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Welcome to our world of hand therapy. Dare to make waves, dare to adapt!
Adaptation is the evolutionary process whereby an organism
becomes better able to live in its habitat or habit1

I was talking to my daughter, sharing with her my ambivalence
about my topic for my 2012 American Hand Therapy Society’s
(ASHT) presidential address. She asked me to tell her what I saw as
the major challenge in our field. In contemplating my answer, it
seemed the best way to respond was by telling her the following
story:

In 1747, a Scottish physician namedDr. James Lind2was on a ship
at sea. He noticed that several of the sailors on the ship had come
down with scurvy. Dr. Lind had no idea how to treat it. However,
rather than giving up, he proceeded to experiment with several
different remedies. He divided 12 of the infected crew members
into six groups of two, providing each group a different treatment.
Only one of the groups got better. It was the first ever clinical trial.
In that boat in 1747, evidence-based medicine was born. “I admire
Dr. Lind,” I told my daughter. “He was able to experiment as he saw
fit, untethered by the outside world. He followed his instincts and
his limited scientific knowledge to get his patients well.” I told my
daughter that if we do not venture out to try new things, like Dr.
Lind, the field of hand therapy could become stagnant.

In our world today, we are faced with many external challenges.
We are expected to meet productivity quotas, face reimbursement
cuts, and are engulfed in regulations that restrict access and make
work burdensome for us. All these factors create more strenuous
demands on our already limited treatment time. Therefore, it is
difficult to experiment and attempt new things, as Dr. Lind was able
to do. And as a result, most of us do not even try.

In our meetings, at conferences, in our publications e I hear the
same sentiment echoed over and over. Therapists are fearful of the
future, discontent with their work environment, overwhelmed
with regulations and restrictions. We feel like we do not have time
to dream, to create, to experiment. We are encumbered by the ever-
expanding abundance of data, barely finding time to access the
information that is available. We feel as if we are being pulled in so
many unnecessary directions. We are buried in paperwork.

“So,”my daughter asked, “what is the solution?” “Ah,” I respon-
ded, “wemust learn to ADAPT.” Adapting is finding away to survive
and thrive in a world that is constantly changing and consistently
inmotion. Adapting is building alliances and promoting change and
embracing adjustments. Adapting is recognizing when the way
you’ve been doing things no longer serves you, recognizing it has
become antiquated, and then adjusting your behavior to meet new
realities. Adapting is changing your behavior to meet the ever-
evolving demands of the day. Adapting contributes to the growth
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of our field. Adapting is knowing when to push andwhen to retreat,
when to negotiate and when to accept reality. Adapting is what our
patients do every day.

It is impossible to discuss adaptation without mentioning
Charles Darwin.3 In the mid 1800’s, Darwin visited the Galapagos.
While observing the beaks of indigenous finches, he happened
upon one of the greatest scientific discoveries in history: evolution.
He supported his “theory” by demonstrating the survival of the
fittest species, through adaptation. I had the opportunity several
years ago to explore the Galapagos Islands withmy family. Mymost
prominent memory was watching the Galápagos Marine Iguana.
The iguana is a land creature everywhere else in the world, but in
the Galapagos they swim in the water. Why? They adapted to their
environment to be able to survive. I returned to my daughter’s
question and explained that like the Marine Iguanas adapting over
time to what the environment put in front of them, so can we. So
must we!

We all have our individual story of how we came to be hand
therapists. It is our collective love for the field that brings us
together today at the 35th annual meeting of the American Society
of Hand Therapists. It is our joint interest in providing the best care,
based on the best evidence that provides fuel for our specialty. So,
how do we adapt to meet the needs of today and the challenges of
the future?

When I look around at who we are, I see three distinct qualities
that make us hand therapists. First: A scientific, scholarly quality
that pushes us to ask why and to prove that what we are doing
today will have an effect tomorrow. Second: A tangible creative
quality, one that helps us mold each plan to meet specific needs.
Third: An adaptive quality. We adapt our approach to meet the
individuals’ unique situation that is sitting in front of us. We exist at
the intersection of science, art, and practice. So, where and how do
we know when the science ends and the art begins? Can one
survive without the other?

When a patient walks in the door, we instinctively rush to
determine their needs based only on a diagnosis. A fewmonths ago,
a patient with a left proximal ulnar fracture was referred to see me.
Beforemeeting the patient, I started thinking about her elbow. How
will I stretch it? How will I move it? How will I control the edema,
the pain, the sensitivity? Then, I met the patient. A person with
a name a story and a tear, full of anticipation that I would make her
elbow better. Suddenly, my patient went from being a case to being
human. I stopped, listened, and made a plan to fit the individuality
of this patient. The questions that ran through my mind were what
matters to her? What does she do for a living? How does she feel
about her injury? What are her beliefs and cultural mores? What is
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she expecting from her arm?What will shewant it to be able to do?
Who is at home to help her? At that very moment, when we meet
our patients/clients, our science becomes an art.

We adapt our treatment and our therapeutic use of self to assist
in the patient’s recovery by meeting the very specific needs of the
individual that has entrusted us with their care. We do not just care
for them, we participate in their care. So, how can we do this given
all the external obstacles that bind us?

We are not the first clinicians to understand the need for patient
centered care. In 1000 BCE, Cornelius Celsus4 wrote in his work, De
Medicina:

“Nay, even in the same patient, the particular characteristics of
a disease are very variable, and those who have been treated for
a time in vain by the ordinary remedies have been often restored by
contrary ones.”We should not be afraid to venture out of the “usual
and customary.” We should not be afraid to be contrary, to make
waves.

Adapting our treatments to the individuality of our patients is as
old as medicine itself. The recognizable difference, however, is that
our evidence is constantly evolving. Our ability to access informa-
tion is facilitated by technology. Conventional wisdom suggests
that our treatments and our outcomes would be evolving at the
same speed, yet the system puts barriers to care in front of us that at
times seems daunting.

We must rise to the challenge of merging what we know with
how much time we have to deliver the care, and the tools that are
available to us with the patient that is sitting in front of us.Wemust
adapt. We must see all possibilities and act accordingly.

Adaptation is defined slightly differently by each discipline:
ADAPTATION, (2) defined as5:

Biology

a. Any alteration in the structure or function of an organism or any
of its parts that results from natural selection and by which the
organism becomes better fitted to survive and multiply in its
environment.

b. A form or structure modified to fit a changed environment.
c. The ability of a species to survive in a particular ecological niche,

especially because of alterations of form or behavior brought
about through natural selection.

Physiology

The decrease in response of sensory receptor organs, as those of
vision, touch, temperature, olfaction, audition, and pain, to
changed, constantly applied, environmental conditions.

All the definitions have one thing in common: Notice what the
environment throws your way.and modify to survive in it.

Jean Ayres6 talked about the “adaptive process” by explaining
that “the overall function of the brain is to filter, organize and
integrate sensory information to make an adaptive response to the
environment.” I would like to borrow Ayers’ concept of the
“adaptive process” and suggest that we use this to outsmart the
barriers that are superimposed on every one of us by rules regu-
lations and legislation that challenges our ability to treat our
patients. Individually, we need to have systems in place that
support our daily routines and assist us in being able to provide
quality care, as well as pay the bills. As a community, we need to
advocate for a patient centered system that minimizes redundancy
and focuses on individual outcomes. Quality care and running
a business do not have to be mutually exclusive.

Last week, I had a child referred to me who was diagnosed with
birth brachial plexus. She walked into our clinic unannounced from
a doctor’s office. She had undergone subscapularis release with
latisimus dorsi transfer for external rotation of her shoulder. She
was in a statue-of-liberty cast position for 3 weeks. The cast was
removed at the doctor’s office that day and she was sent to us for
fabrication of an orthosis that was to be worn for an additional
three weeks. They sent her with her hand on her head, telling her,
“do not move until you have your orthosis!” Of course, I soon found
out that her insurance denied payment. Yet, here was the child in
my office. Sound familiar? What was I to do? I could not let the
patient leave, yet I knew my clinic would not get paid for the
treatment. This is a common clinical situation where we must
confront our ethics to do no harm and reality that wewould not get
paid, here is where we must adapt. In this case, I found some used
orthotic material and positioned the child’s extremity so that she
would be “safe.” I convinced the Mom to pay a portion of the
treatment and referred her to a county hospital that accepted her
insurance. I wish this was an isolated incident.

Pedretti et al,7 talked about the “adaptive approach” to treat-
ment. They defined it as adapting the environment, the methods,
and/or material we use to treat our patients. The original “adaptive
approach” was most commonly used for perceptual deficits. We
instinctively adapt our tools and our treatment to meet the indi-
vidual’s needs. We match our patients to their own environment,
their own goals, and their own abilities. A pianist who lost his index
finger would have a completely different experience emotionally
and vocationally from a heavy laborer with the same diagnosis. We
adapt our treatment approach for each of these scenarios. In this
example, we have the same diagnosis, but very different individual
meaning to each patient in how the outcome affects their liveli-
hood. Of course, we all recognize this, yet the system does not. For
one diagnosis, there is one type of treatment expected of us from
our payers and legislators that have minimal if any medical
education.

Adaptation to the environment requires a merging of both
explicit knowledge and tacit knowledge.8 Explicit knowledge is
what we learn in school, what we learn in meetings such as this
one, what we read in our journal, and what our science tells us.
Tacit knowledge is what we know, but can’t exactly put our finger
on where or how we learned it. Tacit knowledge comes from
experience, practice, exposure, and time. It is knowledge acquired
when we least expect. Tacit knowledge is difficult to capture in
a textbook and, thus, is often left out of how we teach and learn.
Explicit knowledge is easy. We can all study objective facts.

The challenge is to know when and how to use the information.
That comes with tacit knowledge. Wisdom and creativity are what
ultimately inform and guide adaptation. How many of you know
exactly howmuch to push on a stiff PIP joint? I bet if we studied the
amount of force that you are applying we would have a reliable
number that is validated as the “right amount.”How did you know?
Well, it is “tacit feeling” through our finger tips. We just know. It is
called experience.

G. Stephen Tuthhill’s Data Hierarchy Model9 was created for
managing organizations, but offers an excellent visual for the level
of difficulty in integrating knowledge with wisdom. He suggests
that the lowest form of knowledge is data storage, followed by
information arrangement/selections, then knowledge assimilation
and finally wisdom, evaluation and interpretation. This is similar to
the revised Blooms taxonomy10 who puts remembering at the
bottom of his hierarchy, followed by understanding, applying,
analyzing, evaluating, and at the very top, creating. This sequence of
knowledge ascertainment also helps us understand that creativity,
the ability to take the knowledge and apply it to the reality in front
of us is the highest level of function.

Both of these diagrams tell us that the highest level of function is
to create and interpret. This requires that we have the wisdom to
know how and when to utilize the information that we have
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obtained. We need to draw on this knowledge to move our
specialty forward and allow it to adapt to the requirements of
today.

We all chose to treat hands. Through the ages, hands were used
to reflect and define the human experience. As science marches on,
we learn the importance of the hand. Dr. Frank Wilson11 writes of
the role of the hands in development of the creative, intellectual,
emotional and social capacities of the growing child. In Argentina,
in the “cave of the hands”12 from9000 years ago, like inmuch of the
world, we see hands used to express life. I have spent much of my
career creating and developing the Functional Dexterity Test
(FDT)13 because of my fascination with the dexterity and agility of
our hands. We seemingly have independent finger function that
allows one to perform difficult strokes for a piano concerto; yet in
reality, the fingers are moving together, some with very little
independence. How is it that the hand works so magnificently as
one unit, so precisely, so thoughtfully? I suggest we use the
following allegory, using the hand to define and guide our collective
story and our specialty: Many different parts, all moving together in
the same direction for the same purpose.

Brining us back to today e the U.S. Bureau of Labor Statistics14

updates its 10-year career projections every 2 years. This past
July, it rated occupational and physical therapy in the top 10. Our
professions are vital to the wellbeing of our population. Our
specialty choice is one that merges two professions into a beauti-
fully crafted skill set, with its own base of evidence, traditions,
wisdom, and art.

In our society (ASHT), as in practice, we cannot change what we
do not confront. Hand therapy would bemore successful if wewere
not only responding to the challenges placed in front of it, but
staying ahead of them. To that end, we need to combine best
practice with knowledge management that is dynamic in purpose.

As a society we must adapt our knowledge to meet the external
and internal challenges that seem to strive to change how we do
what we do. In this political season we must reach across the aisle.
We must build alliances with organizations that have similar
interests and go beyond the American shoreline. We have to reach
around the world, as we are stronger together. We must push
through the obstacles.

I challengeyounotbeafraid to “makewaves” in favorofwhatyour
patients’ and your professions needs. Each of us has the ability to
write the next chapter of our collective story. We have the ability to
change, evolve and be exceptional. We are only limited by our own
imagination,howwesee theworld, andourwillingness to adapt to it.
Hand therapy poem
(Adapted by Dorit Aaron for the 2012 ASHT Annual Meeting,
from the Lost Generation by Jonathan Reed.15 Read from top
down, then from bottom up)

I am part of a disappearing world of quality hand therapy

I refuse to believe that

It is possible to adapt to the direction it is going

I realize that this may be a shock but

Creativity and evidence drive care

Is a lie,

Regulations drive care

So in 10 years I will tell my patients

They are not the most important part of therapy
My employers will know that

I have my priority straight because

Rules and regulations

Are more important than the

Patients

I tell you this

Once upon a time

The patient was the center

But this is not true anymore

As some tell me

In a few years I will be celebrating the disappearance of hand
therapy

I do not concede that

I will live in an environment where care is primary

In the future

Legislation and regulation will be our guide

No longer can it be said

My colleagues and I care about this profession.

It will be evident that

We are apathetic to the needs of the patient

It is foolish to presume that

There is hope

(Now read from bottom up starting with “There is hope”)
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