of activities
that TR specialists might employ. He then
proceeds to classify different activities as be-
longing to one of the four service delivery
components in his model. This approach is
problematic because it confuses the reader
by blurring, rather than illuminating, the dis-
tinction between the "function" of service
delivery and the "form" of service delivery.
That is, TR specialists will categorize types
of activities as belonging to specific service
delivery categories rather than realizing, as
I believe Van Andel is suggesting, that the
deciding point on whether an aquatics pro-

gram is a therapy, education, or health pro-
motion activity has to do with what "func-
tion/purpose" it was designed to serve for
a specific individual. The lack of clarity in
presenting this very important aspect of Van
Andel's TR Service Delivery Model can per-
petuate confusion among practitioners and
their employers leading to unclear TR prac-
tice and services. This is especially problem-
atic for a discipline that often needs to ex-
plain its services to individuals who are unfa-
miliar with TR, such as third party payers.

Theoretical Base for the TR Service De-
livery Model. Van Andel's TR Service De-
livery Model proposes that the theoretical
base for the delivery of TR services stems
from leisure philosophies and theories. He
uses the work of Neulinger (1981) to recon-
cile the means/end controversy that has beset
the TR discipline and caused divisiveness in
the past. Van Andel recognizes in the TR
Service Delivery Model the subjective and
transitory nature of leisure and the role
played by the dynamic interaction between
perceived freedom/constraint and motivation
in defining a leisure experience. By doing
this, he acknowledges that the same TR treat-
ment session can be experienced differently
by different participants, or differently by
the same person at different points in time.
For some, a TR treatment may be perceived
as obligatory yet something they are intrinsi-
cally motivated to do; however, for another
person the same TR treatment may be per-
ceived as freely chosen yet engaged in be-
cause it ' 'will help me." Van Andel's articu-
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lation of Neulinger's interpretation of leisure
within his TR Service Delivery Model is one
of the unique contributions of his model. It
gives recognition to the fact that leisure/rec-
reation experiences are defined by the partic-
ipant, not the therapist or the service delivery
component.

A significant shortcoming in Van Andel's
presentation of his TR Service Delivery
Model is the lack of recognition of the nu-
merous other theoretical foundations that are
required in the process of providing skillful
TR practice, most notably in terms of coun-
seling. Van Andel (1998) alludes to the na-
ture of the client-practitioner relationship
and suggests that this relationship be
grounded in ethical practice that ". . .in-
volves informed consent and promotes inde-
pendence and opportunities for self-determi-
nation" (p. 183). However, the nature of the
client-practitioner relationship is fundamen-
tal to TR practice and warrants greater expla-
nation in all practice models. The type of
relationships established and processes by
which they are established and maintained
are often influenced by the context or setting
in which contact occurs between provider
and clients. Each context has its own set of
predetermined expectations, duties and obli-
gations that influence the client-practitioner
relationship. The contractual bond estab-
lished between the TR practitioner and client
can, and often does, differ by setting. For
instance, the relationship established be-
tween a TR practitioner and client in a com-
munity recreation center differs from one es-
tablished in a drug/alcohol treatment center.
Van Andel's TR Service Delivery Model
would be strengthened if his presentation of
the theoretical and philosophical foundations
for his model more fully incorporated the
enormous body of literature and perspectives
that deal specifically with establishing and
maintaining helping relationships and facili-
tating client change (e.g., Bandura, 1977,
1982; Skinner, 1995). Van Andel's model,
like most practice models in TR, does not
fully account for the process of helping and

the theories or techniques that influence and
shape practice within the "helping" disci-
plines.

TR Outcome Model
Van Andel's TR Outcome Model is in-

strumental in identifying and classifying for
the TR discipline outcomes that can be de-
rived from TR services. His categorization of
outcomes in terms of health status/wellness,
quality of life and functional capacity/poten-
tial is consistent with the outcome focus
within health and human service agencies.

Van Andel's assertion that the most sig-
nificant outcome focus for TR services is
"quality of life or a sense of well-being" is
important to TR clients and to unifying the
TR discipline. Quality of life is an outcome
that I believe is valued by those on both
sides of the "recreation therapy" or "leisure
experience" debate.

Van Andel's proposed outcome orienta-
tion is also consistent with the emerging
trend within health care that rehabilitative
services and research should be "focused on
improving functioning and enhancing qual-
ity of life for individuals with disabilities"
(National Institute of Health (NIH), 1993, p.
1). Furthermore, Van Andel's TR Outcome
Model aligns nicely with community build-
ing and social advocacy, which are primary
intentions often found in human service
agencies.

Van Andel's prioritization of the quality
of life outcome is clearly articulated in his
service model. He states:

Thus, our unique contribution as a
profession rests on our ability to facili-
tate integrative experiences, most fre-
quently through play and recreation,
which enhance the client's quality of
life . . . the functional capacity and
health status outcomes are not in-
tended to be isolated from the whole
but are interrelated, organized around
the central core of a person striving to
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achieve a sense of wholeness, a qual-
ity of life (1998, p. 185).

Articulating quality of life as the primary
intent of TR services is consistent with cur-
rent practice in TR. Many certified therapeu-
tic recreation specialists (CTRSs) use this
very argument in their daily discourse when
describing TR services to potential clients,
employers, administrators, legislators, and
the public. As importantly, this model allows
TR practitioners to identify other relevant
outcomes (i.e., health status and/or func-
tional capacity) that may be prerequisites to
achieving life satisfaction (or being dis-
charged from a health care facility).

However, it is through the integration of
the TR Service Delivery Model with the Out-
come Model that the uniqueness of TR is
defined. In combination, these models man-
date that practitioners achieve functional
outcomes by choosing activities that have
personal relevance and value to the clients
with whom they are working. The emphasis
on quality of life as an outcome within Van
Andel's model suggests that the process of
providing quality TR services includes, and
goes beyond, engaging the client in activities
that can facilitate functionally focused out-
comes. The process of providing quality TR
services would involve choosing activities
that are of inherent value in the client's life
as a person as opposed to the client's life as a
patient/client. The activities chosen, whether
they serve the purpose of treatment, educa-
tion, or health promotion, would be those
that clients are motivated to do, that they
value, and that have provided them with
pleasure in their past or can provide them
pleasure now or in the future. Perhaps this
is the unique aspect to TR practice that dis-
tinguishes it from other allied health disci-
plines. With Van Andel's model, TR can
remain true to its long standing philosophy
of being concerned with the whole person
while still addressing health status and func-
tional capacity outcomes.

Focusing TR services so that they facili-

tate the acquisition of all of the outcomes in
Van Andel's model can also help CTRSs
deal with the increasing demands for "docu-
mented effectiveness" that is prevalent in all
agencies today regardless of service setting
(i.e., community or hospital). The flexibility
in Van Andel's model allows TR prac-
titioners to focus on those outcomes that are
most relevant to the clients with whom they
work and the service delivery setting in
which they are employed.

While there are many merits associated
with Van Andel's Outcome Model, there are
two limitations that are worth mentioning. The
first limitation has to do with conceptual clar-
ity. Van Andel proposes health status/wellness
as a possible category of outcomes associated
with TR services. He presents these terms as
synonymous in his effort to define "health
status'' so that it is inclusive of physical, social
and psychological health. However, wellness
is not synonymous with health status. Health
status is a term used to describe a person's
current health condition and usually reflects a
composite assessment of the person's physi-
cal, social and psychological health at a partic-
ular point in time. Wellness, in contrast, is an
approach toward life that focuses on empow-
ering individuals to take responsibility for
their health and make informed choices that
can help them maintain or enhance their
health. Interchanging these terms leads to con-
fusion between the outcome and the process
used to achieve the outcome.

The second limitation in Van Andel's TR
Outcome Model is his failure to show the
interrelationship between the TR Outcome
and TR Service Delivery Models. For in-
stance, Van Andel does not indicate if cer-
tain service components are more likely to
result in certain types of outcomes. This is
an area that, if developed more fully within
the TR Outcome Model, could help the TR
discipline better focus its research activities.

Dynamic Direction for Future
Numerous forces like technology, re-

search, fiscal constraints, and demographics
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have influenced the nature of health care and
human services in the past 10 to 20 years.
Undoubtedly, these factors will continue to
influence and define the future orientation of
health and human service organizations and
professions like therapeutic recreation. Al-
though the 1997 Job Analysis Report of the
National Council for Therapeutic Recreation
Certification (NCTRC) indicated that little
change has occurred in terms of entry level
skills required for CTRSs (NCTRC, 1997),
the environment, pace, and focus of the
agencies in which TR is practiced has
changed (i.e., managed care, critical paths,
client-centered planning, etc.) and will con-
tinue to change.

Due to the evolving nature of service de-
livery in health and human service organiza-
tions, TR will need practice models that
allow for experimentation and innovation.
Van Andel's TR Service Delivery and TR
Outcome Models appear flexible enough to
allow the TR discipline to grow and respond
to emerging trends and research findings
while staying true to the importance of the
person and the role of leisure in his/her life.
Areas of growth and flexibility illuminated
in Van Andel's models are identified below.

TR Service Delivery Model
Van Andel's inclusion of health promo-

tion as a service component within his TR
Service Delivery Model is timely and allows
the discipline to move forward into an
emerging area within the health care and hu-
man service sector. Increased recognition of
the role of health promotion in lives of per-
sons with disabilities is partly due to the
agenda forwarded by the Institute of Medi-
cine in their 1991 publication, Disability in
America: Toward a National Agenda for
Prevention. This document contains a num-
ber of recommendations for the provision of
comprehensive prevention and health pro-
motion programs for persons with disabili-
ties. They include expanding research on
preventive and therapeutic interventions; de-
veloping new health service delivery strate-

gies for people with disabilities; developing
new health promotion models for people
with disabilities; and examining the longitu-
dinal effects of these programs on health and
wellness behavior. The conceptualization of
health promotion and prevention of second-
ary conditions proposed by the Institute of
Medicine is consistent with Van Andel's
health promotion/prevention services. Van
Andel's service model allows TR services to
expand in this area, especially in terms of
prevention of secondary conditions, and
hopefully into other market niches that are
relevant to TR's purpose.

Van Andel's inclusion of assessment/di-
agnostic services within his model can also
be viewed as a new direction for TR practice,
but it may be an area for which the discipline
is not adequately prepared. Increasingly, as-
sessment within health care settings is mov-
ing toward an interdisciplinary focus. CTRSs
may no longer conduct their own indepen-
dent assessments of functioning, but rather
they may contribute to interdisciplinary as-
sessments. Most often in TR practice, this
is done by reporting on observed functional
behaviors and/or abilities of the client. These
reports may be used by the physician in diag-
nostic decision-making. However at this
point in time, it is difficult to foresee any
primary diagnostic role for TR practice given
the rudimentary level of most assessment in-
struments within the discipline.

TR Outcome Model
According to Voelkl, Carruthers and

Hawkins (1997), "A practice model delin-
eates the outcomes that will be used to judge
whether quality efficacious services are be-
ing provided by the profession. The choice
of a practice model is a very important deci-
sion. It will guide the outcomes toward
which the professional will strive, and every-
thing that is done in practice to achieve those
outcomes" (p. 210). Van Andel's TR Out-
come Model provides a clear conceptual
base for a focused research agenda within
TR. Van Andel's conceptualization and
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identification of outcomes aligns the TR dis-
cipline's outcome classification system so
that it is consistent with focus of the broader
rehabilitative sciences as identified by the
Medical Treatment Effectiveness Program of
the Agency for Health Care Policy and Re-
search and the research agenda proposed by
the National Center for Medical Rehabilita-
tion Research (see Shank, Coyle, Boyd &
Kinney (1996) for a fuller discussion of the
National Center for Medical Rehabilitation
Research Agenda). These two agencies are
within the federal government's Department
of Health and Human Services and their poli-
cies directly influence the future research ori-
entation of health and human services orga-
nizations. This conceptualization of out-
comes can assist the discipline in focusing
TR research efforts so that they are more
consistent with and of value to professionals
in the broader rehabilitative community and
the clients they serve.

The integration of Van Andel's TR Ser-
vice Delivery and TR Outcome Models also
highlights a unique role for TR research in
the area of motivation. Gerber (1994/95) de-
scribed clients' motivation for treatment as
"One area of rehabilitation that has been
poorly understood and somewhat neglected
. . . Recreation and leisure activity offer us
insight into how people develop commit-
ment to activity . . . The skills patients use
to perform their avocations can be applied
in therapy and in boosting the motivation to
continue rehabilitation exercises" (p. 3).
Van Andel's TR Service Delivery Model
recognizes and incorporates the concept of
motivation (i.e., intrinsic rewards) as a fun-
damental basis for ' 'leisure'' and for the de-
livery of TR services. His model allows TR
researchers to develop a line of inquiry that
would explore the role of TR in client com-
mitment and compliance with therapy. The
areas of commitment and compliance are a
potentially rich and untapped area for TR
research.

A significant obstacle to the use of Van
Andel's TR Outcome Model in future TR

research is the lack of consistent, reliable,
and valid measures for the proposed out-
comes. Measurement of these outcomes is
and will continue to be a difficult obstacle
to TR research but it is a challenge that the
discipline of TR must undertake. A useful
resource that discusses the outcomes pro-
posed in Van Andel's model, their appli-
cability to different diagnostic/disability
groups, and measurement issues that sur-
round these constructs is a text by Renwick,
Brown, and Nagler (1996) entitled Quality of
life in health promotion and rehabilitation:
Conceptual approaches, issues, and applica-
tions.

Summary
The practice of TR is diverse, as are its

clients and practitioners. Attempting to de-
velop a practice model that can address the
diversity within TR services and the out-
comes they produce is a Herculean task. Van
Andel is to be commended for undertaking
this task and for recognizing the limitations
within his models. Van Andel does an excel-
lent job of identifying shortcomings within
his own models, most notably the lack of
conceptual clarity in some of his terminol-
ogy. This is an issue that must be addressed
in future work on these models. For instance,
is there really a need to distinguish between
education and treatment? Perhaps blending
these two areas, as they are often blended in
practice, would provide clarity.

One can only speculate as to "why" Van
Andel undertook this task. However, one
does need to question and be reflective about
the proposed models. Questioning and re-
flection allows for the exposure of "unex-
pressed assumptions and values'' that are of-
ten inherent in practice models (Sylvester,
1986) and encourages CTRSs to be reflective
about their practice. The process of critical
questioning and reflection will ensure that
the direction in which the discipline of TR
moves, via its practice models, is best for
the discipline and the clients with whom
practitioners work.
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Only Van Andel knows the motives, rea-
sons, and/or unspoken assumptions that
urged him to develop his TR Service Deliv-
ery and TR Outcome Models. Perhaps, it was
the need for unity and common terminology
within the TR discipline, especially in times
such as these, when every practitioner re-
gardless of practice setting confronts shrink-
ing fiscal resources along with demands for
effectiveness and accountability. Regardless
of his reasons, Van Andel's models provide
the discipline with a contemporary and fu-
ture-oriented focus for service delivery (i.e.,
prevention/health promotion) and research.
It is through the integration of these two
models that the TR discipline can begin to
structure TR service delivery to achieve out-
comes that can be, as Sylvester (1994/95)
suggested, both functional and fulfilling, in-
creasing the capacity for living while simul-
taneously fostering meaning and value (qual-
ity) in the lives of individuals who are ill or
who have a disability.
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