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What is unique or different about rehabilitation versus
traditional medicine? Many &dquo;traditional physicians&dquo; prac-
tice many of the principles of rehabilitation medicine
without a consciousness that differentiates the two ap-
proaches. For example, pediatricians and family medicine
physicians often adopt a rehabilitation/functional ability
mind set when dealing with complex and chronic dis-
eases. If asked, they reply they are merely dealing with
their patients as people who are struggling against the
disease in a world that sets up roadblocks for disabled or

chronically ill patients.
The physician who specializes in rehabilitation com-

bines the medical management of a disease with the man-

agement of the effects of the disease on the life of a

person. Most traditional physicians have been trained
extensively in the medical (disease) model-diagnosing
and treating the disease entity. The rehabilitation physi-
cian has been trained in the rehabilitation (functional)
model-diagnosing and treating disability and handicaps.
The physician involved in long term health care for chron-
ically disabled people is comfortable in his or her role in
both the medical model and the rehabilitation model.

Impairment versus Disability versus Handicap

What is the difference between an impairment, a dis-
ability and a handicap (see Table 1)? An impairment is
defined by the World Health Organization as any loss
or abnormality of psychological, physical, or anatomical
structure or function ( I ). Impairments reflect the patient’s
symptoms and physical signs, such as weakness, spas-
ticity, incoordination, dysphagia, dysphasia, dysarthria,
numbness, pain, and problems with bladder and bowel,
vision, cognition, and sexual function.

Disability results from impairment and involves re-
strictions on the ability to perform and to participate in the
daily living activities required for personal independence.
Examples of disability include problems with mobility,
hygiene, dressing, eating, toileting, and communication,
as well as home management and transportation.
A handicap is a disadvantage (due to impairment or

disability) that limits or prevents the fulfillment of a role
that is normal for a given individual, such as marriage,
vocation, recreation, creativity, sexuality, community re-
lations, friendships, and parenting.

Treatment interventions can be developed for the dis-
ease, the impairments, the disabilities, and the handicaps.
For successful rehabilitation, it is important to identify
and differentiate every level of a disease and its effect that
faces a patient.

The Rehabilitation Model versus
the Medical Model

Rehabilitation management necessitates a different
mind-set than traditional medical management. Both phys-
icians and patients are comfortable in their roles within the
acute medical model of &dquo;life or death&dquo; situations: a stra-

tegically placed burr hole in the skull after head injury,
chemotherapy for cancer, antibiotics for bacterial pneu-
monia. In the medical model, the orientation is to the acute
disease, a specific organ, and to the physician. The physi-
cian assumes an authoritative/paternal position directing
efforts to diagnose and treat a malfunctioning organ sys-
tem. The patient is directed to play a passive role; &dquo;take

Table 1. Definitions.
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Table 2. Comparison of the medical and rehabilitation models of health care.

this medicine three times every day.&dquo; The physician may
use a variety of health care personnel as advisors, but
there is no formal team. Although this medical model may
be appropriate for acute illnesses, it contrasts markedly
from a model appropriate to deal with the chronic and
complex problems of the neurologically disabled. For
example, the health care professional’s interests may be
focused on the spasticity or pain associated with a spinal
cord injury, while the patient’s concerns are often prim-
arily in the functional areas such as sexuality, driving,
cleaning house, shopping, loss of self-esteem, and the
impact of his problem on work, family, and loss of socio-
economic stability.

The rehabilitation model has several distinct differ-
ences from the acute medical model (Table 2). In the
rehabilitation model, the orientation is not toward the
disease per se, but more toward the person with the dis-

ability and handicap which the disease or injury has
produced. The patient develops an active role in learning
to maximize his or her own residual capacities, and mini-
mize impairments and disabilities. The physician plays a
double role, acting on the disease where possible from
a medical model, but also assuming the role of a teacher
and facilitator and coordinator through the rehabilitation
team. To successfully address the far-reaching effects of
chronic illness on life-style, family and society, a team of
health care professionals, working together, is required.
The team attempts to not only cure the disease, but also
identify disability and handicap, enhance functional per-
formance, modify social and vocational environments,
prevent unnecessary complications, and help the person
and his or her family cope, i.e., heal the patient versus heal
the disease.

The Rehabilitation Team

Fortunately, the physician is not alone in the efforts to
accomplish the goals of rehabilitation. A team provides
the expertise of several professionals coordinating their
efforts in a working group (Table 3). Team members
communicate freely with one another to maximize realis-

tic goals and objectives for the patient while minimizing
conflicts. Just as the interrelationship and interaction be-
tween problems (and resources) are more powerful than
any single problem or resource, so it is that the inter-

relationship and interaction between team members are
the most powerful treatment intervention of rehabilitation.

Teams may differ depending on the individual pro-
grams but many include the following health care pro-
fessionals : physician, nurse, physical therapist,

Table 3. Team member contributions.

 at SAGE Publications on December 7, 2012nnr.sagepub.comDownloaded from 

   

http://nnr.sagepub.com/


183

Table 4. Elements of the team approach.

occupational therapist, speech/language pathologist, psy-
chologist, and social worker. In certain situations, other
professionals may be part of the team 

’

In addition to these team members, consultants provide
additional areas of expertise. These include consulting
physicians, dietitians, aides and attendants, recreational
therapists, vocational counselors, legal advisors, driving
instructors, and the patient and family. In some teams,
these consultants are team members, including patients
and families.

Traditionally, the team leader is the physician. In addi-
tion, the physician defines the overall medical care, pro-
vides symptomatic medical treatment, and alerts the team
members to other health care problems. His or her first
responsibilities are to ensure the diagnosis is correct, man-
age medications, and contribute medical knowledge on
the underlying pathophysiology which may impact the
direction of treatment.

After the diagnosis is confirmed and the nature of the
disease activity is identified, the health care team focuses
on evaluating and treating the impairments, disabilities,
and handicaps associated with the long-term course of
the illness.

Team Approach to Rehabilitation

The rehabilitation team follows five steps to ensure
the long-term accomplishment of rehabilitation goals
(Table 4). Each team member actively participates in the
team on the process of updating goals and treatment plans
as the patient’s course unfolds.

The baseline evaluation includes information on: I)
physical status, 2) psychological status, 3) medical his-
tory, including past response to treatments, 4) recent or
pre-illness functional status, 5) rate of change in progres-
sive or recurrent disease, 6) assistance currently required
by the patient, 7) family dynamics, 8) vocational and
avocational perspective and goals 9) family and com-
munity resources available to the patient, 10) physical
environment at the home, work, and in the community.

Table 5. Team problem list.

One aim of the evaluation is to identify specific prob-
lems. These problems are categorized into four major
areas: 1) general medical problems, 2) neurologic impair-
ments, 3) functional disabilities of the patient, and 4)
handicaps facing the patient and the team (see Table 5).

After individual problems have been identified, it is

important to identify residual capacities and resources, and
identify the interrelationships between various problems
and resources. Once the problems have been identified,
the next step is establishment of goals. Goal setting is a
combination of the recommendations of the professionals
on the team combined with the patient’s interests, values,
and life-style. Goals and treatment strategies must then be
prioritized to develop a plan of treatment. Priorities are
based on’importance to the patient and family, degree of
health risk to the patient, likelihood of treatment response,
and initial steps needed to reach larger overall goals.

The treatment plan is designed to help the patient
achieve optimal functional capacity. The team works to
maximize function through practical management of the
medical problems and disabilities, and through education,
communication, and motivation. Treatment interventions
include medication, exercise, physical modalities, func-
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tional retraining, adaptive equipment, and environmental
modification.
’ 

Education and communication is not strictly reserved
for the patient. Family and significant others must
also be familiar with the disease, the purpose of rehab-
ilitation, the resultant disability, and potential func-
tional improvement. Helping the patient and family
learn to communicate meaningfully with health care
professionals and each other is an important step in the
treatment process to increase the patient’s self-esteem and
feeling of control.

The patient is encouraged to focus on &dquo;What I can do
now&dquo; and not, &dquo;‘Vhat I can do when I get better.&dquo; Many
neurologic diseases have no cures at the present time. The
team must constantly emphasize that although scientists
are working on the cure for his or her particular problem,
the patient must deal with life’s challenges today. The
approach to help motivate the patient differs widely de-
pending on the patient’s feelings, ideas about the disease,
perception of the rehabilitation process, problem-solving
abilities, and interests and values. For example, some
patients respond to encouragement while others respond
to being challenged or pushed. Motivation is also import-
ant for the significant others who serve as the patient’s
support system outside the health care facility. Motivation
is enhanced through accomplishing short-term goals and
building confidence through positive feedback, progress
toward long-term goals and psychological support to inte-
grate new values into life priorities.

Follow-up or continuity of care is important in the
rehabilitation process. Chronic disabilities present life-

long challenges. In addition, the patient’s condition may
worsen. The health care team must also be responsive to
the changing needs as the patient steps into the commu-
nity to test newly learned skills. The team remains as one
support system while emphasizing self-help and develop-
ment of other community resources. Specific recommenda-
tions to the patient for follow-up include: home programs,
continued therapies, and return medical check-ups.

The ultimate goal of the health care team is to improve
the quality of life for the patient. Quality of life is not
necessarily related to disease state or the functional status
of the patient, but is more often related to how the patient
perceives his or her ability to manage the illness and to
retain or regain valued skills, relationships, and oppor-
tunities.

Team Leadership .

Leadership of a team is a challenging and rewarding
position. The team leader need not be a physician; how-
ever, traditionally the physician is the team leader. Team
leader responsibility includes 1) facilitating communica-

tion and formulating. goals, 2) supporting the patient’s
values and goals, 3) facilitating the coordination of treat-
ment plans, 4) supportively representing team recommen-
dations to the patient and family, 5) evaluating the team
process, 6) mediating intrateam conflicts, 7) facilitating
intrateam support, and 8) protecting team members from
unrealistic expectations and pressures from both within
the team and from the patient and family.

Intrapersonal skills for a physician considering a reha-
bilitation career are paramount. To have a successful pro-
gram, the physician must be able to relinquish some of the
traditional physician authority to other team members &dquo;to
acknowledge and appropriately defer to other team mem-
bers opinions&dquo; (2, Chapter 1, p. 5). Also patients need to
be &dquo;perceived as co-managers of their rehabilitation and
must accept more and more responsibility throughout
rehabilitation process &dquo; (2, Chapter 1, p. 3). The patient
who participates in the decision making and the treatment
program is much more likely to &dquo;own&dquo; such a program
which leads to more active participation and to a more
positive outlook.

Cost versus Benefits

While the cost of these programs may seem initially
high, the benefits of successful rehabilitation treatment
include getting patients back to work, maintaining an
intact family situation, increasing the patient’s ability to
participate in a healthy lifestyle, diminishing the &dquo;emo-

tional roller coaster,&dquo; decreasing attendant and institution-
alized care and preventing complications. The short term
investment becomes well worth the long term benefits.

Integrated Health Care System

Developing an integrated health care team means
establishing a program where health care professionals
work together in various settings (acute, outpatient, home
care, rehabilitation) with minimal intra-team conflict. The

system must integrate the various program settings so that
each setting has a positive effect on the other’s treatment.
The various teams and health care professionals do not act
independently, but take into account the past treatment,
response, and recommendations and the future treatment
resources that will be available to the patient, in formulat-
ing current goals and interventions.

Using MS as an example, the ultimate goal of rehabil-
itation is to have the patient feel and accept that he or she
has multiple sclerosis, but that the multiple sclerosis is
only one aspect of life. A patient’s remarks best sums up
the concept. &dquo;I know I have MS, but thinking about it does
not occupy a large part of my energy. I have an increased
understanding of what is important in life.&dquo;
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