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NARRATIVE REFLECTIONS

The Journey of a Physical Therapist With an
Acquired Disability: Reflections and the
Path Ahead

By Cathron Donaldson PT, DPT, DHSc, Winston Kennedy, PT, DPT, PhD, MPH

The experiences in this piece reflect those of the first
author. The second author served as a critical friend
and  dialogic  partner, facilitating  reflective
conversations  that supported the recall and
interpretation of the first author's experiences, and
contributed to reviewing and editing the manuscript.
As a critical friend, the second author asked probing
questions and challenged assumptions embedded in
the first authot's interpretations of her experiences. As
a dialogic partner, the second author engaged in
sustained conversation that supported the recall and
reconstruction of experiences spanning nearly three
decades, allowing past events to be revisited in light of

the first author's current understanding.

Introduction

In October 1995, the American Physical Therapy
Association (APTA) celebrated its fourth Physical
Therapy Month with the theme Physical Therapy:
Hands-on Health Care. I was a relatively new clinician
that year, having graduated with my master's degree in

physical therapy in 1992. When I saw APTA's slogan,
I was excited and motivated to write an article for the
Physical Therapy (PT) Advance, the informal publication
for APTA at that time, on my experiences as a clinician
with a disability affecting my hand; however, I never
submitted the article for publication. Instead, I let it sit
because I was fearful of highlighting my experiences.

Looking back, this decision reveals the complex
interplay between personal confidence, professional
identity, and systemic barriers that healthcare
professionals with disabilities navigate daily. My fears
were fed by the deeply-held ableist assumptions woven
through our culture and our profession, that able-
bodied ways of moving, working, and being are normal
and superior, and that disability is therefore a deficit to
be hidden, corrected, or apologized for.! What I feared,
specifically, was that colleagues, employers, and
patients would read my visibly altered hand as evidence
that I was less competent, less safe, or less employable
as a clinician, and that publishing my story would invite

exactly that judgment.
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UNDERREPRESENTATION
NATIONWIDE

Research indicates that healthcare workers with
disabilities remain significantly underrepresented,
composing only 3% to 4% of the workforce despite
disabilities affecting 26% of the adult population in the
United States.” This underrepresentation reflects a lack
of diversity in the education pipeline for the
profession, but also the profound impact of stigma and
bias that discourages disclosure and full participation.’
As I have shifted into academia, I have seen the lack of
representation by, support for, and evidence about
physical therapists (PTs) with disabilities. My hope is
that by reflecting on my personal experiences as a
disabled clinician, I can offer an example of how a PT
with a disability can be supported and successfully
practice.

Excerpts from my original manuscript, written in 1995,
are in italics below, with my current reflections
following. In this way, the article places my present-day
expert voice with my 1995 novice voice. My hope is
that the contribution lies not only in the contrast
between then and now, but in the reflective process in
between: the vyears of reframing, the role of
relationships and community, and the slow work of
recognizing my abilities and contributions through
which that transformation took place.

The Initial Journey: From
Clinician to Patient and Back
1995

“This year’s PT Month theme of Hands-On Health
Care has a double meaning for me. Not only do I use

my hands in practice as a pediatric therapist on an
inpatient children’s rebab unit; I also recently sustained
a severe hand injury. In May of 1994, 1 was involved
in a single car rollover motor vebicle accident in which
my left hand fell out the window, sustaining a severe
crush and degloving injury to my hand as well as a
tranmatic brain injury (IBI). Later, 1 learned that
upon my arrival at the trauma center, doctors thought
at first that they would need to amputate my handy
however, during surgery they were able to save my hand
and only amputate various levels of my fingers and ny
entire thumb. 1 also had a free tissue flap transferred
from my forearm to the dorsum of my hand to repair the
degloving injury.”

I don’t remember the first week or two after the accident,
due to the effects of sedating medications and the TBL
My first hagy memories are a time of confusion—of
awareness that my left hand was heavily bandaged due
to an unknown (to me) injury; that my mother, who
lived across the country, was now at my bedside. One
vivid, awful memory of that time stands ont: the day the
doctors arrived in my hospital room to unwrap the
bandages that covered my hand. 1 sobbed at the
grotesque appearance of stumped and missing digits, of
tracks of stitches and staples, at the dried blood
everywhere.

My hands represented my abilities and my livelihood. 1
had no concept of how I could continue my work as a
PT without a “normal,” functioning hand. At that time,
I had no basis and no exemplars for understanding
how I could continue my occupation as a disabled PT.
I only knew disability as a condition or a disorder;
something requiring healing or fixing through a
clinician’s perspective.

And although I had been trained to support individuals
with disabilities, I had never considered the possibility
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that I could function or be successful as a PT with a
disability. I assumed that competent practice required
a “normal,” fully functioning hand; that disability was
a problem to be fixed rather than a way of being in the
wortld; and that a visibly altered body would inevitably
diminish my credibility and worth in the eyes of
patients and colleagues. I did not yet recognize these
beliefs as the internalized form of a systemic bias; I
experienced them simply as the truth about myself.

1995

“After spending about two weeks in an inpatient
rebabilitation unit due to my TBI, 1 was discharged
home, where the real impact of learning to use my hand
in its altered capacity faced me. I was off work for eight
months as I recovered from mry injuries. Returning to
work was a scary experience after so long an absence,
but it was made easier by the fact that my colleagnes
were so supportive of me. They were eager to help should
I ask, but willing to let me try things on my own. As
time wore on, I found that I conld do everything my job
entailed, and (counterintuitive to me at that time) my
disabled excperiences were very valnable and helpful to
me as a therapist. Although I had no thumb, I was able
to cup my palm to hold many objects, and I learned to
use my body adaptively as well. My training had
equipped me to focus on the abilities of the disabled, and
now I had “hands-on” experience.”

EXTERNAL SUPPORT

As I'wrote then, after my injury, I was fortunate to have
colleagues who saw my strengths more than any
limitations. They exhibited the same compassion and
belief in my abilities as they did for the patients we
worked with. As I was thinking about all the ways I
could no longer be a PT, they were figuring out ways I
could. Their confidence in me helped me realize that I
could continue my work, albeit with some differences

in my abilities.

Their belief in me made room for practical adaptations
to my clinical technique and helped me begin to move
from seeing myself as a patient toward returning to
work as a successful clinician, modeling positive
adaptation and resilience I did not know I possessed.
The support my colleagues showed me when I
returned to work after my accident was instrumental in
my own acceptance of my disability and helped me to
realize that I had the ability to continue to work
competently as a PT.

Opver the years, I have had many conversations with
other disabled PTs, most of whom were not as
fortunate as I was to find such support in the
workplace. Hearing how often that support was absent
for others makes me even more grateful for the
colleagues who stood with me. This has led me to stand
firm in the belief that such support should not depend
on luck.

INTERNAL CHALLENGES

Yet even that support, affirming as it was, could not by
itself resolve the harder, internal work I still had ahead
of me. It has taken me years to reframe my personal
narrative for an identity shift. Ableism is historically
entrenched in our profession.” My own experiences
with disability have been complicated by this view. For
example, with every job interview, I felt compelled to
explain my condition to others. At times, I was torn
between wanting to acknowledge my disability and talk
about the strengths I have gained from being disabled
while still feeling an urge to hide or minimize the
impact my disability has had on my life, often for fear
of judgment from others. I have felt the need to prove
my capabilities and demonstrate my worth—a desire
rooted in the persistent belief that people without
disabilities are superior and more desirable than
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disabled people. This is an entrenched belief, a lens so
difficult to shake from one’s habits and actions.

The Therapeutic
Relationship: Disability as
Asset

1995

“My disability is a very visible one, as my hand has
been greatly altered in appearance. I was unsure how nry
pediatric patients would react to my hand, especially
since a large part of my work involves physically laying
my hands on patients for treatment techniques. But
mostly, 1 have found my hand, if anything, to be an
asset to my work and not a deterrent. Children will
frequently stare or ask questions, but once I tell them
my story, it is less conspicnons and symbolizes that 1
have been throungh rebab, too. Often, I have found that
parents initially are apologetic when their child bluntly
asks me what happened to my hand. However, when 1
share with them my own disability identity, abilities,
and resilience, they often feel reassured that I understand
their anxiety about their child’s injury, opening up a
deeper dialogne between us about fears, challenges,
strengths, and hopes.

“I have been very determined to use my hand to its
maximal ability, and therefore I don’t hide it in my
pocket but try to employ it in activities as best I can, as
I teach my patients to do when they attempt to do new
things. I consider it a compliment that many people
have told me that they did not notice that my hand was
different until I referred to it, because I use it so

naturally.”

Not long after I wrote my initial manuscript, I had
additional surgery for a great toe-to-thumb transfer
where my toe was transplanted to my hand for use as
a thumb, followed by further rehabilitation. Over the
past 30 years I have worked as a PT in multiple settings,
states, populations, and even countries. Regardless of
the setting, I learned to adapt and refine my techniques
over time. These adaptations are not unique to me;
they are the things all PTs do as they gain experience.

THE CORE PROBLEM: THE
SYSTEM ITSELF

In thinking back to 1995, to this article I had written
for publication and never submitted, several things

surface.

Certainly, my confidence was impacted by my changed
body. I feared that others would judge my capabilities
as diminished due to my disability, so I was reluctant
to speak up and share my experiences, even though I
clearly recognized the positive impact.

My own internalized ableism meant that I had
absorbed society’s assumptions and turned them on
myself.' T took in the cultural belief that being able-
bodied is normal and superior, and applied it to my
own body and worth. I doubted my competence, felt
compelled to overprove myself, and hesitated to claim
a disability identity at all. For years, that internalized
lens, more than any feature of my hand, was what held
me back.

Looking back, I have asked myself why I set this article
aside for nearly 30 years. The affirmation I received
from individuals could not, on its own, counter the
message I absorbed from the profession and the
academy more broadly: that a clinician’s personal
narrative, especially a disabled clinician’s, did not
belong in scholarly or professional spaces, and that
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telling my story might cost me the credibility I had
worked hard to establish. Supportive people were not
enough to outweigh an unsupportive system.

It was the example of disabled colleagues and allies that
finally helped me recognize that the problem was never
my hand or my abilities, but the structures and
assumptions that made me feel I had to hide them.
That recognition is what finally made me willing to
share this story, and it is why I believe individual
resilience, however hard-won, is not enough. I know
now that I am capable, even with my altered
appearance and abilities. But I did not have that
confidence early in my career, and eatly in my disability
experience.

A DOCUMENTED TURNING
POINT

In July 2024, the value of my experiences as a disabled
clinician was validated in an APTA PT Magazine article
about PTs with disabilities.” Although 1 had been
interviewed and asked to submit photos for the
publication, I was taken aback when I received the
magazine. The article was not only the featured story,
but I was pictured on the cover with my hand in its
altered appearance, visibly prominent. At the time of
my injury, a story like this wouldn’t have been
conceptualized or published, much less highlighted
with a cover photograph. This was a hopeful sign that
we have started to recognize and attempt to move
beyond misguided ableist attitudes and doubting
disabled clinicians.

My growth as a clinician with a disability was impacted
by the positive supports that I received, which helped
me to accept my disability and allowed me to find new
methods for me to perform therapeutic skills, as well
as to incorporate my experiences in my practice as a
PT.

Inclusive attitudes that value these personal
experiences and work environments that allow
exploration of adaptations for therapeutic procedures
and reasonable accommodations have been identified
in the literature as supportive measures to assist
healthcare workers with acquired disabilities to
integrate back into the clinical work environment.*’

I wish I had known years ago that my experiences are
an asset to me in my career, and that disabled clinicians
may perform differently but capably and safely. I wish
I would have had disabled mentors and exemplars to
help guide me in my disabled journey back to practice.
I still find myself struggling with my own internalized
ableism; my disabled colleagues and disability allies
help me in my continued journey to rise above these

views.

The Path Forward: From
Individual
Systemic Change

Resilience to

Having a disability can be challenging, but it also offers
benefits. Although 1 perform some therapeutic
techniques differently because of my disability, it also
positively influences how I relate to my patients.
Research suggests that social concordance (le,
similarity with respect to social identity characteristics)
increases patient-provider experiences,” similar to
what I have experienced as a PT with a disability.
Philosopher S. Kay Toombs argues that we define and
enhance our understanding of ourselves in relation to
others with whom we come into contact.” When our
physical or emotional selves change, so does our
relationship with the world around us. If we are open
to these changes, we bring a new perspective to our
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interactions with others.

As an experienced clinician and now as an academic, I
can affirm that disabled healthcare professionals like
me have much to add to our profession to enhance our
understanding of disability and how to support our
patients with disabilities. To be able to make these
positive contributions, though, we all need to know
that we will be accepted, supported, and even
celebrated for our differences without discrimination
or further marginalization. We know our own
capabilities and strengths; as every PT does, we
gravitate to clinical settings where our strengths lie.
When we are supported, given the opportunity to
request assistance or accommodations as needed, and
given equal opportunity to demonstrate our abilities,
we help meet the needs of those we treat. We do not
compromise patient safety or progress. Our voices
need to be heard.

The words in the closing of my original manuscript in
1995 indicate the positive change I experienced
because of my disability:

1995

“Physical Therapy: Hands-On Health Care” to me not
only  symbolizes my career, but also  greater
enlightenment into what rehabilitation is, and should
be, all about. My own hand injury has made me, I hope,
a better clinician. 1 know it has made me a better
person.”

DISABILITY AS DIVERSITY

Individual transformation is not enough, however. The
physical therapy profession—and healthcare more
broadly—must undergo cultural change to truly
embrace disability as diversity.”

This requires changes, including:

e An institutional commitment to recruiting and
retaining  healthcare  professionals  with
disabilities.

e Fducational reform to normalize disability
accommodation and universal design in clinical
training.

e Consideration of policy related to support for
individuals with disabilities to better protect
against discrimination and ensure reasonable
accommodations.

e Visibility initiatives that highlight successful
clinicians with disabilities as role models.

e JInvestment in tresearch to document the
unique contributions of disabled healthcare
providers.

Disability is a spectrum, with different presentations
and impairments. Similar to many individuals with
disabilities, over the years since my initial accident, I
have learned the affordances and adaptations I can use
to participate in activities as I need and desire. Based
in disability is

misleading, as the prefix “dis-” means “not” as in “not

b

on my own experiences, the “dis-’

able.” Disabled individuals are able and competent,
although their abilities differ.

‘DIVERSABILITY’

A change in perspective, as well as perhaps
terminology, from “disability” to “diwersability,” more
accurately reflects that individuals whose bodies
function differently are not incapable but have
different or diverse abilities.

Published online 13 OCTOBER 2026 at jhrehab.org

© Emory University; authors retain copyright for their original articles



As we move forward, we must recognize that diversity
in healthcare providers, especially disabled providers,

10

directly benefits patient care.” When we create

environments where all clinicians can thrive
authentically, we model the inclusive, adaptive, and
resilient healthcare system our patients deserve. As I
wrote then and believe now: "Physical Therapy:
Hands-On Health Care" means more than manual
techniques; it means bringing our whole selves,
including our disabilities, to the therapeutic encounter.

Our patients deserve nothing less.
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