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Therapeutic recreation (TR) has the poten-
tial to fill gaps in health care services for youth
with emotional and behavioral problems that
have been created by our current socioeco-
nomic and political climate (Lahey, 1998).
Practictioners who are cognizant of the current
health care needs may respond to these de-
mands by expanding service delivery outside
the traditional health care and educational set-
tings. This article will provide a rational for
the expansion of therapeutic recreation ser-
vices for youth with emotional and behavioral
problems, suggest potential nontreatment ori-
ented community service delivery agencies,
and identify how to adjust TR services to fit
these settings. A case study of one program for
youth in a non-treatment oriented community
setting is presented to examine the program
effectiveness for the participants and the pro-
gram's impact on the skill development of the
college students providing the TR services. In
examining the provision of TR services in
such settings, potential shortcomings and op-
portunities available to the field will be dis-
cussed.

Rationale
According to the U.S. Department of Edu-

cation, 13% of students up to age 21 received
services in programs for students with disabil-
ities during the 2000-2001 academic year
(National Center for Education Statistics,
2003). Over the past ten years, studies indicate
that 17 to 22% of youth under the age of 18
experience developmental, behavioral, or
emotional problems (Kendall, 1993; Ozer,
Brindis, Millstein, Knopf, & Irwin, 1998).
More recently, the American Academy of
Child and Adolescent Psychiatry (AACAP)
acknowledged a mental health epidemic af-
fecting some 5 million American children and
teenagers (AACAP, 2004). Of these youth,
one in five has a diagnosable mental or emo-
tional disorder, but only 20% receive treat-
ment. The Office of the Surgeon General states
that 1 child in 10 under the age of 18 experi-
ences some degree of impairment from a men-

tal illness (Schabner, 2003). Clearly the prev-
alence of diagnosed mental health issues
among the nation's youth constitutes a major
societal problem.

The number of individuals with an official
diagnosis of disability is confounded by the
increased number of youth displaying psycho-
social disorders and participating in risky be-
haviors. An executive summary of the United
States Department of Health and Human Ser-
vices (Ozer et al., 1998), reported that youth
are increasingly engaging in risky health be-
haviors at earlier ages. Risky behaviors in-
clude cigarette smoking, alcohol consumption,
driving while impaired, illicit drug use, sexual
activity, and anti-social behavior (Blyth &
Roehlkepartain. 1993). The prevalence of such
behaviors is alarming with approximately 25
to 30% of adolescents considered to be "at-
risk" for adverse health outcomes due to these
risky behaviors.

Historically, the value of recreation activity
for youth has been recognized since the early
recreation pioneers first began to structure ac-
tivities, leadership, and the playground envi-
ronment to promote positive development of
youth. The health related benefits of recreation
activity have been recognized by psychiatrists
such as Menninger, Haun, and Felix since the
mid-1900s (Kraus & Shank, 1992). Services
for youth with emotional and behavioral prob-
lems have increasingly incorporated recreation
as a therapeutic activity and have evolved to
incorporate more structured therapeutic recre-
ation services. Therapeutic recreation services
are generally defined as the use of '"treatment,
education and recreation services to help peo-
ple with illnesses, disabilities and other condi-
tions to develop and use their leisure in ways
that enhance their health, functional abilities,
independence and well-being" (National Ther-
apeutic Recreation Society, NTRS, 1994, p.
1). Therapeutic recreation incorporates distinct
treatment approaches that can enhance the
health and wellness of youth with emotional
and behavioral disorders.

There are a number of models within the
profession that address how TR services im-
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prove functioning (Carruthers, Hawkins, &
Voelkl, 1998; Sylvester, Voelkl, & Ellis,
2001). One model, the Health Protection/
Health Promotion Model, proposes that pre-
scribed activities, recreation, and leisure help
individuals contend with barriers to health and
assist them in reaching high levels of health
and wellness (Austin, 1998). This model is
based on the belief that all individuals strive
for and can achieve health and wellness if
offered a continuum of services that are sup-
ported by trained therapists capable of direct-
ing activity and motivating individuals to
achieve this state (Austin). Prescriptive recre-
ation activities are intended to act as a stabi-
lizing force that helps individuals cope and
adjust to disability and illness. As individuals
progress along a continuum of prescribed ac-
tivity, recreation, and leisure they become less
reliant upon professional interventions and
move toward higher levels of health. With
progress and an optimal environment, individ-
uals ultimately engage in self-directed leisure
that serves as a means to foster intrinsically
motivated, self-determined activity that results
in high-level wellness. The Health Protection/
Health Promotion Model is neither setting nor
age-specific and therefore can help to frame
the delivery of services promoting positive
development in youth.

Therapeutic Recreation:
A Viable Response

The involvement of therapeutic recreation
in the treatment of children with emotional and
behavioral disorders in settings such as psy-
chiatric hospitals and other residential treat-
ment facilities is well documented (Coyle,
Kinney, Riley, & Shank, 1991). Symptoms
commonly addressed include anxiety, personal
skills and attitude, depression, self-concept,
appropriate behaviors, and social competence.
The majority of studies that have evaluated the
efficacy of services for individuals with psy-
chiatric diagnoses have been conducted in in-
patient settings. These studies found that the
use of animal assisted therapy (Barker & Daw-

son, 1998), adventure challenge activities
(Witman & Munson, 1992; Chakravorty,
Trunnell, & Ellis, 1995), leisure education
(Mahon, Bullock, Luken, & Martens, 1996),
social-learning (Morris, Card, & Menditto,
1999; Pestle, Card, & Menditto, 1998), and art
therapy (Hanes, 2000; Henley, 1998), have all
been effective interventions for this popula-
tion. Additionally, Carter, Van Andel, and
Robb (1995) identified that developing social
and emotional management skills facilitates
appropriate interactions with others and is an
important contribution of therapeutic recre-
ation in the treatment of people with emotional
and behavioral disorders. However, limited
research has explored the efficacy of commu-
nity based recreational therapy with youth
with emotional and behavioral disorders
(Groff, Spencer, & McCammon, 2004; Skalko,
Van Andel, & DeSalvatore, 1991).

The studies that have explored the efficacy
of TR in outpatient or community settings
have validated the effectiveness of adventure
activities as an intervention for treating indi-
viduals with emotional and behavioral disor-
ders (Kelly, Coursey, & Selby, 1997). Adven-
ture therapy was shown to assist adults with
mental illness to increase their sense of self-
efficacy and self-esteem, while reducing feel-
ings of anxiety and depression (Kelly et al.).
Furthermore, McDonald and Howe (1989)
found that challenge and initiatives were an
effective means to increase the self-concept of
children who had been abused.

Given the goal of protecting and promoting
health, the delivery of TR services in the most
appropriate and least restrictive environment is
essential to addressing the individual's needs
in the most socially normative and least stig-
matizing setting (Stroul & Friedman, 1994).
Primary venues for delivery of mental health
services to youth and adolescents include a
system of care encompassing services within
medical or rehabilitation facilities, mental
health facilities, correctional facilities (Ber-
man & Davis-Berman, 1995), the child's
home, community, and school (Walker &
Sprague, 2000). It is estimated, however, that
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more than three-fourths of services for chil-
dren receiving mental health interventions are
delivered in an educational setting (W. W.
Kellogg Foundation, 1998). Concurrently,
therapeutic recreation specialists who work in
school settings report spending the largest por-
tion of their time working with students with
emotional and behavioral impairments (Ash-
ton-Shaeffer. Johnson. & Bullock. 2000). This
statistic exists despite the assertion (Eber &
Nelson. 1996) that students with emotional
and behavioral problems that are severe
enough to interfere with academic and social
learning are the most under-identified and un-
derserved of all students with disabilities (as
cited in Johnson & Ashton-Shaeffer. 2000).
While school based interventions are critical to
the delivery of mental health sendees, the
opportunity for alternative venues that consti-
tute multiple access points for treatment are
desperately needed.

Expanding TR services to other venues will
largely be determined by identified service
needs, circumstances, convenience, receptive
partnering agencies, and available funds. In
addition to providing services in the schools,
another natural location for extended delivery
of TR sendees is community centers designed
to provide after-school programs. Community
centers commonly identified in this category
include: Boys and Girls Clubs, parks and rec-
reation centers, and the YMCA or YWCA.
Community centers and public, not-for-profit
agencies provide a logical location for ex-
panded TR sendee delivery because their pri-
mary mission is to serve youth. Additionally,
most community-based settings have mecha-
nisms in place to reduce barriers to care such
as reduced program and membership fees for
clients with financial needs, and transportation
systems that are coordinated with the schools.

While there is clearly a call for expanding
TR services to alternative locations, very few
certified therapeutic recreation specialists
(CTRSs) are currently working outside the
traditional health care settings. As of August
2002, only 1.2% of professionally certified
therapeutic recreation specialists were em-

ployed in corrections, 2.4% in the adult day
care setting, 2.6% in partial hospital or outpa-
tient settings, 3.5% in schools. 10.4% in resi-
dential care. 11% in the community, and 7.3%
in "other" settings (NCTRC. 2002). In con-
trast, the largest numbers of CTRSs reported
working in hospitals (41.6%) and in skilled
nursing facilities (19.3%). These figures reflect
a similar workplace distribution as found in
the National Council for Therapeutic Recre-
ation Certification Job Analysis Report (1997)
which indicated that the largest percent of
respondents (45%) worked in hospitals, with
18% in skilled nursing. 10% in residential. 8%
in community agencies. 4% in outpatient, 3%
in schools, 2% in adult day care. 1% in cor-
rections. 6% other, and 3% not responding.

National trends in workforce distribution
have also been confirmed in the Occupational
Outlook Handbook (2004-2005), which rec-
ognized hospitals and nursing home facilities.
However, while projecting continued growth
in nursing home facilities, the Handbook
projects a decline of employment opportuni-
ties in hospitals. The fastest employment
growth is anticipated in outpatient, commu-
nity, and residential settings providing ser-
vices for persons with disabilities, older adults,
or individuals with developmental disabilities,
mental illness, or substance abuse diagnoses.
Given previous trends in employment and the
projected need for the expansion of sendee
settings, it seems clear that the field of thera-
peutic recreation must act quickly to establish
itself as a legitimate provider of care in
non-treatment oriented community settings.
"Rather harshly put, if therapeutic recreation
does not evolve and embrace community-
based recreation sendees for youth with dif-
fering social needs, then some other profession
will" (Caldwell. 2001, p. 281).

Case Study—We Care Too
The following case study illustrates a suc-

cessful partnership that was implemented in an
effort to expand TR services for youth with
emotional and behavioral problems. Set within
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the framework of the Health Protection/Health
Promotion Model, this case study suggests
both rationale and mechanisms for the provi-
sion of TR services beyond the traditional
health care setting. The We Care Too program
was designed to provide community-based TR
interventions to local Boys and Girls Club
participants in need of service, to provide
senior level Recreation Therapy (RT) students
experience designing and implementing ther-
apeutic recreation interventions, and to aug-
ment the existing mental health services cur-
rently available in the community.

We Care Too grew out of a collaborative
relationship between the local chapter of WE
CARE (With Every Child and Adult Reaching
Excellence; a subsidiary of the Federation of
Families for Children's Mental Health), the
university's Department of Recreation and
Leisure Studies, and the local Boys and Girls
Club. The Executive Director of WE CARE
was anxious to expand services for their cli-
ents and suggested that a community-based
TR program be developed. The TR program
was originally delivered at the child's home or
school, but complications related to the safety
of the university students necessitated that a
more controlled environment for service de-
livery be obtained. The Boys and Girls Club
was a receptive partner knowing that the pro-
gram would benefit their constituency and
strengthen the one-on-one programming they
wanted to provide to some of their members
most in need of intervention.

We Care Too was an eight-week TR pro-
gram offered to selected youth ages 8 to 12
attending the local Boys and Girls Club. Con-
sistent with the Health Protection/Health Pro-
motion Model (Austin, 1998), prescriptive ac-
tivities were offered in an attempt to help
youth contend with their negative emotional
and behavioral patterns and stimulate future
engagement in recreation and leisure activity.

The Executive Director of WE CARE as-
sisted with coordination of efforts between all
partners, facilitated identification of Boys and
Girls Club members who were noted as having
an emotional and behavioral disorder or hav-

ing difficulties in school, and served as the key
informant concerning program operations.
Faculty in the Department of Recreation and
Leisure Studies at the university helped to
coordinate efforts between all partners, pro-
vided training and skill instruction to under-
graduate RT students who delivered the ser-
vices, provided supervision of the students
during service delivery, and conducted the
program evaluation. The Boys and Girls Club
served as the site of service delivery and had
the primary responsibility of working in con-
junction with the Executive Director of WE
CARE to select participants to be involved in
We Care Too. In addition, Boys and Girls
Club staff served as key informants regarding
the youth and issues they were facing.

Program Participants
Participants in We Care Too were selected

based on their behavior at the Boys and Girls
Club, school, or at home. Participants in the
program had been identified as having emo-
tional and behavioral patterns that were dis-
ruptive to participation in school or daily club
activities. The Executive Director of We
CARE was familiar with youth who had a
formal diagnosis of emotional and behavioral
disorders. After speaking with the parents or
caregivers of these individuals, she recom-
mended appropriate youth as potential partic-
ipants to the Unit Director of the Boys and
Girls Club and the university faculty. The Unit
Director at the Boys and Girls Club then con-
sidered that information when identifying
those individuals who consistently displayed
disruptive behaviors or poor social integration
at the club. Disruptive behaviors included fail-
ure to obey club rules, verbal confrontations
with staff, or aggressive behaviors toward
other club members. Individuals may also
have demonstrated signs of poor social inte-
gration such as failure to interact with peers,
inability to create and sustain friendships, and
engaging in socially isolative activity. Addi-
tionally, fliers announcing the program were
posted at the entrance to the club. Parents
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could approach the Unit Director to request
that their children be involved in the program
if they felt that there were certain behaviors
their child needed to address. The Unit Direc-
tor then used his expert judgment as to who
would most benefit from the program. Individ-
uals who were frequently suspended from the
club or written up for improper conduct were
most often selected for the program. Parental
permission was obtained for all participants
prior to the start of the program.

In total, eight youth participated in the We
Care Too program. Participants included five
males and three females ranging in age from
seven to eleven. All but one youth attended
public school with only one attending a private
school. Of these youth, one individual at-
tended second grade, one attended third grade,
and two each attended the fourth, fifth, and
sixth grades. The number of siblings for par-
ticipants ranged from one to nine.

Program Implementation
The primary therapeutic recreation service

providers were twenty-three senior RT stu-
dents who had successfully completed four
lower level RT courses and were enrolled in
the Recreational Therapy Interventions and
Techniques course at the university. The stu-
dents were supervised at all times by either a
graduate student or the faculty member. A
group of two to three students composed a
treatment team and were assigned to work
with one child. Two RT students met with the
participant each session and were responsible
for completing each aspect of the therapeutic
process including an assessment, treatment
plan, service delivery, evaluation, and transi-
tion plan. The treatment team actively in-
volved the child and parents or caregivers in
each phase of sendee deliver}'.

At the start and end of the semester, the RT
undergraduate students completed a compe-
tence assessment. The TR Competence As-
sessment is a 41 item instrument designed to
capture students' self-perceptions of their
competence in various knowledge areas of TR

as well as their perceived competence to lead
various TR interventions. The instrument was
developed by the faculty member using the
American Therapeutic Recreation Associa-
tion's competency assessment and curriculum
planning tool for self evaluation which identi-
fies 13 core knowledge areas in TR and 28
inventions commonly used in practice (ATRA,
1997). The RT students rated their perceived
competency on each item using a five point
Likert scale (1 = poor, 5 very good). The
students completed this instrument in an at-
tempt to determine if their participation in We
Care Too and the facilitation techniques class
impacted their perceived competence to per-
form therapeutic recreation interventions. The
data was used as a self-assessment tool for
students, a mechanism to validate the out-
comes of experiential learning as a component
of the curriculum, and as an evaluation tool
that could assist the faculty with future curric-
ulum revision. The instrument was not tested
for reliability and validity.

After being assigned a youth to work with,
and completing of three hours of training con-
ducted by the Executive Director of WE
CARE and the instructor, treatment team
members conducted an initial assessment of
their participant. The initial assessment in-
cluded a one-on-one interview with the youth
regarding recreation behaviors, and behavioral
observations of the youth while engaged in
free play at the club. The interview questions
were developed by each of the student teams
and focused on the youth's past leisure inter-
ests, future leisure interests, perceived out-
comes of participation in recreation and lei-
sure, leisure resources available, and perceived
leisure needs. The RT students were also in-
structed to complete a minimum of a 30
minute behavioral observation. The observa-
tion was designed so that students observed
the youth engaging in their natural environ-
ments at the Boys and Girls Club. During the
observation students were to pay particular
attention to record objective indicators of the
youth's social interaction skills, recreation be-
haviors, anger management skills, ability to
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follow rules, or other indicators deemed of
interest by the student team. Finally, the Kid-
KINDL (Ravens-Sieberger & Bullinger, 2000)
was completed by each youth to assess their
quality of life in several domains.

The Kid-KINDL is a self-report external
assessment of health related quality of life for
children between the ages of 8-12 years old.
The Kid-KINDL uses 30 items to measure
quality of life in six domains: emotional well-
being (4 items), physical well-being (4 items),
self-esteem (4 items), family (4 items), friends
(4 items) and school (4 items) (Ravens-
Sieberger & Bullinger, 2000). The remaining
six items pertain to how an individual has felt
during the past week related to their illness. If
an individual is not currently hospitalized for
an illness s/he does not complete the last six
items. Therefore, these final six items were not
applicable for the We Care Too youth.

The Kid-KINDL items require individuals
to reflect upon their experiences during the
past week and describe the extent to which the
event occurred (ex.: "During the past week I
had fun and laughed a lot:" "During the past
week I was proud of myself.") Responses are
coded using a 5 point Likert scale ranging
from (1) "Never" to (5) "All the time." Due to
the low number of participants in the We Care
Too program, reliability coefficients were not
calculated for this study. However, previous
studies established an adequate degree of reli-
ability and validity of the instrument for use
with children and adolescents with and with-
out disabilities. A confirmatory factor analysis
produced Cronbach alpha's for sub-domains to
be around a = .70 (Ravens-Sieberer & Bull-
inger, 2000). The overall scale had a consis-
tency coefficient of a = .80. The discriminate
validity of the Kid-KINDL has demonstrated
that the instrument is able to measure differ-
ences in health related quality of life for chil-
dren with asthma, atopic dermatitis, and obe-
sity. Lastly, the convergent validity of the
instrument was established through the high
correlation the sub-domains had with several
instruments including the Child Health Ques-

tionnaire, the Life Satisfaction Questionnaire
(adapted for children), and the SF-36.

Based on the results of the initial assess-
ment, a treatment plan was developed for each
child by his or her treatment team. The treat-
ment plan consisted of subjective and objec-
tive data, an assessment of needs, individual
goals and objectives, projected interventions
and facilitation techniques to be utilized, and
evaluative measures. The prescriptive activi-
ties addressed goals such as:

• to develop the ability to engage in recre-
ational activities with others,

• to increase self-esteem,

• to develop the ability to focus on a task
through completion,

• to develop the ability to follow directions
for the duration of an activity,

• to increase social interaction with adults
and peers at the Boys and Girls club,

• to develop anger management skills, and

• to improve the use of proper manners
with peers.

For each of these goals, several measurable
objectives were developed and used to mea-
sure the efficacy of services. The objectives
varied per participant but included such things
as:

• For self-esteem goal: During the fourth
session the client will find three words in
a magazine that describe himself in a
positive manner and

• For anger-management goal: During the
second session the client will be able to
choose from a list of 20 items, four
behaviors that indicate that he is being
aggressive towards others.

After identification of individual treatment
goals and objectives, therapeutic recreation
services were delivered at the Boys and Girls
Club twice a week for one hour each session.
Recreational therapy students delivered a
range of interventions designed to meet spe-

38 Therapeutic Recreation Journal



rifle goals outlined in each youth's treatment
plan. Interventions utilized throughout the pro-
gram included: expressive arts, anger manage-
ment, assertiveness training, behavior manage-
ment, sports, relaxation, and social skills
training. For example, specific interventions
included the use of card games and sports to
increase social interaction with peers and the
use of poetry to increase one's ability to de-
scribe the quality of friendship and its impor-
tance. Additionally, the youths would partici-
pate in activities such as body tracing where
they drew an outline of their body with side-
walk chalk and then wrote one positive char-
acteristic next to each body part (e.g. hands are
good at writing, feet are good at soccer) or the
youths were asked to build a tower from play-
ing cards in order to increase teamwork skills
and manners when working with a group.
Outcomes of weekly sessions were docu-
mented by the RT students using the SOAP
note format and reviewed by the faculty.

Whenever feasible, communication regard-
ing the child's progress and strategies to en-
hance that progress was facilitated through
meetings between the youth, parents, treat-
ment team, and course instructor. The group
discussion centered on communication strate-
gies, leisure activity patterns of the family, or
strategies that promote healthy behavioral in-
teractions between all family members.

During the eighth week, the treatment team
developed a transition plan for each child
specifying future actions that could be carried
out independently by the child, parents, Boys
and Girls Club staff, or other relevant sen. ice
providers. When developing the transition
plan the treatment team was instructed to re-
view all of the behavioral objectives to deter-
mine if a goal was met, partially met. or not
met. If all of the objectives were accom-
plished, a goal was considered to be met. If
only a portion of the objectives were accom-
plished, a goal was considered to be partially
met, and if none of the objectives were met,
the goal was considered to be not met. The
extent to which each youth met his or her
program goals was recorded in the transition

plan and strategies that could help the youth
continue interventions and progress toward
goals were identified. During the final We
Care Too session the transition plan was dis-
cussed with all interested parties with the in-
tent of helping the youth sustain and continue
to improve progress toward treatment goals.

Program Evaluation
The program evaluation consisted of tech-

niques designed to address the impact of the
program on the youth, as well as the RT
college students who provided the program.
Specifically, the effectiveness of the program
in changing the targeted skills and abilities of
the youth was examined. For the RT college
students, changes in their perceived compe-
tence in various TR knowledge areas and in
their ability to lead interventions were exam-
ined.

Impact on Youth
The primary tool used to assess the overall

effectiveness of the program on the eight
youths' well-being was the Kid-KINDL. Pre-
test and posttest means and standard devia-
tions were tabulated for each of the six sub-
domains as well as total scores (see Table 1).
The mean scores for each sub-domain repre-
sent the combined data for the 8 youth on all 4
items within the subdomain. A test for signif-
icance between means was not performed
given the small sample. However, general
trends in the data suggest that the group's
overall mean scores on emotional well-being
and family showed slight improvements. Self-
esteem remained the same and physical well-
being, friends, school, and overall scores de-
creased.

The social validity of the We Care Too
program was determined from informal inter-
views conducted with the Unit Director and
staff of the Boys and Girls Club. In general,
the Unit Director believed that the program
was helpful in providing one-on-one instruc-
tion to the club members most in need of
attention with specific progress noted in the
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Table 1.

Pretest and Posttest Means and Standard Deviations on Kid-KINDL

Sub-domains

Emotional well-being
Physical well-being
Self-esteem
Family
Friends
Schools
Total

Pretest

M

3.13
3.72
3.78
3.47
3.88
3.81

14.63

SD

1.69
1.28
1.11
1.22
1.14
1.33
1.49

Posttest

M

3.59
3.41
3.78
3.69
3.69
3.25

14.00

SD

1.48
1.25
.99

1.24
1.33
1.50
2.65

N

32
32
32
32
32
32

192

social and behavioral skills of the majority of
participants. However, the Unit Director felt
that it was often difficult to have a lasting
impact on the youth given the negative influ-
ences experienced at school and at home. Sim-
ilarly, the staff recognized some positive
changes in participant's behaviors during the
days that the RT students delivered treatments;
however those behaviors were often not sus-
tained on non-program days.

Impact on RT College Students
Results of the TR Competence Assessment

completed by the RT students were analyzed
using paired samples t-test. The paired sam-
ples t-test compares the means of two scores
from a related sample to determine if a signif-
icant difference between scores exists (Cronk,
2004). The paired-samples t-test was calcu-
lated to compare the mean pretest score to the
mean posttest score for each of the 13 TR
competence areas identified. A significant in-
crease from pretest to posttest was found on all
13 areas (see Table 2). The most significant
difference in the RT students' scores (p <
.000) were noted in the areas of: knowledge of
TR concepts, assessment process, treatment
planning process, program planning process,
implementation of program plan, selection
and use of activities, individual and group
facilitation techniques, documentation pro-

cess, evaluation of patient functioning, evalu-
ation of interventions/programs, and manage-
ment principles. Similarly, a comparison of the
mean pretest and posttest scores was calcu-
lated for each of the 28 TR interventions.
Results indicated that significant increases
were present on 20 of the 28 items (see Table
3). The interventions where RT students re-
ported the most significant improvements (p <
.000) were: Horticulture Therapy, Relaxation/
Stress Management, Group Interventions, Mu-
sic Therapy, Behavior Modification, and Lei-
sure Education/Counseling.

Discussion
One of the primary effects of the We Care

Too program was that it increased the inter-
vention services available for youth with emo-
tional and behavioral problems in this commu-
nity. The sub-domain scores as well as the
overall scores on the Kid-KINDL are not con-
clusive with respect to the extent that this
program had an impact on participants' quality
of life. While positive changes were noted
only in the emotional well-being and family
subdomains, perhaps this may be an indicator
of the potential impact that a similar but en-
hanced program might have. Prior to making
claims regarding the effectiveness of this pro-
gram, more sensitive instruments and tech-
niques to identify both individual and group
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Table 2.

Comparison of Pretest and Posttest Score of Student Competence in TR Areas

Pretest Posttest

TR Areas M

3.29
3.20
3.00
2.96
2.91
3.00
3.08
3.46
2.71
2.63
2.79
2.61
2.46
3.75

SD

.55

.66

.83

.82

.78

.78

.77

.78

.69

.82

.59

.66

.59

.79

M

4.16
3.96
4.08
4.09
4.04
4.00
3.92
4.17
4.25
3.71
3.75
3.78
3.67
4.38

SD

.56

.62

.83

.73

.69

.66

.65

.70

.44

.95

.53

.60

.56

.58

df

23
23
23
23
23
23
23
23
23
23
23
23
23
23

t

-6.31***
-3.72**
-4.66***
-4.93***
-5.12***
-4.44***
— 4 *>_].***

-3.82**
-8.55***
-4.51***
-6.26***
—7 ?4***

-6.36***
-3.50*

Knowledge of TR Concepts
Characteristics & needs of clients
Assessment process
Treatment planning process
Program planning process
Implementation of program plan
Selection & use of activities
Program leadership
Individual & group facilitation techniques
Documentation process
Evaluation of patient functioning
Evaluation of interventions/programs
Management principles
Professionalism

*p < .002 **p < .001 ***p < .000

changes are required. For example, using ad-
ditional measures such as the Children's So-
cial Behavioral Inventor}1 (Berg. 1989). or the
Anger Control Inventor},1 (Berg. 1991) in con-
junction with the Kid-KIXDL will help to that
capture changes in targeted behaviors. En-
hancing the preparation of the RT students to
produce SO.AP notes that accurately reflect
treatment outcomes will provide additional in-
formation on behavioral changes of the youth.

The result of the TR Competency Assess-
ment provided quite strong support that the
perceived knowledge and skills of the RT
college students increased over the course of
the semester. Specifically, the RT students'
knowledge of the TR process increased, as did
their perceived competency to perform a num-
ber of different interventions. It should be
noted, however, that these changes cannot
solely be attributed to involvement in the We
Care Too program. The students were simul-
taneously enrolled in several senior level RT
classes while involved in the We Care Too

program. Although unable to control for these
intervening variables, the literature suggests
that combining the applied experience with
classroom learning is sound educational tech-
nique.

Effective collaborative relationships were a
key factor for this program. Supervision of the
RT students by a CTRS is an essential com-
ponent of the program. Such supervision
helped to insure the safety of the participants
as well as the use of appropriate interventions,
effective counseling, and maintaining positive
communication with the family. Having both
an RT graduate student and a faculty person
on-site to share the supervisory duties was
essential to offset the significant time demands
of the program. Equally important is the expert
insight, advice, and training that the Executive
Director of WE CARE provided to the RT
students. Her knowledge of the gap in existing
mental health services in the community
helped to focus the program. In addition, she
provided expert training to the RT students to
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Table 3.

Comparison of Pretest and Posttest Scores of Student Competence in TR Interventions

TR Interventions

Activities of daily living
Adventure experiences/initiatives
Cultural arts/crafts
Animal-facilitated interventions
Assertiveness training
Athletics/sports
Aquatics
Community reintegration
Hippotherapy/Therapeutic riding
Horticulture therapy
Relaxation/stress management
Cognitive retraining
Group interventions
Family interventions
Remotivation
Resocialization
Reality orientation
Reminiscence
Sensory Stimulation
Therapeutic community
Music therapy
Games
Behavior modification
Bio-feedback
Humor
Leisure education/counseling
Play therapy
Social skills training

Pretes

M

3.58
2.96
3.29
2.88
2.58
3.29
2.75
3.21
1.88
2.21
3.00
2.63
2.88
2.67
2.71
3.04
2.80
3.00
2.83
2.54
2.54
3.75
2.63
2.21
3.39
2.75
3.13
3.08

t

SD

.02

.98

.86

.15

.83

.81
1.26
1.06
1.23
1.10
1.02
1.01
1.03
1.05
.95
.95

1.14
1.09
1.17
.83

1.18
.61
.88
.83

1.03
.68

1.06
1.06

Posttest

M

3.75
3.35
3.83
3.63
3.92
3.71
3.21
4.04
2.21
3.71
4.30
3.30
3.92
3.42
3.54
3.75
3.71
3.96
3.67
3.63
3.70
4.13
3.63
3.08
3.87
3.79
3.20
3.88

SD

.85

.98

.92
1.01
.78
.91

1.25
.86

1.25
.91
.62
.95
.65
.88
.83
.74
.55
.77
.96
.88
.81
.68
.77
.97
.69

1.06
.97
.85

df

23
22
23
23
23
23
23
23
23
23
23
23
23
23
23
23
23
23
23
23
23
23
23
23
22
23
22
23

t

- .68
-1.48
-2.18*
-3.30**
-5.60***
-1.86
-1.80
-3.05**
-1.62
-5.20****
-5.13****
-2.33*
—4 4Q##**

-2.58*
-2.85**
-2.48*
-3.33**
-3.28**
-2.50*
—3 94***
—4 37****
-1.81
-4.80****
-3.98***
-1.85
_4 14****
-2.07
-2.87**

*p < .05 **p < .01 ***p < .001 ****p < .000

insure that they were confident in serving the
youth.

Implications for Practice
The provision of intervention based TR

services through a collaborative partnership
between CTRSs in the academic or clinical
settings and community service agencies is a

unique approach to addressing unmet needs in
the community and training RT students. As
legislative and societal trends have moved the
focus of treatment from hospital and residen-
tial settings to community contexts, therapeu-
tic recreation needs to be responsive by pro-
viding services in day treatment programs,
outpatient programs, transitional living ser-
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vices, and community centers (Mobily & Mac-
Neil. 2002). It is clear that relatively few TR
specialists are employed in nontreatment ori-
ented community settings such as schools and
community recreation agencies, yet this is
where youth with emotional and behavioral
are predominantly receiving services. This
lack of available personnel has hampered the
development and provision of TR services
designed to serve youth with emotional and
behavioral disorders. Without available per-
sonnel, the establishment of an effective com-
munity-based TR service deliver)' mechanism
for youth with emotional and behavioral dis-
orders cannot emerge.

If TR hopes to expand services or develop
outreach services in the community, we must
become proficient at developing collaborative
partnerships. It is imperative that the therapeu-
tic recreation specialist take the initiative in
contacting non-treatment oriented community
agencies that have an existing pool of partici-
pants with functional limitations that can be
addressed through TR services. Potential
agencies not only include the local Boys and
Girls Club, recreation center, or YMCA/
YWCA as previously stated, but also might
include alternative school programs, youth de-
tention centers, or mental health group homes.
Since these community-based agencies will
seldom have the expertise required to develop
and implement TR intervention services, it is
in the best interest of both parties to discuss
openly the cooperative services.

Successful collaborative agreements will
require that a clear understanding of program
goals and scope of services be established.
Obviously, the highest potential for sen-ices
and collaboration will be in the area where TR
services and agency goals overlap. Potential
service goal areas might include anger man-
agement, social skills, quality of life, educa-
tion, fitness, well-being, and positive use of
time. By identifying overlapping goals both
parties are likely to identify quickly the pro-
gram area that can best be targeted through the
partnership. Once the program area has been

determined both parties will need to define
clearly their roles and responsibilities.

Important areas for consideration include
the development of a program mission state-
ment, identification of the specific clientele to
be served, program description, and goals and
objectives. Additionally the mechanism for
deliver}, of services must be specified, includ-
ing intervention development and delivery as
well as assessment and documentation proce-
dures. The details regarding budgeting, staff-
ing, facility access and resource allocation
must also be addressed. Finally, a comprehen-
sive plan for either formative or summative
program evaluation is needed. The open and
frank communication between the agency and
the therapeutic recreation specialist used to
detail the focus and function of the program
prior to service delivery must continue during
program implementation to resolve any pro-
gram operation issues.

Logistical details present a number of chal-
lenges that partners are likely to face. Al-
though working together increases the pool of
financial resources, the management of these
resources must be clearly defined and meticu-
lously monitored. Similarly, the program staff
must have clearly defined roles and responsi-
bilities especially pertaining to supervision. In
the event that the CTRS does not have access
to university students. TR assistants may be a
viable alternative to staff the program. Coor-
dination of facility usage must also be speci-
fied. Plans need to be developed with regard to
who has priority to use designated areas during
specific times, what alternative spaces are
available during inclement weather, and how
to access equipment that is available for use.
Agreements on responsibilities regarding
set-up and clean-up must also be explicit.
Finally, logistics related to transporting partic-
ipants and staff must be considered. Of utmost
importance is maintaining feasible and cost
effective methods of transporting individuals
in a safe and timely manner.

The development and implementation of
TR services in the non-treatment oriented
community settings will require considerable
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effort on the part of practitioners. While this
may seem like an overwhelming demand
based on one's current workload, the payoffs
to the profession are noteworthy. Such payoffs
might include contributing to the expansion of
health care services for youth with emotional
and behavioral problems, increasing commu-
nity awareness of the role of TR, increasing
the number of TR jobs, and increasing oppor-
tunities to demonstrate the efficacy of TR
services. Moreover, failure to expand services
may hold several threats to the profession
including intervention services being provided
by some other profession that recognizes the
value of planned recreational activity for youth
(Caldwell, 2001). Given that recreation and
physical activity will be an essential ingredient
in addressing the health crisis of our youth,
therapeutic recreation must position itself to
serve a vital role in providing these critical
health care services. In accordance with the
Health Protection/Health Promotion Model,
the provision of prescriptive recreation and
leisure will help individuals contend with bar-
riers to health and obtain high levels of health
and wellness (Austin, 1998).

Conclusions
This case study highlighted a rationale for

and insight into the process of expanding TR
services and the creation of collaborative part-
nerships. Provision of collaborative commu-
nity-based TR intervention services meets a
critical need in society, affords the opportunity
for logical partnerships between agencies, and
presents a feasible way to offset operational
expenses that may otherwise prohibit program
development. Ultimately, expanding parame-
ters of service through collaborative partner-
ships creates a fortuitous environment where
all parties, especially the constituents, benefit.
To compensate for the problems individuals
are likely to face as they venture into new
territory, therapeutic recreation specialists are
encouraged to maintain their ability to perse-
vere through adversity by relying upon their
resourcefulness, creativity, and problem solv-

ing skills. In keeping with the sentiments of
Caldwell (2001), if recreational therapists
choose not to explore the opportunities avail-
able for the provision of treatment services for
youth, someone else will.
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