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Overview
of

Areas of Potential Failure

(I.) Macro View: International Efforts and National 
Health Care Systems

(II.) Hospital/Facility: Organization, Structure and 
Values

(III.) The Rehabilitation Team
(IV.) The N of 1: You, The Rehabilitation Professional



(1.) Macro Level: 
International Social Issues

U.N. Convention on the Rights of Persons with Disabilities (2007):
§ Signatories of the human rights treaty must prohibit any forms of 

discrimination and "promote accessibility for and work to achieve the 
full realization of economic, social and cultural rights for persons 
with disabilities…”

§ President Obama signed: U.S.'s first signing of an international 
human rights treaty in over a decade at the 19th anniversary 
celebration of the passage of the Americans with Disability Act 
(ADA) in Washington

§ The treaty went before the U.S. Congress for ratification with 
bipartisan success

§ Now approximately 162 countries have ratified this document



Macro Level: Societal Issues
Social Model of Disability:
§Reaction to the dominant medical and psychological 
models of disability and parallels the U.N. treaty
§The social model, in contrast to the medical and 
psychological models, focuses upon systemic barriers, 
negative attitudes and exclusion by society that reflect 
primary factors in disabling individuals
§For example, denial of civil rights, sub-optimal equal 
access, economic dependence, unemployment or 
underemployment, inferior housing, higher rates of 
institutionalization, suboptimal medical care
§Disability, as a consequence, is herein envisioned as a 
social construction 



Macro Level: Health Care



Macro Level: Health Care



Macro Level:
American Health Care System Failures

§ We fail if we do not understand the liabilities of our 
country’s present health care system and advocate for 
constructive change

§ Background:
§ More than 33 million Americans (10.4%) without medical 

insurance (U.S. Census Bureau, 2014)
§ Approximately 250 million Americans without long-term care 

insurance
§ Many senior Americans with disabilities cannot afford 

protection
§ Additionally, the present health care does not support the long-

term needs of those with disabilities, e.g. educational, 
residential, vocational, accessibility and psychological needs to 
live successfully in the community



Macro Level
American Health Care System Failures

§ In addition, low reimbursement rates lead to 
further depletion of necessary rehabilitative 
resources, e.g. staffing reductions and poorer 
long-term outcomes 



Macro Level:
American Health Care System Failures
§ Atmosphere, that is driven by managed care’s for-profit 

business model, is characterized by austere scrutiny and 
draconian treatment oversight

§ Insurance carriers  attempt to dictate nature/extent of treatment 
and length of stays

§ Rehabilitation professionals lose if there is absolute acceptance 
of these insurance limits:
§ Average of thirty day limits with policies increasingly 

written without rehabilitative benefits or only modest 
benefits

§ Benefits for outpatient OT, PT, and speech have been 
reduced to such a limited number of visits that therapists 
cannot achieve maximum improvement



Macro Level
American Health Care System Failures

§ And lastly but importantly, we all know that chronic 
illness translates to chronic financial burden to families: 
more and more of the financial burden of health care is 
passed on to families in the form of higher premiums, 
deductibles, co-payments, and reduced benefits….. with 
profoundly detrimental consequences for the entire 
family system



Macro Level
American Health Care System Failures

§ The price of EpiPen has skyrocketed more than 500% 
since 2009……in 2009 its cost was $57 USD, presently the 
cost for the same two injections without insurance is $650 
USD



Macro Level
American Health Care System Failures

§ Summary:
§ Loss of autonomy, external and internal oversight, 

reduced lengths of stay, suboptimal care delivery, 
and heightened emphasis upon the profit motive 
have led to disillusionment with our health care 
delivery system as well as vocational 
dissatisfaction for many health-care professionals

§ U.S. healthcare system has lost its soul and is in 
dire need of ‘heart-to-heart resuscitation’



Macro Level
American Health Care System Solutions

§Squeeze out excessive and unnecessary utilization where “defensive 
medicine” is practiced

§ Move away from a fee-for-service where more intervention is viewed as 
better

§ Reward positive health achievements with enhanced payments…. where 
providers are put at risk, not patients, and where positive outcomes are 

rewarded, not simply utilization
§ Cap malpractice awards at reasonable levels
§Move medical insurance industry from the for-profit model to the not-for-

profit model, illustrated in other industrialized countries
§ As a result, insurance company thinking shifts away from denying claims to 

paying for claims that improve lives
§ Allow for reasonable death-with-dignity options 



(II.) Hospital/Facility Level Failures

§ Incompatibility of values between the business and the 
caregiver arms of your hospital/facility

§ If value incompatibility exists this can be illustrated via a 
skewed drive towards maximizing the setting’s profit 
margin without balancing the preeminent goal of quality 
of care and outcomes…..this leads to an undue emphasis 
upon cost containment leads to a corrosive impact upon 
resources, e.g. reduction of FTEs, equipment, space, etc.

§ Failure occurs if one relies on ‘dollars and cents’ vs. 
‘dollars and common sense’



Failures at the Hospital/Facility Level
§ Failure to differentiate medical vs. rehabilitative days
§ Your facility’s culture overly emphasizes efficiency, 

productivity, billable services, and premature discharges 
§ Adherence to unrealistic productivity standards
§ Mandate that all rehabilitative time and services are 

billable
§ We do not succeed if there is an absence of joy where 

patient’s acquisition of skills, growth and discovery are 
not celebrated

§ No opportunities for staff growth/knowledge, 
enhancement of leadership skills and advancement



Failures at the Hospital/Facility Level
§ Belief that only acute care issues matter
§ Sub-optimal facility outcomes occur when ‘soft’ services 

as social work, psychology, discharge planning, 
therapeutic recreation, food and environmental services 
are undervalued……..indeed these latter ‘soft service’s 
are frequently lauded by patients and families as critical 
to quality care

§ Failure occurs where there is excessive focus upon 
documentation with caregivers spending an exorbitant 
volume of time spent on documenting their care instead 
of providing care



Failures at the Hospital/Facility Level
§ Absence of emphasis upon health promotion and 

wellness vs. symptom management
§ Lack of understanding that quality care benefits all, e.g. 

the patient, family, staff, and insurance carrier
§ The hospital’s mission must be focused upon helping 

individuals with disabilities successfully manage the 
business of living….if the hospital’s vision statement and 
culture predicates decisions with this issue in mind, the 
balance between financial stability and patient outcomes 
remains intact and healthy



(III.) Team Level Failures



Team Level Failures
§ Not seeing the team as a symbolic family
§ Ambiguous team roles and responsibilities
§ An absence of unity, passion and cohesion
§ Sole reliance upon clinical practice guidelines, 

evidence-based therapies as guides to patient 
care, coupled with the belief that “one size 
(treatment) fits all,” without appreciation of 
individualized needs…..with a resultant lack of 
appreciation of the subjective, idiosyncratic, and 
unique aspects of disability within the context of 
the individual



Team Level Failures

§ Clinical Practice Guidelines & Outcome 
Research Variables:
§ Age, intellectual capacity, spiritual beliefs, quality of 

interpersonal relationships, academic background, 
previous losses, coping ability, medial complications, 
medications, endurance, strength, coordination, pain, 
degree of impairment, income, transportation, 
architectural and geographic barriers, educational 
and vocational resources, family and interpersonal 
support, symbolic and connotative meaning attached 
to the disability, etc.

§ Must balance CPG algorithm and the person



Team Level Failures
§ Staff’s reactive and critical labeling of a person without 

clinical substantiation……these unfounded assumptions 
lead to patient/family distrust, potential animosity, the 
belief that staff are not 
understanding/listening….leading to potential ruptures 
in the rehabilitative relationships so essential for quality 
outcomes

§ Not appreciating the interrelationship between the mind 
and body



Team Level Failures
§ Rehabilitative treatment goals are not 

collaboratively crafted with the patient/family 
but externally imposed by the team

§ Stated in another manner, our belief that staff 
relationships with patients should be predicated 
upon our mandates and goals vs. reciprocity, 
collaboration and mutuality with our patients



Team Level Failures

§ Treatment solely predicated upon physical and 
pharmacological domains, e.g. not holistic nor 
comprehensive in scope

§ The belief that ‘force-feeding’ the patient the 
‘reality of the clinical situation’ is more 
important than the maintenance of hope

§ There must be a balance between the reality of 
the moment coupled with realistic hope….
“Hope is the dream of a waking man” Aristotle



Team Level Failures
The team fails if it places artificial and 
low expectations on the individual with 
disability……..this does not allow the 
patient to dream large, shoot for 
aspirational goals, and significantly 
achieve in spite of limitations



YES I CAN
PARALYMPICS VIDEO – RIO 2016

https://drive.google.com/open?id=0B0opQnWV2t8DTUx5SmRCcnI4VVU



§Sole emphasis upon pathology (physical 
and/or psychological) vs. a balance with 
consideration of the individual’s strengths, 
skills, and competencies
§Adamant belief in the stage theory of 
accommodation to disability
§Piecemeal and fragmented clinical care void 
of multidisciplinary collaboration

Team Level Failures



Team Level Failures

Poor Use of Interdisciplinary Meetings



§And again, failure occurs when the 
rehabilitative team does not appreciate 
that the experience of disability most 
typically occurs within the context of a 
family…..all who love the person with 
the disability are injured in their own 
unique ways



Team Level Failures

§ Belief that symptomatic care is the same as 
healing, e.g. teaching specific SCI-based 
skills is sufficient without appreciation of 
the ultimate goal of self-efficacy and 
appreciation of the patient’s unique life 
narrative



Team Level Failures

“The Illusion of Knowledge”



Team Level Failures
“The Illusion of Knowledge”

You've carefully thought out all the angles
You've done it a thousand times
It comes naturally to you
You know what you're doing, its what you've been 
trained to do your whole life
Nothing could possibly go wrong, right ?



“In the beginner’s mind, there are many possibilities…    
in the expert’s, there are few.”

Suzuki Roshi



Team Level Failures
§ The belief that job satisfaction results in                                              

better performance……actually the 
reverse is true wherein heightened 
performance creates job satisfaction

§ The team fails to hold every team member 
accountable for his/her actions  
irrespective of one’s role, inclusive of the 
team leader……egalitarian expectations



Team Level Failures
Team Leaders



Team Level Failures
Team Leaders

§ Team leaders do not give meaningful, 
challenging, achievable tasks that contribute to 
overall organizational and patient success

§ Team leaders do not display a broad 
perspective/vision

§ Team leaders do not assist in providing an 
environment where team members feel as if 
their voices are contributing, respected and 
valued



Team Level Failures
Team Leaders

§Treat team members as inferiors
§Do not tolerate disagreement or 

difference in opinions and where 
disagreements are not successfully 
resolved
§Do not tolerate ambiguity and 

uncertainty
§Do not evidence a positive attitude and 

humanistic style



Team Level Failures
Team Leaders

§Believes the leader is more important 
than the collective impact of the team



(IV.) Micro Level
Personal Domain Failures



(IV.) Micro Level:
Personal Domain Failures

§ Unawareness and/or avoidance of stressors can 
lead to “burnout” 

§ Maslasch & Jackson (1982):
• Detachment: from self and individuals served
• Exhaustion: physical and emotional
• Loss of satisfaction and sense of 

accomplishment



RELEVANT BURNOUT STUDY:

Authors of this study discovered specific factors that lead to 
accurate identification of burnout. The study protocol involved 
evaluation of the following picture of two identical dolphins.  
Comparative cortisol levels among burnt-out (stressed) versus well 
functioning and engaged (non-stressed) employees were taken 
within staff at an internationally known rehabilitation hospital.

Look closely at both identical dolphins.  This empirically- based 
study revealed that, in spite of the fact that the dolphins are 
identical, a person experiencing burnout would find subtle 
differences in the two mammals. The more differences a person 
finds between the dolphins, the more burnout that person is 
experiencing. Look at the photograph and if you find more than one 
or two differences, it is imperative that you assess your internal 
pressure.





Personal Domain Failures
§ Consequence of “burnout” renders us less than our potential as 

genuine caregivers, empathic listeners, creative problem-
solvers, and healers

§ We also fail to reach our potential as professionals if we do not 
appreciate the presence and impact of omnipresent loss 
and grieving in our practices….how can you keep your heart 
open and not psychologically drown or conversely become 
dispassionate, withdrawn and cavalier? 

§ The way in which you deal with your own suffering/loss is 
directly correlated with how you contend with your 
rehabilitative work



Self Awareness



Personal Domain Failures: 
Self Awareness

§ Rehabilitation professionals
fail if there is a lack of self-
awareness

§ We fall short if we cannot 
candidly see ourselves and appreciate 
our impact upon others

§ Question: “Is your self-concept shared by 
members of your team and colleagues?”



§ In sum, you fail if you do 
not self-explore, understand your 
psychological Achilles heels, your 
vulnerabilities, your reactive 
‘hot buttons’ nor take the requisite 
time and energy to constructively correct these areas



Personal Domain Failures
§ Additionally we fail if we solely attend to the 

biologic, the illness, the disease, the trauma 
and fail to appreciate the experience of the 
disability for the person, e.g. its personal 
connotative and subjective meaning and 
embrace a biopsychosocial model



Personal Domain Failures
“The good physician treats the disease, the great physician 
treats the patient who has the disease.”

“It is much more important to know what sort of person has 
the disease than what sort of disease the person has.”

Sir William Osler, M.D.
“Father of Modern Medicine”
1849-1919



Personal Domain Failures
§ How else do we keep our selves 

separate/disengaged and envision others solely as 
patients and not appreciate them as people?  

§ Our training, often based upon ‘cook book’ 
diagnostic classification systems, sole emphasis upon 
pathology, reliance upon fixed treatment paradigms, 
instruction by senior clinicians in the development in 
the role of the “helper” can inadvertently 
homogenize those we treat and serve



Personal Domain Failures

§ In other words, the individuality of the “other” (client) 
can become lost in the attempt to clinically label, 
categorize, define, and uniformly treat symptoms

§ This depersonalization can occur when “business 
practices” are introduced into the health field with terms 
as “consumer,” “customer,” and “stakeholder”

§ Alteration of Buber’s “I-You” relationship to an “I-It” 
relationship with the person is ‘seen’ as a mere object



Personal Domain Failures: 
Rigid Roles

§ Importantly, the role of “helper” must be examined in that it can 
have a deleterious/destructive impact upon empathic connection

§ Roles can create separateness and distance
§ Roles are limiting……if we see ourselves with this limited vision, 

we see others as similarly incomplete, not whole
§ For example, the more you think of yourself as the doctor, therapist, 

nurse, etc.……the more pressure there is for someone to be the 
“patient”

§ The more you see yourself as the “helper” the more someone needs 
to be the “helped” with all its entrapments, including potential 
loss of patient autonomy and confidence

§ True empathy mandates we move beyond these                  
prescriptive boundaries that separate



Personal Domain Failures: 
Rigid Roles

“I would not counsel all professionals to eliminate the 
important line between clinical objectivity and emotional 
engagement that defines professional medical practice.  
It is clear that we can’t simply become driven by the 
emotional demands of our relationships with our clients.  
Nor, as patients with disabilities, can we look toward the 
spinal cord injury profession as a source of absolute 
emotional comfort.  But, if we shy away from the 
possibility of engagement and the opportunity for 
intimacy, if we allow a medical line to define who it is 
we care about and how we’re going to care for them, we 
risk losing more than we could possibly gain.” 

Ed Bennett, personal correspondence, 1999



Personal Domain Failures:
Rigid Roles

§ There is comfort, continuity and a sense 
of security in our familiar roles, i.e. mother, father, child, 
therapist, teacher, student, health care professional

§ These identities can be constructive only to the extent 
that they do not solely define and limit

§ Again, by defining a person as a category (paraplegic, 
tetraplegic, schizophrenic, BI), we mold the person into a 
problem and inadvertently create a barrier between a 
person and ourselves



Personal Domain Failures
§ Can we take the requisite time and listen to another’s story, 

their life narrative without analyzing, theorizing, planning, 
and especially, judging?

§ Our job is to be helpful, not solely to play the role of helper
§ Our true role is to empower others, not convince others of 

their helplessness via our strict adherence to our health care 
roles



“God gave you 
two eyes, two ears 
and one mouth….
use them in 
that ratio.”



’Nail’ Video Link
https://drive.google.com/open?id=0B0opQnWV2t8DWURvRjFQQnBzX28



Personal Domain Failures
§ Study shows doctors interrupt their patients 17 

seconds after they begin to talk
§ “Clearly perceiving the heart (the person) 

involves more than studying an 
echocardiogram; listening to it requires more 
than a stethoscope….each heart has its own 
biography, language, and method of revealing 
its truth, if we know how to listen.” 

Mimi Guarneri, The Heart Speaks, 2007



Personal Domain Failures

“Intuition…..is necessary to understand the 
patient, his body, his disease.  He (the clinician) 
must have the feel and touch which make it 
possible for him to be in sympathetic 
communication with the patient’s spirit.”

Paracelsus, 16th Century
Swiss/German Philosopher



Personal Domain Failures

“The patient desires to be known as a human 
being, not merely to be recognized as the outer 

wrappings for a disease.  Only the patient is 
capable of widening the doctor’s focus to 

encompass the larger domain of the person who 
is ailing.  Therein resides the art.”

Bernard Lown, M.D. 
Professor of Cardiology Emeritus, 
Harvard School of Public Health

Recipient, Nobel Peace Prize           



Personal Domain Failures
Relevant Psychotherapy Literature

Relationship Factors

§ Hippocrates stated, “Some patients, though 
conscious that their condition is perilous, 
recover their health simply through their 
contentment with the goodness of the 
physician.”

§ Client perceptions of their therapeutic 
relationship are one of the most consistent 
predictors of improvement



Personal Domain Failures
Relevant Psychotherapy Literature

Relationship Factors

§ Blatt, Zuroff, Quinlan & Pilkonis (1996) analyzed client perceptions 
of the relationship in the Treatment of Depression Collaborative 
Research Project.  Like many other studies, improvement was 
minimally related to the type of treatment received, including drug 
treatment, but substantially determined by the client-rated quality 
of the relationship.

§ “Its significance transcended our cherished theoretical schools, our 
favorite techniques, our most worshipped gurus, and even the 
privilege attributed to medication.”

§ AT ITS CORE, IS NOT REHABILITATION & 
HEALTH CARE IN GENERAL  A RELATIONSHIP-
BASED ENDEAVOR ?



“Cunning men, wizards and white witches, as they 
call them, in every village, which, if they be sought 

unto, will help almost all infirmities of body and 
mind….The body’s mischiefs, as Plato proves, 

proceed from the soul: and if the mind be not first 
satisfied, the body can never be cured.”

Robertson Davies, The Cunning Man



“The highest spiritual training of a physician has not yet 
been reached when he knows and has practical experience 
in the best and newest methods and understand how to 
make those rapid deductions from effects to causes for 

which diagnosticians are famed: he (she) must in addition 
possess an eloquence that adapts itself to every individual 

and addresses itself to the heart.”

Nietzsche , F. (1878)
Human, all too human: A book for free spirits



The Ideal Experience of Rehabilitation



Re-Crafting the Definition of Failure







Sincere Appreciation and Gratitude 
to 

The Arkansas Trauma Rehabilitation Conference


