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Abstract

The present research employed a qualitative strategy 
for soliciting practitioner interpretation of ATRA’s two 
most recent definitions of therapeutic recreation (TR) 
and supplemental statement of TR. We also sought 
practitioner definitions of TR based on their daily 
practice experiences. The study used a focus group 
comprised of a purposive sample of eight practitioners. 
We discovered five main ideas from independent reviews 
of the transcripts. Most subjects viewed TR as helpful 
but not conventional therapy. Reference to assessment 
seemed to stimulate discussion of its purpose and 
challenges among practitioners as well. The importance 
of the practitioner-patient relationship, the recreation 
environment, and enjoyment were emphasized in 
practitioner narratives. When asked to provide their 
own definitions, themes revolved around quality of life 
outcomes, such as reducing barriers, independence and 
functioning, wellness, and engaging life. Because of the 
purposive sampling in qualitative research, the findings 
cannot be generalized to a population of TR practitioners.
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Introduction
Therapeutic recreation (TR) has grappled with how to define itself, often related to 

the means/ends controversy, almost since its inception. The Hospital Recreation Section 
(HRS) of the American Recreation Society (ARS, forerunner of the National Recreation 
and Park Association [NRPA]) assumed a recreation service (ends) position consistent 
with the general endorsement of recreation for all approach of the ARS. Soon after 
formation of the HRS, a second organization, the National Association of Recreational 
Therapists (NART) was formed and embraced the means (therapy) approach to TR. 
Since the formation of these two organizations in the late 1940s and early 1950s, TR has 
continued to navigate a gray area between two opposite positions—means (recreation 
as a therapy) and ends (recreation as a service). The reader should consult Carter and 
Van Andel (2011) for a complete and detailed history of the development of the means/
ends discussion.

Literature Review
Despite the merger of ARS and NART as part of the formation of the NRPA in the 

early 1960s, by 1984 dissatisfaction with the support National Therapeutic Recreation 
Society (NTRS) and the TR profession was receiving from its parent organization, 
led to calls for the formation of a new, TR-only organization (Peterson, 1984). As a 
result, the American Therapeutic Recreation Association (ATRA) was formed in 
1984. Importantly, ATRA was free-standing (not affiliated with another professional 
organization) and therefore not beholding another’s mission. Although early 
definitions of TR promoted by both NTRS and ATRA sought to represent both TR as 
a service and TR as a therapy, the de facto understanding among practitioners was that 
NTRS was more the place for those promoting recreation as a service and ATRA was 
more aligned with the therapy position. By 1987 ATRA adopted a modulated therapy 
position/definition (Carter, Van Andel, & Robb, 2003) without rejecting the role of 
recreation participation not aimed at rehabilitation.

Therapeutic recreation is the provision of treatment services and the provi-
sion of recreation services to persons with illnesses or disabling conditions. 
The primary purpose of treatment services, which is often referred to as rec-
reation therapy, is to restore, remediate, or rehabilitate in order to improve 
functioning and independence as well as to reduce or eliminate the effects of 
illness or disability. The primary purpose of recreation services is to provide 
recreation resources and opportunities in order to improve health and well-
being. Therapeutic recreation is provided by professionals who are trained 
and certified, registered or licensed to provide therapeutic recreation. (ATRA, 
2000).

Although NTRS and ATRA continued to disagree on the emphasis placed on 
treatment vs. service, inspection of the definitions in place by the new millennium 
revealed striking similarities. Both acknowledged that treatment was part of TR. Both 
acknowledged that recreation participation was also part of TR. 

However, definitions have consequences insofar as they not only state beliefs 
(about what is TR) but also imply a set of values with emotive and moral significance. 
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By the middle of the first decade of the 21st century, resignation seemed to have set in 
(Sylvester, 2015 reprint of 2006 NTRS address) and separation of the profession based 
on purpose and definition seemed certain. For example, Skalko (2012) maintained that 
leisure and recreation were not functional domains, making them irrelevant to a means 
approach to TR. More recently, Austin and Van Puymbroeck (2016) reaffirmed the 
recreation as therapy approach and the need for separation.

In 2009, ATRA modified its definition of TR to reflect a more therapy approach 
(ATRA, 2013), although there was substantial disagreement among the membership 
about the definition. The ATRA Board of Directors adopted a more direct therapy 
definition of TR, stating in part that “…therapy means a treatment service…” (ATRA, 
2013, see also Goodzeit, 1967). With the elimination of all branches by NRPA in 2010, 
NTRS ceased to exist as an important alternative to ATRA and the means approach to 
TR. By 2013, Standards of Practice (ATRA, 2013) were adopted by ATRA that reflected 
the therapy approach. 

The ebb and flow of defining TR continued, and by 2015, the therapy definition of 
TR was once again toned down (ATRA, 2015):

Recreation therapy, also known as therapeutic recreation, is a systematic pro-
cess 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. (p. 2)

Notably the recognition of RT and TR, the renewed emphasis on well-being and 
the prominence of TR as a process promised to be a definition that more practitioners 
could live with. However, ATRA (2015) retained the 2009 definition as a supplemental 
statement of meaning “for use as needed” (ATRA, 2015, p. 2).

Insofar as we took a qualitative approach to evaluating current definitions of TR, 
we searched the literature for relevant qualitative studies. By considering historical 
research as somewhat qualitative, we identified three research papers pertaining to 
definition of TR, two historical (Austin, 2010; Kensinger, 2017) and one an assessment 
of an online discussion forum (Wozencroft & Griffiths, 2012). 

In 2010 Austin provided a thorough review of the early history of ATRA, giving 
insight into the context leading to the formulation of several definitions quoted 
above. According to Austin, defining TR was among several key factors at the root 
of the difference between ATRA and NRPA/NTRS in 1984, beginning with the title 
for the field. Referring to NTRS he stated that “…the organization adopted the term 
‘therapeutic recreation’ which was not in common use at the time and which many 
recreational therapists (RTs) never embraced” (p. 2). Austin went on to provide 
evidence that ATRA’s focus on clinical practice was woven into its history from its 
inception. Leaders and founders of the organization, such as Annand, Park, West, and 
many others, emphasized clinical practice because of the perceived neglect of the same 
on the part of NTRS/NRPA. Austin’s report contends that, that despite ATRA’s initial, 
comprehensive definition (see 1987 definition above), “…the statement does not seem 
to provide the clarity regarding the clinical view of therapeutic recreation that might 
be anticipated…” (p. 7). Austin concluded that the current definition (presumably the 
1987 definition) did not highlight clinical practice as much as it should.
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Kensinger (2017) provided a broader historical analysis and evaluation of TR 
by including the process of professionalization, organizations, and philosophies. 
Interestingly, all of these topics were affected by definitions and affected the definitions 
of TR. Professional organizations were founded on definitions of TR; from HRS to 
NART to NTRS and to ATRA. Each was quick to invoke an understanding of what TR 
was, and sometimes what it was not. Philosophies derived from definitions and intent 
of practice were assertions of the value of this or that definition for society. 

Wozencroft and Griffiths’ (2012) study proved to be the most informative 
methodologically for the purpose of the present paper. They examined online 
discussions pertaining to a proposed name change to ATRA. They found 10 themes 
embedded in the 66 posts by 45 participating members, separated by the authors into 
two groups of five each based on support or opposition to the name change. They 
employed best practices for qualitative research, including use of two independent 
reviewers (of transcripts of posts) and member checks (for validity). The two 
independent reviewers compared their themes and were in 97% agreement, indicating 
excellent reliability of the data. Wozencroft and Griffiths concluded that the identified 
themes for each group (in support or opposing the name change) revealed continued 
disagreement in the preferred name of the organization. Of added relevance to the 
present study, the authors were convinced that the pattern of themes indicated that 
the matter was “…much deeper than simply the name itself ” (p. 14). In doing so they 
underscored the benefits of a qualitative approach, emphasizing that qualitative study 
of a range of professional issues (including definitions) has been relatively absent in 
the TR literature: “Such evidence has not been captured in any written manuscript or 
oral history that is available to the TR/RT community…We have formally voted on the 
name but have we solved the bigger issues” (pp. 14-15). In closing they suggested that 
focus groups might be an informative method for giving voice to TR practitioners.

Accordingly, we sought to go directly to practitioners to discover how and what 
they thought about TR especially with respect to the most recent efforts on the part of 
the field to define itself. The purpose of the present research was to employ a qualitative 
strategy, a focus group, for soliciting practitioner interpretation of the new definition 
and supplemental statement of meaning from ATRA. We also sought practitioner 
definitions of TR to supplement their perceptions of the ATRA definitions. 

Methodology

The Researchers’ Backgrounds
The first author has worked in the field of TR for approximately 40 years and 

is a faculty member within a university TR program. The first author has published 
research in several areas pertinent to TR, including papers on philosophy of TR, ethics 
and TR, and the purpose of TR. In these areas, the first author has, at times, been 
critical of the direction TR has taken; therefore acknowledging possible researcher 
bias. The second author is an honor’s student with a major in TR and ultimate aim to 
pursue a graduate education. At the time of this study she had not, however, taken any 
classes from the first author.



241

TR Definitions

Focus Group Approach
The current study tasked itself with evaluating the shared beliefs of practicing 

professionals in TR pertaining to how TR is defined and how they would define TR 
themselves. A focus group can be thought of as an approximation to a group interview 
with individuals who understand the topic (Merriam, 2009). Group members assert 
their points of view but are also influenced by the positions of other group members, 
agreeing, disagreeing, or clarifying the stance of another group member. In this sense, 
the focus group environment is socially constructed (Berger & Luckmann, 1966; 
Merriam, 2009).

Focus groups, like several other qualitative techniques, involve purposeful 
sampling of individuals who are informed on the topic of interest. TR practitioners 
within two counties of the study site region were contacted and invited to participate in 
the focus group, eight consented to participate, which is within the range of acceptable 
focus group size (Merriam, 2009). Reasons for nonparticipation included scheduling 
conflicts, lack of time, and family obligations and vacations. The first author recruited 
subjects based on availability of membership in a state TR association, personal 
knowledge of practitioners from practicum sites used by student interns, and from 
alumni from the TR program who were currently working the field. Six of the eight 
subjects graduated from the TR program in which the first author is a faculty member. 
However, the state has only two professional preparation programs in TR, and the first 
author’s is the larger of the two. Hence, it was not surprising that most of the subjects 
were graduates of that program.

Descriptive information about the subjects is presented in Table 1. The mean age of 
participants was 29.5 years, ranging from 25 to 54 years of age. Years of practice ranged 
from one to 33 years, with five reporting 10 or more years of practice. Three were from 
clinical settings and the remainder from community practice. All subjects earned at least 
a bachelor’s degree, and three had completed a master’s degree. Regardless of degree, all 
subjects reported TR as a college major. Six of the eight subjects were National Council 
on Therapeutic Recreation (NCTRC) certified. Only one subject belonged to a national 
TR organization; three were members of the state TR association.

The group. The focus group was conducted in a seminar room with a centrally 
placed, oval table and seating around it. A podium with lectern, computer, and a 
display screen were at one end of the table and could be easily seen by all members of 
the focus group. The lead researcher for the project was positioned behind the lectern 
and advanced slides for the subjects to discuss. Participants were asked to introduce 
themselves as they entered the room and engaged in light conversation before the data 
collection started.

The university’s Internal Review Board approved all procedures and methods for 
recording subjects’ discussion, assuring confidentiality, and analyzing data. The focus 
group was video recorded so that not only the narrative could be captured, but also so 
that comments could be attributed correctly to each speaker. All subjects signed and 
dated a consent form with information about the general purpose of the study and 
their rights as subjects in the study. The lead researcher offered to answer any questions 
they had before the focus group started; he emphasized that the group members were 
there to talk to one another and not the researcher.
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Table 1
Subject Backgrounds

24	
	

 

Table 1.  

Subject Backgrounds 
 
Psnym. Age Yr  Prac Setting Job Title Hi. Deg. CTRS? Pro. Org. Comments 
Karen 54 33 Clinical Senior 

Certified 
Child Life 
Specialist 

BA NO Child 
Life 
Council 

Began career in 
TR 

Ester 25 1 Community Director BS YES State TR 
Associati
on 

Works mostly 
with persons with 
DDs 

Molly 36 10 Community Exec. 
Director 

MA YES NO Working on Ph. 
D., works in 
respite care 

Laura 33 10 Clinical Rec. 
Therapist 

BS YES NO Works in SNF 

Kendra 32 5 Community Rec. 
Director 

MS YES State TR 
Associati
on 

Works in 
retirement 
community 

Kathy 30 6 Community Fitness 
Specialist 

MS YES NO Works in 
Retirement 
community; CPO; 
Laugh Yoga 
Leader 

Jenny 52 30 Community Asst. 
Director 

BA YES State TR 
Assoc.; 
ATRA 

Works mostly 
with persons with 
DDs 

Bob 33 10 Clinical Activity 
Specialist 

BS NO NO Works in 
corrections 

 

  
Data Collection

The first author conducted the focus group and did not share a personal stance on 
the definitions. But as per the comments on subject recruitment above, six of the eight 
were graduates of the first author’s TR program. There is always a possibility that the 
author’s presence could influence subject responses; the first author’s awareness of this 
possibility and the prompt at the initiation of the focus group to talk among themselves 
and not to the researcher were steps taken to minimize the potential bias of researcher 
presence.

The group was shown one PowerPoint slide at a time and asked to talk about and 
respond to each slide. The first researcher presented slides for focus group discussion 
and used the planned researcher prompts [bracketed] and queried the group about 
whether there was anything anyone wanted to add before moving to the next slide. The 
researcher maintained distance by encouraging panelists to talk about issues to one 
another instead of to the researcher and providing conversation topics and issues on 
slides rather than verbalizing them. When conversation ceased or there was consensus 
that no one had anything else to add, the next slide was displayed. The slides were as 
follows:

• Are you aware of the ATRA definition of therapeutic recreation/recreation 
therapy?
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• Please take a moment to read the ATRA definition of therapeutic recreation/
recreation therapy. In what ways does the definition represent or not represent 
what you do in your job? [Please talk about how it does or does not.]

• Definition: (see above, ATRA, 2015).
• Statement of meaning (See above, Supplemental description for use as needed, 

ATRA, 2015).
• If you could write a definition for the profession, what would it sound/look like? 

[Write down your ideas if that helps you organize your thinking.]

The recording of the focus group was then transcribed, proofread twice, and 
corrected for accuracy.

Data Analysis
Credibility is how qualitative researchers establish reliability of narrative data. 

Two investigators reading and evaluating the transcript is recommended to secure data 
credibility (Merriam, 2009). The two investigators therefore independently assessed the 
transcribed focus group dialogue to identify main themes. Responses were summarized 
by way of an open coding technique (Merriam, 2009) where investigators make margin 
notes on transcripts. Axial coding is the second step in data analysis and seeks to 
consolidate themes/categories by noting regular, repeating patterns in narratives. After 
independent coding, the authors compared results of their separate analyses and found 
agreement on the four major themes that best represented the focus group. Readers are 
referred to the Appendix which describes how differences between researchers’ initial 
themes were resolved.

Validity (trustworthiness) of qualitative narratives is accomplished through 
a technique known as member checking (Merriam, 2009). Member checks allow 
researchers to ascertain whether their interpretation of the data accurately reflects the 
intent of those interviewed. Of the eight subjects, we succeeded in contacting six (two 
did not respond to numerous attempts to contact them). The six subjects who were 
contacted were read a summary of the results. The intent of member checks is not to 
determine if the results and researcher interpretations correspond exactly to those of 
the subject, but instead to determine whether the findings represent a subject’s general 
intent. After reading the summary to each subject, they were asked if it represented 
what they said and heard during the focus group; the six subjects responding reported 
that the results were representative of their experience in the focus group. Accordingly, 
we decided that our interpretations of the qualitative data accurately reflected the 
opinions expressed by the subjects.

Results
The main purpose of the study was to determine what TR practitioners thought 

about current definitions of TR provided under the auspices of TR’s professional 
organization—ATRA. We also sought to provide the participants an opportunity to 
define TR themselves, informed by their practice and experience. Four main ideas were 
discovered in the transcripts after independent reviews and comparisons of themes by 
the two researchers. 

First, ideas about TR’s main purpose/outcome were discussed by the panel; these 
ideas related to the historical discussion in TR about whether to use recreation as a 
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therapy or to use recreation for an end in itself. For example, Kendra expressed that 
recreation can be a two-sided coin for persons with disabilities, “Recreation being the 
means that can also be the outcome, the goal.” There were a number of expressions, 
direct and indirect, questioning whether recreation was applied appropriately as 
therapy when client conditions were contrary to remediation.

Laura worked on a skilled nursing unit and indicated that “Eighty-five percent 
of who I work with, they’re not going to recover from dementia, or Parkinson’s, or 
a stroke.” Although “cure” may not be a reasonable goal, Jenny added, “It’s all about 
where’s their level of functioning and helping them to be as independent as possible.” 
Molly, in particular, took exception with the notion of remedy, suggesting that it 
unnecessarily labeled and stigmatized the person, “Saying you’re going to restore, 
remediate, and rehabilitate someone is just so totally offensive instead of saying this is 
how my brain works and thinking about neurodiversity.” 

Instead, most subjects viewed the definition of TR as problematic because it may 
not be therapy in a traditional sense. A typical example was the following: “I feel like 
that’s a lot of what we do and figuring out how to integrate kids into the classroom to 
empower them to fully participate in activities going on,” said Molly, who worked at a 
respite care agency for young people with disabilities. Skill development proved to be 
an alternative to therapy for two of the respondents. From a corrections perspective, 
Bob maintained that, “I think a lot of what we do is leisure education, replacing positive 
things and teaching people what they can do with their time instead of maladaptive 
behaviors they’ve come to learn throughout their life.” Similarly, Kathy, who worked in 
a life-care community emphasized skill acquisition, “We give people the skills, but they 
have to run with it.”

Enhancing quality of life, a familiar yet vague concept often invoked in TR was 
given substance by Laura’s emphasis on health, “Living healthy no matter what your 
situation is.” Specific to Special Olympics, Ester spoke of the importance of the quality 
of the experience, “Our overall goal is the athlete experience.” For Kathy, enjoyment 
was the embodiment of quality of life, “Our focus is how do we achieve what you enjoy 
doing.” “We don’t fix a hip, but we can do a lot of things to help somebody have a better 
life” added Laura. 

Second, subjects seemed to react to reference to assessment in the most recent 
definition. As a result, assessment was discussed at some length, especially as it 
related to what to assess, the time it took to assess and the notion that one might be 
able to learn as much by watching clients interact as by a formal assessment. There 
was some hint of a clinical/community difference in what may have constituted an 
assessment by setting interaction. For example, Ester, a community-based specialist, 
indicated that expediently determining consumer interest produced the most useful 
information, “We don’t have a systematic process with this as much as with interest 
survey.” Likewise, Kendra’s view of assessment endorsed the practical—practitioners 
should be responsive to the interests of their participants, “You talk to people and find 
out what they want to do and write that form as a group form and independently when 
you can.” Ester also emphasized the practical, “And for us, any kind of assessment is: 
How was your day? Did you enjoy the tournament? Did you enjoy your experience? 
And that’s our overall goal is the athlete experience.”

Our focus group subjects also emphasized the importance of watching and 
observing instead of assessment: “So it’s a lot of watching and assessing visually how they 
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interact, groups that they’re with, what they do like, what brings them joy, and quality 
of life” [from Jenny again]. Of course, one can gather assessment data via observation 
as well as written response, but our practitioners seemed not to think of observation as 
a form of assessment. But Bob expanded on Jenny’s point: 

As far as a systematic process for the individuals I work with, it doesn’t work… 
so the farther you go into the assessment, the more accurate it is. We see how 
they interact with people, their daily living. And we’re with them doing what 
they like to do, it gives a better vision of a person as a whole. Other than just 
sitting down with them and having the whole interview process. It’s pretty 
casual when it comes to assessments. 
Additional frustration with assessment was expressed by Jenny: “We don’t have 

the time to do assessments especially 600-1,000 people that we see in the community-
based program.” In addition, this frustration may lead to a more informal approach: 
“So I think like you said, it’s pretty casual when it comes to assessments. You talk to 
people and find out what they want to do and write that form as a group form and 
independently when you can” [from Kendra].

Third, the patient-therapist relationship may need more emphasis in definitions 
of TR. With respect to this theme, subjects were apt to emphasize the unique helping 
relationship they establish with consumers, which results from the length of exposure 
and amount of time TR has with them, and the relaxed atmosphere created within 
recreation environments. There was also quite a bit of emphasis on being proactive, 
preventive, and affirmative in one’s approach with clients. “We can contribute a lot 
more than the psychologists and the interdisciplinary teams. They don’t know cause 
they’re not around them as much as we are” [Bob]. To this Bob later added, “I think the 
big thing as far as the assessment goes, in our field I feel like we get to know people a lot 
better ….” And, “…we see how they interact with people, their daily living. And we’re 
with them, doing what they like to do, it gives a better vision of a person as a whole.”

Karen stressed the leisure environment as a place for less guarded conversations:
 
Sometimes they will reveal a lot more about how they’re feeling or let down 
their barriers so we see things that other healthcare professionals like the doc-
tor will say, “Oh well, he seems really down today”, and I’ll go in and we’ll hang 
out and he’ll be really happy, everything seems fine, but it’s just a different 
relationship.

Ester underscored Karen’s assessment of the recreation environment as a place 
for meaningful dialogue: [Because of the relationship] “It’s like the children. They’re 
uninhibited. They’re playing” [and they reveal a lot about themselves]. Lastly, Karen 
concluded that the relaxed atmosphere in recreation created a window into the client’s 
thoughts like no other, “Sometimes they will reveal a lot more about how they’re feeling 
or let down their barriers.”

Fourth, the importance of the enjoyment aspect of recreation resonated among 
almost all our subjects. From Bob, “We’ve fought the fight of proving ourselves. It’s 
just better to embrace, ‘we have fun, we do rec to overcome things.’” Perhaps, in the 
eyes of these practitioners, it is time to stop apologizing for “fun,” “that they [patients, 
consumers, etc.] can enjoy what they want to do” [Karen]. 
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While Ester and Bob gave voice to the notion that TR should not jettison its “fun” 
aspect, further comments supported the blending of therapy and enjoyment, such as 
Laura’s observation: “It’s about providing an opportunity for the best quality of life, 
supporting them in what they currently enjoy…” Kathy provided a thematically similar 
but longer remark on the intersection of enjoyment and therapy: 

So I think taking away that rec therapy kind of works with individuals with 
illness or disabling conditions is a huge part of it but if we think about our-
selves in general—if we’re doing our jobs right, therapeutic recs can enjoy it 
ourselves and I think that’s the part that is missing.

As for the definitions provided by the subjects, we wanted to give their circumstances 
and judgments voice to augment the provided definitions they interpreted. Therefore, 
to supplement our inquiry into formal definitions of TR, subjects were next asked to 
provide their own definitions of TR (see Table 2). As for definitions, responses aligned 
with similar themes. Most definitions (except Ester’s and Karen’s) voiced the importance 
of “overcoming barriers” or “reducing limitations.” The latter might suggest a version 
of therapy. Another common theme, brought up by five of the eight subjects (Ester, 
Karen, Jenny, Kathy, and Kendra), was the importance of “improving or maintaining 
independence and level of functioning.” This second theme in subject definitions also 
seemed to be consistent with the more recent version of the ATRA (2015) definition. 
Karen, Jenny, Kathy, Laura, and Molly all discussed TR as a service to promote “health 
and wellness,” which may also be interpreted as consistent with ATRA’s 2015 definition. 
“Quality of life” was mentioned by three of the eight (Ester, Karen, and Laura). Finally, 
both Karen and Molly suggested “participation in life situations” as a key to defining 
TR. 

Discussion
The findings have several insights and implications for defining TR, with the caveat 

that a qualitative focus group study does not represent the entire profession. First of 
all, the results suggest that if the moniker of “therapy” is retained, and these subjects 
could not suggest a better terminology, then the understanding of therapy and related 
terms should be broadened. Furthermore, the understanding of quality of life from 
TR’s point of view should be clearly articulated to encompass more than the acquisition 
of functional skills and activities of daily living. The very audaciousness of a part of the 
field’s title, “recreation,” urges something else, something more, as Sylvester (1987) and 
Haun (1965) before him asserted—what is the point of relearning how to walk if there 
is nothing to walk toward.

Is that “something” what we understand as enjoyment or fun? If basic research 
exists in TR and the recreation field in general, then advancing the understanding of 
enjoyment may be the topic of inquiry. What is enjoyment; how do we know we are 
enjoying ourselves? Is it inherited and innate or is it learned through socialization? Is 
it a social construction which differs according to culture, values and background? 
In defining TR, at least according to the present subjects, specifying functional 
improvement alone is not enough; enjoyment needs to be expressed as the partner of 
the improvement. 
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Table 2 
Subject-Supplied Definitions of TR 
 

Subject Definition of Therapeutic Recreation

Karen Therapeutic recreation provides an opportunity for its participants to 
 enhance, maintain, and promote their quality of life. Therapeutic   
 recreation utilizes leisure outlets, play, and activities that promote 
 health, wellness, and understanding that allows a person to function 
 independently and participate in life activities.

Ester Recreational therapy is a service designed to help improve or maintain 
 an individual’s level of independence through leisure activities with 
 the overall goal being a better quality of life.

Molly TR is a service or treatment that utilizes recreation and activity-based 
 interventions to promote health and wellness, as well as overcome 
 barriers in order to empower individuals to engage in life situations 
 at their fullest potential.

Bob Aid individuals using a holistic approach to overcome barriers through 
 a variety of ongoing recreation services.

Laura Promote, Encourage, Initiate. Provide opportunities for individuals to 
 enhance and engage in leisure programs which enables the highest 
 quality of life.  Promote health and wellness. Minimize activity 
 limitations.

Kendra Service Profession. Helps people with their leisure/recreation barriers.   
 Functional abilities including ADLs, socialization, and recreation. 
 TR/RT is a service profession that helps people who face barriers in 
 their leisure in their own recreation participation or using recreation as 
 a means to improve/maintain functional abilities.

Kathy Recreation therapy means a service designed to enhance a person’s 
 level of functioning, independence in life activities to promote health 
 and well-being in all of life’s stages. Recreation therapy is a service 
 designed to enhance a person’s quality of life, utilizing recreational 
 modalities to promote health and well-being throughout their life. 
 Recreation therapy is a treatment service to promote health and 
 wellness as well as to reduce or eliminate the activity limitations and 
 restrictions to participate in life situations of all individuals.

Jenny Recreation therapy is a process (service or treatment) that utilizes 
 recreation and other activity based interventions to improve or 
 maintain a person’s level of functioning and independence in life 
 activities, promote health and well-being, as well as reduce or 
 eliminate activity limitations or restrictions.
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Like expanding the understanding of therapy, understanding of assessment needs 
to be broadened. Including an extended articulation of assessment in the definition or 
in the standards of practice might help practitioners, like ours, realize they are doing 
more assessment than they realize. As the results demonstrated, some of our subjects 
distinguished assessment from observation. burlingame and Blaschko (2010) remind 
us that there is a difference between observing behavior and behavioral observation; 
one is routine, daily, and unstructured; the other is systematic, structured, and intended 
to gather data useful in program planning, but it would seem they are easy to confuse. 
On the other hand, subjects probably needed more information, perhaps through 
continuing education, on what assessment may encompass—such as observation and 
interview instead of restricting understanding of assessment to self-administered 
questionnaires.

The findings also imply that the specialist-client relationship should be included 
in defining TR. As subject comments revealed, patients in a TR setting seem more 
at ease and willing to share perceptions about themselves, their insights about their 
impairments, and their commitment to “getting better.” Mobily and Ostiguy (2004) 
asserted that the relationship between the specialist and client was so important that 
anything else that might be attempted for the betterment of the client depended on it. 
For example, for the specialist to influence a client’s causal attributions for success (in a 
recreation activity) to dispositional instead of environmental, the practitioner must be 
a trusted source of information and feedback.

Daunting as it may be in light of the recent recalibrations of the definition of TR, 
the present findings suggest that there is more work left to complete. Perhaps latitude 
for a longer, more detailed definition and more in input from TR practitioners are 
needed. Clearly, ATRA has sponsored various forums for input from members. In 
conjunction with another round of defining TR, we found the general lack of awareness 
of the definitions for the field among our subjects sobering. Nevertheless, defining TR 
remains a most vital task.

No one in the focus group was confident in their knowledge of the current 
definition before it was displayed, but more vetting of a definition among ATRA 
members and nonmembers, among those certified and those not, might lead to several 
benefits. First, including those not certified and not ATRA members would send a 
message that their work is valued and they might be more likely to join professional 
organizations. Likewise, they might be more encouraged to seek certification by means 
of alternative paths made available by NCTRC. Third, the political influence of the 
TR profession might well increase because of additional members, potentially serving 
to affect policy decisions, such as which professions are explicitly mentioned in the 
“three-hour rule.”

TR as a curative method was not well represented in the responses to definitions; 
however, more than half mentioned independence and functioning in their own 
definitions. After reading the 2009 ATRA definition and the 2015 version, subjects 
made the point that most everyone they worked with was not going to get better or 
recover. Instead, most of our participants opted for a quality-of-life approach, engaging 
in life, enriching the present, and “meeting the patient where they are now.”

This phenomenon may have been a result of the “rise of the chronic condition” 
over the past half century or so. With the medical solutions to infectious diseases, better 
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prenatal care, and safer workplaces, acute injuries and illnesses no longer represented 
the preponderance of disorders in modern Western societies. Instead, with increased 
longevity, disabilities and conditions associated with aging have significantly increased 
in prevalence and incidence. Osteoporosis, arthritis, diabetes, heart disease, peripheral 
vascular diseases, and various cancers have come to dominate the morbidity and 
mortality landscape. Even many individuals with developmental disorders or serious 
mental illness will continue to face persistent limitations in capacity for employment, 
independent living, and meaningful recreation. Usually through a long period of 
attrition and significant misery along the way, quality of life is eroded by the day-
to-day grind of chronic conditions. For our practitioners, the challenge of working 
with people who will not “get better” seemed emblematic to their workdays. If the 
field wishes to retain its rehabilitation focus, then a broader perspective on the aims of 
rehabilitation may be required.

Another interpretation of the responses pertains to the focus on assessment by the 
subjects. They emphasized the assessment of activity interests and preferences instead 
of assessment of functional abilities. This may have related to the fact that activity 
interests are of proximate importance since that information is vital to motivating 
patients and getting them involved in activities. When practitioners said they collected 
responses from their participants that emphasized activity interests and preferences, 
leading us to consider that there may be more to leisure interest and subsequent 
participation than is immediately apparent. Expressed interests and preferences should 
not be minimized and practitioner responsiveness to client interests and preferences 
may well be understood by clients as an example of self-determination, and a symbolic 
representation (e.g., Devine & Lashua, 2002) of control over one’s leisure, perhaps the 
last haven of control afforded persons with disability who are otherwise disadvantaged 
(Barnes, 2012). 

The findings may also underscore the importance of participation, the 
manifestation of one’s preferences, and the ability to act on those expressed preferences. 
By giving leisure interests and preferences voice in the assessment process, patients 
may be signifying that leisure itself is a “functional outcome” of sorts, consistent with 
Van Andel’s (1998) Outcomes Model. Functionally, leisure may provide persons with 
chronic conditions otherwise deprived of outlets for self-expression and identity 
formation an opportunity to do so through leisure participation.

Our subjects emphasized the unique features of a recreation environment that 
put clients at ease and gave them respite from an otherwise regimented day. Recent 
deliberations on TR’s purpose have nuanced the recreation service philosophy to 
include some of the very aspects of the spatial characteristics of a recreation setting that 
promote improved quality of life (Mobily, Dieser, & Ziemer, 2017). Group cohesion 
and social support along with an ethic of care create a space, milieu (see Haun, 1965) 
or ecology (see Rusalem, 1973) for augmenting quality of life. 

Furthermore, the subjects observed an environmental characteristic overlooked by 
other professions—TR may well spend more time with clients than anyone else on the 
care team. Others tend to work with clients on a short-term, individual basis, whereas 
TR tends to work with clients in groups, more frequently, and for long periods of time. 
The relaxed (“recreational”) atmosphere and extended time exposure also allow TR 
practitioners to “get to know” clients better than other allied health peers. This may 
lead to privileged access to information from the client not often shared with others 
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(e.g., Hutchinson, LeBlanc, & Booth, 2006). Alternatively, this finding may also reflect 
the reality of the situation practitioners find themselves in, understaffed and faced with 
a high client-to-staff ratio, they may have to opt for the more efficient group solution 
to TR rather than the individualized approach demanded by the medical model (e.g., 
Buettner & Fitzsimmons, 2003).

Our subjects struggled with terms as they discussed them, especially the descriptor 
for the field. Although it was clear that therapy did not resonate with them, at least in a 
traditional sense of the word, they could not find an acceptable substitute for “therapy,” 
“therapist,” or “therapeutic” that the field has acquired over the years. Perhaps, like some 
other fields (e.g., engineering), TR has moved on to a more complex understanding of 
itself, but still retains verbiage from the past. 

The definitions provided by subjects included similar components: quality of life, 
health and well-being, overcoming barriers and limitations, and improving/maintaining 
level independence. These parts of a definition point toward the importance of quality 
of life to TR practitioners and those they serve. This raises a question of how well 
what TR practitioners consider quality of life matches with what others in health care 
practice understand as quality of life; and, in our opinion, it may reveal some of the 
challenges TR faces when trying to explain itself to other professions. Whereas allied 
therapies, such as PT or OT, often speak of quality of life in terms of how the person 
can care for themselves (ADLs) or their immediate living environment (IADLs), when 
TR speaks of quality of life, the topic of conversation is quite different. Enjoyment, 
life satisfaction, and intrinsic motivation govern the quality of life narratives TR 
practitioners (like those in our focus group) tend to bring up. 

Limitations
Although the profession has the means of “policing” itself by advertising jobs 

that require a CTRS, licensure, or both, the fact of the matter is that these credentials 
are easily avoided by retitling jobs that would normally be recognized as TR into 
various alternative titles: activity specialist, activity coordinator, activity director, 
fitness specialist, life enrichment coordinator, and so on. Not all of our subjects were 
CTRSs, but all of them had one or more degrees in TR. We assumed that because our 
subjects used recreation with persons with disabilities, at some level they recognized 
they were practicing TR. Another approach to subject recruitment would be to solicit 
only subjects who belonged to ATRA. However, the percentage of practitioners in 
professional organizations has historically been very low and we believed that to limit 
our data collection to only members in organizations or to limit our recruitment to 
only those certified would not represent all those practicing TR.

Because of the small sample size and the method of intentional sampling used 
in this and most qualitative studies (Merriam, 2009) the findings here cannot be 
generalized to a broad population of practitioners. We invite other researchers to 
select purposive samples that represent other important variables that may bear on 
evaluating definitions of TR. Examples include but are not limited to: a sample of all 
practitioners with the CTRS credential, a sample of all practitioners without a CTRS, a 
sample of all clinical practitioners, a sample of only community-based practitioners, all 
female subjects, all male subjects, and so on. Lastly, the first author’s professional world 
view may present a limitation to how the data were parsed.
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Conclusion
The purpose of this study was to analyze the perceptions of TR definitions from the 

viewpoint of practitioners within the field. Their responses during a focus group gave 
considerable insight into how TR’s current definition is perceived. Based on the data, we 
concluded that there were several major points of narrative within the focus group. The 
age-old argument on TR’s purpose—therapy or recreation outcome—was recognized; 
the panel appeared to understand the means/ends dispute. They also recognized the 
fact that most of their clients were not able to recover in a traditional sense. However, 
the group did articulate beneficial changes that were associated with TR, which could 
be understood as therapy if therapy is consonant with improved quality of life. The 
group discussed the importance and manner in which they performed assessments 
relative to defining TR. This topic revealed that within TR formal assessments 
(structured questionnaires) are not used as much as interest/preference interviews and 
observations to determine the client’s needs and interests. Quality of life and closely 
related concepts (e.g., wellness) were offered by practitioners as important parts of a 
definition of TR. However, we also recognized that the TR version of quality of life 
(e.g., social interaction, enjoyment, participation, etc.) vis a vis a more conventional 
version of quality of life (i.e., functional outcomes) may well produce some uneven 
communication between allied health professions and TR. The critical nature of the 
practitioner-patient relationship was expressed in comments about the positive results 
of sustained interactions with clients in more relaxed recreation environments. Finally, 
our subjects emphasized the continued importance of enjoyment. For our practitioners, 
enjoyment remained a key part of consumer and practitioner expectations when it 
comes to being involved in recreation.
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Appendix
Theme 1: Ideas about TR’s main purpose/outcomes were discussed by the panel.
Researcher 1’s initial label was “recovery vs. quality care;” researcher 2’s initial label was 

“outcomes of TR.” Resolved by agreeing that recovery (rehabilitation) and quality 
care were both outcomes central to TR’s purpose.

Theme 2: Reference to assessment
Researcher 1’s initial label was “assessment;” researcher 2’s initial label was clinical 

vs. community-based service. While these labels do not seem to go together at 
first glance, the second researcher indicated that the assessments for each service 
setting would be different. As a result, the researchers agreed that setting often 
determined assessments.

Theme 3: Patient-therapist relationship may need more emphasis.
Researcher 1’s initial label was “helping relationship;” researcher 2’s initial label was 

“TR as a valued service.” This disagreement was clarified by reviewing other labels 
used by researcher 2 secondary to initial labels, including, “trusting relationships” 
and “proactive instead of reactive relationships.”

Theme 4: Importance of the enjoyment aspect of recreation.
Researcher 1’s initial label was “mention of fun;” researcher 2’s initial label was “TR as 

a valued service” (as a result of a continuing inspection and discussion of some of 
the content supporting theme 3 above).


