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Preface
The sixth edition of Therapeutic Recreation Program Design: Principles and Procedures includes new, important, 

and timely information for therapeutic recreation students and professionals. Changes continue to happen rapidly 
in the world of health care and human services and in the field of therapeutic recreation. More than ever, consumers 
and proponents of health care services are demanding greater accountability; more effective methods of service de-
livery (e.g., evidence-based practice); and a higher degree of reliable, proven client outcomes. This book aims to help 
students and professionals meet those demands in the new and emerging health care and human service markets. 

Like the previous editions, this edition was written for students preparing for the field of therapeutic recreation 
and professionals providing services to clients. Therapeutic recreation is concerned with the direct delivery of servic-
es to clients with disabilities, illnesses, or special needs. Delivery of these services requires an in-depth understanding 
of  both the procedures of delivering quality programs and the content to be addressed within the programs. These 
two areas are interrelated and interdependent. Knowledge or expertise in one area and not the other will result in 
programs that are either inappropriate to clients’ leisure-related needs or inadequate in terms of program delivery. 
This text addresses both areas (process and content), utilizing a comprehensive and integrated approach. The first 
two chapters focus on the content underlying the delivery of therapeutic recreation services to clients. The latter 11 
chapters outline the process or procedures utilized in the implementation of quality programs. Together, these two 
parts enable an understanding of both the content and process of therapeutic recreation programming.

This text focuses on the design, development, and evaluation of therapeutic recreation services. It is not intro-
ductory in that it presumes prior knowledge of illnesses and disabilities, service settings, therapeutic recreation as a 
profession, activity planning and delivery, and basic intervention techniques. Understanding of professional issues, 
such as credentialing, accreditation, and standardization of practice, is assumed. Knowledge of these concepts is 
important and helps the therapeutic recreation specialist to apply them within the context of program design and 
delivery addressed in this text. 

This text uses a systematic approach to program design and delivery. The content of therapeutic recreation ser-
vices is provided by the Leisure Ability Model with the components of functional intervention, leisure education, and 
recreation participation. The process of program conceptualization, documentation, and evaluation is represented 
in the largest sense by the Therapeutic Recreation Accountability Model. These two models intersect to deliver the 
foundational concepts of program delivery in therapeutic recreation services. These models provide the basis for sys-
tematic, logical, and needs-driven programming that produces predictable, effective, and necessary client outcomes. 
One major intention of the text is to draw the reader to understanding the connections among each task carried out 
through the design, implementation, and evaluation of therapeutic recreation programs.

Format and Organization of the Sixth Edition
Significant changes have been included in this edition, strengthening the relationships between theory, evidence-

based practice, and client outcomes. Each chapter contains updated information reflecting the latest trends and 
nuances in health care and human services. The 13 chapters in this book follow a logical sequence from theoretical 
foundations to a challenge for the future. 

Chapter 1 looks in-depth at a variety of significant disability models and examines the influence of these mod-
els on how we—the world and as professionals—view health, wellness, and disability. What forms the basis of our 
individual and collective practices? What beliefs underlie our professional services? What do we believe about the 
leisure lifestyles of individuals with disabilities? Chapter 2 is devoted to the Leisure Ability Model and includes an 
update of pertinent literature to support the model. Chapter 3 again highlights concepts important to our practice but 
widely broadens this approach to include information relative to our international peers, especially those in Canada 
and Australia. Cultural competence is also a focus of this chapter as well as the difference in activities versus inter-
ventions.  While remaining focused on client outcomes and systematic program design, this edition also includes 
more detailed information about theory-based therapeutic recreation programming and highlights the work of Drs. 
Colleen Hood and Cynthia Carruthers as the examplar.

 Chapter 4 details the Therapeutic Recreation Accountability Model, which provides the basis for the remaining 
chapters of the text. Chapter 5 presents information and procedures related to comprehensive program planning of 
total unit or agency therapeutic recreation programs, and Chapter 6 addresses the structure and requirements of 
specific programs. Many will note a change in terminology. The terms "terminal program objective" (TPO), "enabling 



x

objective" (EO), and "performance measure" (PM) have been updated with "client outcome," "client goal," and "client 
objective," respectively. Hopefully, this will make the consumption of specific program design more palatable. Chap-
ters 7 and 8 include numerous examples of the application of activity analysis and activity selection to client situa-
tions. Treatment and diagnostic protocols are the subject of Chapter 9, with up-to-date information and references.

Information about client assessment (Chapter 10) and other forms of client documentation (Chapter 11) is up-
dated with current information and trends. Chapter 12 looks at client evaluation, specific program evaluation, and 
comprehensive program evaluation through the lens of a generic program evaluation model. Information about ex-
ternal accreditation standards also has been updated. Chapter 13 has been expanded with new trends in health care 
competencies and many new resources. Appendices A and B include examples of two systems-designed programs, 
Relaxation and Social Skills, using the format outlined in Chapter 6. Appendix C contains assessment instruments 
and Appendix D common medical abbreviations. Appendix E contains the glossary of terms used in this edition. 

Like its predecessors, this edition provides comprehensive and progressive program development information 
for the field of therapeutic recreation. The text carries a dual focus on program content and the process used in the 
design, delivery, and evaluation of intervention programs.

New Instructor Resources
The sixth edition is accompanied by an electronic Instructor’s Manual as well as a Student Manual, both contain-

ing a wealth of information for extracting the in-depth information from this book. Both the Instructor's Manual 
and the Student Manual were created independently by Courtney Weisman Fecske. The Instructor’s Manual includes 
chapter overviews, chapter outlines, important terms, sample test questions, student activities, and more for each 
chapter in the textbook. The Instructor’s Manual also includes electronic files of the illustrations, tables, and boxes 
from the textbook. Instructors and students can download the materials at www.sagamorepub.com by searching the 
catalog for the textbook by author, title, or ISBN and then downloading the files under the Ancillaries/Resources tab. 
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As a therapeutic recreation (TR) programming 
text, this book assumes the reader has basic knowledge 
and understanding of

• Foundational knowledge, such as basics about 
leisure and recreation concepts; anatomy 
and physiology as well as information about 
disability and/or impairment; normalization/
inclusion principles; attitudes; legislation; and 
guidelines and standards

• Professional knowledge, such as historical 
development of TR, models of TR practice, 
service settings, client characteristics, internal 
and external standards and codes (e.g., ac-
creditation, certification, ethical practices/ 
code of ethics), nature and diversity of leisure 
activities, other disciplines and professions, 
professional associations, and advocacy

This TR programming text does not cover these ar-
eas and assumes the reader has fundamental yet thor-
ough understanding of these topics on which to build. 
It will become immediately clear that foundational and 
professional knowledge are prerequisite to learning 
more about programming TR services for individu-
als with disabilities, impairments, and/or other special 
needs. Foundational and professional knowledge need 
to be blended into and used as the basis for the process 
of service delivery.

Competence and success as a TR specialist (TRS) 
require much knowledge, a number of understandings, 
and a number of skills. Among these are

• The conceptual basis for services (including 
basics of leisure/recreation activities and 
behaviors, related concepts such as quality of 
life, intrinsic motivation, freedom of choice, 
etc.)

• TR content (in the case of the Leisure Ability 
Model, functional intervention, leisure educa-
tion, and recreation participation)

• Aspects of quality TR service delivery (e.g., 
analysis, planning, implementation, and eval-
uation of efficacious services and evidence-
based practice)

• A broad range of typical client characteristics 
and settings (including needs, strengths, cul-
tural characteristics, life stages, etc.)

The first chapter reviews pertinent concepts and un-
derstandings about leisure, health, wellness, and quality 
of life as related to the provision of TR services for in-
dividuals with disabilities and/or illnesses. The second 
chapter focuses on the Leisure Ability Model, which 
addresses TR content, sometimes referred to as TR’s 
scope of practice.  This text portrays the components 
of the Leisure Ability Model (functional intervention, 
leisure education, and recreation participation) as the 
content of programs that may address client needs. The 
third chapter presents a number of important consider-
ations for programming TR services. The fourth chap-
ter explains the Therapeutic Recreation Accountability 
Model (TRAM) as a way to visualize the process of TR 

Chapter 1
Conceptual Foundations:  

The Basis for Service Development 

and Delivery
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service program design and delivery. The following 
eight chapters each explain a specific part of the TRAM 
to help students and professionals understand the re-
lationship between the components. The final chapter 
highlights a number of useful resources. 

This text intends to help readers blend foundational 
and professional information with specific information 
about program design, implementation, and evaluation 
to deliver the highest quality TR services that meet the 
needs of clients and produce meaningful, valued, and 
targeted outcomes. This chapter covers a variety of con-
cepts and ideas related to disability models as well as 
to health, wellness, quality of life, leisure, and leisure 
lifestyle.

Models of Disability
How we, as professionals and as people, describe 

and discuss impairment and disability is important. 
“The way in which disability is defined is important be-
cause the language people use to describe individuals 
with disabilities influences their expectations and inter-
actions with them” (Haegele & Hodge, 2016, pp. 193–
194). People who study disability often use “models” to 
explain the concepts they are trying to portray—these 
models are not necessarily graphs and charts like a TRS 
might use, but they are descriptive accounts of various 
views of limitations and disabilities. 

Why are disability models important to discuss? 
Smart (as cited in Retief & Letšosa, 2018, p. 1) noted 
at least eight reasons that it is necessary to discuss dis-
ability models. Disability models

• Provide definitions of disability
• Provide explanations of causes and 

responsibilities
• Are based on (perceived) needs
• Guide the formulation and implementation of 

policy
• Are not value-neutral; that is, they are 

value-laden
• Determine which academic disciplines study 

and learn about people with disabilities
• Shape the self-identity of people with 

disabilities
• Can cause prejudice and discrimination

While we will focus on only three major models of 
disability, there are many others, as noted in Figure 1.1. 
Even with these very brief descriptions, it is easy to see 
that each model of disability has implications for ser-

vices and the ways in which people are treated within 
the world. 

The first model is the medical model, which fo-
cuses on biologic processes and “abnormalities,” and is 
guided primarily by the medical profession (Retief & 
Letšosa, 2018). It focuses on disability as a “deviation 
from the norm” and searches to categorize, diagnose, 
and cure or fix the problem. “The medical model tends 
to regard the person with a disability as the one who 
needs to be changed or fixed, not the conditions that 
might be contributing to the person’s disability” (Retief 
& Letšosa, p. 3). The singular focus is on the limitation, 
with little consideration for social, cultural, familial, 
economic, or educational background of the individu-
al and what they may want (Haegele & Hodge, 2016). 
Within this model, medical professionals are awarded 
significant power due to their ability to diagnose and 
treat conditions or deviations from the norm. In this 
way, individuals with disabilities are often put in a “sick 
role,” as they become passive patients in their own care. 
However, it is worthy to note that many individuals 
with disabilities will never be “cured” of their disability 
or set of limitations (Retief & Letšosa, 2018).

The second model is the social model of disabil-
ity, which focuses on the social and physical limitations 
that society puts on the individual, almost to the ex-
clusion of any medical diagnosis (Reynolds & Kiuppis, 
2018). People who advocate the social model of disabil-
ity define the terms "impairment" and "disability" differ-
ently, the former being based on the individual and the 
latter being based on limitations imposed by societal 
constraints. Individuals are only “disabled” by societal 
restrictions and limitations, such as lack of access and 
negative societal attitudes (Reynolds & Kiuppis, 2018). 
If the physical and social world were accessible and wel-
coming, there would be no disability per se (Retief &  
Letšosa, 2018). A typical statement would be “we were 
not disabled by our impairments but by the disabling 
barriers we faced in society” (Oliver, 2013, p. 1024). The 
focus is more on the application of human/civil rights, 
and less on a medical approach, and fundamentally says 
that the only common characteristic held by people 
with disabilities is the way in which they are oppressed 
by society (Anastasiou & Kauffman, 2013; Reynolds & 
Kiuppis, 2018).

The third model, the ICF, is the biopsychoso-
cial model of disability created by the World Health 
Organization (WHO) in 2001 for use worldwide. The 
ICF “is the conceptual basis for the definition, mea-
surement, and policy formulations for health and dis-
ability” (WHO, 2001, p. 2). (See Figure 1.2 for short 
descriptions of the ICF, the International Classification 
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Figure 1.1 
Examples of Disability Models (adapted from Retief & Letšosa, 2018; World Health Organzation, 2001)

The Moral and/or Religious Model: Disability as 
an Act of God
Disability is punishment from God for sin that 
may have been committed by the person or their 
family

The Medical Model/Disability as a Disease
Disability is a biomedical problem that resides 
within the individual; a defect of the bodily sys-
tem; a deviation from the norm

The Social Model: Disability as a Socially 
Constructed Phenomenon
Disability is a socially constructed phenomenon; 
social and physical environments inflict limita-
tions or barriers on certain categories of people

The Identity Model: Disability as an Identity
Disability is a positive identity; as a marker of 
membership in a minority group, much like gen-
der or race

The Human Rights Model: Disability as a Human 
Rights Issue
Focuses on social justice and human rights of 
people with disabilities

The Cultural Model: Disability as Culture
Focuses on range of cultural factors; example may be “deaf 
culture” 

The Charity Model: Disability as Victimhood
People with disabilities seen as tragic, often as victims in 
need of special care (often used for fundraising)

The Economic Model: Disability as a Challenge 
to Productivity
Usually used by governments with regard to labor and em-
ployment capabilities, for example, disability describes the 
degree to which people can work independently outside the 
home

The Limits Model: Disability as Embodied Experience
Involves the theologic (religious) concept of embodiment; 
everyone experiences limitations at some point in their 
lives, along a continuum of disability

The Biopsychosocial Model of Disability
Example of most prominent biopsychosocial model of dis-
ability is the International Classification of Functioning (ICF) 
system promoted by the World Health Organization (WHO, 
2001), which looks at multidimensional concepts to mea-
sure health and health-related domains worldwide

of Diseases [ICD], and the International Classification 
of Health Interventions [ICHI].) Putting the notions of 
health and disability into a new light, the ICF is 

a multi-purpose classification . . . that help us to 
describe changes in body function and struc-
ture, what a person with a health condition 
can do in a standard environment (their level 
of capacity), as well as what they actually do 
in their usual environment (their level of per-
formance). These domains are classified from 
body, individual and societal perspectives by a 
means of two lists: a list of bodily functions and 
structure, and a list of domains of activity and 
participation. In ICF, the term functioning re-
fers to all body functions, activity, and partici-
pation, while disability is similarly an umbrella 
terms for impairments, activity limitations, 
and participation restrictions. ICF also lists en-

vironmental factors that interact with all these 
components. (WHO, 2001, p. 1)

More similar to the social model of disability, the 
ICF focuses on health and functioning rather than dis-
ability, making it a more versatile tool to classify health 
and disability (WHO, 2001).

Table 1.1 provides an overview of the basic con-
cepts of the medical model and the social model of dis-
ability;  most other models can be placed somewhere 
along this spectrum of varying views. However, note 
that although the table highlights differences, it pres-
ents as bit of a false dichotomy of the two models. They 
are much more complex and richer than this text can 
present and each has its own benefits and disadvantages 
(Goering, 2010; Haegele & Hodge, 2016). They are pre-
sented so that readers can examine their own attitudes 
and beliefs about disability and disability experiences 
within a larger society. Clients will benefit when we, as 
professionals, examine our own belief frameworks. 
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Table 1.1 
Overview of Basic Tenets of Medical and Social Model of Disability  
(adapted from Haegele & Hodge, 2016)

Topic Medical model Social model

Definition of disability Impairment in bodily function or 
structure; deficiency or abnormality

Social construct imposed by society on 
people with impairments

Access to treatment/services Referral by diagnosis Self-referral; experience-driven

Targets of interventions “Fixing” the disability to greatest 
extent possible; helping the individ-
ual to be as “normal” as possible

Social change or political action in effort 
to decrease environmental and social bar-
riers; increase societal understanding and 
acceptance

Outcomes of interventions Normalized function; functioning 
member of society as it already is

Self-advocacy, changes in physical and 
social environment; social inclusion and 
understanding

Person responsible The professional (usually the medi-
cal professional)

Can be the individual, an advocate, or 
anyone who positively affects the inter-
face between the individual and society

Effects on individuals without 
disabilities

Society remains the same; but apart 
from the individual with a disability

Society becomes more inclusive

Perceptions toward people 
with disabilities

The individual is faulty The individual is unique

Cognitive authority Scientists, doctors, specialists Academics and advocates with disabilities

Perception of disability Being disabled is negative; deviation 
from the norm

Having a disability is, in itself, neither 
negative nor positive

Figure 1.2
Short Descriptions of ICF, ICD, and ICHI (WHO, 2019)

International Classification of Functioning, Disability and Health (ICF)
Classification framework for measuring health and disability at individual and population levels, examining dis-
ability from capacity and performance perspectives

International Classification of Diseases (ICD)
Diagnostic classification standard for categorizing diseases, disorders, injuries, and other health-related condi-
tions. ICD-11 was released in June 2018 (United States).

International Classification of Health Interventions (ICHI)
Classification tool for reporting and analyzing health interventions for statistical purposes by professionals in 
diagnostic, medical, surgical, mental health, primary care, allied health, functioning support, rehabilitation, 
traditional medicine, and public health positions.
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It is entirely possible to accept that both models 
have some important points—TRSs need to help the 
individual achieve their own best lives, and this is likely 
done through working with both the individual and so-
ciety as a whole. As the beginning of this section men-
tioned, how we, as professionals and as people, define 
disability is important to how we design and implement 
TR programs.

It is entirely possible to accept that 

both models have some important 

points to consider—TRSs need to help 

the individual achieve their own best 

lives, and this is likely done through 

working with both the individual and 

society as a whole.

The primary reason that models of disability are 
included here is to open discussion about the ways in 
which people with disabilities and illness are thought 
about in the larger society and within our profession. 
Various people hold various views. In terms of the med-
ical model and the social model, it is likely that some 
combination of the two is needed. We cannot escape the 
fact that people with disabilities and illnesses, at times, 
need medical care that focuses on their biological needs. 
However, that disability or illness does not make them 
“ill” in all facets of their lives. Society, in fact, needs 
to make physical environments and social conditions 
more welcoming and inclusive to all individuals. Both 
models are likely needed for the best solutions. The TRS 
needs to be aware of their own views and the effect of 
these views on the participation of people they serve.

The next section looks at health, wellness, and 
quality of life, especially in relation to individuals with 
disabilities and/or illnesses and older individuals. This 
information serves as a prelude to discussions about lei-
sure lifestyle and TR services.

In terms of the medical model and 

the social model, it is likely that some 

combination of the two is needed.

Health, Wellness, and 

Quality of Life
The medical model of health care focuses almost 

exclusively on illness and impairment; it has been (and 
in many places continues to be) prevalent among phy-
sicians and other health care providers (Petros et al., 
2016; Retief & Letšosa, 2018). Recently, there has been 
some shift toward a greater focus on health, wellness, 
and quality of life. In a growing number of places, con-
versations about health, well-being, and quality of life 
include the topic of individuals with disabilities and 
limitations.

Health
The WHO, in 1947 in its Constitution, defined 

health as the “state of complete physical, mental, and 
social well-being and not merely the absence of dis-
ease.” This definition and view was groundbreaking at 
that time. Before this definition was published, health 
was seen as mutually exclusive of disability, disease, 
and/or illness, while potentially positive states of well-
being for individuals with these conditions were negat-
ed (Stokols, 2000). We now know that both states may 
be present simultaneously. 

By the turn of the century, the World Health 
Assembly (2001), part of WHO, recognized that any 
two individuals with the same disease can experience 
different levels of functioning and that two persons ex-
periencing the same level of functioning may not have 
the same disease; that is, health, disease, disability, and 
illness are experiences unique to each individual and 
are extremely difficult to categorize into discrete and 
exclusive pigeonholes. In addition, people began to de-
fine health more robustly, without mentioning the dis-
ability, disease, or limitations in addition to these con-
ditions. For example, 

Thus, in assessing health, [older] individu-
als themselves include indicators of illness 
and disability as well as indicators of positive 
health and functioning, and the two types of 
indicators are not mutually exclusive: people 
may judge themselves as quite healthy, despite 
health problems of which they are aware and 
that they willingly report. (Benyamini et al., 
2000, p. P108)
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Health, disease, disability, and 

illness are experiences unique to 

each individual and are extremely 

difficult to categorize into discrete 

and exclusive pigeonholes.

This approach looks at human health from a broad-
er perspective and challenges health care and social 
service providers to look not only for indications of 
the frequency and severity of disease, illness, and dis-
ability, but also toward the individual’s overall level of 
functioning and self-assessment of well-being, health-
related choices, and quality of life. 

In the last 20 years, personal responsibility, the 
physical environment, and other factors have been more 
broadly considered in their role in a person’s health 
and well-being. For example, Bircher (2005) noted that 
“health is the result of a complex and dynamic inter-
action of three factors: fate representing the biological 
and the social lottery (circumstances into which one is 
born), personal responsibility, and support from the so-
cial setting” (p. 338).

Newer definitions of health additionally highlight 
the relationship between the capacity to cope and the 
demands presented in life (Bircher, 2005; Carruthers & 
Hood, 2007; Hood & Carruthers, 2002, 2007). In other 
words, “life” may present many challenges or demands, 
and how well a person copes with these demands and 
uses resources at their disposal may determine their 
present and future health. These newer definitions cor-
respond more closely with definitions of wellness.

In other words, “life” may present 

many challenges or demands, and 

how well a person copes with 

these demands and uses resources 

at their disposal may determine 

their present and future health.

Wellness
Travis (1977) created one of the most popular and 

enduring wellness models. In that model, premature 
death and disability are on left-hand side of a continu-
um, with growth and high-level wellness on the right-
hand end. The middle is the neutral point, that of nei-

ther illness nor wellness. One of Travis’ major tenets is 
that the medical community (medical model/treatment 
paradigm) can only bring a person on the left-hand 
side up to the neutral point, while wellness services and 
health-seeking decisions can bring a person to a high 
level of wellness (far right side of continuum). While 
this model has some positive points, it also has been 
criticized for many of the same reasons that the WHO’s 
1947 definition of health was and can be criticized. 
For example, both do not allow for the fact that many 
people with disabilities and illnesses are, in fact, quite 
healthy and well. Both conditions—having a disability 
and being healthy—can, and do, occur simultaneously. 

Many people with disabilities and 

illnesses are, in fact, quite healthy 

and well.

Wellness is conceptualized as a dynamic, integra-
tive condition of change in which the individual moves 
toward a higher potential of functioning by choosing 
and participating in health-promoting lifestyle be-
haviors. High-level wellness is a dynamic process that 
maximizes the individual’s potential within the envi-
ronment in which they are functioning; it is also a con-
tinuous, ongoing process at each stage of life. 

Many authors have written about wellness and 
its many features (e.g., Gill & Bedini, 2010; Myers & 
Sweeney, 2005; SRI International, 2010). The four pri-
mary characteristics of wellness follow:

• Wellness is the multidimensional integration 
of physical, social, emotional, and spiritual 
well-being toward achieving one’s personal 
full potential.

• Wellness is not mutually exclusive of disability, 
illness, or disease.

• Wellness involves individual choice, personal 
responsibility, and daily decision-making 
concerning an individual’s lifestyle choices.

• Wellness is positive and life-affirming.

A newer model of wellness is introduced in the ar-
ticle “The Indivisible Self: An Evidence-Based Model of 
Wellness” (Myers & Sweeney, 2005).The article shows 
a graphic explaining the model, which is based on per-
ceived important areas of life: work, leisure, friendship, 
love, and spirit. The model also focuses on the following 
aspects of the self:



Chapter 1–Introduction to Therapeutic Recreation: A Strengths Approach  •  7

• Essential self
o Spirituality 
o Self-care
o Gender identity
o Cultural identity

• Social self
o Friendship
o Love

• Creative self
o Thinking
o Emotions
o Control
o Positive humor
o Work

• Physical self
o Exercise
o Nutrition

• Coping self
o Realistic beliefs
o Stress management
o Self-worth
o Leisure

In addition, Myers and Sweeney (2005) noted con-
textual or environmental variables that affect individu-
als’ level of wellness. These include 

• Local (safety) 
o Family, neighborhood, community

• Institutional (policies and laws) 
o Education, religion, government, 

business/industry 
• Global (world events) 

o Politics, culture, global events, environ-
ment, media, and community

• Chronometrical (lifespan) 
o Perpetual, positive, purposeful

Myers and Sweeney (2005) reported that the 
model in its latest version is based on their research of 
healthy people, should be considered strength-based 
and choice/responsibility-oriented, and is theoretically 
grounded. This text includes this model because it may 

have many implications for TR services. It could help 
guide program development and assessment for indi-
viduals across the lifespan. Many of the components, 
subtasks, and variables of this model closely resemble 
components and subcomponents of TR services.

Quality of Life
A third concept, quality of life, has gained impe-

tus, especially in the last 20 to 30 years. As with every-
thing else, views and definitions of quality of life have 
changed. The new focus on quality of life extends far 
beyond immediate recovery to lifestyle factors and a 
sense of well-being. The WHO (2001) defined quality 
of life is the “individuals’ perception of their position 
in life in the context of the culture and value system 
where they live, and in relation to their goals, expec-
tations, standards, and concerns.” This broad-ranging 
concept incorporates in a complex way a person’s physi-
cal health, psychological state, level of independence, 
social relationships, personal beliefs, and relationship 
to salient features of the environment. 

Quality of life is the “individuals’ 

perception of their position in life 

in the context of the culture and 

value system where they live, 

and in relation to their goals, 

expectations, standards, and 

concerns.” 

Gap theory of quality of life is viewed as the inverse 
relationship of the difference between an individual’s 
expectations and their perceptions of expected and 
experienced health functioning (Berra, 2003; Calman, 
1984; Morton et al., 2018). For example, individuals 
with bipolar disorder (BD) may compare their current 
quality of life in relation to recent episodes of BD; in 
other words, their quality of life is relative, constantly 
fluctuating due to ongoing circumstances (Morton 
et al., 2018). Garratt et al. (2002) explained that, unlike 
other conventional medical and biological health mark-
ers (blood pressure, weight, etc.), health-related qual-
ity of life is typically evaluated and reported by the pa-
tient, instead of health care service providers. If the gap 
between expectations and perceptions is small, then an 
individual will experience a higher quality of life. If the 
gap is large, then the person will report a lower quality 
of life. When a person expects to be healthy and is not, 
then self-assessed quality of life may be low; perceived 
reality did not meet expectations. When a person ex-
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pects to be healthy and perceives that they are, then 
their quality of life is likely to be high; perceived reality 
meets expectations.

Lee and McCormick (2004, 2006) noted that qual-
ity of life is a complex notion that encompasses both 
objective components (e.g., a person’s functional ability 
or biomarkers) and subjective components (e.g., a per-
son’s judgments/perceptions about their overall life). 
They also noted two additional, important concepts. 
First, health care and rehabilitation have become more 
interested in the subjective parts of quality of life, as 
patients and clients push toward longer term outcomes 
and overall life improvement. For example, many health 
care facilities evaluate their services based on service 
evaluations by patients’ satisfaction. Second, leisure, es-
pecially social aspects of leisure, plays an important role 
in individuals' assessment of their overall quality of life. 
These concepts relate well to the gap theory and the ne-
cessity of coping skills and access to resources, as men-
tioned. Stebbins (2018) noted that “want-based” quality 
of life involves (a) sense of achievement, (b) apprecia-
tion of beauty, (c) identification of community, and (d) 
sense of fulfillment. These four “wants” relate well to TR 
service provision.

Homeostasis is an important lifelong function in 
all humans. 

Homeostasis is defined as self-regulating pro-
cesses that systems [people] use to maintain 
stability while adjusting to optimal conditions 
for survival. If homeostasis is successful, life 
continues. If it is unsuccessful, life ends. The 
stability is a dynamic equilibrium with contin-
uous change occurring but uniform conditions 
prevailing. When a system is disturbed, the 
result is to regulate to establish a new balance. 
(Henderson, 2010, p. 397)

"If homeostasis is successful, life 

continues. If it is unsuccessful, life 

ends." (Henderson, 2010, p. 397)

A person’s leisure lifestyle or how they experience 
leisure may be the first area sacrificed after functional 
abilities decline with illness or disability (McQuoid, 
2017). Diener et al. (2006) noted that most individu-
als who acquire disabilities return to their predisabil-
ity quality of life (through homeostasis) in a relatively 
short time, although that “set point” is different for each 
individual. That is, most people with disabilities can ex-

perience a similar quality of life to individuals without 
disabilities, even though the disabling event may be 
seen as stressful and interruptive. 

Many have suggested that leisure involvement is 
important to coping with and managing illness over the 
long term because it provides more opportunities for 
self-control and developing a more holistic sense of self 
(McQuoid, 2017). The important point is that leisure in-
volvement (a) is essential, (b) may be greatly impacted 
by illness and/or disability, (c) may perform a number 
of restorative and normalizing functions, and (d) may 
be an area in which some intervention is needed to help 
the individual develop coping, social, and leisure skills; 
utilize necessary resources; and benefit to the fullest.

The important point is that leisure 

involvement (a) is essential, (b) may 

be greatly impacted by illness and/or 

disability, (c) may perform a number 

of restorative and normalizing func-

tions, and (d) may be an area in which 

some intervention is needed to help 

the individual develop coping, social, 

and leisure skills; utilize necessary 

resources; and benefit to the fullest.

Leisure-Related Concepts 

and Benefits 
Leisure often encompasses the concepts of per-

ceived freedom, intrinsic motivation, perceived compe-
tence, and positive affect (Walker et al., 2019), although 
not all authors agree (Stebbins, 2018). Like health, well-
ness, and quality of life, leisure is a fluid concept, depen-
dent on a number of lifestyle and functioning factors, 
flowing throughout a person's lifespan. Many authors 
have clearly linked leisure with health and quality of 
life (Caldwell, 2005; Payne et al., 2010; Stumbo & Pegg, 
2004). 

Example 1.1 showcases various views of these re-
lationships. Several benefits of leisure participation 
related to health and well-being have been document-
ed in the research literature. These benefits, although 
largely overlapping and interrelated, can be separated 
into the following major categories of human function-
ing: (a) physical, (b) emotional and psychological, and 
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Example 1.1 

Views on the Relationship Between Leisure, Health, and Well-Being 

• Issues of happiness, fulfillment, quality of life, and the well-being of individuals and communities are at 
the forefront of leisure research. Valuable, quality true leisure is therefore imperative to the well-being 
of individuals, families, communities, and the environment unlike any other human behavior (Schmalz & 
Pury, 2018, p. 1).

• It has been argued that leisure activities and psychosocial factors are antecedents to successful aging. 
However, aspects of successful aging may also precede participation in leisure activities and experiencing 
well-being: Those who age successfully remain healthy enough to engage in leisure activities and in turn 
[are] likely to experience more positive psychological outcomes (Paggi et al., 2016, pp. 450–451).

• The potential contributions of leisure to health are being viewed increasingly from a public and popula-
tion health perspective—a view that health is largely controllable and determined by people’s actions. 
Increasingly, leisure is viewed to be the domain of lifestyle where people have the greatest control and 
consequently can be an important resource for health (Mannell, 2007, p. 115).

• Physical health emerged as one of the strongest predictors of life satisfaction, along with unemployment, 
disability, and social relationships; these results demonstrate that physical health is on par with other 
major antecedents of well-being in the adult life span (Paggi et al., 2016, p. 452)

• The relation of physical health to physical and psychological well-being was mediated via frequency of 
activity participation . . . data suggest that participation in leisure activities may play a key role in mediat-
ing the relationship between physical health and well-being, particularly in very old age (Ihle et al., 2017, 
p. 560)

• In many ways, how individuals described the characteristics of the various dimensions of health are a 
corollary to the way leisure has been defined and described . . . It is possible that the way individuals 
perceive "good" health may influence both perceptions of leisure as well as leisure activities (Sebren & 
Chisum, 2010, pp. 33–34)

• In recent years, people have shown greater interest in leading healthier lives. Governments have also 
been promoting healthier lifestyles in an attempt to reduce medical and healthcare costs . . . More and 
more, leisure has been singled out as an important vehicle for promoting healthy lifestyles (Walker et al., 
2019, p. 8)

• Regardless of age, the benefits of physical health for well-being are due in part to the level of leisure activ-
ity participation. These results highlight the importance of leisure activities for successful aging through-
out the adult life span. Interventions designed to improve well-being through increasing leisure activity 
participation should take physical health into consideration, particularly for older adults (Paggi et al., 
2016, p. 450).
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(c) social. This is not an exhaustive review, but rather an 
introduction to several outcomes of leisure involvement 
that contribute directly to the overall goals promoted 
and valued by health, human service, and rehabilitation 
service providers.

Physical Health and Leisure
Physical activity has numerous physiologic effects 

on the cardiovascular, musculoskeletal, metabolic, en-
docrine, and immune systems. The body responds to 
physical activity in ways that have important positive 
effects on the cardiovascular, respiratory, and endocrine 
systems. These changes are consistent with a number of 
health benefits, including a reduced risk of premature 
mortality and reduced risks of dozens of diseases and 
health conditions, such as cancer, depression, hyperten-
sion, and diabetes. Physical activity also helps control 
weight, relieve pain from certain conditions, and lessen 
depression and anxiety; it is also associated with few-
er hospitalizations, physician visits, and medications 
(National Center for Chronic Disease Prevention and 
Health Promotion [NCCDPHP], 2014). Life satisfac-
tion, sense of purpose, and sense of role fulfillment are 
also benefits of physical activity (Morgan et al., 2019).

While there is strong evidence that physical activity 
is more important than ever, fewer and fewer Americans 
participate in physical activity on a daily or weekly ba-
sis (NCCDPHP, 2014). These American trends of in-
sufficient physical activity are reflected globally as well 
(Kohl et al., 2012). 

Researchers at the WHO reported on a mega-study 
of 358 physical activity surveys across 168 countries, 
which included 1.9 million respondents (Guthold et al., 
2018). They found that more than a quarter of adults 
(27.5%) had insufficient physical activity levels in 2016, 
especially compared to a study in 2001. Physical activ-
ity levels decreased slightly worldwide from the 28.5% 
in 2001. In addition, women were generally less active 
than men by about 6%. The highest levels of physical 
inactivity were in Latin America and the Caribbean 
(39.1% each) and the lowest were in Oceania (16.3%). 
Physical inactivity worsened in high-income Western 
countries (to 36.8%) and improved in East Asia and 
Southeast Asia (to 17.3%). Overall, individual countries 
ranged in levels of inactivity from Uganda at 5.5% to 
Kuwait at 67.0% (Guthold et al., 2018).

Of particular note, physical activity does not need 
to be strenuous to benefit physiological systems. The 
WHO (2020)  provided the following general guide-
lines:

• Adults aged 18 to 64 should do at least 150 
minutes of moderate-intensity aerobic physi-
cal activity throughout the week or do at least 
75 minutes of vigorous-intensity aerobic 
physical activity throughout the week or an 
equivalent combination of moderate- and 
vigorous-intensity activity.

• Aerobic activity should be performed in bouts 
of at least 10-minute duration.

• For additional health benefits, adults should 
increase their moderate-intensity aerobic 
physical activity to 300 minutes per week, 
or engage in 150 minutes of vigorous-
intensity aerobic physical activity per week, or 
an equivalent combination of moderate- and 
vigorous-intensity activity.

• Muscle-strengthening activities should be 
done involving major muscle groups on 2 or 
more days a week.

The NCCDPHP (2002) noted that several fac-
tors may influence participation in physical activities. 
Among these are

• Confidence in one’s ability to engage in regular 
physical activity (e.g., self-efficacy)

• Enjoyment of physical activity
• Support from others
• Positive beliefs about benefits from physical 

activity
• Lack of perceived barriers to being physically 

active

They also noted that research on the most effective 
interventions and approaches to promoting positive 
physical activity continues and that “schools, commu-
nity agencies, parks, recreational facilities, and health 
clubs are available in most communities and can be 
more effectively used in these efforts” (NCCDPHP, 
2002, p. 12). They concluded that 

special efforts will also be required to meet the 
needs of special populations, such as people 
with disabilities, racial and ethnic minori-
ties, people with low income, and the elderly. 
Much more information about these impor-
tant groups will be necessary to develop a truly 
comprehensive national initiative for better 
health through physical activity. (NCCDPHP, 
2002, p. 12)
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Professionals (e.g., TR specialists) may be needed to 
motivate and train individuals how and why to be more 
active. As one example, Ihle et al. (2017) noted that old-
er adults in particular might require more activity ad-
aptations and more frequent participation in physical 
activity to “compensate” for likely increased limitations. 
Professional interventions could help them to achieve 
positive benefits.

The physiological benefits associated with leisure 
participation, particularly in more physically engaging 
activities, are many. Among those reported in the lit-
erature are

• Reduction of numerous health problems, such 
as high blood pressure, heart disease, and 
premature morbidity and mortality

• Improved physical health indicators, such as 
bone density, heart rate, pain reduction, and 
joint mobility

• Potential counteragent to lifestyle choices, 
such as smoking, drug use, unhealthy food 
choices, and obesity

• Reduction of secondary conditions, such as 
depression, decubitus ulcers, and urinary 
tract infections

• Higher levels of reported self-efficacy, social 
support, perceived freedom, and intrinsic 
motivation

• Improved general health as a factor in per-
ceived quality of life, well-being, and life 
satisfaction (Ihle et al., 2017; Kohl et al. 2012; 
Mannell, 2007)

In summary, physical activity contributes to physi-
ologic robustness, health-related quality of life, and psy-
chological well-being for all persons, including those 
with compromised or poor health and those with limi-
tations or disabilities. And usually, it is within leisure 
activities and environments that this physical activity 
occurs (Ihle et al., 2017; Paggi et al., 2016).

Emotional and Psychological 

Health and Leisure
Psychological well-being is an important compo-

nent of overall quality of life; it is not simply at the other 
end of the continuum from mental illness (Keyes, 2002; 
Seligman, 2018). 

Much like health-related quality of life, emotional 
well-being is often a matter of a person’s personal as-
sessment. Positive emotional well-being equates with 

the prevalence of positive over negative affect as well 
as psychological and social functioning in day-to-day 
life (Delle Fave et al., 2018; Keyes, 2002). Positive psy-
chological well-being has been equated with both feel-
ing good and functioning well in a person's life and in 
society (Keyes & Simoes, 2012). 

While many factors combine to effect a person’s 
assessment of their emotional or psychological well-
being, several researchers have attempted to parse out 
elements of positive mental health. Keyes (2002) pro-
vided a sentinel notion when he defined mental health 
as “positive functioning [that] consists of six dimen-
sions of psychological well-being: self-acceptance, posi-
tive relations with others, personal growth, purpose in 
life, environmental mastery, and autonomy” (p. 209). 
Keyes indicated that mentally healthy individuals are 
seen as “flourishing,” while those with mental illnesses 
seem to “languish in life,” and much of that is due to 
an individual’s personal perception and evaluation of 
their own life. He posited that an individual flourishes 
when they feel high levels of well-being, are filled with 
positive emotion, and function well emotionally and 
socially (Keyes, 2002). Individuals who “flourish” in life 
tend to report better health, lower risk for cardiovascu-
lar disease, less health care utilization, and fewer days 
missed from work (Keyes, 2002; Keyes & Simoes, 2012; 
McGaffin et al. 2015). Keyes’ model of mental health, 
and the body of research that has resulted, relates well 
to positive psychology.

Seligman is a champion for positive psychology 
and advocates a move away from a strict categorization 
of mental illness diagnoses that psychology has relied 
on for decades (e.g., Diagnostic and Statistical Manual, 
5th edition, American Psychiatric Association, 2013). 
He and his colleagues advocate for moving toward a fo-
cus on strengths, positive emotional states, and charac-
ter, rather than on mental disorders. His overall theory 
will be discussed in more depth later in Chapter 3, but 
Seligman (2015, 2018) noted that his theory of well-be-
ing has five elements (elements are what free, nonsuf-
fering people choose to pursue for its own sake). His 
five elements include Positive emotion, Engagement, 
Relationships, Meaning, and Accomplishment 
(PERMA). He strongly advocates focusing on what is 
“right” about people—what allows them to thrive and 
flourish within their communities (Kobau et al., 2011; 
Seligman, 2015, 2018).

Fredrickson and Joiner (2002) noted that posi-
tive emotions (their term for flourishing) created an 
upward spiral of future positive emotions and height-
ened the individual’s sense of stress-coping. They noted 
that the opposite effect (languishing) was also demon-
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strated, that depressive affect and narrowed, pessimis-
tic thinking affect each other reciprocally, leading to 
ever-worsening negative emotions, eventually leading 
to depression.

Although an isolated experience of positive 
emotion is unlikely to increase emotional well-
being or longevity, the broaden-and-build the-
ory predicts that positive emotions accumulate 
and compound. The psychological broadening 
sparked by one positive emotion increases the 
odds that an individual will find positive in 
subsequent events and experience additional 
positive emotions. The upward spiral can, 
over time, build psychological resources and 
optimize people’s lives. (Fredrickson & Joiner, 
2002, p. 175)

And it is not unusual that a person’s emotional or 
psychological well-being is tied to their leisure par-
ticipation. Leisure can provide both the context and 
experiences necessary to improve psychological and 
emotional well-being (Caldwell, 2005; Mannell, 2006). 
Leisure can be an important mediator in improving 
self-definitions and understanding, as well as serve a 
crucial function for stress release and anxiety reduc-
tion. Individuals often participate in leisure for its 
psychological benefits more than its physical or social 
benefits. Especially important for TR, Kleiber et al. 
(2002) and Hutchinson and Kleiber (2005) noted that 
leisure involvement improves coping with and adjust-
ment to negative life events. They suggested that leisure 
plays four important roles in transcending negative life 
events:

• Leisure activities, often offering immediate 
distraction and “distance,” may buffer the 
impact of negative life events.

• Leisure activities, providing temporary relief 
and escape, buffer the impact of negative 
life events by generating optimism and hope 
about the future.

• Leisure activities buffer the impact of negative 
life events by aiding the reconstruction of 
a life story that is continuous with the past, 
providing “normalcy” in times of disruption.

• Leisure activities may be used in the wake 
of negative life events as vehicles of personal 
transformation to attain new goals and head 
in new directions.

 Leisure can provide both the 

context and experiences necessary 

to improve psychological and 

emotional well-being.

In terms of emotional and psychological health and 
leisure, a number of research studies have found evi-
dence of the following psychological benefits of leisure 
participation:

• Improved self-exploration, self-identification, 
and self-actualization

• Improved opportunities for planning, making 
choices, and taking responsibility

• Improved opportunities for expression of 
freedom, control, and intrinsic motivation

• Improved ability to prevent, manage, and cope 
with stress

• Improved ability to adjust to and be less dis-
tressed by negative life events

• Decreased symptoms of anxiety and 
depression

• Improved quality of life, life satisfaction, and 
psychological well-being

Leisure involvement improves 

coping with and adjustment to 

negative life events.

Social Health and Leisure
"Social well-being" is a broad term and has been de-

scribed using two categories: social support and social 
function. Both are important to a person’s overall social 
well-being. Social support includes four subcategories: 
instrumental support (e.g., having people close who are 
available for things like errands), informational support 
(e.g., someone to seek advice from), emotional support 
(e.g., feelings of closeness), and social companionship 
(e.g., people to do things with; Hahn et al., 2010). Social 
function looks at how an individual adapts within an 
evolving environment (e.g., getting older or acquiring 
a limitation) and their satisfaction with their personal 
level of social activity. 

Levels of social support and social functioning/
adaptation evolve over a person’s lifetime, depending on 
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many circumstances such as acquiring functional limi-
tations, available resources, housing situation, culture, 
gender, employment status, age, and social status. Note 
that social support is a fluid, dynamic variable through-
out a person's life (Michele et al., 2019). In addition, 
not only do social support and social functioning af-
fect health, but also health reciprocally affects social 
support and social functioning (Li & Zhang, 2015). In 
general, a larger network of social support leads to bet-
ter physical health, and better physical health leads to 
larger and more satisfying social relationships (Michele 
et al., 2019).

Social support is a fluid, dynamic 

variable throughout a person's life.

Most social interactions for children and adults 
happen during leisure time. Leisure is largely a social 
phenomenon (Adams et al., 2011). As such, leisure 
plays an important role in the development of social 
skills and in the interplay of social exchanges. Leisure 
helps build social support networks and perceived 
social support (Michele et al., 2019). Connections or 
relationships between individuals may be tested and 
deepened during either formal or informal leisure ex-
periences. In fact, a great deal of informal relationship 
building occurs during leisure for most individuals. In 
addition, perceived social support, the level at which an 
individual feels cared for and attended to by significant 
others, often is displayed during leisure (Chang et al., 
2014; Michele et al., 2019). 

Leisure, then, plays a vital role in the development, 
continuance, and enhancement of social relationships. 
And social support networks are vital to an individual’s 
health, wellness, and quality of life (Bruggencate et al., 
2018). 

Enabling people to develop and maintain var-
ied social networks and participation in social 
and recreational activities may help them on a 
social level and can have a positive impact in 
other domains including maintaining indepen-
dence, life satisfaction, well-being and physi-
cal and mental health. (Hornby-Turner et al., 
2017, p. 11)

Chang et al.’s (2014) research on older adults 
showed that (a) leisure provides a broad spectrum of 
health-promoting behaviors, (b) engaging regularly in 
leisure is essential to a healthy lifestyle, (c) leisure has 

great potential to improve long-term psychological and 
physical health, and (d) health interventions need to 
take these considerations into mind. Older adults ben-
efit from leisure interventions that focus on connected-
ness, participation, and independence. Leisure profes-
sionals “should be promoting participation in leisure 
activities to help older adults connect with others . . . 
develop special programmes to select, train, and stimu-
late close contacts, which contribute to leisure partici-
pation and social integration” (Bruggencate et al., 2018, 
p. 1763).

Leisure provides an ideal context for social ex-
changes. Thus, it provides an opportunity for a number 
of social benefits to be realized. Those documented in 
the literature include

• Development, practice, and application of 
social interaction skills

• Development, maintenance, and use of 
social support networks to foster sense of 
connectedness

• Improved stress-coping skills
• Creation and nurturing of relationships with 

significant others (e.g., colleagues, family, 
neighbors, and friends)

• Improved quality of life, well-being, and life 
satisfaction

• Improved physical health
• Improved interaction with and acceptance by 

individuals without disabilities

Cognitive Health and Leisure
There is growing recognition that some forms of 

leisure experiences promote cognitive health, especially 
for older individuals, on whom most of the research 
has been focused (Chen et al., 2019; Janke et al., 2008; 
Poulon et al., 2019). Cognitive health can be defined as 
“the development and preservation of cognitive func-
tions that enable the older adult to maintain functional 
independence, social connectedness, and a sense of 
purpose in life as well as to cope with functional defi-
cits” (Poulon et al., 2019, p. 5). Cognitive-stimulating 
activities include reading, attending further education 
classes, doing crosswords or other puzzles, and play-
ing games such as bridge or chess (Opdebeeck et al., 
2016). “Engagement in cognitively stimulating leisure 
activities provides a strong contribution to [cognitive 
reserve], with physical and social activities playing a 
smaller role in relation to later-life cognitive function” 
(Opdebeeck et al., 2016, p. 42). As Janke et al. (2008) 
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pointed out, leisure activities may serve as a protective 
mechanism for cognitive health, potentially alleviating 
the effects of functional limitations, perceptions of dis-
ability, and depressive symptoms among older adults. 
In short, engagement in leisure activities, and more 
specifically cognitive leisure activities, is an important 
moderator in later cognitive functioning. 

Leisure activities may serve 

as a protective mechanism for 

cognitive health.

Like mental health, “flourishing” helps with cogni-
tive maintenance and, to a degree, restoration, while 
“languishing” is harmful to cognitive health and may 
lead to decline (Poulon et al., 2019). In an interesting 
study on older adults, Chen et al. (2019) found that de-
gree of engagement in the activity, rather than the activ-
ity itself, predicted the favorability of later physical, so-
cial, and cognitive function—the deeper a person was 
engaged cognitively, physically, and socially in activi-
ties, the better the health outcomes:

Historically, there are many programs to en-
gage older adults in various ties at senior cen-
ters or at adult day health. However, our [re-
search] results suggest that it is not just these 
activities themselves but the extent to which in-
dividuals are socially, physically, or cognitively 
engaged as they perform these activities. Our 
findings show that even for the Low activity 
group, better health outcomes can be attained 
if individuals are able to exercise their physical 
and cognitive capacities and make social con-
nections. (Chen et al., 2019, p. 705).

In contrast, individuals who participated in fewer 
activities and were isolated experienced lower self-rated 
health, poorer cognition, and higher depressive symp-
toms. Helping people achieve fuller engagement in lei-
sure activities—through maximizing facilitators and 
minimizing barriers—lessens the likelihood of poor 
health outcomes (Chen et al., 2019).

Ferreira et al. (2014) tested cognitive activities such 
as Sudoku, crossword puzzles, and problem-solving 
activities for maintaining cognitive health. They found 
that while, in general, age correlates with general cogni-
tive decline, specific activities may only improve certain 
areas of cognitive function (e.g., grammatical reason-
ing) but not others (e.g., working memory). They sug-

gested much more specific research be done on the cog-
nitive functions and processes used by certain leisure 
activities. This type of research could lead to improve-
ment in program design of cognitive leisure activities. 
Like other types of leisure activities, those experiences 
targeting improvement or maintenance of cognitive 
health need to be well designed and purposeful to be 
effective. 

Until then, more general guidelines for program 
development have to suffice. For example, in a small 
research study of older adults who had experienced 
strokes, Poulon et al. (2019) found that

leisure activities that promote cognitive health 
post-stroke should be (1) personalized to ad-
dress the individual’s meaningful goals; (2) de-
signed to foster engagement in self-determined 
leisure activities, in a context conducive to 
making choices and expressing personal prefer-
ences; (3) taking into consideration important 
personal and environmental factors that may 
facilitate or hinder leisure participation . . . and 
(4) offered in a variety of formats to increase 
accessibility of this education, particularly fol-
lowing discharge from rehabilitation when 
there are more unmet needs, according to par-
ticipants. (Poulon et al., 2019, p. 20)

In summary, leisure activities that focus on cog-
nitive functional abilities and strengths need to be in 
the toolbox of every TRS. While we may not yet to be 
able to design perfect cognitive-based interventions, we 
know from research that involvement in certain leisure 
activities

• Strengthens cognitive function, which in turn 
improves the person’s personal independence 
and ability to participate in other leisure 
experiences

• Is important throughout the lifespan, but 
especially for those who might be at risk of 
cognitive decline

• Has the potential to help the individual “flour-
ish” in life through deeper engagement and 
connections

• Lessens the likelihood of social isolation, 
poorer self-rated health, poorer cognition, 
and higher depressive symptoms

• Needs to be based on personal preferences, 
meaningful goals, and barriers and facilita-
tors, and offered in a variety of formats
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Moreover, more research needs to be done that targets 
specific cognitive activities (e.g., crossword problems) 
with specific cognitive outcomes (e.g., short-term re-
call).

The Importance of Leisure
Leisure has incredible potential for improving an 

individual’s life. In fact, some have posited that lei-
sure satisfaction is a major precursor to life satisfac-
tion (Newman et al., 2014). Newman et al. (2014) 
believe that leisure experiences trigger five psycho-
logical mechanisms, which they denote by DRAMMA: 
Detachment-Recovery, Autonomy, Mastery, Meaning, 
and Affiliation. Detachment-Recovery specifies that lei-
sure is often best when the individual can use different 
skill sets and resources than they use at work (and pre-
sumably school). In addition, it is during leisure time 
that people build up resources to overcome stress at 
work. Autonomy involves self-direction and selection of 
activities and experiences. Mastery involves improving 
skills and achieving new levels of success in a leisure ac-
tivity. Meaning is about searching for purpose through 
leisure involvement, improving positive emotions, and 
reducing negative emotions. Affiliation is the act of be-
ing engaged with others through leisure activities. The 
notion is that social activities actually provide more op-
portunities for promoting subjective well-being than soli-
tary activities do. In all, Newman et al. (2014) proposed 
that DRAMMA are the essential factors or mediators 
that lead to subjective well-being through leisure ex-
periences. This overarching view explains many of the 
reasons that leisure is seen as an essential factor in an 
individual’s personal assessment of life satisfaction.

Leisure is seen as an essential 

factor in an individual’s personal 

assessment of life satisfaction.

In a small study, Loveday et al. (2018) explored the 
different facets under each DRAMMA mechanism. 
Note that within their sample, Affiliation was the most 
frequently occurring reason for participation in leisure 
activities. This is a partial list of their findings:

• Detachment-Recovery or Relaxation: work–
leisure balance, pleasure and escape

• Autonomy: Freedom of time, freedom of 
money (e.g., need to earn paycheck)

• Mastery: Learning element, skill improvement

• Meaning: Service to others, religious or spiri-
tual connection

• Affiliation: Connections with friend and fam-
ily; connections were the reason for leisure 
activity, belongingness

These researchers concluded that their findings showed 
a more granular understanding of how leisure can en-
hance a person's life:

In an ideal life, there is an appropriate balance 
between leisure and work, enabling pleasure 
and escape, which is dependent on there being 
sufficient time and money for leisure pursuits. 
Leisure time would be used for learning, im-
proving skills, helping others, travelling, en-
gaging in religious and spiritual sides of life, 
and spending time with close friends, family, 
and pets (Loveday et al., 2018, p. 27).

It is likely that reciprocal relations of causality ex-
ist, in that those who feel healthier and happier will be 
more likely to engage in leisure activities and feel posi-
tively toward leisure, and those who engage in and have 
positive attitudes toward leisure are likely to feel hap-
pier and healthier (Lera-Lopez, et al., 2017; Proctor & 
Best, 2019; Reis et al., 2017) and report higher life satis-
faction (Chang et al., 2014; Hornby-Turner et al., 2017; 
Ryu & Heo, 2018).

In their book on Social Psychology of Leisure, 
Walker et al. (2019) addressed a number of ways in 
which leisure can improve life satisfaction. These in-
clude enhancing mood and happiness, as a resource for 
balance and compensation, as a source of self-preser-
vation and continuity, improving relationship forma-
tion and stability, and promoting self-expansion and 
personal growth. These effects may be especially useful 
during a number of life transitions, such as injury and 
illness, unemployment, death of a spouse or divorce, 
and retirement.

Specifically, Caldwell (2005) noted a number of 
ways in which leisure involvement can “protect” against 
the “risk” factors often brought about by disability, ill-
ness, and/or special needs. Among those typical leisure-
related protective factors are

• Personal meaning derived from intrinsic 
leisure involvement

• Social support, friendships, and social accep-
tance in leisure

• Competence and self-efficacy derived from 
leisure participation
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• The sense of challenge and absorption brought 
about in leisure

• The sense of self-determination, autonomy, 
and control during leisure

• Relaxation, disengagement from stress, and 
distraction from negative life events through 
leisure involvement

• The sense of continuity in life that leisure 
provides after a person experiences disability

It is easy to see the relationship of leisure partici-
pation and involvement with a person’s quality of life 
through these examples. Some researchers have found 
that leisure is at least equal to, if not more important 
than, employment to overall life satisfaction. Autonomy, 
competence, and relatedness are all important fac-
tors during leisure experiences that are related to life 
satisfaction (Walker & Kono, 2018). Walker and Kono 
(2018) proposed that leisure education that focuses on 
autonomy, competence, and relatedness should be pro-
vided by leisure professionals.

Mannell (2006) provided a list of nine principles 
related to leisure, health, and well-being that have been 
reasonably well established in the research literature. 
These are

1. Leisure positively influences physical, 
psychological, and spiritual health and 
well-being through opportunities for 
making meaningful choices and reaping 
the benefits provided by specific activities.

2. Leisure is not automatically good for 
health and well-being. Leisure choices and 
activities can have neutral and negative 
effects and can displace positive behaviors 
that contribute to health and well-being.

3. The benefits from physically active leisure 
are scientifically well documented, and 
the evidence for psychological and social 
health and well-being is emerging.

4. Some evidence exists that leisure involve-
ment contributes to individual health 
and well-being by structuring free time 
and replacing idleness with constructive 
behavioral alternatives.

5. Research suggests that fun and pleasurable 
activities not only enhance the quality of 
the present moment but also accumulate 
in long-term psychological well-being.

6. Leisure contributes to identity formation 
and affirmation, and the evidence sug-
gests that under some circumstances it 
may contribute to personal psychological 
growth.

7. Sufficient evidence is emerging that leisure 
can promote coping and personal growth 
in response to daily stress and significant 
negative life events, including disability 
and illness.

8. Leisure engagement contributes to health 
and well-being by positively influenc-
ing other domains of life, such as work, 
family, and interpersonal relationships. 
Alternatively, leisure can detract from 
these domains.

9. Health, well-being, and leisure research 
has been reported largely by Western 
researchers, and only recently have in-
ternational research and cross-cultural 
research been undertaken. Eventually, 
this total body of research will enlighten 
leisure practice.

Leisure, Health, and 

Therapeutic Recreation
Many authors have advocated that there is a clear 

relationship between leisure activity participation and 
well-being (Halaweh et al., 2018; Kim et al., 2018; Ryu & 
Heo, 2018; Schmalz & Pury, 2018; Walker et al., 2019). 
Leisure can be defined through either an objective lens 
(i.e., as leisure behavior) or a subjective lens (i.e., an ex-
perience approach). The first category focuses on the 
activities that people engage in “during free time.” The 
second category includes the feelings or thoughts that 
emerge (e.g., accomplishment, a sense of freedom, sat-
isfaction, happiness). Both ways of viewing leisure are 
valuable and necessary (Walker et al., 2019). Although 
leisure is difficult to define, leisure researchers agree, in 
general, that leisure experiences include positive affect, 
arousal or activation, focus of attention, self-awareness, 
sense of mastery or competence, sense of freedom, and 
sense of interrelatedness (Walker et al., 2019). While 
not all leisure behavior may evoke these feelings or 
thoughts, many times it does. These kinds of emotions 
or recognitions may distinguish leisure from other be-
haviors. Although leisure participation can be negative 
and evoke negative feelings, for the most part people 
are challenged in new and different ways in their lei-
sure experiences—all of which is important to perhaps 
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counterbalancing other life behaviors and obligations 
(Walker et al., 2019).

This discussion of benefits highlights the con-
cept that leisure involvement is an important aspect 
of health, wellness, and quality of life. The benefits 
of leisure involvement are many and varied. In total-
ity, the documented benefits point to the importance 
and impact of leisure on the lives of all individuals. 
The research in this area is rich and yet still develop-
ing.  Leisure participants as well as health and human 
service providers value these outcomes and many oth-
ers. See Example 1.2 for some of the typical benefits of 
leisure experiences. 

However, without some form of intervention, many 
individuals with disabilities, illnesses, and/or special 
needs experience a number of barriers to full and un-
limited leisure participation. This may be due to societal 
attitudes, inaccessibility of facilities, or their own limit-
ing attitudes toward leisure involvement. Example 1.3 
reviews a partial list of typical barriers to unrestricted 
leisure involvement. 

TR services have much to offer individuals in de-
veloping their leisure lifestyle and improving their psy-
chological, physical, and social well-being. The focus 

on a satisfying and health-producing leisure pattern is 
exclusive to TR services, but it is vitally complementary 
to the overall health and rehabilitation mission of most 
health care and human service agencies. TR, as the dis-
cipline that focuses on the leisure abilities of individuals 
with disabilities, illnesses, and/or special needs, there-
fore, has much to contribute to the health and well-be-
ing of these individuals.

Leisure education as one component of TR ser-
vices provides a mechanism to overcome barriers and 
to reach the individual’s full potential in leisure. The 
next chapter describes leisure education as one aspect 
of TR services, but before that discussion, the next sec-
tion explores the concept of a leisure lifestyle, a concept 
essential to the reader understanding the full Leisure 
Ability Model.

The Concept of Leisure Lifestyle
The Leisure Ability Model, as used in this text to ex-

plain TR services, is based upon several notions related 
to leisure behavior. One notion is that play, recreation, 
and leisure experiences are important aspects of human 
existence. Every individual has the right to fulfilling, 

Example 1.2 

Typical Benefits or Outcomes of Therapeutic Recreation Services (adapted from Coyle et al., 1991)

• Increased emotional control
• Improved physical condition
• Decreased disruptive behavior in group situ-

ations
• Improved short- and long-term memory
• Decreased confusion and disorientation
• Decreased symptoms of anxiety and depres-

sion
• Improved mobility in community environ-

ments and situations
• Improved health indicators, such as bone 

density, heart rate, and joint mobility
• Improved coping and adaptation skills
• Increased awareness of barriers to leisure
• Improved ability to prevent, manage, and 

cope with stress
• Improved adjustment to disability and illness
• Improved understanding of importance of lei-

sure to balanced lifestyle

• Improved communication among family 
members

• Improved intrinsic motivation to participate 
in meaningful leisure activities

• Increased ability to use assertiveness skills in 
a variety of social situations

• Improved abilities for planning, making choic-
es, and taking responsibility

• Improved ability to locate leisure partners for 
activity involvement

• Improved knowledge of agencies and facili-
ties that provide recreation services

• Greater belief in ability to produce positive 
outcomes in leisure

• Improved knowledge of leisure opportunities 
in the community

• Increased life and leisure satisfaction
• Increased ability to develop and maintain so-

cial support networks
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meaningful, and satisfying leisure experiences. Leisure 
provides the context in which people may experience 
things such as challenge, social engagement, mastery, 
choice, individual expression, competence, and self-
awareness. Leisure experiences provide opportunities 
for an individual to seek out numerous psychological, 
physical, and social benefits (some of which were dis-
cussed in the previous sections) that affect their quality 
of life and life satisfaction. It is recognized that these 
benefits and methods of seeking them may change 
throughout the course of a person's lifetime. 

Parallel to their peers without disabilities, individuals 
with disabilities and/or illnesses are entitled to a mean-
ingful life existence that includes satisfying recreation 
and leisure experiences. They also are entitled to modify 
their lifestyle, activities, and the meanings derived from 
involvement similarly to their peers without disabilities.

Individuals express a lifestyle through the daily and 
lifetime choices they make about clothes, activities, liv-
ing arrangements and environments, religious or spiri-
tual beliefs, health practices, and social behaviors, among 
other things. The totality of these decisions creates the 
individual’s lifestyle (Walker et al., 2019). Not surpris-
ingly, leisure researchers and writers believe that an in-
dividual’s “leisure lifestyle” is an important component 
of each person’s overall lifestyle, not only in terms of its 
relative “slice of life” or quantity but also in its potential 
for improving the quality of a person’s overall lifestyle. 

The totality of these decisions 

creates the individual’s lifestyle.

Example 1.3

Typical Leisure Barriers to Adult Leisure Behavior

• Attitude that leisure is not important
• Lack of planning time or skills devoted to lei-

sure
• Inability to make leisure-related decisions
• Fear of entering new situations or facilities
• Lack of leisure and recreation skills
• Lack of motivation to seek new alternatives
• Lack of lifelong leisure skills
• Negative feelings associated with playing in-

stead of working
• Too tired to play
• Lack of a sense of competence in relation to 

leisure
• Lack of spontaneity; overplanning
• Decrease in time (real or perceived) available 

for leisure
• Limited physical ability
• Inappropriate social skills
• Lack of internal locus of control
• Concepts of “acceptable” age-related adult 

leisure behavior
• Lack of knowledge of recreation facilities and 

events
• Lack of experience in seeking leisure informa-

tion

• Refusal to take responsibility for personal lei-
sure

• Perceived inability to effect personal change
• Lack of financial means
• Limited knowledge of leisure opportunities
• Lack of reliable transportation
• Lack of ability to establish leisure as a priority
• Inability to control anger
• Fear of rejection
• Lack of personal hygiene skills
• Inability to appropriately manage emotions
• Inability to plan for leisure expenses
• Inability to manage time
• Lack of knowledge of transportation options
• Inability to attend to task
• Lack of physical coordination
• Decreased mobility due to disability or dis-

tance
• Lack of awareness of personal abilities and 

strengths
• Inability to plan for leisure events
• Lack of leisure partners
• Inability to manage stress
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Development, maintenance, and expression of an 
appropriate leisure lifestyle for individuals with dis-
abilities and/or illnesses can be established as an area 
of human need and thus as an area for professional ser-
vice. TR has been established as the professional field of 
service that fulfills this need. Because many individuals 
with disabilities and/or illnesses may experience greater 
barriers to their leisure, TR may be a necessary service 
to help reduce, eliminate, or overcome these barri-
ers. The purpose of TR services is to help individuals 
with disabilities and/or illnesses develop, make choices 
about, and participate in a leisure lifestyle that may ulti-
mately lead to a higher quality of life through increased 
physical health, emotional well-being, and social con-
nections.

Central to this statement of purpose is the concept 
of leisure lifestyle. Within this conceptualization of TR, 
leisure lifestyle has a specific definition that provides 
understanding of the total approach as well as direction 
for program planning. Peterson (1981) defined leisure 
lifestyle in this way:

Leisure lifestyle [is] the day-to-day behavioral 
expression of one’s leisure-related attitudes, 
awareness, and activities revealed within the 
context and composite of the total life experi-
ence. (p. 1)

Leisure lifestyle implies that an individual has suf-
ficient skills, knowledge, attitudes, and abilities to par-
ticipate successfully in and be satisfied with leisure and 
recreation experiences that are incorporated into their 
individual life pattern. Example 1.4 gives a partial list of 
skills, knowledge, attitudes, and abilities that are nec-
essary for leisure participation. An essential aspect of 
leisure lifestyle is the focus on day-to-day behavioral 
expression. This implies that leisure lifestyle is a routine 
engaged in as part of the individual’s daily existence. 

The quality and nature of a person's leisure lifestyle 
may vary, but the fact remains that each person has 
one. Traditional and nontraditional leisure activities 
and expressions are an ongoing aspect of living. Daily 
actions thus can be used to describe and characterize 
the essence of an individual’s unique leisure lifestyle. 
Additionally, the leisure lifestyle of a person cannot be 
viewed independently of all other actions. Other choic-
es within the person’s daily existence (e.g., work, school, 
religion, family, friends) interface with the individual’s 
leisure lifestyle. Likewise, the individual’s leisure life-
style is influenced by collective and accumulated life 
experiences. These participation and satisfaction levels 
ultimately speak to a person’s quality of life and happi-
ness.

Thus, when the purpose of TR is stated as facili-
tating “the development, maintenance, and expression 
of an appropriate leisure lifestyle,” it is implying a sig-

Example 1.4 

Typical Attitudes, Knowledge, and Skills Necessary for Leisure Participation

• Physical abilities that allow leisure participa-
tion

• Appropriate emotional control and expres-
sion

• Social abilities for interaction with self and 
others

• Cognitive abilities for naming, reasoning, re-
calling, strategizing, associating

• Valuing leisure as an important aspect of life
• Decision-making, planning, problem-solving, 

and prioritizing abilities
• Financial planning in relation to leisure
• Communication and relationship-building 

skills
• Health and hygiene skills

• Awareness of personal abilities and attitudes
• Access to leisure resources in the home and 

community
• Typical and nontypical leisure activity skills
• Social support for leisure participation and 

trying new experiences
• Balance between being able to plan for and 

spontaneously participate in activities
• Ability to try new experiences and activities
• Taking personal responsibility for leisure
• Seeking and utilizing information about lei-

sure opportunities
• Locating and securing transportation to lei-

sure experiences
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SUMMARY

The intent of this first chapter is to lay the foundation for further discussions about the basis underlying TR ser-
vices. Pertinent to this discussion is research highlighting the importance of leisure, health, well-being, and quality 
of life, especially focusing on individuals with disabilities, illnesses, and/or special conditions. This research points 
to the fact that leisure behavior and experiences are important for all individuals. Each individual has a leisure life-
style that is based on options, choices, responsibilities, and patterns. It is the job of TRSs to facilitate individuals with 
disabilities, illnesses, and/or special conditions to enjoy the best possible leisure lifestyle. Through appropriate and 
healthy leisure participation, clients are likely to experience psychological, physical, and social benefits that impact 
their total well-being and health. The focus on leisure and its outcomes is the contribution of TR services to the mis-
sion of health and human service providers.

DISCUSSION QUESTIONS

1. What role do disability models play in our understanding of living successfully with a disability? How 
will you use disability models to improve your own TR services?

2. What are the relationships between health, wellness, quality of life, and life satisfaction? Why are these 
concepts important to TR? 

3. What role does leisure play in promoting health, wellness, quality of life, and life satisfaction? What 
role does TR have in promoting these for individuals with disabilities and/or illnesses? 

4. List 6-8 physical, emotional, social, and/or cognitive benefits of leisure participation.  How do these 
effect health, wellness, quality of life, and/or life satisfaction? 

5. In your own words, what is a lifestyle? What is a leisure lifestyle? Explain why each person has one, 
whether or not they are satisfied with it. 

6. What are important skills, abilities, knowledge, and attitudes for a person to have to develop 
a personally satisfying leisure lifestyle? 

7. Describe 10 principles that can be extracted from this chapter for planning and imple-
menting TR programs that produce important client outcomes. 

8. How are the aims and services of leisure and TR professionals unique from those of other 
professionals?

nificant contribution. The improvement of the quality 
of an individual’s life through a focus on the leisure 
component is much more complex than the provision 
of enjoyable activity or the delivery of some segmented 
therapy utilizing activity as the medium. TR calls for a 
thorough understanding of the leisure lifestyle concept 
and the design of appropriate and comprehensive ser-
vices that can be used to intervene in the lives of people 
in an influential and positive way. 

The three areas of TR service delivery (functional 
intervention, leisure education, and recreation partici-

pation) that are implemented to accomplish these goals 
will be discussed more fully in the next chapter. 

When the purpose of TR is stated 

as facilitating “the development, 

maintenance, and expression of an 

appropriate leisure lifestyle,” it is 

implying a significant contribution.
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