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The Leisure Ability Model

Norma J. Stumbo and Carol A. Peterson

The Leisure Ability Model is one of the oldest, most widely used, and most often critiqued
therapeutic recreation practice models. It is based on the concepts of intemal locus of
control, intrinsic motivation, personal causality, freedom of choice, and flow. The Leisure
Ability Model uses these ideas as the basis for three components of service: treatment,
Jeisune education, and recreation participation, These three areas of service supply the content

for creating, developing, implementing, and evaluating therapeutic recreation programs that
are based on client need. The overall intended outcome of therapeutic recreation services,

as defined by the Leisure Ability Model, is a cely
" leisure lifestyle. Included in this review are noted strengths, weaknesses, and directions for

future development.

satisfying, independent, and freely chosen

KEY WORDS: Leisure Ability Model, Leisure Lifestyle, Therapeutic Recreation Concepts

The Leisure Ability Model
“The Leisure Ability Model (Peterson &
Gunn, 1984) is one of the oldest, most
widely used, and yet most widely- debated
conceptual models of therapeutic recreation
service delivery. Peterson (1989} outlined

_the major reason that the Leisure Ability

Mode! has received such extensive debate.
In a time when many therapeutic recreation
professionals want to cling strongly to a
more medical or “‘therapy’ model of ser-
vices, the Leisure Ability Model represents
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a strong “leisure™ odentation. FPeterson
(1989) outlined the two options:

The leisure orientation implies that the
ultimate outcome or guiding set of be-
liefs is related to leisure behavior, and
the orientation draws on the existing
body of knowledge related to leisure
as its source and foundation, The ther-
apy orientation, on the other hand, in-
dicates change or improvement of
functional behaviors as the desired
end and draws from the medical, psy-
chiatri¢, psychological, and human de-
velopment body of knowledge. (p. 28)

In other words, the Leisure Ability Modef
was constructed with the belief that the end
product of therapeutic recreation services for
clients was improved independent and satis-
fying leisurc functioning, also referred to as
a “leisure lifestyle’ (Peterson, 1981, 1589
Peterson & Gunn, 1984).

Leisure lifestyle is the day-lo-day be-
havioral expression of one's leisurc
related attitudes, awareness, and activ-
jties revealed within the context and
composite of the total life experience.
(Peterson & Gunn, p. 4)

Leisure lifestyle implies that an individual
has sufficient skills, knowledge, attitudes,
and abilities to participate successfully in
and be satisfied with leisure and recreation
experiences that are incorporated into his or
her individual life pattern. These participa-
tion and satisfaction levels ultimately speak
10 a person's quality of life and happiness.
Csikszentmihalyi (1990) stated: **Pcople
who learn to control inner experience will
be able to determine the quality of their lives,
which is as close as any of us can come lo
being happy"’ (p. 2). In the leisure behavior
and leisure theory literature, a number of
concepts and findings exist that rclate to a
satisfying leisure lifestyle, quality of life,

and happiness or satisfaction. Although .
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space is fimited in this manuscript, several
of these concepts will be discussed, includ-
ing: {a) lcamed helplessness vs. mastery of
self-determination; (b} intrinsic motivation,
internal locus of control, and causal attribu-
tion; (¢) choice; and {d) Aow.

Rationale for Therapeutic
Recreation Services

As a foundation for discussing. the four
concepts stated above, a rationale for the pro-
vision of therapeulie recreation services, ac-
cording to the Leisure Ability Model, is
needed, The rationale has been established
through a logical set of assumptions con-
eemning typica! adult leisure behavior.

The first assumption is that every human
being necds, wants, and deserves leisure.
Leisure presents opportunities to try new be-
haviors, experience mastery, leam new
skills, meet new people, deepen existing re-
lationships, and develop a clearcr sense of
self. Leisure provides the context in which
people can Jeam, interact, express individu-
alism, and self-actualize (Kelly, 1930).

The second assumption is that many, if
not most, individuals experience barriers to
full and satisfying leisure, For cxample,
some individuals may view leisure as waste-
ful; some may not know how to access infor-
mation_about leisure opportunilies, some
may lack skills in meeting new people or
establishing meaningful relationships; some
may have safety and welfare concerns that
prevént them from entering leisure facilities;
and some may feel they have inadequate dis-
cretionary money to spend on leisure, While
many adults overcome these barriers or [eam
to compensate for their consequences, many
are constrained from full and satisfying let-
sure experiences.

It then follows that many individuals with
disabilities and/or illnesses may cxperience
more frequent, severs, or lasting barriers
compared with their non-disabled counter-
parts, simply due to the presence of disability
andfor illness. For example, some individu-
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als may experience difficulty with physical
accessibility in recreation or tourist facilities;
some may be addicted to substances that pre-
vent their sober participation; some may
have reduced physical endurance, coordina-
tion, or strength; some may have few skills
duc to Tack of exposure to typical recreation
and leisure opportunities; some may have
difficulty making friends due to social isola.
tion or socictal attitudes; and some may have
been unaware of leisure opportunities that
arc available to someonc with their disabling
condition,

Because they are likely to experience
greater difficulty in full and satisfying leisure
participation, many individuals with disabili-
tics and/or ilinesses need the additional help
of a therapeutic recreation specialist to elimi-
nate, reduce, overcome, or compensate for
leisure barriers. A therapeutic recreation spe-
cialist who wtilizes the Leisure Ability Model
as the basis for service delivery helps reduce
barriers to leisure involvement through the
provision of treatment, lsisure education,
and recreation participation services. While
the Leisure Ability Model through these
three areas of service provides specific infor-
mation on service delivery content and out-
comes, its underlying basis stems from the
concepts of: (a) learned helplessness vs,
mastery or sclf-determination; (b) intrinsic
motivation, internal locus of control, and
causal attribution; (c) choice; and (d) flow.
These four areas are 5o critical to the under-
standing of a leisure lifestyle that they will
be reviewed according to their relationship
1o the Leisure Ability Model approach to
therapeutic recreation service-delivery.

Learned Helplessness h . Mastery
or Self-Determination

Iso-Ahola (1980), a social psychologist,
viewed therapeutic recreation as a means to
tid individuals in achjeving psychological
atisfaction from their leisure participation.
{e provided a foundation from which other
»sychological constructs can be used 10 exam-

4

ine the leisure phenomenon, specifically those
that relate to the concept of leisurs lifestyle,
The following quote js important to the undet-
standing of theoretical underpinnings of ther-
apeutic recreation service delivery.,

[Pleople generally expect their leisure
and recreation participation to be psy-
chelogically therapeutic . . . the term
““therapeutic recreation” js restricted
lo the process whereby a person
(*‘therapist'’) actively and jntention-
ally strives to remove the psychologi-
cal barers hindering clients . . |
from experiencing satisfactory leisure
and recreation. Participation in free-
time activities in itself is meaningless.
The most important consideration js
what the clients by themselves and
with the help of a therapeutic recre-.
ation specialist are able to derive psy-
chologically from their recreational
involvement. (Iso-Ahola, 1980, p.
323)

A psychological construct that explains

the Ieisure behavior of some individuals with -

disabilities and/or ilinesses and relates to the
delivery of therapeutic recreation services s
that of leamed helplessness. Learned help-
lessness is the perception by an individual
that events happening in his or her Jife are
beyond his or her personal contrel, and
therefore, the individual stops trying to effect
changes or outcomes with his or her life (Sel-
igman, 1975). For example, il an individual

“in a treatment facility is told repeatedly that

she cannot participate in a certain type of
recreation activity (**You're too oM to do
that!™} or that she must participate in a cer-
Lain way {*‘Let me do that for you''), she
will eventually stop wanting to participale in
that activity or participate in any other way.,
She will learn that the rules are outside of
her control and someene else is in charge of
setting the rules. Her ability to take a risk
will be diminished and she will lear to be
helpless. As such, learned helplessness be-
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comes a significant barrier to an individual's
freely chosen and self-determined leisure be-
havior, Iso-Ahola ( 1980) stated that it is
“'important to note that helplessness is
learned through environmentat encounters; it
is not a result of inherited traits* (p. 328).
In other words, leamned helplessness may
present a psychological barrier to full leisure
participation and it may, conversely, be un-
leamned with the provision of well-designed
SCIvices,

Many individuals with disabilities and/
or illacsses experience leamed helplessness.
This could be learned during childhood
when others did things **for"” the individual,
or through repeated eXposure to settings
where one learned to become a passive pa-
tient upon whom procedures were performed
according to a routine, Learned helplessness
robs the individual of a sense of mastery and
self-determination. Iso-Ahola (1980) stated
that learned helplessness can spread quickly
from a specific instance 1o a more general-
ized sense of incompetence and lack of con-
trol,

After having experienced helplessness
in one leisure activily, a person may
firmly believe that he is abnormat, in-
adequate, and lacks basic skills jn that
aclivity. As a cohsequence, the person
believes that he js handicapped to par-
ticipate in this activity; and this belief
may then generalize to personal per-
formance in other areas of leisure be-
havior. The total repertoire of leisure
behavier is therefore in jeopérdy. If
helplessness generalizes to total lei-
sure and if leisure is important to the
person, helplessness and depression
may extend to ane's work and in the
worst case, to the entire life. (Iso-
Ahola, 1980, p. 334)

Iso-Ahola (1980) noted that there are three
consequences of leamed helplessness: (a) a
lack of internal motivation to escape the con-
ditions that lead to the state of helplessness;
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(b) & lack of cognitive understanding of pet-
sonal effectiveness (i.e., that the individuat
can personally effect change); and ) a
heightened sense of emotionality (called
post-traumatic stress disorder when repeated
€xposure to uncontrollable events is ex-
{reme),

The role of the therapeutic recreation spe-
cialist, in order to reverse the consequences
of learned helplessness, is to assist the indi-
vidual in: (a) increasing the sense of personal
causalion and internal cantrol, (b) increasing
intrinsic motivation, (c) increasing the sense
of personal choice and allematives, and {d)
achieving the state of optimal experience or
“Aow." In theory, then, therapeitic recre-
ation is provided 1o affect the total lgisure
behavior (leisure lifestyle) of individuals
with disabilities and/or illnesses throtgh de-
creasing leamed helplessness, and increasing

personal control, intrinsic molivation, and -

personal choice. This outcome is accom-
plished through the specific provision of
treaiment, leisurs education, and recreation
participation services which teach specific
skills, knowledges, and abilities, and take
into consideration the matching of client skill
and activity challenge.

Intrinsic Motivation, Internal
Locus of Control, and Causal
Attribution

The three concepts of intrinsic motivi-
tion, locus of control (Deci, 1975) and per-
sonal causation (Scligman, 1975} are intrj-
cately linked, and help to explain the basis
for the provision of therapeutic recreation
services. All individuals are intrinsically mo-
livated toward behavior in which they can
experience competence and self-determina-
tion, As such, individuals seck experiences
of incongruity (that is, slightly above their
perceived skill level) or challenges in which
they can master the situation, reduce the ip-
Congruity, and show compelence. This pro-
cess is continual and through skill acquisi-
tion and mastery, produces feelings of satis-
faction, competence, and control,

Rt
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the individual has the crientation that he or
she is responsible for the behavior and out-
comes he or she produces (Deci, 1975). Typ-
ically individuals with an internal locus of
control take responsibility for their decisions
and the consequences of their decisions, A
typical statement might be *'I am responsible
for my leisure choices." An individual with
an external locus of control may make the
statement **It's your fauit I didn’t do this
right”” and will place responsibility, credit,
and blame on other individuals. Obviously,
an internal locus of controt is important for’
the individual to feel self-directed or respon-
sible, be motivated 10 continue to seek chal-
ienges, and develop a sense of self-compe-
tence.

Personal causality or attribution implies
that an individual believes that he or she
can affect a particular outcome (Deci, 1975;
Seligman, 1975). For instance, when an indi-
vidual experiences success, that person can
cither attribute that success to personal effort
{personal causality), or luck or chance (situa-
tional causality). An important aspect of the
sense ‘of accomplishment, competence, and
control is the individual's interpretation of
personal contribution o the sutcome. With-
out & sense of personal causation, the likeli-
hood of the individual developing learned
helplessness (the feeling that external others
are in control) increases greatly,

‘These three concepts relate o therapeutic
recreation in that the ultimate goal of an indi-
vidual's satisfying and independent leisure
lifestyle entails being intrinsically moti-
vated, having an intermal locus of control,
and feeling a sense of personal causality. In
order to facilitate these perceptions, thera-
peutic recreation specialists must be able to
design, implement, and evaluate a variety of
activitics that incredse the person's individ-
ual competence and sense of control. In rela-
tion to leisure behavior, Peterson (1989) felt
that this includes improving functional abili-

ties, improving leisure-refated attitudes,
skills, knowledge, and abilities, and volunta-
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jor. Thus, the three service areas of treat-
ment, leisure education, and recreation par-
licipation are designed to teach specific skills
to improve personal competence and a sense
of accomplishment. Csikszentmihalyi (1990)
summed up the importance of these percep-
tions: *'[I1n the long run optimal experiences
add up to a sense of mastery—or perhaps
belter, a sense of participation in determining
the content of life—that comes as close to
what is usvally meant by happiness as any-
thing else we can conceivably imagine'’

(p. 9.

Choice

The Leisure Ability Model also relies
heavily on the concept of choice. Inherent to
and parafle] with the concepts of intrinsic
motivation, internal locus of control, and
personal causality, choice implics that the
individual has sufficient skills, knowledge,
and attitudes to be able to have options from
which to choose, and the skills and desires

to make appropriate choices. Lee and Mobily -

(1988) stated that therapeutic recreation ser-
vices should build skills and provide partici-
pants with options for participation. The Lei-
sure Ability Model emphasizes content areas
that help clients build skills in a variety of
areas which, in tumn, should allow them op-
tions for future independent Jeisure function-
ing.

Lee and Mobily (1988) extended the idea
of choice when examining the notions of
“'freedom from' and ‘‘freedom to.”* Earlier
in this article it was stated that many non-
disabled individuals face barriers to their fei-
‘sure experiences. Sometimes this becomes
an “'if-only” scenario. The individual feels
that he or she would have more fun, *‘if
only"" he or she had more money, more time,
fewer constraints, etc, These individuals ex-
press the need for more ‘“‘freedom from’
obligations and responsibilitics. Individuals
with disabilities, however, often have the op-
posite, but equally important experience—
needing *‘freedom to'* participate. That is,
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naviug WE requisite sKIlIS 10 participate,
knowing where and with whom to partici-
pate, being able to get to a recreation facility
at onc’s own convenience, ctc. **Freedom
from"" constraints and *‘freedom 10°" exer-
cise options provide further a basis for the
need for therapeulic recreation services to be
provided to individuals with disabilities and/

or illnesses.

Flow

A fourth, closely related concept is that
of *flow' (Csikszentmihalyi, 1990). For a
person lo get iito **Aow"’ or to achieve “‘op-
timal experience,”” a number of elements
must be present. Among the strongest of
these are the match between the challenge
presented by the activily and the skill leve!
of the participant. When skill level is high
and activity challenge is low, the individual
is quite likely to be bored. When the skill
level is low and the activity challenge is
high, the individual is most likely to be anx-
ious. When the skill level and activity chal-
lenge are identical or nearly identical (both
low or both high), the individual is most able
to achieve & state of concentration and ep-
ergy  expenditure that Csikszentmihalyi
(1990} has labeled *‘flow."

The implications for service delivery to
clients under the auspices of the Leisure Abil-
ity Model are great. In essence, it means that
the therapeutic recreation specialist must be
able to adequately assess clients’® skill level
(through client assessment) and aclivity ‘re-
quirements (through activity analysis) in or-
der for the two to (at least roughly) approxi-
mate one another. Given Deci's (1975) theory
of intrinsic motivation which includes the
concept of incongruity, therapeutic recreation
specialists may provide activities slightly
above the skill level of clients in order to
increase the scnse of mastery. When this
match between the activity requirements and
client skill levels occurs, clients are most able
to leam and experience a higher quality lei-
sure. To facilitate this, therapeutic recreation
specialists become responsible for compre-
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hending and incorporating the: {a) theoretical
bases (including but not limited to internal
locus of control, intrinsic motivation, personal
causation, freedom of choice, and flow); )
typical client characteristics, including needs
and deficits; (c) aspects of quality therapeutic
recreation program delivery process {e.g., cli-
cnl asscssment, activity analysis, oulcome
evaluation, cic.); and (d) therapeutic recre-
ation content (treatment, leisure education,
and recreation participation),

These areas of understanding are im-
portant for the therapeutic recreation special-
ist to be able to design a series of coherent,
organized programs that meet client needs
and move the client further toward an inde-
pendent and satisfactory leisure lifestyle,
Again, the success of that lifestyle is depen-
dent on the client gaining a sense of control
and choice over leisure options, and having
an orientation toward intrinsic motivation,
an intemnal locus of control, and a personal
sense of causality. While based on these ma-
jor precepts, the Leisure Ability Model pro-
vides specific content that can be addressed
with clients in order to facilitate their devel-
opment, maintenance, and expression of a
successful leisure lifestyle. Bach aspect of
this content applies to the fulure sucoess, in-
dependence, and well-being of clients jn re-
gard to their leisure. !

Description of Components

The Leisure Ability Model contains three
major categories of service: treatment, lei-
sure education, and recreation participation.
Each of these three service areas is based on
distinct client needs and has specific pur-
poses, expecled behavior of clients, roles of
the specialist, and targeted client outcomes.
‘The overall anticipated outcome of therapeu-
tic recreation service delivery is a satisfying
leisure lifestyle; that is, the independent
functioning of the client in leisure experi-
cnces and aclivities of his or her choice. Each
of the three categories of service (treatment,
leisure education, and recreation participa-
tion) contributes Lo cohancing the client's
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behavior toward achicving a positive and sat-
isfying leisure lifestyle. Figure 1 displays the
Leisure Ability Model.

Treatment Services

Treatment services dre provided based on
client deficits in four functional domains re-

2E

lated to leisure invoivement: (a) physical, (b)
mental, (c) emotional/affective, and (d) social.
Deficits in these arcas prevent the client from
participating fully in recreation and leisure ac-
tivities; that is, they are prerequisite to the
client's successful, daily involvement in lei-
sure. For the most part, the deficits represent

Thersnentic Recreation Yanrnol

functional limitations that typical counterparts
(individuals without disabilities and/or -
nesses) would not experience. For example, a
child with behavior disorders may have social
skills deficits (hitting, kicking, scralching) to
the degree that this individual cannot partici-
pate with others in a socially acceptable man-
ner. Until these disruptive behaviors are mini-
mized or replaced by apprapriate social behav-
iors, the child will not be very successful in
leaming about or experiencing leisure. These
deficils need to be improved, at least to an
acceptable minimal level, prior to the client's
involvement with others. Another example
might be seen in a physical medicine unit with
an individual with a tmumatic/acquired brain
injury. This individua} may have sevars limi-
tations in attention span. Until this person's
altention span can be increased, it will be dif-
ficult for the person to learn/re-leam recreation
activities, especially those that involve rules,
strategies, and specific modes of play. Treat-
ment services help improve functional limita-
tions that prevent the individual from improv-
ing their leisure-related awareness, knowl-
edge, skills, abilities, and involvement,
During treatment services, the client gen-
erally has less control over the intent of the
Programs and is dependent on the profes-
sional judgment and guidance provided by
the specialist. The client experiences less
freedom of choice during treatment services
than any other category of therapeutic recre-

~ ation service. The role of the specialist pro-

viding treatment services is that of therapist.
Within treatment services, the client has
minimal control and the therapist has maxi-
mum control. The specialist typically desig-
nates the client's level and type of involve-
ment, with considerably little input from the
client. In order to successfully produce client
outcomes, the specialist must be able 1o as-
sess accurately the client’s functional defi-
cits; create, design, and implement specific
interventions 1o improve these deficits; and
evaluate the client outcomes achieved from
treatment programs.

The ullimate outcome of treatment ser-
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vices is to eliminate, significantly improve,
or teach the client to adapt to existing func-
tional limitations that hamper efforts to en-
gage fully in leisure pursuits, Often these
functional deficits are 1o the degres that the
client has difficulty learning, developing his
or her full potential, interacting with others,
or being independent. The aim of treatment
services is to reduce these barriers so fusther
leamning and involvement by the client can
take place.

Leisure Education

Leisure education services focus on the
client acquiting leisure-related attitudes,
knowledge, and skills. Participating success-
fully in leisure requires a diverse range of
skills and abilities, and many clients of thera-~
peutic recreation services do not possess
these, have not been able to use them in
their leisure time, or need to re-leam them
incorporating the effects of their illness and/
or disability, Leisure education services are
provided to mect a wide range of client needs
related to engaging in a variely of leisure
activities and experiences. *'Leisure educa-
tion is & process through which people go'in
order o become self-determining or inde-
pendent in their leisure’* (Howe, 1989, p.
207).

Leisure education has four components:
(a) leisure awareness, (b} social interaction
skills, (c} leisure activity skills, and (d) Jei-
sure resources, Leisure awareness services
focus on the cognitive appreciation of lei-
sure. Content in this area may inclade, but
is not limited to: (a) knowledge of leisure,
(b) self-awareness in relation to Ieisure, {c)
Ieisure and play attitudes, and (d) related par-
ticipatory and decision-making skills. It is
{elt that these four subcomponents represent
areas of understanding that arc needed to
appreciate fully the importance of and need
for leisure involvement. These four areas can
be taught separately, or in combination, as
the client’s needs and abilities dictate. For
example, the client may need assistance in
identifying his or her strengths that can be
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usca 1or-jeisure, of need instruction in mak-

ing decisions and taking responsibility for
his or her Jeisure involvement. The relation-
ship between this area and the previous dis-
cussion of internal locus of control, personal
causality, and choice is obvious.

Social interaction skills include: (a) dual,
{b) small group, and (c) large group social
skills. Since much of leisure involvement is
social by nature, acquisition and application
of a variety of social skills in a diversity of
settings appears to be important for clients
to be able to function fully in their leisure
time. Examples of social abilities that can be
taught range from conversational skills, 10
assertion and empathy skills, to hygiene,
grooming, and etiquette. Again, client defi-
cits and needs determine which social skills
become part of the leisure education instruc-
tional program.

Leisure activity skills include traditional
leisure skills and non-traditional leisure
skills. The intention of specifying these two
categories, rather than other schematics of
leisure activities, is to bring to the forefront
the concept of & repertoire of diverse leisure
skills in the largest sense. In order for a per-
son to enjoy leisure fully, the individual
should possess a wide range of activity
skills—from organized and competitive skills
to relaxing and contemplative skills—in
alignment with his or her age, culturc, prefer-
ences, lifestyle, and the like. This means that
iraditional Jeisure skills (for example, bowl-

ing and badminton) are taught simultane-
ousty with non-traditional skilis {for exam-
ple, computer games and pet carc), so that
the individual can experience choice, per-
sonal freedom, and diversity in selecting lei-
sure involvement opportunities.

Leisure resources include: (a) activity op-
portunities, (b} personal resources, (c) family
and home resources, (d) community re-
sources, and (¢) statc and national resources.
Leisure resource programs are provided to
individvals who may not have the knowledge
or experience of locating opportunitics for
future independent leisure involvement, Lei-
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sure resources information is an important
link to help the client be able to connect
with activities and opportunities in his or her
home, neighborhood, community, state, and
potentially, the nation. For example, leisure
resource programs may teach a client how
to use a telephone book for locating informa-
tion about a certain activity, how to find tour-

“ist information about a specific destination,

or how to use an ATM after banking hours,
Leisure resource progratns teach both the
knowledge of the resource and skills about
how to use the resource for future leisure
involvement, ,

Each of these four areas (leisure aware-
ness, social interaction skills, leisure skills,
and leisure resources) represent content that
is important to satisfying leisure involve-
ment and may be arzas of need for clients.
‘The client begins to take a more participatory
and involved role during leisure education
programs, with a stronger personal responsi-
bility for the outcome and future application
of skills and knowledge. The role of the spe-
cialist during leisure education 'programs
varies depending on the needs of the clients
and the intent of the programs, but generally
includes the roles of instructor, facilitator,
and/or counselor, The specialist generally
teaches clients new knowledge or skills, and
aids them in discovering personal attitudes
and values. The client is then responsible for
applying this information for the improve-
ment of his or her own leisure lifestyle.

The overall cutcome sought through lei-
sure cducation services is a client who has
enough knowledge and skills that an in-
formed and independent choice can be made
for his or her future leisure participation.
Leisitre education means increased freedom
of choice, increased locus of control, in-
creased intrinsic motivation, and increased
independence for the client.

Recreation Participation

Recreation participation programs are
structured activities that allow the client to
practice newly acquired skills, and/or experi-
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ence enjoyment and self-expression. These
programs are provided to allow the client
greater freedom of choice within an crga-
nized delivery system and may, in fact, be
part of the individual’s teisure lifestyle. For
example, after teaching clients the card game
of Euchre in a leisure activity skills/leisure
education program, the specialist may orga-
nize a holiday Euchre tournament in which
clients can choose to participate, practice Eu-
chre skills, and interact socially with other
clients.

The client’s role in recreation participa-
tion programs includes greater decision-
making and increased self-regulated behav-
ior, The client has increased freedom of
choice and his or her motivation is largely
intrinsic, In these programs, the specialist is
generally no tonger teaching or *‘in charge"
per se. The client becomes largely responsi-
ble for his or her own experience and out-
come, with the specialist moving to an orga-
nizer and/or supervisor role.

Client outcomes of involvement in recre-
ation participation programs are highly indi-
vidualistic. Outcomes may include arcas
such as: (a) increased ability to assume re-
sponsibility for personal leisure participa.
tion, (b) increased ability to make and fol-
low-through with decisions regarding leisuce
involvement, (c} increased competence in
leisure skills through practice and participa-
tion, and (d) increased scnse of mastery

through attainment and perfonmance of
skills.

Leisure Lifestyle

The concept of a leisure lifestyle is a very
complex onc. It is much more than a handful
of activity skills and informational bro-
chures. As noted by Iso-Ahola (1980), sim-
ply leaming leisure activity skills does not
create a satisfying, intfinsically motivating,
or enjoyable leisure lifestyle. Leisure life-
style means the client:

* has reduced major functional limita-
tions that prohibit or significantly limit
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leisure invelvement (or at least has
learned ways to avercome these barri-
ers}; :

* understands and values the importance

of leisure in the totality of life experi-

ences;

has adequate social skijls for involve-

ment with others;

+ is able lo choosc belween several lei-
sure aclivity options on a daily basis,
Ea. make decisions for leisure partici-
pation;

* is able to locate and use leisure re-
sources as necessery; and

* has increased perceptions of choice,
motivation, freedom, responsibility,
causzlity, and independence with re.
gard to his or her leisure,

These outcomes are targeled through the
identification of client needs, the provision
of programs to meet those needs, and the
evaluation of outcomes during and afier pro-
gram delivery. A therapeulic recreation spe-
cialist designs, implements, and evaluates
services aimed al these outcomes.

Examples of Utilization of Model
in Practice

Numerous examples of applications of
the Leisure Ability Model are Jocated in Pe-
terson and Gunn (1984). Based on the three
major components of service, the text liter-
ally gives scores of practical examples of
therapeutic recreation goals, programs, and
anticipated outcomes.

Briefly, two case examples will be out-
lined here to illustrate the utility and flexi-
bility of the Model. The firmst ¢xample in-
volves young adulis on a physical medicine
and rekabilitation unit who have experienced
traumatic spinal injuries as a result of auto-
mobile accidents, diving injuries, and gun-
shot wounds. The therapeutic recreation spe-
cialist has likely designed a program based
on general client needs, as well as knowl-
edge aboul the basic requirements for a satis-
fying leisurc lifestyle. For example, treat-
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ment programs might include activities that
increase endurance, sitting or standing toler-
ance, and strength, as these skills are prereg-
visite 10 many Jeisure and recreation activi-
tics and are typical deficite of individuals
with new spinal injuries. Leisure education
programs may focus on: (a) self-awareness
in relation to clients” new status; (b) leaning
social skills such as assertiveness, coping,
and friendship making; (c) re-leaming or
adapting pre-morbid leisure skills; and (d)
locating leisurs resources appropriate to new
interests and that are accessible. Recreation
participation programs may involve practic-
ing a variety of new Ieisure and social skills
in a safe, structured environment. In design-
ing and implementing these programs, the
specialist builds in opportunities for the indi-
vidual to exercise control, mastery, intrinsic
metivation, and choice. The ultimate out-
come would be for each client to be able to
adapt to and cope with individual disability
to the extent that he or she will experience
a salisfying and independent Ieisure lifestyle,
and be able to master skills to achieve flow.

A second example involves individuals
diagnosed with depression in an outpaticnt
clinic. The therapeutic recreation spectalist,
understanding the typical characteristics of
individuals with depression and the features
of a successful leisure lifestyle, conceptual-
izes, creates, implements, and evaluates pro-
grams that aid clients in developing satis-
fying leisure pursuits. For example, treat-
ment programs mey include working on the
ability to make decisions as needed, and an
exercise program to address loss of cnergy
and frequent fatigue, Leisure education pro-
grams may focus on: (a) the identification of
leisure barviers preventing individuals from
enjoyable Icisure; (b) learning social skills
such as initiation and assertiveness; (c) leam-
ing new leisure skills that include physical
exercise, leisure partners, and stress releace;
and (d) learning about local recreation facili-
ties of interest to individual clients. Recre-
ation participation programs (if provided on
an outpatient basis} may include involve-
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ment in a variely of activities that provide
meaningful, bealthy opportunities that pro-
vide a sense of competence, mastery, con-
trol, and choice. The targeted outcome would
be for each individual to become compelent
in making decisions that result in healthy,
satisfying leisurc pursuits, both as an indi-
vidual and with others.

Numerous other examples could be pro-
vided that would outline the purpose, pro-
cess, and outcomes of the Leisure Ability
Model. In practice, the development of pro-
gram and diagnostic protocols addresses this
need and provides standardized frameworks
for the provision of services. Many profes-
sionals in therapeutic recreation, through the
National Therapeutic Recreation Sociely and
the American Therapeutic Recreation Asso-
ciation, are working currently on the devel-
opment of standardized protocols that are
based on the Leisure Ability Model.

Strengths of the Leisure
Ability Model |

One of the strengths of the Leisure Abil-
ity Model is its extensive use in the field
of thetapeutic recreation. Sylvester (1989)
acknowledged that the Leisure Ability
Model has played a significant role in the
development of the field and **gave guidance
to practice and impetus to professionaliza-
tion" (p. 6).

Formed during a period when organi-
zational stability was crucial, the {Lei-
sure Ability Model] has served an im-
portant developmental function. By
defining occupational roles and re-
lationships, it has provided direction
for such activities as ethics, rescarch,
standards, education, and creden-
ttaling, none of which can be pursued
logically and cradibly without at least
the appearince of (heory to guide °
them, (Sylvester, p. 5-6)

The Model has played an imponant role in

these professionalization functions. For ex-
ample, the Leisure Ability Model is refer-
enced in both the National Council for Thet-
apeutic Recreation Ceniification’s (NCTRC)
1997 certification examination content out-
ling, and in the National Recreation and Park
Associatio/AALR's Council for Accredita-
tion educational accreditation standards, De-
spite its many critiques, the continued sup-
port and use of the Model speaks to its ac-
ceplability and utility in practice,

Another strength is the Model’s flexibil-
ity. One level of flexibility is with the three
components of service. Each component of
service is selected and programmed based
on client need. That is, some clicnts will
need treatment and leisure education ser-
vices, without recrealion participation. Other
clients will need only leisure education and
recreation paricipation services. Clearly,
services are sclected based on client need.
In addition, programs conceptualized within
each service component are selected based

on client need. The eatlier two examples -

(traumatic spinal injuries and depression) il-
lustrate this concept, While the examples
outline programs in each of the three areas
of service, each example iillustrates specific
content that differs based on client needs or
deficits. These levels of flexibility allow the
specialist to custom design programs to fit
the needs of every and any client group
served by therapeutic recreation. The ulti-
mate goal of leisure lifestyle remains the
same for every client, but since it is based
on the individual, how the lifestyle will be
implemented by the individual and what it
contains may differ. As such, the content of
the Leisure Ability Model is not specific to
any one population or client group, nor is it
confined to any specific service or delivery
seiting. Some authors, including Kinney
and Shank (1989), have reported this as a
strength of the Model. '
Another strength of the Model lies in
the overall targeted outcome of therapeutic
recreation services; that is, successful, inde-
pendently chosen leisure participation. This

focus on “‘quality of life'" issues is more

encompassing than a ''functional gains''

focus. Leisure Ability includes functional

gains, but is not limited to that service arca
alone. Kinney and Shank (1989) reported
on two upcoming shifts in health care, The
first is that individuals in clinical settings,
such as hospitals, are more *‘critically ill'*
and therefore, have little time or energy to
devole to anything other than immediate
medical needs. Second is the shift toward
more community-based health settings,
such as home health, where *‘the emphasis
of service shifts to a more general ‘quality
of life’ service as opposed to specific physi-
cal or behavioral interventions®* {Kinney &
Shank, p. 327). Austin (1997) also noted
the shift to more community-based scrvices,
including schools. The Leisure Ability
Model recognizes that client groups with
diverse needs are served in a variety of set-
tings, and it is able to address these varying
nceds through three areas of service.

Critiques of the Leisure
Ability Model .

Sylvester (1989} in a thesis about the
need for philosophical debate and theoretical
support in therepeutic recreation, noted that
the Leisure Ability Model **is not a body of
theoretical knowledge, nor has it generated
the philosophical grounds upon which to
erect one’’ (p. 6). Numerous authorts in the
field (cf. Compton, 1989; Gruver, 1994; He-
mingway, 1987; Mobily, 1985a, 1985b;
1985c¢; Sylvester, 1985a, 1985b, 1987) have
noted that several of the terms associaled
with the Leisure Ability Model and other
models of therapeutic recreation service are
ill-defined or lacking a phitosophical bases.
‘“The philosophy underlying these terms ap-
pear rather shallow and without firm founda-
tion"' {Compton, p. 488). In a sweeping
statement about the whole of the profession,
Sylvester (1989) stated '‘therapeutic recre-
ation has not attended to its intellectual
chores, preoccupying itself instead with im-
mediate concems of practice'® (p. 6).
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J1bility Model on the basis that is espoused
i a Yeisure behavior orientation, instead of the
therapy orientation. “'A number of authors
have objected to the {Leisure Abiiity Model],
having observed that its ali-encompassing
approach is too broad and lacks the focus
needed to direct a profession®* (Austin, p.
147). Austin advocated an alignment of ther-
apeutic recreation with allied health and
medical science disciplines, rather than lei-
sure and recreation professionals.

Sneegas (1989), while not directly cr-
tiquing the Leisure Ability Mode), cautioned
{hat cxarmining and measuring the leisure be-
havior of individuals with disabilitics and/or

" illnesses is difficult and fraught with multi-

ple complexities. She presented several sce-
narios that illustrale that measuring or exam-
ining the leisurc behavior of individuals with
disabilities and/or illnesses is made even
more difficult by the presence of the disabil-
ity or illncss, as well as other related method-
ological issucs or constraints, However, ac-
cording to Peterson and Gunn (1984, p. 25),
“'[nJondisabled individuals were studied to
determine components of successful lei-
surc’” for development of the Leisure Ability
Modet. Given that the Leisure Ability Model
is based on non-disabled adult leisure behav-
jor, then it may follow that there are inherent
weaknesses in the conceptual underpinnings
of ‘normal, adult leisure behavior,” espe-
cially when extrapolated to individuals with
disabilities andfor illnesses.

Since its conception, Peterson and Guan
(1984) have acknowledged the inherent Timi-
tations of the Leisure Ability Model. To
paraphrase their words about the leisure edu-
calion component of the Model:

All models have conceptual weak-
nesses. This is particularly true of a
model that atempls to describe & phe-
nomenon as complex as leisure and
an area in which so little agreement
related to definition exists. The {Lei-
sure Ability Model] is thus subject to
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tions. Nonetheless, its conceptualiza-
tion and the resulting components and
content have proven to be useful in the
design of . . . programs for diverse
populations in a variety of settings.

{p. 25)

However, a number of strengths also have
been acknowledged. These include contin-
ued and widespread use in the field: flexibil-
ity in meeting the needs of diverse client
groups; and a focus on larger issues such as
satisfaction, quality of life, and self-determi-
nation.

Future and Continued
Development of Model

The Leisure Ability Model has stood the
test of time, in a sense, by being used in the
therapautic recreation profession for nearly
two decades. The Model continues to evolve
as the profession develops further its knowl-
edge base about the behavior, needs, and di-
rections of individuals with disabilities and/
or illnesses in relation to their leisure. Some
changes in the Leisure Ability Model that
are being made within the third edition of
the Therapeutic Recreation Program Design
text include a re-naming of the Treatment
component to Functional Improvement, Itis
felt that Functional Improvement more
closely reflects the actual content of this
area. In addition, "*treatment’* is a rather ge-
neric term that implies a goal-directed inter-
vention process that brings about behavioral
change in the client regardless of content.
Sa, for example, both Leisure Education and
Recreation Participation services may, in
fact, be “‘treatment’ in that they may be
goal-directed, and client outcome-driven.

A second change includes a re-conceptu-
alization of the Sccial Skills sub-component
of the Leisure Education Content Model.
Rather than the former categorization of
Dual, Small Group, and Large Group skills,
the new content includes Communication
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sonal Presentation. The third edition outlines
the specific content under each of these.
These areas were changed based on the cur-
rent literature in the field, 2s well as the need
for more client-directed content in this area.
Both of these modifications were considered
based on client need and evolving current
practice. .

However, more cmpirical research is
needed to ground the Model in theory. Al
professionals in the field become responsible
for providing the anecdotal and data-based
rescarch necessary to continue 10 support the
Model. Through the efforts of scholars and
professionals in the field, il is believed that
this needed work will occur.

As such, other changes in the Model are
much more difficult to predict. These
changes will reflect the nature of health and
human services which, at this writing, are
going through a period of greal turmoil and
rebirth. It is likely that major areas more
specifically addressing health and wellness
will be added, as health care moves loward a
more preventative and self-carc mode. These
may include greater emphasis on stress man-
agement, health behavior management, and
risk factor reduction, It is believed by these
authors that health, weliness, and leisure are
intricately enmeshed, and the roles they play
in individuals® lives is of utmost importance,
The relationship of these concepts to that of
quatity of life and Jife satisfaction needs ta
be further explored and studied.

Other societal changes, such as informa-
tion and technology transfer, also will impact
the profession and the models it supports.
Changes in communication, entertainment,
and information technologies (such as Web
television, the Internet, and compulter simu-
lations) will greatly impact the lifestyle of
many individuals and affect how they spend
their leisure time, The concepts of *‘virtual
time" and ‘'personally controlled time"
(such as when the individual determines
when he or she will watch a program r1e-
corded on a VCR) will become pronounced
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ing at work and being at leisure.

All of these changes and more will impact
the future of the Leisure Ability Model. It it
the responsibility of all professionals withir.
the discipline to test, support, dispute, and
critique all models of service unlil greate:
working consensus is gained.
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