
 

Excelentíssimos Senhores Deputados 
da Comissão Parlamentar de Trabalho e Segurança Social da Assembleia da República, 
 
No seguimento do nosso email anterior com a referência AV / 2018 / 3379 / N15623, venho 
deste modo solicitar que o documento agora enviado do Comité Permanent des Médecins 
Européens seja junto à documentação enviada no referido email, também anexado.  
 
Com os melhores cumprimentos,  
 
Ana Vieira 
Secretária do Bastonário da Ordem dos Médicos Ordem dos Médicos: 79 anos a defender a 
Qualidade da Medicina Portuguesa Conselho Nacional Av. Almirante Gago Coutinho, 151 
1749-084 Lisboa 
Telf. 21 842 71 13 
e-mail: ana.vieira@ordemdosmedicos.pt 
 

mailto:ana.vieira@ordemdosmedicos.pt


 

Rue Guimard 15 (4th Floor) - 1040 Brussels - Belgium 
Tel. : +32 (0)2 732 72 02 - Fax : +32 (0)2 732 73 44 - E-mail : secretariat@cpme.eu  - Web : http://www.cpme.eu 

 

 

 

Dr Miguel Guimarães  
PMA President 

Dr Joao de Deus                                                                                                                                                         
PMA International Department Coordinator 

Ordem dos Médicos                                                                                                                                                    
Av. Almirante Gago Coutinho, 151 

1749-084 Lisbon 

Portugal 
 

 

Brussels, 15 March 2018  

Your reference: av/2018/151/N37572 – Memorandum of Understanding (MoU) between CPME and 

ER-WCPT 

 

Dear Dr Guimarães and Dr de Deus, dear Colleagues, 

 

We very much thank you for your kind letter in which you ask for clarification regarding the text of the 

above mentioned memorandum, particularly regarding the scope of “professional autonomy” and 

“independence”. 

The text in the MoU you are referring to reads as follows: 
 
“Professional practice:  

 The partners commit to safeguarding the independence of their professions for the benefit of 

patient safety and quality of healthcare. The partners also underline their commitment to 

safeguarding the professional obligation to comply with ethical codes and the fundamental principle 

of medical neutrality. 

 The partners call for the establishment and maintenance of regulatory frameworks which support 

self-regulation and allow for professional autonomy, balanced by professional responsibility, to be 

exercised.”  

 
This citation in no way is meant to imply redefining professional roles and competencies but is meant to 

reaffirm a central element which is shared by both professions. 
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The central element of professional autonomy and independence is the assurance that the individual 

health professional has the freedom to exercise his or her professional judgment in the care and 

treatment of their patients guided solely by the objective of providing each patient the best possible care 

and without undue influence by outside parties or individuals, such as insurers or industrial 

standardisation bodies. It does not refer to the organisation of healthcare or reimbursement 

systems.  We fully agree that every European Member State is sovereign to organise its own health 

system.  

Although we recognize that health professionals must take into account the structure of the health 

system and available resources, unreasonable restraints imposed by governments and administrators 

are not in the best interests of patients, not least because they can damage the trust which is an 

essential component of the relationship with patients1. 

CPME has confirmed in its policies that the “responsibility for diagnosis and therapeutic decisions cannot 

be divided and remains with a doctor”2. Notwithstanding the difficulties it has caused, we believe that 

this Memorandum of Understanding fully aligns with, and supports the CPME policy framework by 

enabling a constructive exchange with an allied health profession towards achieving the best possible 

healthcare for every patient in Europe.  

We hope we could assist in resolving the matter and remain at your disposal. 

Yours sincerely, 
 

 

 

 

 

Dr Jacques de Haller                                    Annabel Seebohm, LL.M. 

CPME President                                                   CPME Secretary General 

 

                                                           

1
 See for the medical profession: CPME resolution on Professional Autonomy and Clinical Independence of the Medical 

Profession in Europe (CPME/AD/Brd/130609/003 final/EN). 
2 

See: CPME Policy on Task Shifting, adopted in 2010. 
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http://doc.cpme.eu:591/adopted/2010/CPME_AD_Brd_27112010_128_final_EN.pdf








































 

 

Paris, 8 December 2017 

 

 

 

CEOM’S DECLARATION 

 

 

The European Council of Medical Orders (CEOM), meeting in Paris, supports its 

participating organization, the Portuguese Medical Association in declaring:  

 

 that the recognition of the activity of the physiotherapist as a profession in the 

area of health care can never lose sight of the fact that the diagnosis and referral 

for treatment of physiotherapy is exclusively a medical decision.  

 

 If the medical diagnosis establishes the existence of a disease that needs a 

rehabilitation program, the physical activity of the physiotherapist is carried out 

in the context of his participation in the multidisciplinary team, but under the 

supervision of a physician. 

 

The CEOM supports the unity and integrity of the medical profession in Portugal and of 

its institutional representation through its regulatory organs and medical Councils and 

refuses any measure which aim is to divide the profession and break with the common 

principles and values for all the doctors and the patients.  
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Rehabilitation National Plan: an Italian Act

outcome and the criteria for the appropriateness of 
the intervention.

From a reading of the various regional realities, 
it can be seen that almost all Italian regions have 
managed the themes proposed by the Guidelines 
prevalently by including them in their health plans. 
Nevertheless a common effort has not been made 
for taxonomic standardization. We are therefore 
faced with many names for rehabilitation structures 
that distribute similar services, or a single name for 
different structures that distribute different rehabili-
tation services.

Although the norms on accreditation are based 
on the same national legislative provision, they have 
not been able to solve this problem in regional im-
plementation.

Currently, rehabilitation treatment distributed falls 
within the DPCM currently in force, which defines 
the essential levels of assistance, with the proce-

EUR J PHYS REHABIL MED 2011;47:621-38

ITALIAN HEALTH MINISTRY

Rehabilitation: analysis of the Italian situation

With the Guidelines on Rehabilitation of 1998,1 
an attempt was made to organise the sector of 

Rehabilitation, through the definition of a rehabilita-
tion strategy, which provided for:

—— acceptance of the patient;
—— evaluation of the patient;
—— development of a rehabilitation plan and im-

plementation of a precise programme of interven-
tion.

Although these guidelines, on one hand were a 
reference document relative to the guiding princi-
ples and basic philosophy of intervention for reha-
bilitation, on the other, further updating is required 
relative to the identification and measurement of the 
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The Italian Rehabilitation Plan is an act of the Italian government, with an agreement of local regions, that define 
the guidelines for the development of the local rehabilitation policies. These guidelines have been developed by an 
ad hoc Committee - cross-disciplinary and cross-professional - of experts in the rehabilitation field as Representa-
tive of Scientific Societies, approved by the Italian Ministry of Health. The Committee consisted of Representatives of 
the Health Ministry and Regional Health Governments, of the Italian Society of Physical and Rehabilitation Medi-
cine (SIMFER) and other 24 Medical  Scientific Societies, of 44  National Health Professionals and Disabled People 
Associations, of Universities, Rehabilitation Research  Centres and Foundations. The Committee started working 
on 1 November 17, 2009, while the Italian Health Ministry and the Regional Health  Governments approved the 
final results with an official agreement on February 10, 2011. The Official National Journal of the Italian Gover-
nment (Gazzetta Ufficiale) published the document on March 2, 2011.

Translation on behalf of the Italian Society of Physical Medicine 
and Rehabilitation (SIMFER) by: Uliano D., Giustini A., Zampolini M.
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dures foreseen for all health services by the regional 
dispositions for implementation of Article 8, para. 5 
of Legislative Decree n. 502/92 and the successive 
modifications and integrations.

The treatment is distributed in phases of:
—— intensive rehabilitation;
—— highly specialised intensive rehabilitation;
—— extensive rehabilitation;

and in a regimen of:
—— assistance during ordinary or diurnal hospitali-

sation (Day Hospital); Day Service;
—— continuous cycle home assistance outside of 

the hospital, semi-residential or diurnal services;
—— ambulatory assistance; home assistance.

The volumes of activity and the distribution of 
services are quite unbalanced among the various re-
gions and, at times, between different areas in the 
same region, or towards responses provided preva-
lently in the regimen of hospitalization or towards 
responses prevalently in the ambulatory regimen.

Continuity in assistance is pursued, but not al-
ways achieved, through the linking up of different 
individual types of intervention, without realizing a 
complete and early global acceptance of the person.

One limitation refers to the regimen of reporting 
and different rates, which are not founded upon the 
actual use of assigned resources, but on days of hos-
pitalization and service codes, and not on disability 
codes.

Despite these limitations, a certain cultural homo-
geneity emerges from a reading of the diversities, 
which identifies the point of departure for dedicated 
itineraries and the rehabilitative department in the 
individual rehabilitation plan, as the organizational 
model that unifies the different procedures for distri-
bution of the rehabilitative intervention.

Some regions have also determined specific reha-
bilitative itineraries for some pathologies.

While all of the regions have dealt with the intensive 
phase, in the regimen of ordinary hospitalization, with 
the activation of dedicated structures public hospitals, 
accredited hospitals and extra-hospital structures with 
different percentages from region to region, on the 
extensive phase of the rehabilitative intervention, they 
have often been articulated in a superimposed man-
ner with respect to support, connecting these activi-
ties with intervention for social inclusion.

It is therefore necessary to provide a definition of 
the various rehabilitative settings, defining criteria 

and requirements to establish the appropriateness of 
use, on the basis of the resources available.

An important element in improving the functional 
outcome of the disabled consists of the prescrip-
tion, choice and training, within the ambit of the 
individual rehabilitative plan, of the aids, prostheses 
and Orthotics identified within the price list for the 
pathology, the relative testing and verification of the 
efficacy and efficiency of the service supplied With 
a view to global acceptance of the patient, most re-
gions have also provided for assistance in schools, 
for professional qualification and refreshment and 
the development of social services for families, in 
order to permit social participation of the disabled, 
implementing the provisions of the norms in force.

It is therefore a common observation, which is in-
creasingly evident, that rehabilitative medicine and 
specific intervention requires culture, instruments, 
methodologies, organisation and procedures for spe-
cific remuneration cannot be prescribed like those in 
the acute phase. In this perspective, the global ap-
proach to the management of health services guar-
anteed by clinical governance through the conferral 
of responsibility to various professionals is a decisive 
theme in the further development of these activities.

The role of rehabilitation: assertion 
of the bio-psycho-social model

The many directions of development of the wel-
fare system in our country make intervention for the 
disabled, the certainty of rights and universal access 
to benefits and services key criteria. The disabled 
must be guaranteed a clear and well-defined model 
of access to the welfare system, independently of 
their age and of the cause that generated their disa-
bility, as well as a manner of total participation in the 
evaluation and definition of the individual plan. As 
early as in Law n. 104/1992, a model of active ascer-
tainment of the abilities possessed by the disabled 
person was imposed, and not only the evaluation 
of the disability itself. This procedure was further 
reinforced by the introduction, by the World Health 
Organisation, in 2001, of the International Classifica-
tion or Functioning, Disability and Health (ICF). The 
ICF is a unifying model to analyze the complexity 
of the condition and establish a profile of functional 
efficiency, which is the basis, through it’s three fun-
damental elements (functions and body structure, 

M
IN

ERVA
 M

EDIC
A

COPYRIG
HT®

T
hi

s 
do

cu
m

en
t i

s 
pr

ot
ec

te
d 

by
 in

te
rn

at
io

na
l c

op
yr

ig
ht

 la
w

s.
 N

o 
ad

di
tio

na
l r

ep
ro

du
ct

io
n 

is
 a

ut
ho

riz
ed

. I
t i

s 
pe

rm
itt

ed
 fo

r 
pe

rs
on

al
 u

se
 to

 d
ow

nl
oa

d 
an

d 
sa

ve
 o

nl
y 

on
e 

fil
e 

an
d 

pr
in

t o
nl

y 
on

e 
co

py
 o

f t
hi

s 
A

rt
ic

le
. I

t i
s 

no
t p

er
m

itt
ed

 to
 m

ak
e 

ad
di

tio
na

l c
op

ie
s 

(e
ith

er
 

sp
or

ad
ic

al
ly

 o
r 

sy
st

em
at

ic
al

ly
, e

ith
er

 p
rin

te
d 

or
 e

le
ct

ro
ni

c)
 o

f t
he

 A
rt

ic
le

 fo
r 

an
y 

pu
rp

os
e.

 It
 is

 n
ot

 p
er

m
itt

ed
 to

 d
is

tr
ib

ut
e 

th
e 

el
ec

tr
on

ic
 c

op
y 

of
 th

e 
ar

tic
le

 th
ro

ug
h 

on
lin

e 
in

te
rn

et
 a

nd
/o

r 
in

tr
an

et
 fi

le
 s

ha
rin

g 
sy

st
em

s,
 e

le
ct

ro
ni

c 
m

ai
lin

g 
or

 a
ny

 o
th

er
 m

ea
ns

 w
hi

ch
 

m
ay

 a
llo

w
 a

cc
es

s 
to

 th
e 

A
rt

ic
le

. T
he

 u
se

 o
f a

ll 
or

 a
ny

 p
ar

t o
f t

he
 A

rt
ic

le
 fo

r 
an

y 
C

om
m

er
ci

al
 U

se
 is

 n
ot

 p
er

m
itt

ed
. T

he
 c

re
at

io
n 

of
 d

er
iv

at
iv

e 
w

or
ks

 fr
om

 th
e 

A
rt

ic
le

 is
 n

ot
 p

er
m

itt
ed

. T
he

 p
ro

du
ct

io
n 

of
 r

ep
rin

ts
 fo

r 
pe

rs
on

al
 o

r 
co

m
m

er
ci

al
 u

se
 is

 n
ot

 p
er

m
itt

ed
. I

t i
s 

no
t p

er
m

itt
ed

 to
 r

em
ov

e,
 c

ov
er

, o
ve

rla
y,

 o
bs

cu
re

, b
lo

ck
, o

r 
ch

an
ge

 a
ny

 c
op

yr
ig

ht
 n

ot
ic

es
 o

r 
te

rm
s 

of
 u

se
 w

hi
ch

 th
e 

P
ub

lis
he

r 
m

ay
 p

os
t o

n 
th

e 
A

rt
ic

le
. I

t i
s 

no
t p

er
m

itt
ed

 to
 fr

am
e 

or
 u

se
 fr

am
in

g 
te

ch
ni

qu
es

 to
 e

nc
lo

se
 a

ny
 tr

ad
em

ar
k,

 lo
go

, o
r 

ot
he

r 
pr

op
rie

ta
ry

 
tio

n 
of

 th
e 

P
ub

lis
he

r.



Rehabilitation orientation national plan	 S.I.M.F.E.R.

Vol. 47 - No. 4	 EUROPEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE	 623

tive project, centred on the various problems seen, 
requires systematic evaluation of performance and 
definition of the objectives and process indicators, in 
order to verify achievement of the expected results.

Applying the parameters of the impairment, limi-
tation in activity and restrictions in social participa-
tion listed in the ICF, the IRP defines the prognosis, 
expectations and priorities of the patient and his 
family; this is shared with the patient, when pos-
sible, with the family and caregivers, defining the 
characteristics of congruity and appropriateness of 
the various forms of intervention, as well as the con-
clusion in health care acceptance, in relation to the 
results achieved.

The quality of life

In the rehabilitative context designed to provide 
the person with the best possible conditions to func-
tion and participate, with a view to true empower-
ment, the concept of the “quality of life” should be 
central, which takes into account personal factors that 
are decisive for the anthropological dimension of the 
individual and the context of life in which he lives.

Interdisciplinary features in rehabilitation

The meaning attributed to the concept of inter-
disciplinary and multiprofessional work usually re-
fers to competence that is important for professional 
figures that must and may usefully be applied in 
transversal ambits, cooperating with other profes-
sionals, to respond to common problems. The term 
transversal is not intended as being congruous with 
everyone in every context, but useful to all if con-
textualized and transferable.

Transversal therefore means the use that can be 
made of several competencies, which lend themselves 
to being transferred from one context to another.

This necessarily involves a modification in per-
spective, which places the individual at the centre of 
attention, thanks to his possibilities and potential of 
participation with respect to the organ damage that 
determined it, guaranteeing, independently of the 
cause that engendered the disability, an appropriate 
procedure for rehabilitative intervention in different 
special settings and in relation to different coexistent 
clinical conditions. The rehabilitation, like the need 
to recuperate functional efficiency, independence 

activity and participation and contextual factors). All 
of the intervention proposed since then is based on 
the consolidated cultural conviction (which asserted 
itself in our country with the promulgation of Law 
n. 18 dated 3 March 2009, which ratified and imple-
mented the Convention of the United Nations on 
the Rights of the Disabled) that places the disabled 
citizen and his family at the centre of the system 
in their interaction wit the social environment and 
with institutions, and consequently orients all activi-
ties with respect to this priority, verifying the results.

The most important instrument to concretely im-
plement this unitarian formulation is the “integrated 
assistance itinerary” based on a multi-dimensional 
health and social evaluation.

The purposes of rehabilitation

In this framework, the purpose of the rehabili-
tation intervention is “to regain health”, no longer 
seeing the disabled person and his limitations in 
participation as a “patient”, but as a “person with 
rights” (Madrid Conference of 2002, European Year 
of the Disabled). The purpose of the rehabilitation 
intervention is therefore to define the “person” and 
then realise all of the health intervention necessary 
to provide him with assistance, with a view to actual 
empowerment, the condition of the highest possible 
level of functional efficiency and participation, in 
relation to the person’s will and the context.

The “integrated itinerary of assistance” is the over-
all reference that makes the health and non-health 
components of the rehabilitation intervention syner-
getic. In this ambit, the Individual Rehabilitation Plan 
(IRP) is the specific, synthetic and organic instrument 
for all of this, which is unique for each person, de-
fined by the specialist rehabilitation physician *, in 
common with the other professional figures involved. 
Full information and aware and active participation in 
the choices and intervention on the part of the per-
son who is at the centre of the process, his family and 
life context, are always essential elements.

The intervention determined by the rehabilita-

The term rehabilitation specialist physician refers to a doctor with a 
specialisation in physical and rehabilitative medicine and the equiva-
lent, or a doctor in possession of specialisations in related disciplines, 
for which he has obtained, in accordance with the relative norms, pro-
fessional access to physical and rehabilitative medical practice, or a 
surgeon, in possession of specialisations in other disciplines, who has, 
in accordance with the applicable norms, seniority in service in struc-
tures dedicated to rehabilitative activities, identified by this document.
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1.3 Multimorbidity: a set of pathologies and con-
ditions classified according to scales and graduated 
points. These comorbidities may be a mere list for 
a more accurate prognostic stratification or active 
co-factors that influence the clinic, treatment and 
prognosis.

This all necessarily becomes more complex if the 
patient affected by multimorbidities is also affected 
by fragility due to advanced age. This concept must 
be held in high consideration in the specific and 
specialist approach to dedicate to the elderly per-
son. The very knowledge of the concept of fragil-
ity in rehabilitation of geriatric patients must be the 
basis of the rehabilitation plan, because the fragile 
elderly person is affected by multimorbidity, subject 
to complex pharmaceutical treatments, frequently 
clinically unstable, sometimes incontinent, with nu-
tritional problems, often affected by cognitive deg-
radation or dementia, sarcopenia, osteoporosis, an 
increased risk of falls, etc. These specific clinical sit-
uations substantially increase the serious risk of loss 
or worsening of the patient’s level of independence, 
esepcially in extremely long-lived persons. This pic-
ture considerably reduces the ability of the patient 
to fully adhere to rehabilitation programmes. The 
loss and worsening of autonomy are also related to 
social problems that reduce the support of the fam-
ily network, further compromising the effectiveness 
of the rehabilitative intervention, especially where 
solitude and the loss of social integration are the 
“true” ailment of the elderly person.

Parallel to the level of attention and complexity 
required by elderly patients affected by multimor-
bidity, another fundamental area of attention refers 
to rehabilitation during the age of development.

For persons in the age of development, the ques-
tion is posed in terms of optimization of the neces-
sary conditions to reach the maximum level of de-
velopment possible. The diagnosis/prognosis of the 
subject must indicate what has not developed, what 
is missing for that development to take place, what 
must be attempted in order to be able to assert that, 
even under optimal conditions, the development in 
question cannot occur, in order for it to be able to 
outline a therapeutic and rehabilitative programme.

The peculiarity of the age of development lies 
in the fact that the event that caused the lesion in-
teracts with the dynamics of physical, psychic and 
social development of the minor, determining a suc-

and the possibility to participate with other persons, 
consists of the evident “transversal” elements in eve-
ry clinical condition, whether the clinical conditions 
was the only or main cause, or whether it represents 
a coexistent but interacting condition of health; it 
follows that the realization of the rehabilitation must 
be integrated synergistically with each and every 
one of these clinical conditions, guaranteeing the 
person undergoing care the highest possible level of 
recovery compatible with them. In the same manner, 
the transversal nature defines the need for optimum 
integration of rehabilitation specialist competencies, 
which are indispensable in conducting the interven-
tion, with the necessary clinics to guarantee the vari-
ous treatments that are useful to the individual.

It therefore becomes necessary to identify the 
unique criteria that define the most suitable indica-
tors, instruments and settings over the long term, for 
the correct implementation of the Individual Reha-
bilitation Plan.

Degree of necessity of the person to be rehabilitated

In order to correctly define the level of need of 
the person to be rehabilitated, three dimensions can 
be identified, which permit placement of the person, 
when opportunely combined, independently of the 
main pathology that created the disability (whether 
cardiological, respiratory, neurological, metabolical, 
oncological, etc.), in the most appropriate settings 
in relation to the phase of the itinerary of care, with 
the use of resources.

1.1 Clinical complexity: assessment and stratifica-
tion of high clinical risk. Clinical complexity is cor-
related to the set of diagnostic, welfare and organi-
sational complexities and the different therapeutical 
interventions, proportionately graduated by com-
plexity and for the consumption of resources.

1.2 Disability: loss of functional capabilities within 
the ambit of physical, motory, cognitive and behav-
ioural activities, which in the most current bio-psy-
chic-social concept, have an impact on environmen-
tal factors, reducing the level of participation of the 
individual in daily life activities and relations: it is 
usually measured with a scale of disability for the 
bio-psychometric type as well as functional scales, 
which investigate the possibility to perform various 
activities and permit monitoring of the evolution of 
the functional picture over time.
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An additional characterization of the level of need 
for rehabilitation must also be based on the charac-
teristics of presentation and evolution of the pathol-
ogy, which may be characterized by:

—— frequent worsening, hospitalization (high risk 
person);

—— persistence of a high level of clinical assisten-
tial complexity with a high level of absorption of 
resources and a requirement for a personalised and 
multidisciplinary approach (highly complex person);

—— chronical disability outlook associated with a 
bad lifestyle (use of tobacco, inactivity, hypercho-
lesterolemia, overweight) where the intervention is 
concentrated above all on monitoring the evolution 
and on a process of education and modification of 
the subject’s habits, in order to prevent the insur-
gency and advancement of the chronic pathology 
(person with chronic or serious pathology or serious 
factors of risk).

Highly complex person

A highly complex person (HCP) must find a re-
habilitative response in relation to the phases of his 
malady, inasmuch as he often has systemic prob-
lems and many comorbidities (i.e. cardiological 
and respiratory complications, ischemic-cerebral or 
myocardiac, with ventricular dysfunctions, bacte-
rial or viral over-infection, serious myelolesions or 
myelodegenerative pathologies or cerebrolesions) 
which may play a crucial role in the final prognosis, 
through a negative modulation of the response to 
the therapeutic and rehabilitative intervention. The 
conventional approach to this type of patient may 
be incomplete or inappropriate because of organiza-
tional and management models that are not centred 
on the person but on the pathology, determining a 
discontinuity in the assistance.

In both the acute phase and chronic phase, with a 
high risk, characterized by serious episodes of dete-
rioration to a more acute condition and hospitaliza-
tion, the highly complex person must obtain place-
ment in a rehabilitative environment that takes these 
considerations into account.

Rehabilitation in the assistance continuum

Within the ambit of their organizational autono-
my, the Regions will be responsible for regulating 

cession of possible negative effects. The fields that 
are called upon to deal with the case, in fact, do not 
refer only to the phenomena of disability (from the 
verification of the event causing the lesion until the 
development of the situation of existential disadvan-
tage), but also extend to the themes of education 
(from obligatory school to professional training) and 
have implications in the social sphere as well. These 
are aspects, which, although they have no value of 
a strictly medical nature, are nevertheless extremely 
essential if it is desired for the recovery (or the maxi-
mum attempt) to tend to reach the greatest possible 
social integration.

The following is therefore brought out for the age 
of development: a special co-essentiality to the result 
of the rehabilitation project of intervention of a psy-
chological nature, of a pedagogical and educational 
nature and of a social nature; a special definition of 
the Individual Rehabilitation Plan. The rehabilitation 
intervention must be provided with special attention 
to the effectiveness of the procedures.

The profile of the subject to be rehabilitated con-
ditions the Rehabilitation Plan and determines the 
itinerary of care. This profile is defined by the mul-
timorbidity, the level of clinical complexity and disa-
bility and by environmental factors (social condition 
and family context).

The clinical complexity resulting from the func-
tional alterations of organs and disability, associated 
to the multi-morbidity, represent an important ele-
ment for the formulation of the rehabilitation plan.

The various conditions within the same pathology 
may correspond to a growing need for assistance, 
with an equivalent commitment of resources.

Even in virtue of the above, the assistential net-
work must allow dynamic passage through the vari-
ous levels, in order to guarantee the patient.

Types of subjects to rehabilitate

The chronic nature of health problems and a 
greater number of years since their development de-
termine a deterioration of the organ function and 
increase the level of disability, through the alteration 
of the physiological function and frequent worsen-
ing. The consequent vicious circle determines the 
worsening of the symptoms, reduced working abil-
ity, tolerance to effort, worsening of inactivity and 
disability, reduced social involvement and depres-
sion.
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objectives, included in the Individual Rehabilita-
tion Plan (criteria of “all-inclusive acceptance” and 
“measurability of effectiveness of intervention”);

—— for intervention of recognised and shared va-
lidity be provided, with causal purposes that are 
more than symptomatic (criteria of “effectiveness” 
and “Evidence Based Medicine”);

—— to facilitate the patient’s and his family’s ac-
tive and aware participation in the itinerary of care, 
which should be pursued, if necessary, with action 
to educate, support, train and inform, throughout 
the entire period of acceptance for rehabilitation 
(criterion of “active involvement of the user”);

—— to favour an educational approach for the pa-
tient, in order to provide him with cognitive and 
operational instruments for proper self-management 
of his problems, with a view to dismissal from the 
medical facility (“suitable physical activity” and the 
criterion of “active involvement of the user”);

—— for an independent, impartial and objective 
system of evaluation of the effectiveness and effi-
ciency of the individual acceptance to be developed 
(criteria of “evaluation of effectiveness” and “evalua-
tion of efficiency”).

Continuous training, the collection of data on the 
process and results, auditing and the adoption and 
continuous verification of shared procedures are the 
instruments for constant verification of the health 
services provided.

Communication, including external and internal 
communication, must be made a central element in 
actions for improvement. Transparency in the use 
of information is a signal of dependability, foresee-
ing the regular production and distribution of infor-
mation in a systematic manner, relative to quality, 
safety, the activity and experience.

Another extremely important element is the iden-
tification of indicators derived, on one hand, from 
the concepts of quality and scientific appropriate-
ness and, on the other, from available resources; 
they may be relative to the process, the result (such 
as the coherency or lack of coherency of the re-
sults with the objectives of the Individual Rehabili-
tation Plan), the congruity, the investment (such as 
the relationship between performance on one hand 
and the number and type of personnel, equipment 
and setting on the other, for example). In order to 
promote analysis and monitoring capabilities of 
the effectiveness and appropriateness on the part 

and applying the provisions of this Plan through 
specific legislation.

Clinical governance

Integrated Clinical Governance is a global ap-
proach to the management of health services, 
which makes the individual’s need central. To do 
the right thing, at the right time, in the right place, 
is the synthesis of the concept of technical qual-
ity. To this end, methodologies and instruments are 
used, such as the guidelines and assistance pro-
files based on tests to determine effectiveness, the 
management of clinical risks, informative systems 
built up starting from the integrated (digital) clini-
cal records, the valorisation of personnel and the 
relative training, regulatory and multi-professional 
integration, the systematic evaluation of perform-
ance of the process (output) in order to introduce 
appropriate innovations and ensure the involve-
ment of all parties, the volunteer associations and 
the community.

The correct use of resources requires a clear and 
precise definition of the criteria for access to the 
rehabilitation, in order to offset cultural and organi-
sational delays, through greater appropriateness.

It is deemed necessary:
—— for the procedure for acceptance to be activat-

ed for all persons who have a true necessity (criteria 
for “access” and “coverage of the network”);

—— for intervention to be performed in a suitable 
timeframe with respect to the type of need and in 
respect of intervention times, as a function of the 
biological phases of recovery and the socio-environ-
mental needs (criterion of “timeliness”);

—— for there to be a guarantee of coherent suc-
cession and integration of the various types of in-
tervention and settings, depending on the phases of 
the morbidity, the clinical condition of the subject, 
family and environmental situations (criterion of 
“continuity”);

—— for priority to be given to the all-inclusive ac-
ceptance of the disabled person and to ensure that 
mere single-specialist functional organ re-education 
services alone are not distributed (criterion of “ap-
propriateness”);

—— for every intervention to be performed on the 
basis of a rehabilitation programme, which must be 
developed by the professional involved and which 
must achieve specific, well defined and measurable 
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—— prescription, selection and training in the use 
of prostheses, Orthotics and aid for personal au-
tonomy and the relative testing of the supplies pro-
vided, within the ambit of the official price list, and 
verification of the effectiveness and efficiency of the 
supply service;

—— the offer of technical assistance for services to 
ensure professional qualification and requalification 
and for the social service for social and profession-
al reintegration of persons with disabilities and the 
correlated problems (architectural barriers, certifica-
tion of suitability relative to the provisions of law 
104/92);

—— equipment designed to provide health reha-
bilitation intervention, which constitutes an actual, 
privileged interface between health intervention and 
the achievement of results, especially for more seri-
ous disabilities that are secondary to neurological 
damage.

Individual rehabilitation plan

Hospitalized disabled persons in the acute phase 
must be provided with an integrated proposal for 
their Individual rehabilitation Plan, with the various 
therapeutical settings of the network of rehabilita-
tion.

This principle takes concrete form in the con-
cept of “acceptance of the user” and in the distri-
bution of intervention according to defined reha-
bilitation programs, within the ambit of a specific 
Individual Rehabilitation Plan (IRP), applying the 
concept of prescriptive and distributive appropri-
ateness.

The decision-making process of the rehabilitation 
specialist physician (Director of the patient’s clinic) 
in determining the IRP, must take into account the 
functional prognosis and the margin of modifica-
tion of the disability outlook, the patient’s degree of 
clinical stability and his possible participation in the 
programme.

The physician responsible guarantees a constant 
flow of information to the patient, family, caregivers 
and the family doctor, who are all involved in the 
IRP activity, even through the involvement of profes-
sionals on the team. In particular, the general prac-
titioner or paediatrician of choice (ndt: MMG/PLS) 
participates in defining the outcome, integrating it 
in the IRP through intervention and care within the 
realm of his own competence, even in order to op-

of professionals, the central elements of assistance 
quality, who are the heart of “clinical governance”, it 
is necessary for distributing structures to be in pos-
session of:

—— A systematic strategy for the management of 
clinical risk, used by all the personnel in order to 
reduce risk and improve patient safety;

—— clinical governance practices that simultane-
ously valorise the role and responsibilities of all pro-
fessional figures, inasmuch as the complexity and 
dynamic nature of interpersonal relations can be a 
critical factor in health structures;

—— a multidisciplinary annual clinical verification 
plan agreed upon at the company level, which in-
cludes all specializations;

—— an effective process of distribution of guide-
lines founded upon the evidence and on the results 
of research: additionally, procedures founded on ev-
idence should be systematically adopted, also taking 
into account recommendation validated within the 
ambit of a Consensus Conference;

—— effective company orientation to enable pa-
tient and service user reports;

—— a company strategy for re-examination of in-
dividual team progress, enabling all personnel to 
participate in an annual evaluation of their perform-
ance;

—— a management strategy for the use of equip-
ment for the distribution of energy, on the basis of 
norms in force, in order to guarantee users (patients) 
and equipment users (professional or otherwise) 
comply with the essential requirements of safety and 
effectiveness, to perform therapeutic intervention 
that is scientifically “valid”. These requirements must 
be maintained in time through correct and adequate 
maintenance.

Rehabilitation within the ambit of more comprehen-
sive programmes to promote health

—— It is necessary to guarantee the following 
within the ambit of health rehabilitation service: 
participation in programmes of primary prevention 
of illnesses that involve the risk of disability and in 
programmes of health education for the population;

—— participation in the processes of diagnosis and 
care of illnesses that have a risk of creating disabili-
ties, in order to contain the insurgence of secondary 
and tertiary damage, which is sometimes prevalent 
in determining the degree of residual disability;
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Within the ambit of choices made and to be 
made, every region may establish the type of or-
ganization for the management of the Department 
that guarantees continuity between the hospital and 
the territory. In individual territorial ambits, the pri-
ority organizational commitment of the Department 
of Rehabilitation is:

—— to create structures, processes and rehabilita-
tion itineraries for structures, ordered by size and se-
riousness of the health need to which they respond;

—— to create interfaces between the various actors 
in the system of the rehabilitation network;

—— to design and create the segments lacking in 
the itinerary;

—— to monitor and safeguard the minimal require-
ments of accreditation (risk management for critical 
structure, organizational and process resources);

—— to ensure that the various actors in the system 
of services share an ethical cod for the protection of 
the most critical situations and for an equitable use 
of resources, for the common good.

Appropriateness of rehabilitation network itineraries

The rehabilitation itinerary entails the relative di-
agnosis; therefore in the definition of the rehabili-
tation settings, it is deemed necessary to take the 
following elements into consideration:

—— definition of the type of pathology that deter-
mined the disabling damage and the classification 
according to the ICF categories;

—— the level of acuteness or chronic nature of the 
disability, distinguished on the basis of the temporal 
parameter namely, the interval of time since the in-
surgence of the acute state of the disabling illness;

—— the level of complexity of the patient accepted;
—— the number and type of programmes appro-

priated for the type of disabilities present, with par-
ticular reference to the problems of the population 
during the age of development, guaranteeing the 
necessary continuity in this sector in passing to the 
adult age;

—— the instruments of evaluation and therapeu-
tic instruments appropriated for every programme 
in relation to the recovery from the disability, with 
particular reference to cognitive and neuro-psycho-
logical problems as well;

—— the instrument of measurement/final evaluation 
of the objective(s) envisioned by the programme(s) 
of the Individual Rehabilitation Plan.

timise inclusion of the person with the social health 
context.

—— Areas of specific intervention, objectives, the 
professionals involved, the settings, the methodolo-
gies and methods of rehabilitation and the timing 
for realization and verification of the intervention 
making up the Rehabilitation Plan are defined in the 
plan itself, which specifies: the manner of accept-
ance by a specific structure or professional, in re-
spect of the criteria of accreditation;

—— short and mid-term objectives to be achieved;
—— procedures and timing for distribution of the 

individual services envisioned;
—— appropriate measurement of expected results 

for evaluation of the intervention;
—— timing for verification and conclusion.

Another fundamental feature of this system is the 
Structure Rehabilitation Plan, in which each struc-
ture (department, setting, centre, ambulatory, etc.) 
provides an ex ante definition of its characteristics, 
the types of offer, the potential and operational vo-
cations, the staff of professional figures and their 
specific competence, the procedures for admission/
dismissal and relations with other structures, relative 
to the regional norms of accreditation, in order to 
realize a transparent and appropriate flow of pa-
tients towards use in congruity with the available 
resources.

In consideration of the complexity of the itinerar-
ies of rehabilitative assistance and their necessary 
and coherent articulation within the ambit of diver-
sified types of hospital, extra-hospital, territorial, 
health and social settings, it appears indispensable 
to have a departmental organization of rehabilitation 
activities.

The Department of Rehabilitation provides the 
guarantee of realization of an appropriate itinerary 
of rehabilitation care for all persons who require it 
and is the actual hub of Clinical Governance; instru-
ments must be provided to the Department of Reha-
bilitation to permit the achievement of objectives of 
clinical and organizational quality, in respect of the 
available resources; additionally, instruments must 
be conferred to manage safety, quality, the person-
nel training policy, audits, etc. To this end, the De-
partment of Rehabilitation guarantees strong organi-
zational integration with accredited private facilities 
present in the territory, according to the principles 
of efficiency and appropriateness.
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along with the family or reference person involved 
in acceptance of the disabled person, are fully en-
titled members of the team, in order to manage his 
current and future problems.

The most effective methods of communication in 
the rehabilitation team are:

—— the team meetings, whose fundamental objec-
tive is the balance and updating of the rehabilitation 
plan and the relative programmes and verification of 
the itinerary of acceptance;

—— the briefing, which guarantees measurement 
of achievement of or failure to achieve objectives, 
with a short and colloquial confrontation;

—— the focus group, which is a more complex in-
strument of verification, which calls for meetings co-
ordinated by a moderator, during which a problem 
is identified and its various aspects are discussed;

—— audit meetings, which refer to suitable activi-
ties to determine, with a structured investigation, the 
adequacy of the organization and adherence to the 
rehabilitation plan, verifying and adjusting proce-
dures, operational instructions and other functional 
requirements.

Places for care in patient services

The proven effectiveness of the timeliness and ra-
pidity of the rehabilitation intervention, documented 
by the evidence of literature in terms of recovery 
and prevention of further damages, requires the re-
habilitation itinerary and the definition of the rela-
tive rehabilitation plan to be started up contextually 
with hospitalization in the acute phase. The reha-
bilitation procedure is a criterion of appropriateness 
and must be valorized as an integral and unforego-
able part of the price of the episode of hospitaliza-
tion in the acute phase.

Intensive rehabilitation

Rehabilitation in hospitalization and care facilities, 
hospitals and accredited extra hospital facilities, is 
characterized by rehabilitative health intervention 
designed to recover from important and complex 
disabilities, which can be modified and which re-
quire a high level of commitment in assistance, refer-
able to nursing articulated over a period of 24 hours. 
Serious disabling pathologies involving several or-
gans in HCP, with complex clinical-assistential situa-
tions due to the comorbidity of concomitant pathol-

Professional figures involved

The team, whose director is the rehabilitation 
specialist physician, has been the operational instru-
ment for interprofessional – interdisciplinary work 
implemented in rehabilitation for many years.

It is the most effective method of work to favour 
achievement of the professional objectives and pro-
fessional protection from possible risks of isolation 
and professional burnout. In performing its activi-
ties, the team must deal with working conditions, in 
terms of methodology, organization and operational 
efficiency, which permit a precise differentiation of 
competencies with respect to the various profes-
sional figures.

The differentiation of roles and competencies is 
also accompanied by another activity that charac-
terises all of the team’s work; constant monitoring, 
which verifies the effective integration of interven-
tion defined and implemented through the develop-
ment of a common plan.

The IRP, developed on the team level and whose 
director is the rehabilitation specialist physician, is 
the working instrument that puts the rehabilitation 
intervention on target, makes it continuous and ef-
fective, because it responds to the actual needs of 
the patient. It is necessary to stress that the team 
must operate in several different ambits in consid-
eration of the different situations in which the inter-
vention is implemented and the contents of those 
ambits, throughout the rehabilitation itinerary

The intervention must be targeted to guarantee 
assistential continuity, the organic assurance of reha-
bilitation in the “prevention, care and rehabilitation” 
circuit, the effective acceptance, articulating the lev-
els of intensity of the process in relation to the na-
ture of the needs. The rehabilitation team is made 
up of professionals covering the different specific 
aspects, on the basis of the educational itinerary

—— rehabilitation professionals, such as rehabilita-
tion specialist physicians and the non-medical health 
professionals identified in the Ministerial Decree of 
29 March 2001;

—— personnel with specific rehabilitation training 
in the social – health – assistential area;

—— in the sector dedicated to the age of develop-
ment it is necessary to consider the need for interac-
tion between the rehabilitation team and itineraries 
for scholastic integration.

The patient himself and any caregiver assigned, 
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—— clinical organization, risk evaluation and mon-
itoring;

—— the global acceptance of the patient, with the 
involvement of the multi-professional team;

—— the performance of functional and instrumen-
tal evaluations;

—— the development and implementation of the 
individual rehabilitation plan, through one or more 
rehabilitation programmes;

—— programmes for the intervention on barriers 
and facilitators, environmental adaptations, the sup-
ply of instruments, technology and aids and the rela-
tive training of the disabled person and his caregiv-
ers.

Where there is no continuous clinical and assis-
tential need, the individual rehabilitation treatment 
may be distributed with the same characteristics de-
scribed above, in a day hospital regimen.

Highly specialized intensive rehabilitation

Highly specialized intensive rehabilitation activi-
ties, which require special commitment of qualifica-
tions, means, equipment and personnel, are distrib-
uted at highly specialized facilities; in accordance 
with the provisions of the Ministerial Decree of 29 
January 1992 and the successive integration of the 
Ministerial Decree of 1998, such facilities are hos-
pitals and also includes Scientific Instiutions of Re-
search and Care (ndt: IRCCS), University Polyclinics 
and accredited private facilities. Within the ambit of 
the national territory a network of services must be 
created that performs the activity of highly special-
ized intensive rehabilitation, addressed to the large 
reference basin in relation to the epidemiology of 
the types of disabilities treated, identified by the na-
tional health programme. Additionally, the reference 
centres carry out the following functions:

—— the preparation of operational protocols for 
the acquisition of epidemiological data relative to 
the invalidating illnesses on the provincial and re-
gional level;

—— the promotion of clinical research and control-
led experiences to favour new techniques of reha-
bilitation;

—— professional training, specialization and re-
freshment of operators;

—— the offer of technical consultancy for the con-
struction and experimentation of aids, prostheses 

ogies that interact with the rehabilitation prognosis, 
also find an appropriate setting in this phase. These 
situations require contiguous management with the 
specializations, instrumental and technological con-
ferrals of the acute phase.

—— The objective of the intervention is further 
clinical stabilization, with re-establishment of an in-
dependent condition and/or manageability in an ex-
tra-hospital environment. Patients who gain access 
are characterized by: concomittant comorbidity that 
interacts with the rehabilitation prognosis;

—— the need for specialist rehabilitation compe-
tence in the management of the disabled person in 
serious and critical condition and the need for spe-
cialist multidisciplinary medical consultancy.

Upon achievement of a condition of clinical sta-
bility that does not require medical presence 24 
hours per day, or when high complexity diagnostic 
requirements cease to exist, which are available only 
in a regimen of hospitalization, it is opportune to re-
sort to intensive extra-hospital rehabilitation when-
ever the resource is available in the territory.

Management of the phase of dismissal and conti-
nuity in the departmental itinerary of rehabilitation 
require integration with the network of territorial 
services and close collaboration with the general 
practitioner or paediatrician of choice (ndt: MMG/
PLS). The rehabilitation intervention must be under-
stood as at least three hours per day and is dis-
tributed by the rehabilitation specialist physician, by 
rehabilitation health professionals and by nursing 
personnel. The social worker and psychologist may 
contribute for the time necessary for achievement of 
the daily hours required for the rehabilitation inter-
vention.

The rehabilitation activity must envision the avail-
ability of advanced diagnostic and therapeutic tech-
nology and/or the meaningful support of various 
specialist medical competencies.

In intensive rehabilitation, various levels of assist-
ance can be identified, which require differentiations 
in valorization on the basis of different degrees of 
clinical complexity, disability, multiple morbidities 
and documented absorption of resources.

All of the assistential and rehabilitative activities 
must be documented and recorded in the clinical re-
habilitation records, which are an integral part of the 
IRP. Rehabilitative action with specific competencies 
must guarantee:
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Emerging needs in the ambit of rehabilitation

The epidemiological and demographic evolution 
and the development of new technologies, which 
enables the system to overcome critical phases of 
pathologies with a chronic evolution and acquired 
disabilities, determine the growth of the problem of 
postacute criticalities in serious disabilities.

An adequate response to this need, as already 
demonstrated from experiences in some regions, 
could envision the institution of spinal units and 
units for serious cardiological and respiratory disa-
bilities, characterized by dedicated multidisciplinary 
teams and functional logistical structures equipped 
with specific advanced technologies.

Rehabilitation units for patients with SCI

The spinal unit, in functional connection with a 
1st level Department of Emergency Urgency and Ac-
ceptance (DEA) structure, is designed to complete 
the dedicated network for SCI patients, in collabo-
ration with the Unipolar Spinal Units (USU) and to 
assist patients with:

—— bone marrow lesions of the traumatic and 
non-traumatic type (infective, vascular and neoplas-
tic) clinically stabilized, without serious respiratory 
problems;

—— complications, as the result of marrow lesions 
which, due to the seriousness and complexity of the 
clinical and diagnostic management, cannot be dealt 
with adequately and safely in a regimen of intensive 
hospitalization;

—— the need for follow up clinical and diagnos-
tic evaluation, in order t prevent complications and 
which, due to the complexity of the clinical outlook, 
cannot be dealt with in other assistential settings.

Rehabilitation units for patients with serious respira-
tory pathologies

The unit for serious disabling respiratory patholo-
gies is a sub-intensive unit designed prevalently to 
manage emergencies in the process of stabilization, 
of respiratory diseases; this unit accepts patients af-
fected by acute respiratory insufficiency due to prim-
itive respiratory causes and due to neuro-muscular 
illnesses or chronic respiratory insufficiency that has 
reverted to the acute stage, as well as pre and post 
lung transplant patients.

and Orthotics.

The activity of highly specialized intensive reha-
bilitation should be led to organizational integration, 
which, on the regional and national scene, guaran-
tees dedicated itineraries as rehabilitative networks:

—— for person affected by myelolesions acquired 
through dedicated structures for the acute phase 
and structures for the management of complications 
in the stabilized phase;

—— for persons affected by acquired serious cer-
ebral lesions and serious encephalic traumas; for 
persons affected by serious disabilities in the age of 
development

—— for persons with acquired neuro-psychological 
disturbances.

Following application of the 1998 guidelines and 
the regional reading, the current situation is shown 
in Figure 1.

—— Points of improvement:

—— adequate concentration of beds on the region-
al level;

—— inclusion of beds available in a department 
of rehabilitation in order to guarantee continuity in 
the itinerary and coordination between the various 
assistential-rehabilitative settings; guaranteeing ap-
propriate acceptance of patients in the age of de-
velopment;

—— guarantee of passage to settings requiring less 
commitment upon improvement of the condition of 
intensity; improvement of acceptance in the terri-
tory;

—— introduction of objective criteria of assistential 
and rehabilitative complexity (indicators).

R
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21

Spinal unit
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Serious disability
unit age of devel

Acq. neuro psychic
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Figure 1.—Situation according to the 1998 guidelines.
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eters, making it impossible to dismiss the patient at 
that time and to manage him at home.

Extensive rehabilitaton

The activity of extensive rehabilitation is distrib-
uted within the ambit of hospital and extra hospital 
environments, in a continuous or diurnal cycle resi-
dential regimen. It is characterized by health reha-
bilitation intervention:

—— for patients who are not self-sufficient, with 
potential for functional recovery, who cannot benefit 
or sustain intensive rehabilitation treatment requir-
ing hospitalization, inasmuch as they are clinically 
unstable. Disabling pathologies involving several 
organs in highly complex persons, as previously 
described (HCP), with complex clinical-assistential 
situations of complexity due to the co-morbidity of 
concomitant pathologies that interact with the reha-
bilitation prognosis, also find an appropriate setting 
in this phase. These situations require contiguous 
management with the specializations, instrumental 
and technological conferrals of the acute phase. The 
objective of the intervention is further clinical sta-
bilization, with re-establishment of an independent 
condition and/or manageability in an extra-hospital 
environment. Patients who gain access are charac-
terized by:

—— concomitant comorbidity that interacts with 
the rehabilitation prognosis;

—— the need for specialist rehabilitation compe-
tence in the management of the disabled person in 
critical condition and the need for specialist multi-
disciplinary medical consultancy.

The rehabilitation intervention must be under-
stood as at least one hour per day, distributed by 
the rehabilitation specialist physician, by rehabilita-
tion health professionals and by nursing personnel. 
The social worker and the psychologist, where nec-
essary, support the rehabilitation intervention and 
contribute to the definition and realization of the 
plan for dismissal and reintegration within a congru-
ous time frame; normally the hospitalization must 
not be extended beyond 60 days.

All of the assistential and rehabilitative activities 
must be documented and recorded in the clinical 
rehabilitation records, which are an integral part of 
the IRP.

It is located in hospital structures equipped or 
functionally connected with Intensive Therapy, 
Cardiological, Pneumonology and Toracic Surgery 
Units.

Intervention for patients treated in the Unit fo-
cuses on the definitive respiratory and internal sta-
bilization, the restoration of autonomy in basic vital 
functions, initial treatment of the most important in-
validating impairment and, where possible, on the 
total or partial “weaning” from ventilation.

Patients who gain access are characterized by:
—— a state of respiratory insufficiency undergo-

ing stabilization or, in any case, potentially unstable, 
which requires continuous monitoring;

—— continuous and/or sub continuous invasive 
mechanical ventilation, which is indispensable for 
admission (secondary or at least a hypercapnic 
coma).

Rehabilitation units for patients with serious car-
diac pathologies unit

The serious disabling cardiac pathologies is a Sub-
intensive unit designed to assist patients in a state 
of clinical instability due to a very recent acute car-
diovascular event, for the duration of the complex 
postacute or surgical problems or due to a lack of 
response to conventional therapy with cardiac de-
compensation, but with potential for functional clin-
ical recovery. The Unit’s intervention on patients is 
focused on definitive internal stabilization, restora-
tion of autonomy in basic vital functions and initial 
treatment of the most important impairments.

The unit is located in a hospital unit equipped 
or functionally connected with a cardio surgery and 
cardiological department.

The patients come from:
—— Intensive Cardiological Therapy units for re-

cent acute events (acute coronatic syndrome within 
the first 5 days), with a program for early dismissal;

—— from Intensive Surgical Therapy Units, at an 
early stage (post operatory, within the first 5 days), 
or because they are experiencing complications, in 
a successive phase (chronic phase with a great need 
for assistance);

—— or they are:
—— affected by severe ventricular insufficiency 

and/or with cardiac decompensation and unrespon-
sive to conventional therapy, requiring infusions 
and continuous monitoring of hemodynamic param-
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degree of ADL disability requiring a multi-profes-
sional team (at least 3 types of professionals for 
rehabilitation, including the rehabilitation special-
ist physician) which performs an all-inclusive ac-
ceptance over the long term, through an Individual 
Rehabilitation Plan that envisions multiple therapy 
programmes. These rehabilitation activities are dis-
tributed in the form of complex ambulatory pack-
ages within rehabilitative departmental structures 
(current examples of implementation are the Day 
Service or dedicated ambulatory centres, in accord-
ance with regional experiences), with an overall 
duration of treatments of at least 90 minutes. The 
assistance administrated to patents must be record-
ed in a Rehabilitation Clinical Record, where the 
variations seen in implementation of the IRP, articu-
lated in the various rehabilitation programmes, are 
recorded.

—— “non-complex case”: users affected by impair-
ments and/or disabilities of any origin, which, on the 
basis of an Individual Rehabilitation Plan, require a 
single therapeutical programme for rehabilitation, 
distributed either directly by the rehabilitation spe-
cialist physician or through the IRP by a single type 
of rehabilitation professional; these users must be ac-
cepted for reduced periods of time; the duration of 
the access must be at least 30 minutes. The rehabilita-
tion activity in a regiment of specialist ambulatory as-
sistance may be included among activities distributed 
by facilities and services located within the ambit of 
the hospital, dedicated to the distribution of specialist 
ambulatory services for ambulatory patients.

Access is granted to the ambulatory rehabilitation 
itineraries through an examination by a rehabilita-
tion specialist physician, at the request of the Gen-
eral Practitioner or Paediatrician of Choice, who in-
dicates the clinical problem(s) to be evaluated. The 
examination is concluded with the General Practi-
tioner/Paediatrician of Choice specialist report and 
the successive acceptance of the person, where nec-
essary; the timing for access must take into account 
the degree of modification possible of the disability 
and the possible risk of complications. Every region 
will have to detail certain timing for the distribution 
of the treatments envisioned by the rehabilitation 
plan. In order to ensure respect of the timing estab-
lished, appropriate planning is necessary, which can 
be implemented only through integration within the 
Rehabilitation Department.

The community

The departmental rehabilitation itinerary finds 
natural continuity on the territorial level, the con-
text where it is possible to verify the actual outcome 
in terms of activity and participation. The territorial 
ambit is therefore the privileged place for contextual 
intervention on the environmental components and 
on personal factors (ICF)

In fact, upon completion of the individual reha-
bilitation plan, it is necessary to continue the reha-
bilitation intervention in order to achieve integration 
and social inclusion. The less intensive extensive re-
habilitation intervention may therefore be functional 
to achievement of the objective set for the individual 
plan, especially for specialist activities to integrate 
or reintegrate the patient in a working environment, 
scholastic integration, realising an independent life 
in the community.

Discharge from hospital

Coherently with the principle of “acceptance” and 
the need to guarantee a single integrated rehabilita-
tion itinerary in the various therapeutic settings of 
the rehabilitation network to the disabled person 
with acute symptoms who has been hospitalized, 
the phases of passage between the various reha-
bilitation settings and, in particular, protected dis-
missal and “critical dismissals”, as well as the neces-
sary continuity in rehabilitation intervention at the 
home or in assistance facilities (in connection with 
the General Practitioners and Paediatricians of Free 
choice, as well as the territorial services), must be 
cared for and monitored within the ambit of the de-
partment, with suitable instruments of evaluation of 
the appropriateness.

Outpatients services

Within the ambit of the organization of the De-
partment on the hospital and extra-hospital ambu-
latory level, it is necessary to differentiate between 
two distinct types of users, defined on the basis of 
differentiated needs and levels of rehabilitation in-
tervention, independently of the age segment of the 
population the subject belongs to:

—— (the complex case: users affected by impor-
tant impairments and/or disabilities, often multiple 
in nature, with possible permanent results, a high 
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replaceable role as long as the patient is subject to 
possible active change in his level of functional effi-
ciency; beyond this limit, however, it is necessary to 
consider the implementation of an appropriate life-
style for the disabled person, analogously to what 
takes place for persons with chronic disturbances.

In chronic illnesses, a sedentary lifestyle becomes 
the minimum common denominator that determines 
and accelerates the process of disability.

APA (Appropriate Physical Activity) plays vari-
ous roles: reconditioning following rehabilitation, 
combating hypo mobility, favouring socialization, 
promoting a more correct lifestyle (prevention); it 
therefore appears to be a valid aid capable not only 
of interrupting this vicious circle, but also of creating 
a virtuous one.

APA is not rehabilitation activity, but maintenance 
and prevention, whose purpose is to facilitate the 
acquisition of lifestyles that are useful in maintaining 
the best possible level of autonomy and the quality 
of life.

APA, performed regularly, is capable of producing 
improvements in walking, resistance to physical effort, 
reducing difficulties in performing the activities of dai-
ly life necessary to guarantee autonomy in the home 
and out of the home; additionally, it favours and pro-
vides incentives for socialization, improving the tone 
of humour, motivations, social and family relations.

Finally, the value of APA should not be forgotten 
in terms of education and training, through the ac-
tive involvement of the subject in his own health 
plan and plan to gain independence, thanks to the 
promotion of regular activity and a more appropri-
ate lifestyle.

The venues where APA is performed may be mu-
nicipal gyms, protected facilities, associations, fitness 
centres, open spaces (cycling routes, life itineraries, 
etc.), but which are not health facilities, in any case. 
The involvement of social services and volunteer as-
sociations, etc., is fundamental in structuring itiner-
aries and in seeking dedicated venues.

Operators who direct these activities are not 
health professionals. It is indispensable for all of 
these operators to possess appropriate specific train-
ing on themes related to motory disability. Among 
the specialist facilities for the prescription of physi-
cal activity, Sports Medicine specialists can contrib-
ute to the definition of activity protocols, monitoring 
the evolution of readaptation.

Since the APA programmes do not fall within the 

Home

Restoring the person to his own life environment 
is the most important objective of the rehabilitation 
itinerary, which all of the intervention programmed 
in the individual rehabilitation plan must tend to 
achieve.

The rehabilitation treatment at the domicile of the 
subject may, in this sense, constitute the continua-
tion of the treatment realized in the previous phases, 
within the ambit of the IRP, representing the area 
of maximum collaboration with the General Practi-
tioner and Paediatrician of Choice.

Such treatment can be distributed when envi-
sioned by the rehabilitation plan developed by the 
rehabilitation specialist physician or in cases where, 
to cope with a rehabilitation need, the patient can-
not gain access to ambulatory services.

The home environment is the privileged venue 
for intervention within the competence of the occu-
pational therapist, for environmental adaptation and 
training for the use of aids and rehabilitation tech-
nologies. To this end, domiciliary access should be 
envisioned by the rehabilitation specialist physician 
and physicians with specialist and technical compe-
tence, for intervention within their realm of activity 
and training for caregivers.

Social service and health facilities

For social service and health facilities not explicitly 
mentioned in the previous paragraphs, which per-
form rehabilitation treatments in the territorial ambit 
indicated by previous norms, the regions may envi-
sion the appropriate placement of such structures, 
on the basis of the regional requirements for accredi-
tation, in order to guarantee correct integration of 
its rehabilitation network, taking the provisions of 
Legislative Decree n. 229/99 into consideration.

Physical exercise and disability

The National Prevention Plan (2010-2012) valor-
ized the role of physical activity in promoting not 
only the well being of healthy people, but also its 
fundamental action in contrasting the chronic phase 
of the disability, thus representing a logical and 
physiological continuance of the rehabilitation.

In fact, the rehabilitation process, with its thera-
peutical intervention, plays an indispensable and ir-
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Research in rehabilitation presents peculiarities 
that differentiate it from other disciplines; the out-
come rehabilitation, for example, is difficult to meas-
ure, inasmuch as it tends to evaluate behaviour and 
not a single biological parameter.

In this sense, research in rehabilitative medicine 
does not focus only on the organ damage, but on 
the reduction of the disability, which is obtained 
both through direct intervention on the function or 
structure, as well as through suitable strategies to re-
duce the limitations and restrictions in participation, 
obtained even and above all by addressing interac-
tion between the person and his context, placing the 
person at the centre of action.

Hopefully, an interdisciplinary research activity 
with the objective of contributing to the following 
aspects will be implemented and promoted:

—— defining instruments of measurement accord-
ing to the International Classification of Functioning 
of the WHO, which are essential in the construction 
of specific indicators for rehabilitation;

—— identifying valid protocols of inclusion and re-
introduction of the patient in his family and social 
environment;

—— identifying strategies and methodologies of 
evaluation of the adaptation and inclusion/reintro-
duction in the work or scholastic environment;

—— developing new organizational models for the 
integration of the various resources (internal and ex-
ternal to the public and private health system), in 
order to guarantee efficiency within the system;

—— identifying and validating criteria of appropri-
ateness of the rehabilitation itineraries and indica-
tors of effectiveness and efficiency of the process.

The facilities designated for rehabilitation research 
must possess competence and working methodolo-
gies capable of developing a level of in depth analy-
sis, as well as clinical capabilities, also of integration 
with the overall network of care.

In evidence-based medicine research requires suit-
able facilities, including the facilities of the National 
Health Service, which, in addition to its assistance 
duties, also performs duties of clinical research; it 
also requires dedicated subjects, who know how to 
unite overall rehabilitation capabilities with the spe-
cific capabilities of research. It is also indispensable 
for everything to be connected with places of care 
in terms of “demand”, in order to orient research 
and translate the activities into clinical advantages 

realm of health services recognized by the Decree 
of the President of the Council of Ministers dated 29 
November 2001, the cost is not attributable to the 
National Health Service, but is considered as an ide-
al continuance of the itinerary of reconditioning to 
be promoted in the territory and the Regions, within 
the ambit of their relative autonomy, may determine 
the manner of application within the ambit of their 
programming choices.

APA is substantially configured as group motory 
activity; these groups must be restricted in number 
and homogeneous and the criterion of aggregation 
may be based on the functional profiles of the us-
ers. Another characteristic f these programs, since 
we are dealing with maintenance activities, is that 
they continue in time as much as possible.

The performance of these activities will take place 
within the competencies of organizational articula-
tions present in the territory (primary medicine) and 
the role of rehabilitation specialist physicians may 
be of support, coordination and specific contribu-
tions in the most critical situations.

Research in rehabilitation

For many years, rehabilitative medicine suffered 
the consequences of the absence of scientifically 
valid and validated itineraries and instruments, mak-
ing an empirical approach its modus operandi in as-
sistance and research. In the age of medicine based 
on evidence, this approach has created a deep cul-
tural and scientific divide between rehabilitation and 
other specializations, which has begun to be elimi-
nated only in recent years.

Research in rehabilitation has made great progress 
in recent years, availing itself of the methodologi-
cal contributions of evidence-based medicine. Tra-
ditionally, the main scientific interest has been to 
study the physiopathological alterations and the re-
cover of functions; more recently, a growing number 
of trials have been conducted, in a perspective of 
evaluating the effectiveness of rehabilitation in dis-
abilities due to various pathologies. Meta-analyses 
are already available for some conditions, of con-
trolled trials, from which important indications have 
been derived for the development of research, with 
the use of new technologies in rehabilitation, such 
as robotics, for example, virtual reality and tele-re-
habilitation.
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The 2010-2012 Pact for Health between the State 
and Regions, in defining the new parameters of the 
hospital offer, reduced the number of beds for acute 
patients to 3.3% of the inhabitants and established 
the level of 0.7% of the inhabitants for rehabilitation 
activities.

Thus, the conditions have been created for a pro-
found reorganization of the hospital network, free-
ing up resources for rehabilitation and the territory.

This amounts to a new culture that is being cre-
ated in the most advanced areas of the country, 
which envisions the indispensable procedures for 
access, timely processes and acceptance of persons 
within the ambit of disabilities, which notoriously 
avails itself of network systems (hospitals and terri-
tory) capable of following the patient in the stages 
of evolution, in relationships between the physical 
and relational condition.

The 2006-2008 National Health Plan also encour-
ages the introduction, even in the complex world 
of rehabilitation, of clinical instruments of govern-
ance capable of guaranteeing quality, appropriate-
ness and care safety, implementing the use of clini-
cal guidelines and assistential itineraries, employing 
the principles of evidence based medicine.

Appreciable consolidated experiences have also 
been seen in the various regional systems of reha-
bilitation, which could become the common patri-
mony and a source of evaluation and more in-depth 
study, if adequately disseminated.

The territorial dimension where the continuity 
and quality of care must be guaranteed, both in ex-
tra-hospital facilities and in the patients’ homes, is 
no less complex. The presence of well-structured 
district services capable of governing the network 
and the various “node to node” passages, is funda-
mental in this process.

The regional and local networks must be sized 
according to the epidemiology, principles of effi-
cient management and, when necessary, wit inter-
corporation or interregional agreements that guar-
antee adequate basins of users to ensure public and 
private excellence.

All of this must be implemented with a view to 
realising horizontal subsidiarity, capable of involv-
ing the local community, the world of volunteer 
and non profit organizations and all parties capable 
of supporting the patient, not only in terms of the 
therapeutic dimensions, but in the affective and rela-
tional realm as well, in accordance with the relative 

to transfer, in a timely manner, to daily caregiving 
activities.

Moreover, given the fact that rehabilitation inter-
vention aims to involve the entire person in his glo-
bality, the evaluation of indicators of the outcome 
is particularly difficult. This situation is further ag-
gravated by the complexity of every individual case, 
which makes it problematic to apply methodologies 
of research that are normally used in other disci-
plines; this has given rise to the possible use of the 
“case by case” methodology, providing the scientific 
method is used.

It has therefore become essential to enhance “re-
search capabilities” in rehabilitation, understood as 
the process of individual and institutional develop-
ment leading to a higher level of knowledge and 
greater ability in conducting profitable research.

Health and rehabilitation finances

The epidemiological outlook shows how the gener-
al improvement of living conditions has brought an in-
crease in the number of persons with chronic illnesses 
or disabilities and growing recourse to rehabilitation, 
understood as the process that aims to recuperate per-
sons with disabilities and the quality of life.

The latest ISTAT reading in 2005 shows that in 
Italy, there are 2,609,000 disabled persons, or 4.8% 
of the population over 6 years of age who live in 
the family. Considering that there are over 200,000 
resident patients in social and health venues, there 
is an overall total of approximately 2.8 million disa-
bled persons.

The analysis on recovery activities, according to 
the General Directorate of Health Programming of 
the Ministry of Health, documents some 12,128,678 
hospitalizations in 2008, a good 361,391 of which 
are for rehabilitation, 294,644 in an ordinary regi-
men and 64,747 in day hospitals.

The epidemiological evolution did not find an ad-
equate response in terms of quantity and quality, 
neither in hospital facilities nor in extra-hospital and 
ambulatory facilities.

The data shows that there is an over-abundant 
offer of beds, of hospitalization in the area of acute 
illnesses and a modest offer, with strong territorial 
differentiations, moreover, in the area of disabilities, 
with the inevitable inappropriateness in hospitaliza-
tion and care processes.
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the patient’s personal records and the portability of 
the data, through a special card. Additional benefits, 
especially with reference to quality and remodelling 
of the offer, may be gained from the development 
of institutional accrediting systems, capable of open-
ing a new and more qualified era of collaboration 
between public and private organizations, especially 
in terms of the complementary nature of the organi-
zation of services.

Institutional accrediting, in fact, offers the oppor-
tunity of signing contracts between public (regional) 
and private parties, making the process of distribu-
tion and the type of services more homogeneous 
and well governed.

The norm also offers not a few opportunities for 
public and private partnerships, even in processes 
of investment and pooling of their respective know 
how.

A last reference to the prospects that are opened 
up with Law n. 42 dated 5 May 2009 on Fiscal Fed-
eralism, in application of Article 119 of the Constitu-
tion, cannot be overlooked.

The objective of a transition from historical cost to 
standard cost will open up a long process of acquisi-
tion of analytical information on costs and services, 
precisely to build up cost standards and of activities 
that are not available in a widespread and articu-
lated manner today.

Information technology systems, which are still 
not very active in territorial systems, will constitute 
an indispensable instrument to enrich information 
on the patient and on the system of care.

Conclusions

This document provides orientation for the imple-
mentation, on the part of regional administrations, 
and contextualization in their respective territories.

The strategies of orientation are represented by:
—— the central position of the citizen, who is safe-

guarded by individual, personalized plans and by 
the consequent assistance and rehabilitation itiner-
ary, as well as by the continuity of the individual re-
habilitation plan in the various assistential contexts 
and settings;

—— the need for an individual rehabilitation plan 
for the itinerary of care and the definition of the re-
habilitation offer;

WHO report, which has now become the patrimony 
of a new assistance culture, even in our country (the 
bio-psycho-social model).

In terms of programmers, especially on the re-
gional and corporation level, the foregoing chapters 
correctly outlined the type of offer, assistance stand-
ards, procedures of access, technologies and organi-
zational and professional dimensions of assistance.

At this particular time of transformation of the 
welfare system in our country, and of international 
economic conditioning, the theme of sustainability 
of the system and consequently the ability of the 
health system model to use available resources to 
the best advantage and in the most appropriate 
manner has taken on primary importance.

If all of this is a foregone conclusion, even with 
the additional margin of improvement in some areas 
of the country, in other regions, especially in the 
central-southern regions, the situation of services is 
much less structured and far from guaranteeing the 
levels of assistance envisioned by the law, and re-
quires the implementation of extensive processes of 
reorganization.

Guaranteeing Essential Levels of Assistance (ndt: 
LEA) is the specific duty of the State and the situa-
tion of serious regional deficits “shadows” them in 
processes of reorganization to ensure citizens equity 
in access and therapeutical opportunities. The focal 
question is not insufficient financing of the national 
health system, in any case, but organizational pro-
cedures in the distribution of services and the ap-
propriateness of the venue of treatment and medical 
practices based on clinical evidence.

In fact, a considerable difference in regional costs 
has been seen for individual levels of assistance, 
even in the area in question, revealing considerable 
potential for improvements in efficiency and, conse-
quently, in the quality of expenditures.

The activities of the Permanent Joint Committee 
for verification of the Essential Levels of Assistance 
are stressed in this connection.

In fact, internal adjustment should be envisioned, 
also and above all in terms of resources conferred 
to the macro assistance functions, assigning greater 
space to disabilities, to medicine in the territory, and 
to integration between health, social and hospital 
services. An important result in terms of cohesion 
of the network and actual continuity in accepting 
patients may be gained through the development of 
Information and Communications Technology (ICT), 
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—— identification of emerging needs within the 
ambit of rehabilitation, with solutions for critical 
post-acute situations in serious disabilities;

—— unified coordination of the various assisten-
tial itineraries, characterized by the departmental 
mode.

—— identification in the individual rehabilitation 
plan of the conclusion and acceptance in the health 
system, with respect to the outcome;

—— organization of the multidisciplinary and in-
terprofessional team, showing the role of the team 
director and his disciplinary connotation;

M
IN

ERVA
 M

EDIC
A

COPYRIG
HT®

T
hi

s 
do

cu
m

en
t i

s 
pr

ot
ec

te
d 

by
 in

te
rn

at
io

na
l c

op
yr

ig
ht

 la
w

s.
 N

o 
ad

di
tio

na
l r

ep
ro

du
ct

io
n 

is
 a

ut
ho

riz
ed

. I
t i

s 
pe

rm
itt

ed
 fo

r 
pe

rs
on

al
 u

se
 to

 d
ow

nl
oa

d 
an

d 
sa

ve
 o

nl
y 

on
e 

fil
e 

an
d 

pr
in

t o
nl

y 
on

e 
co

py
 o

f t
hi

s 
A

rt
ic

le
. I

t i
s 

no
t p

er
m

itt
ed

 to
 m

ak
e 

ad
di

tio
na

l c
op

ie
s 

(e
ith

er
 

sp
or

ad
ic

al
ly

 o
r 

sy
st

em
at

ic
al

ly
, e

ith
er

 p
rin

te
d 

or
 e

le
ct

ro
ni

c)
 o

f t
he

 A
rt

ic
le

 fo
r 

an
y 

pu
rp

os
e.

 It
 is

 n
ot

 p
er

m
itt

ed
 to

 d
is

tr
ib

ut
e 

th
e 

el
ec

tr
on

ic
 c

op
y 

of
 th

e 
ar

tic
le

 th
ro

ug
h 

on
lin

e 
in

te
rn

et
 a

nd
/o

r 
in

tr
an

et
 fi

le
 s

ha
rin

g 
sy

st
em

s,
 e

le
ct

ro
ni

c 
m

ai
lin

g 
or

 a
ny

 o
th

er
 m

ea
ns

 w
hi

ch
 

m
ay

 a
llo

w
 a

cc
es

s 
to

 th
e 

A
rt

ic
le

. T
he

 u
se

 o
f a

ll 
or

 a
ny

 p
ar

t o
f t

he
 A

rt
ic

le
 fo

r 
an

y 
C

om
m

er
ci

al
 U

se
 is

 n
ot

 p
er

m
itt

ed
. T

he
 c

re
at

io
n 

of
 d

er
iv

at
iv

e 
w

or
ks

 fr
om

 th
e 

A
rt

ic
le

 is
 n

ot
 p

er
m

itt
ed

. T
he

 p
ro

du
ct

io
n 

of
 r

ep
rin

ts
 fo

r 
pe

rs
on

al
 o

r 
co

m
m

er
ci

al
 u

se
 is

 n
ot

 p
er

m
itt

ed
. I

t i
s 

no
t p

er
m

itt
ed

 to
 r

em
ov

e,
 c

ov
er

, o
ve

rla
y,

 o
bs

cu
re

, b
lo

ck
, o

r 
ch

an
ge

 a
ny

 c
op

yr
ig

ht
 n

ot
ic

es
 o

r 
te

rm
s 

of
 u

se
 w

hi
ch

 th
e 

P
ub

lis
he

r 
m

ay
 p

os
t o

n 
th

e 
A

rt
ic

le
. I

t i
s 

no
t p

er
m

itt
ed

 to
 fr

am
e 

or
 u

se
 fr

am
in

g 
te

ch
ni

qu
es

 to
 e

nc
lo

se
 a

ny
 tr

ad
em

ar
k,

 lo
go

, o
r 

ot
he

r 
pr

op
rie

ta
ry

 
tio

n 
of

 th
e 

P
ub

lis
he

r.



 

UEMS PRM Section and Board 
EUROPEAN UNION OF MEDICAL SPECIALISTS 
Section of Physical and Rehabilitation Medicine 

European Board of Physical and Rehabilitation Medicine 

UNION EUROPÉENNE DES MÉDECINS SPÉCIALISTES  
Section de Médecine Physique et de Réadaptation 

Collège Européen de Médecine Physique et de Réadaptation 
 

 

Website UEMS Section and Board PRM: http://www.euro-prm.org/ 1 

 

16th March 2018 

 

DECLARATION	

 

UEMS	 PRM	 Section	 and	 Board	 strongly	 supports	 the	 leading	 role	 of	 PRM	 doctors	 in	

rehabilitation	and	the	necessity	of	the	laws	regulations	assuring	close	cooperation	between	all	

members	of	the	rehabilitation	team.	

Physical	and	Rehabilitation	Medicine	(PRM)	is	a	basic	medical	specialty	with	biopsychosocial	

multimodal	 approach,	which	apart	 from	 the	medical	 contribution,	 includes	the	prescription,	

cooperation	and	coordination	of	the	actions	of	several	health	professions	like	physiotherapy,	

occupational	 therapy,	 clinical	 psychology,	 clinical	 social	work,	 prosthetics-orthotics	 etc.	 The	

best	possible	rehabilitation	results	cannot	be	achieved	with	an	isolated	intervention	of	just	one	

health	profession.	

	
General Secretary of  

UEMS PRM Section and Board 
Dr. Mauro Zampolini 

 

	
	

	
	



 

UEMS PRM Section and Board 

EUROPEAN UNION OF MEDICAL SPECIALISTS 

Section of Physical and Rehabilitation Medicine 
European Board of Physical and Rehabilitation Medicine 

UNION EUROPÉENNE DES MÉDECINS SPÉCIALISTES  

Section de Médecine Physique et de Réadaptation 
Collège Européen de Médecine Physique et de Réadaptation  

 

Website UEMS Section and Board PRM: http://www.euro-prm.org/ 1 

 

June 23, 2016. 

 

DECLARATION 

 

UEMS PRM Section & Board strongly supports the leading role of PRM doctors in rehabilitation 

and the necessity of the laws regulations assuring close cooperation between all members of 

the rehabilitation team. 

PRM is a basic medical specialty with biopsychosocial multimodal approach, which apart from 

the medical contribution, includes the prescription, cooperation and coordination of the actions 

of several health professions like physiotherapy, occupational therapy, clinical psychology, 

clinical social work, prosthetics-orthotics etc. The best possible rehabilitation results cannot be 

achieved with an isolated intervention of just one health profession. 

 

Prof. Nicolas Christodoulou 

UEMS PRM Section president 

 



V O L U M E  5 4  -  N o .  2  -  A P R I L  2 0 1 8

EUROPEAN JOURNAL OF
PHYSICAL AND REHABILITATION

MEDICINE
MEDITERRANEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE

formerly
EUROPA MEDICOPHYSI CA

Chief  Editor: Stefano NEGRINI

PU
BB

LI
CA

ZI
ON

E 
PE

RI
OD

IC
A 

BI
ME

ST
RA

LE
 - 

PO
ST

E 
ITA

LI
AN

E 
S.

P.A
. -

 S
PE

D.
 IN

 A
.P.

D.
L.

 3
53

/2
00

3 
(C

ON
V.

 IN
 L

. 2
7/

02
/2

00
4 

N°
 4

6)
 A

RT
. 1

, C
OM

MA
 1

, D
CB

/C
N 

- I
SS

N 
19

73
-9

08
7 

 TA
XE

 P
ER

ÇU
E

Official Journal of
Italian Society of Physical and Rehabilitation Medicine (SIMFER)
European Society of Physical and Rehabilitation Medicine (ESPRM)

    European Union of Medical Specialists - Physical and Rehabilitation Medicine Section (UEMS - PRM)
In association with

International Society of Physical and Rehabilitation Medicine (ISPRM)

European Physical and Rehabilitation Medicine Bodies Alliance

WHITE BOOK
ON 

PHYSICAL AND REHABILITATION MEDICINE
IN EUROPE

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



Board of Directors

Statistical Advisor

This journal is PEER REVIEWED and is indexed by: CINAHL, Current Contents/Clinical Medicine, EMBASE, PubMed/MEDLINE, Science Citation Index Expanded (SciSearch), Scopus
Impact Factor: 1.827
Published by Edizioni Minerva Medica - Corso Bramante 83-85 - 10126 Torino (Italy) - Tel. +39 011 678282 - Fax  +39 011 674502 - Web Site: www.minervamedica.it
Editorial office: ejprm@minervamedica.it - Subscriptions: subscriptions.dept@minervamedica.it - Advertising:  journals3.dept@minervamedica.it
Chief Editor address: S. Negrini - University of Brescia - Viale Europa 11 - 25123 Brescia, Italy - IRCCS Don Gnocchi Milan, Via Capecelatro 66, 20141 Milan, Italy.
E-mail: stefano.negrini@med.unibs.it - snegrini@dongnocchi.it - stefano.negrini@isico.it
Annual subscriptions:
Italy - Individual: Online € 120,00, Print € 125,00, Print+Online € 130,00; Institutional: Print € 170,00, Online (Small € 357,00, Medium € 410,00, Large € 429,00, 
Print+Online (Small € 375,00, Medium € 427,00, Large € 444,00).
European Union - Individual: Online € 200,00, Print € 205,00, Print+Online € 215,00; Institutional: Print € 290,00, Online (Small € 357,00, Medium € 410,00, Large € 429,00, 
Print+Online (Small € 375,00, Medium € 432,00, Large € 450,00).
Outside European Union - Individual: Online € 220,00, Print € 230,00, Print+Online € 240,00; Institutional: Print € 315,00, Online (Small € 375,00, Medium € 432,00, Large 
€ 450,00), Print+Online (Small € 398,00, Medium € 455,00, Large € 473,00).
Subscribers: Payment to be made in Italy: a) by check; b) by bank transfer to: Edizioni Minerva Medica, INTESA SANPAOLO Branch no. 18 Torino. IBAN: IT45 K030 6909 
2191 0000 0002 917 c) through postal account no. 00279109 in the name of Edizioni Minerva Medica, Corso Bramante 83-85, 10126 Torino; d) by credit card Diners Club 
International, Master Card, VISA, American Express. Foreign countries: a) by check; b) by bank transfer to: Edizioni Minerva Medica, INTESA SANPAOLO Branch no. 18 
Torino. IBAN: IT45 K030 6909 2191 0000 0002 917; BIC: BCITITMM c) by credit card Diners Club International, Master Card, VISA, American Express.
Members: for payment please contact the Society.
Notification of changes to mailing addresses, e-mail addresses or any other subscription information must be received in good time. Notification can be made by sending 
the new and old information by mail, fax or e-mail or directly through the website www.minervamedica.it at the section “Your subscriptions
- Contact subscriptions department”. Complaints regarding missing issues must be made within six months of the issue’s publication date.
Prices for back issues and years are available upon request.
©	 Copyright 2018 by Edizioni Minerva Medica - Torino. All right reserved. No part of this publication may be reproduced, stored or transmitted in any form or any means, 

without the prior permission of the copyright owner. Bimonthly publication. Authorized by Turin Court no. 1705 of April 28, 1965. Secretariat of the Italian Society of 
Physical Medicine and Rehabilitation - c/o Fondazione Pro Juventute - Via Maresciallo Caviglia 30 - 00194 Roma

Senior Editor
P. DI BENEDETTO

(Udine, Italy)

Managing Editor
A. OLIARO
(Turin, Italy)

Scientific Secretaries
N. BAROTSIS (Naxos, Greece) - F. GIMIGLIANO (Naples, Italy)

S. MOSLAVAC (Varaždinske Toplice, Croatia) - A. PICELLI (Verona, Italy)
S. Pinto (Lisbon, Portugal) - P. SALE (Rome, Italy - A. SANTAMATO (Foggia, Italy)

Editorial Board

Chief-Editor
S. NEGRINI (Brescia-Milan, Italy)

Deputy Editors
M. G. CERAVOLO (Ancona, Italy)  
G. STUCKI (Nottwil, Switzerland) 

M. ZAMPOLINI (Trevi, Italy)

Honorary Consulting Editor
F. FRANCHIGNONI (Veruno, Italy)

Associate Editors
M. DI MONACO (Turin, Italy) - G. FERRIERO (Veruno, Italy)

M. FRANCESCHINI (Rome, Italy) - L. OZCAKAR (Ankara, Turkey)
M. PAOLONI (Rome, Italy) - S. PAOLUCCI (Rome, Italy)

N. SMANIA (Verona, Italy) - F. ZAINA (Milan, Italy)

M. G. BENEDETTI (Bologna, Italy)
F.C. Boyer (Reims, France)
H. Burger (Ljubljana, Slovenia)
A. CANTAGALLO (Padua, Italy)
S. Carda (Lausanne, Switzerland)
R. CASALE (Montescano, Italy)
E. DALLA TOFFOLA (Pavia, Italy)
P. FIORE (Foggia, Italy)
C. Foti (Rome, Italy)
R. FRISCHKNECHT (Lausanne, Switzerland)

R. GIMIGLIANO (Naples, Italy)
S. Grazio (Zagreb, Croatia)
C. Gutenbrunner (Hannover, Germania)
W. Janssen (Rotterdam, the Netherlands)
J.  Karppinen  (Oulu, Finland)
C. KIEKENS (Leuven, Belgium)
A. Kukucvedeci (Ankara, Turkey)
M.-M. Lefevre-Colau (Paris, France)
T. LEJEUNE (Brussels, Belgium)
J. Lexell (Lund, Sweden)

S. MASIERO (Padua, Italy)
T. MEYER (Hannover, Germany)
F. MOLTENI (Costa Masnaga, Italy)
A. Oral (Istanbul, Turkey)
L. Padua (Rome, Italy)
T. PATERNOSTRO-SLUGA (Vienna, Austria)
V. SANTILLI (Rome, Italy)
S. Sterzi (Rome, Italy)
L. TESIO (Milan, Italy)
T. Vlak (Split, Croatia)

N. CHRISTODOULOU (UEMS-PRM Section) - A. DELARQUE (ESPRM) - G. AKYUZ (MFPRM) - P. FIORE (SIMFER)

I. H. VILLAFANE (Milan, Italy)

MEDITERRANEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE
formerly EUROPA MEDICOPHYSICA

Official Journal of
Italian Society of Physical and Rehabilitation Medicine (SIMFER)
European Society of Physical and Rehabilitation Medicine (ESPRM)

European Union of Medical Specialists - Physical and Rehabilitation Medicine Section (UEMS-PRM)
Mediterranean Forum of Physical and Rehabilitation Medicine (MFPRM)

Hellenic Society of Physical and Rehabilitation Medicine (EEFIAP)

In association with
International Society of Physical and Rehabilitation Medicine (ISPRM)

Founded as Europa Medicophysica by ITALIAN SOCIETY OF PHYSICAL AND REHABILITATION MEDICINE (SIMFER) and TOMASO OLIARO in 1965
Chief-Editors - D. FIANDESIO (1964-1986)  - S. BOCCARDI  (1987-1991) - F. FRANCHIGNONI  (1992-1995) - P. DI BENEDETTO (1995-2004) - S. NEGRINI (2004-2007)

EUROPEAN JOURNAL OF
PHYSICAL AND REHABILITATION

MEDICINE

This Journal complies with the Code of Self-Discipline of Medical/Scientific Publishers associated with FARMAMEDIA and may accept advertisingThis Journal is associated with

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



The European Journal of Physical and Rehabilitation Medicine publishes 
papers of clinical interest in physical and rehabilitation medicine. Manuscripts 
may be submitted in the form of editorials, original articles, systematic review 
articles, case reports, special articles and letters to the Editor.
Manuscripts are expected to comply with the instructions to authors which 
conform to the Uniform Requirements for Manuscripts Submitted to 
Biomedical Editors by the International Committee of Medical Journal Editors 
(http://www.icmje.org).
Articles not conforming to international standards will not be considered for 
acceptance. 
Submission of manuscripts
Papers should be submitted directly to the online Editorial Office at the Edizioni 
Minerva Medica website: http://www.minervamedicaonlinesubmission.it
Authors are requested to choose a corresponding author delegated to commu-
nicate with the journal during the manuscript submission, peer review and pub-
lication process. Although for technical and organizational reasons the corre-
sponding author has primary responsibility for correspondence with the journal, 
copies of the most significant correspondence will be sent to all listed authors.
Duplicate or multiple publication
Submission of the manuscript means that the paper is original and has not yet 
been totally or partially published, is not currently under evaluation elsewhere, 
and, if accepted, will not be published elsewhere either wholly or in part. 
Splitting the data concerning one study in more than one publication could be 
acceptable if authors justify the choice with good reasons both in the cover let-
ter and in the manuscript. Authors should state the new scientific contribution 
of their manuscript as compared to any previously published article derived 
from the same study. Relevant previously published articles should be includ-
ed in the cover letter of the currently submitted article.
Permissions to reproduce previously published material
Material (such as illustrations) taken from other publications must be accom-
panied by the publisher’s permission.
Copyright
The Authors agree to transfer the ownership of copyright to European Journal  
of Physical and Rehabilitation Medicine in the event the manuscript is published. 
Ethics committee approval
All articles dealing with original human or animal data must include a state-
ment on ethics approval at the beginning of the methods section, clearly 
indicating that the study has been approved by the ethics committee. This 
paragraph must contain the following information: the identification details of 
the ethics committee; the name of the chairperson of the ethics committee; the 
protocol number that was attributed by the ethics committee and the date of 
approval by the ethics committee.
The journal adheres to the principles set forth in the Helsinki Declaration 
(http://www.wma.net/en/30publications/10policies/b3/index.html)) and states 
that all reported research concerning human beings should be conducted in 
accordance with such principles. The journal also adheres to the International 
Guiding Principles for Biomedical Research Involving Animals (http://
www.cioms.ch/index.php/12-newsflash/227-cioms-and-iclas-release-the-new-
international-guiding-principles-for-biomedical-research-involving-animals) 
recommended by the WHO and requires that all research on animals be con-
ducted in accordance with these principles. 
Patient consent
Authors should include at the beginning of the methods section of their manu-
script a statement clearly indicating that patients have given their informed 
consent for participation in the research study.
Every precaution must be taken to protect the privacy of patients. Authors 
should obtain permission from the patients for the publication of photographs 
or other material that might identify them. If necessary the Editors may request 
a copy of such permission.
Conflicts of interest
Authors must disclose possible conflicts of interest including financial agree-
ments or consultant relationships with organizations involved in the research. 
All conflicts of interest must be declared both in the authors’ statement form 
and in the manuscript file. If there is no conflict of interest, this should also be 
explicitly stated as none declared. All sources of funding should be acknowl-
edged in the manuscript. 
Authorship and contributorship
All persons and organizations that have participated to the study must be 
listed in the byline of the article (authors) or in the notes (contributors). The 
manuscript should be approved by all co-authors, if any, as well as, tacitly or 
explicitly, by the responsible authorities of the institution where the work was 
carried out. Authors and contributors must meet the criteria for authorship and 
contributorship established by the Uniform Requirements for Manuscripts 
Submitted to Biomedical Editors by the International Committee of Medical 
Journal Editors (http://www.icmje.org). 
Authors’ statement
Papers must be accompanied by the authors’ statement (http://www.minerva-
medica.it/en/journals/europa-medicophysica/index.php) relative to copyright, 
originality, authorship, ethics and conflicts of interest, signed by all authors.

Disclaimer
The Publisher, Editors, and Editorial Board cannot be held responsible for the 
opinions and contents of publications contained in this journal.

The authors implicitly agree to their paper being peer-reviewed. All manuscripts 
will be reviewed by Editorial Board members who reserve the right to reject 
the manuscript without entering the review process in the case that the topic, 
the format or ethical aspects are inappropriate. Once accepted, all manuscripts 
are subjected to copy editing. If modifications to the manuscript are requested, 
the corresponding author should send to the online Editorial Office the revised 
manuscript under two separate files, one file containing the revised clean ver-
sion and another containing both a letter with point-by-point responses to the 
reviewers’ comments and the revised version with corrections highlighted.
Correction of proofs should be limited to typographical errors. Substantial 
changes in content (changes of title and authorship, new results and corrected 
values, changes in figures and tables) are subject to editorial review. Changes 
that do not conform to the journal’s style are not accepted. Corrected proofs must 
be sent back within 3 working days to the online Editorial Office of the European 
Journal of Physical and Rehabilitation Medicine. In case of delay, the editorial 
staff of the journal may correct the proofs on the basis of the original manuscript. 
Publication fees are €500.00 per article (€300.00 if the first author is a member 
of the Italian Society of Physical and Rehabilitation Medicine – SIMFER). 
Editorial Board members are entitled to have one article published free per 
year provided they are the first author of the article. Colour figures, linguistic 
revision, and excessive alterations to proofs will be charged to the authors.
For further information about publication terms please contact the Editorial 
Office of the European Journal of Physical and Rehabilitation Medicine, 
Edizioni Minerva Medica, Corso Bramante 83-85, 10126 Torino, Italy – 
Phone +39-011-678282 – Fax +39-011-674502 
E-mail: ejprm@minervamedica.it.

ARTICLE TYPES

Instructions for the most frequent types of articles submitted to the journal.
Editorials. Commissioned by the Editor in Chief, editorials deal with a subject 
of topical interest about which the author expresses his/her personal opinion. 
No more than 1000 words (3 typed, double-spaced pages) and up to 15 refer-
ences will be accepted. 
Original articles. These should be original contributions to the subject. The 
text should be 3000-5500 words (8 to 16 typed, double-spaced pages) not 
including references, tables, figures. No more than 50 references will be 
accepted. The article must be subdivided into the following sections: introduc-
tion, materials and methods, results, discussion, conclusions. Please add to the 
Material and Methods a complete description of the treatments applied using 
the following standard table adapted from the TIDIeR checklist (http://www.
equator-network.org/reporting-guidelines/tidier). The Journal supports the 
efforts to increase quality of writing in scientific papers. We require authors to: 
— choose, according to the design of their paper, one of the following guide-
lines;
— conform the structure of their paper to the checklist requirements;
— specify in the covering letter which checklist was chosen.
Guidelines (for more information, see http://www.equator-network.org): 
— randomized controlled trials (CONSORT - http://www.consort-statement.org);
— non-randomized controlled trials (TREND - http://www.cdc.gov/trendstate-
menta); 
— observational studies (STROBE - http://www.strobe-statement.org);
— quality improvement in health care (SQUIRE - http://www.squire-state-
ment.org).
Systematic reviews and meta-analyses. Systematic reviews and meta-analy-
ses are welcome. The text should be 6000-12000 words (17 to 34 typed, dou-
ble-spaced pages) not including references, tables, figures. No more than 100 
references will be accepted. The article must be subdivided into the following 
sections: introduction, materials and methods, results, discussion, conclusions.
In this case, we require authors to:
— choose, according to the design of their paper, one of the following guide-
lines;
— conform the structure of their paper to the checklist requirements;
— specify in the covering letter which checklist was chosen.
Guidelines (for more information, see http://www.equator-network.org):
— systematic reviews (PRISMA - http://www.prisma-statement.org);
— meta-analyses of observational studies (MOOSE - http://www.equatornet-
work.org/index.aspx?0=1052).
Case reports. These give a description of particularly interesting cases. 
The text should be 1500-2000 words (4 to 5 typed, double-spaced pages) 
not including references, tables, figures. No more than 10 references will be 
accepted. The article must be subdivided into the following sections: introduc-
tion, case report or clinical series, discussion, conclusions. 
In this case, we require authors to conform the structure of their paper to the 
requirements of the following guidelines:
— CARE for case reports (http://www.care-statement.org);

INSTRUCTIONS TO AUTHORS

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



Special articles. These are articles on the history of medicine, health care 
delivery, ethics, economic policy and law concerning physical and rehabilita-
tion medicine. The text should be 3000-7000 words (8 to 20 typed, double-
spaced pages) not including references, tables, figures. No more than 50 refer-
ences will be accepted.
Letters to the Editor. These may refer to articles already published in the 
journal or to a subject of topical interest that the authors wish to present to 
readers in a concise form. The text should be 500-1000 words (1 to 3 typed, 
double-spaced pages) not including references, tables, figures. No more than 5 
references will be accepted.
Guidelines. These are documents drawn up by special committees or authori-
tative sources.
The number of figures and tables should be appropriate for the type and length 
of the paper.

PREPARATION OF MANUSCRIPTS

Text file
Manuscripts must be drafted according to the template for each type of paper 
(editorial, original article, review, case report, special article, letter to the Editor).
The formats accepted are Word (.DOC) and RFT. The text file must contain 
title, authors’ details, abstract, key words, text, references, notes and titles of 
tables and figures. Tables and figures should be submitted as separate files. 
The file should not contain active hyperlinks. 

Title and authors’ details
Short title, with no abbreviations. First name in full, middle name’s initial, 
surname of the authors. Collective name, if any, as last author. Corresponding 
author marked with an asterisk. Affiliation (section, department and institu-
tion) of each author. Name, address, e-mail of the corresponding author.

Abstract and key words
For original articles, the abstract should be structured as follows: Background 
(what is already known and what is not), Aim (what was studied), Design 
(type of study: systematic review, meta-analysis, RCT, observational, longi-
tudinal, controlled, blinded, other), setting (location/facility: inpatient, out-
patient, community, other), Population (who was evaluated), Methods (what 
was done), Results (what was found), Conclusion (what this paper adds to the 
literature), Clinical Rehabilitation Impact (how the study results could improve 
everyday practice in rehabilitation clinics). The abstract must not exceed 350 
words. For systematic reviews and meta-analyses, the abstract should be struc-
tured as follows: introduction, evidence acquisition, evidence synthesis, con-
clusions. The abstract must not exceed 350 words. For case reports and single-
case studies the abstract should be structured as follows: Background (what 
is already known and what is not), Case report (short description), Clinical 
Rehabilitation Impact (what is new to the actual clinical Rehabilitation knowl-
edge). The abstract must not exceed 150 words. 
No abstracts are required for editorials or letters to the Editor.
Key words should refer to the terms from Medical Subject Headings (MeSH) 
of MEDLINE/PubMed.  

Text
Identify methodologies, equipment (give name and address of manufacturer 
in brackets) and procedures in sufficient detail to allow other researchers to 
reproduce results. Specify well-known methods including statistical procedures; 
mention and provide a brief description of published methods which are not yet 
well known; describe new or modified methods at length; justify their use and 
evaluate their limits. For each drug generic name, dosage and administration 
routes should be given. Brand names for drugs should be given in brackets. 
Units of measurement, symbols and abbreviations must conform to international 
standards. Measurements of length, height, weight and volume should be given 
in metric units (meter, kilogram, liter) or their decimal multiples. Temperatures 
must be expressed in degrees Celsius. Blood pressure must be expressed in mil-
limeters of mercury. All clinical chemistry measurements should be expressed 
in metric units using the International System of Units (SI). The use of unusual 
symbols or abbreviations is strongly discouraged. The first time an abbreviation 
appears in the text, it should be preceded by the words for which it stands.

References
It is expected that all cited references will have been read by the authors. 
The references must contain only the authors cited in the text, be numbered 
in Arabic numerals and consecutively as they are cited. Bibliographical 
entries in the text should be quoted using superscripted Arabic numer-
als. References must be set out in the standard format approved by the 
International Committee of Medical Journal Editors (http://www.icmje.org).

Journals

Each entry must specify the author’s surname and initials (list all authors when 
there are six or fewer; when there are seven or more, list only the first six and 
then “et al.”), the article’s original title, the name of the Journal (according to 
the abbreviations used by MEDLINE/PubMed), the year of publication, the 
volume number and the number of the first and last pages. When citing refer-
ences, please follow the rules for international standard punctuation carefully. 

Examples:
- Standard article. 
Sutherland DE, Simmons RL, Howard RJ. Intracapsular technique of trans-
plant nephrectomy. Surg Gynecol Obstet 1978;146:951-2. 
- Organization as author
International Committee of Medical Journal Editors. Uniform requirements for 
manuscripts submitted to biomedical journals. Ann Int Med 1988;108:258-65. 
- Issue with supplement 
Payne DK, Sullivan MD, Massie MJ. Women’s psychological reactions to 
breast cancer. Semin Oncol 1996;23(1 Suppl 2):89-97.

Books and monographs

For occasional publications, the names of authors, title, edition, place, pub-
lisher and year of publication must be given.
Examples:
- Books by one or more authors 
Rossi G. Manual of Otorhinolaryngology. Turin: Edizioni Minerva Medica; 
1987. 
- Chapter from book 
De Meester TR. Gastroesophageal reflux disease. In: Moody FG, Carey LC, 
Scott Jones R, Ketly KA, Nahrwold DL, Skinner DB, editors. Surgical treat-
ment of digestive diseases. Chicago: Year Book Medical Publishers; 1986. p. 
132-58. 
- Congress proceedings 
Kimura J, Shibasaki H, editors. Recent advances in clinical neurophysiol-
ogy. Proceedings of the 10th International Congress of EMG and Clinical 
Neurophysiology; 1995 Oct 15-19; Kyoto, Japan. Amsterdam: Elsevier; 1996. 

Electronic material

- Standard journal article on the Internet
Kaul S, Diamond GA. Good enough: a primer on the analysis and interpreta-
tion of noninferiority trials. Ann Intern Med [Internet]. 2006 Jul 4 [cited 2007 
Jan 4];145(1):62-9. Available from:
http://www.annals.org/cgi/reprint/145/1/62.pdf
- Standard citation to a book on CD-ROM or DVD
Kacmarek RM. Advanced respiratory care [CD-ROM]. Version 3.0. 
Philadelphia: Lippincott Williams & Wilkins; ©2000. 1 CD-ROM: sound, 
color, 4 3/4 in.
- Standard citation to a homepage
AMA: helping doctors help patients [Internet]. Chicago: American Medical 
Association; ©1995-2007 [cited 2007 Feb 22]. Available from: http://www.
ama-assn.org/.
Footnotes and endnotes of Word must not be used in the preparation of refer-
ences.
References first cited in a table or figure legend should be numbered so that 
they will be in sequence with references cited in the text taking into consid-
eration the point where the table or figure is first mentioned. Therefore, those 
references should not be listed at the end of the reference section but consecu-
tively as they are cited.

Notes
Authors’ contribution statement; list of the members of the collective name 
(author’s name in full, middle name’s initial in capital letters and surname, 
with relevant affiliation); contributors’ names; mention of any funding, 
research contracts; conflicts of interest; dates of any congress where the paper 
has already been presented; acknowledgements. 

Titles of tables and figures
Titles of tables and figures should be included both in the text file and in the 
file of tables and figures.

File of tables
Each table should be submitted as a separate file. Formats accepted are Word 
(.DOC) and RTF. Each table should be created with the Table menu of the 
word processing software of the operating system employed, by selecting the 
number of rows and columns needed. Tabulations are not allowed. Each table 
must be typed correctly and prepared graphically in keeping with the page 
layout of the journal, numbered in Roman numerals and accompanied by the 
relevant title. Notes should be inserted at the foot of the table and not in the 
title. Tables should be referenced in the text sequentially.

File of figures
Each figure should be submitted as a separate file. Formats accepted: JPEG 
set at 300 dpi resolution preferred; other formats accepted are TIFF and PDF 
(high quality). Figures should be numbered in Arabic numerals and accompa-
nied by the relevant title. Figures should be referenced in the text sequentially.
Reproductions should be limited to the part that is essential to the paper.
Histological photographs should always be accompanied by the magnification 
ratio and the staining method.
If figures are in color, it should always be specified whether color or black and 
white reproduction is required.

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



White Book 
on 

Physical and Rehabilitation Medicine 
in Europe

European Physical and Rehabilitation 
Medicine Bodies Alliance

European Academy of Rehabilitation Medicine (EARM) 
European Society of Physical and Rehabilitation Medicine (ESPRM)

European Union of Medical Specialists PRM section (UEMS-PRM section) 
European College of Physical and Rehabilitation Medicine (ECPRM) – served by  

the UEMS-PRM Board

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



Vol. 54 - No. 2	 EUROPEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE	 VII

125
Foreword

126
Preface

128
Executive summary

132
Introduction

Vol. 54	 April 2018	 No. 2

132
Methodology of the third edition of the White Book 
of Physical and Rehabilitation Medicine in Europe

137
Glossary

142
List of contributors

154
Abbreviations

MEDITERRANEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE
formerly EUROPA MEDICOPHYSICA

CONTENTS

WHITE BOOK 
ON 

PHYSICAL AND REHABILITATION MEDICINE
IN EUROPE

EUROPEAN JOURNAL OF
PHYSICAL AND REHABILITATION

MEDICINE

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



CONTENTS

VIII	 EUROPEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE	 April 2018

BACKGROUND OF PHYSICAL  
AND REHABILITATION MEDICINE

156
Chapter 1. Definitions and concepts of Physical and 
Rehabilitation Medicine

166
Chapter 2. Why rehabilitation is needed by individu-
al and society

177
Chapter 3. A primary medical specialty: the funda-
mentals of Physical and Rehabilitation Medicine

ORGANIZATION OF PHYSICAL AND 
REHABILITATION MEDICINE IN EUROPE 

186
Chapter 4. History of the specialty: where Physical 
and Rehabilitation Medicine comes from

198
Chapter 5. The Physical and Rehabilitation Medicine 
organizations in Europe: structure and activities

PRACTICE OF PHYSICAL AND 
REHABILITATION MEDICINE IN EUROPE 

214
Chapter 6. Knowledge and skills of Physical and 
Rehabilitation Medicine physicians

230
Chapter 7. The clinical field of competence: Physical 
and Rehabilitation Medicine in practice

261
Chapter 8. The Physical and Rehabilitation Medicine 
specialty in the healthcare system and society

279
Chapter 9. Education and continuous professional 
development: shaping the future of Physical and 
Rehabilitation Medicine

287
Chapter 10. Science and research in Physical and 
Rehabilitation Medicine: specificities and challenges

THE WAY FORWARD 

311
Chapter 11. Challenges and perspectives for the 
future of Physical and Rehabilitation MedicineP

R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



Vol. 54 - No. 2	 European Journal of Physical and Rehabilitation Medicine	 125

Anno: 2018
Mese: April
Volume: 54
No: 2
Rivista: European Journal of Physical and Rehabilitation Medicine
Cod Rivista: Eur J Phys Rehabil Med

Lavoro: 5143-WB-EJPRM
titolo breve: White Book on Physical and Rehabilitation Medicine (PRM) in Europe
primo autore: European Physical and Rehabilitation Medicine Bodies Alliance
pagine: 125-55
citazione: Eur J Phys Rehabil Med 2018;54:125-55

ABSTRACT      
The White Book (WB) of Physical and Rehabilitation Medicine (PRM) in Europe is produced by the 4 European PRM Bodies (European Acad-
emy of Rehabilitation Medicine – EARM, European Society of PRM – ESPRM, European Union of Medical Specialists – PRM Section, Euro-
pean College of PRM-ECPRM served by the European Union of Medical Specialists-PRM Board) and constitutes the reference book for PRM 
physicians in Europe. It has now reached its third edition; the first was published in 1989 and the second in 2006/2007. The WB has multiple 
purposes, including providing a unifying framework for European countries, to inform decision-makers on European and national level, to offer 
educational material for PRM trainees and physicians and information about PRM to the medical community, other rehabilitation professionals 
and the public. 
The WB states the importance of PRM, a primary medical specialty that is present all over Europe, with a specific corpus disciplinae, a common 
background and history throughout Europe. PRM is internationally recognized and a partner of major international bodies, including the World 
Health Organization (WHO). PRM activities are strongly based on the documents of the United Nations (UN) and WHO, such as the Conven-
tion of the Rights of Persons with Disabilities (2006), the World Report on Disability (2011), the WHO Global Disability Action Plan 2014-2021 
(2014) and the WHO initiative “Rehabilitation 2030: a call for action” (2017).
The WB is organized in 4 sections, 11 chapters and some appendices. The WB starts with basic definitions and concepts of PRM and continues 
with why rehabilitation is needed by individuals and society. Rehabilitation focuses not only on health conditions but also on functioning. Ac-
cordingly, PRM is the medical specialty that strives to improve functioning of people with a health condition or experiencing disability. The 
fundamentals of PRM, the history of the PRM specialty, and the structure and activities of PRM organizations in Europe are presented, followed 
by a thorough presentation of the practice of PRM, i.e. knowledge and skills of PRM physicians, the clinical field of competence of PRM, the 
place of the PRM specialty in the healthcare system and society, education and continuous professional development of PRM physicians, spe-
cificities and challenges of science and research in PRM. The WB concludes with the way forward for the specialty: challenges and perspectives 
for the future of PRM.
(Cite this article as: European Physical and Rehabilitation Medicine Bodies Alliance. White Book on Physical and Rehabilitation Medicine in Europe. 
Introductions, Executive Summary, and Methodology. Eur J Phys Rehabil Med 2018;54:125-55. DOI: 10.23736/S1973-9087.18.05143-2)
Key words: Physical and Rehabilitation Medicine - Europe - Functioning - Disability.

White Book on Physical and Rehabilitation Medicine in Europe
Introductions, Executive Summary, and Methodology

European Physical and Rehabilitation Medicine Bodies Alliance

Foreword

The first edition of the White Book (WB) of PRM in 
Europe was written with the ambition of becoming a 

working instrument that would enable health sector au-
thorities and teachers of medicine to take the necessary 
regulatory steps towards compulsory inclusion of PRM 
in medical studies, as well as to achieve effective, opti-
mized harmonization of training of specialists in PRM 
in Europe.

The second edition of the WB of PRM in Europe 
aimed to ensure that PRM is seen as a significant Eu-
ropean medical specialty, where high quality practitio-
ners ensure good standards of care, practice based on 
scientific evidence and within their respective national 
contexts. This is achieved by defining the PRM special-

ty, its work, the competencies of its practitioners and 
its relationships to other medical disciplines and allied 
health professions.

Both editions of the White Book of PRM in Europe 
were well received not only by health professionals but 
also by policymakers who have widely used the infor-
mation contained in the White Book for organizing re-
habilitation delivery. Ten years after the release of the 
second edition, the European PRM bodies consider it 
timely to update the content of the White Book in order 
to illustrate how the specialty has developed and how 
recent trends are influencing practice.

The third edition of the White Book of PRM in Eu-
rope is produced by the European PRM Bodies Alli-
ance (UEMS PRM Section, European College of PRM 
served by the UEMS PRM Board, ESPRM and EARM). 

European Journal of Physical and Rehabilitation Medicine 2018 April;54(2):125-55 
DOI: 10.23736/S1973-9087.18.05143-2Online version at http://www.minervamedica.it
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As the result of a joint effort by the representatives of 
these PRM bodies who are responsible for setting stan-
dards for PRM clinical practice, education, and scien-
tific research in Europe, the White Book reflects differ-
ent aspects essential for the development of appropriate, 
widely accessible, and sustainable rehabilitation care. It 
serves as the reference book for PRM physicians in Eu-
rope that guide their interactions with individuals with 
disability, with colleagues in other medical disciplines 
and health allied professionals, as well as in negotia-
tions with respective national governments and national 
health system authorities.

This third edition of the White Book of PRM in Eu-
rope aims at: 

—— describing the work of the PRM specialty and its 
PRM physicians in a changing world of health care sys-
tems and shrinking resources;

—— reacting and contributing to medical innovation;
—— developing strategies to meet the challenge of sci-

entific and technological advances;
—— dealing with changing perspectives of disability;
—— promoting and facilitating the autonomy of people 

with disabilities and their participation in everyday life;
—— establishing itself as a reference for PRM practice 

and academic life for young health professionals (espe-
cially medical doctors in training);

—— emphasizing a European perspective.
The White Book is organized in four sections, 11 

chapters and some appendices. It is a “collective effort” 
by all delegates and members of the European Bodies. Its 
thoughtful and practical structure meticulously adhered 
to by the editors under the coordination of Prof. Stefano 
Negrini, will contribute to the White Book’s impact and 
successful implementation in PRM practice in Europe.

We wish to use this opportunity to congratulate all 
the authors who have contributed to the content of this 
important publication. 

On behalf of the European PRM Bodies Alliance, 
the Presidents of the European PRM Bodies: 

Xanthi Michail (European Academy of Rehabilitation Medicine) 
Alain Delarque (European Society of Physical  

and Rehabilitation Medicine) 
Nicolas Christodoulou (Physical and Rehabilitation Medicine 

Section of the European Union of Medical Specialists) 
Maria Gabriella Ceravolo (European College of Physical  

and Rehabilitation Medicine)

Preface

The White Book (WB) of Physical and Rehabilita-
tion Medicine (PRM) in Europe has served as the 

reference book for PRM physicians in Europe since 
1989, when the first edition was published by the Uni-
versidad Complutense of Madrid 1 upon the initiative 
of the European Academy of Rehabilitation Medicine 
(EARM), the Section of Physical Medicine and Reha-
bilitation of the European Union of Medical Special-
ists (UEMS), and the European Federation of Physical 
Medicine and Rehabilitation (EFPMR). This first edi-
tion is now of historical value, not only because the 
world has changed considerably since then, PRM has 
also evolved. Particularly, the terms of reference for the 
specialty has changed, reflecting the conceptual evolu-
tion of health according to World Health Organization’s 
(WHO) classifications — first in 1980 with the Inter-
national Classification of Impairment, Disability and 
Health (ICIDH) 2 and then in 2001 with the Internation-
al Classification of Functioning, Disability and Health 
(ICF).3 This evolution is testified by the name of the 
specialty, now called PRM. Accordingly, the European 
Bodies involved have also changed: they now comprise 
the European Academy of Rehabilitation Medicine 
(EARM — ethical and “philosophical” function), the 
European Society of PRM (ESPRM — scientific func-
tion), the European Union of Medical Specialists Sec-
tion (professional function) and the European College 
of PRM (served by UEMS PRM Board - educational 
function). 

They produced the second edition in 2006, published 
at that time by Europa Medicophysica (now European 
Journal of PRM) 4 and the Journal of Rehabilitation 
Medicine.5 In this third edition, the European PRM 
Bodies have come together under the umbrella name 
“European PRM Bodies Alliance,” to state a collabora-
tion that has existed and has been growing for many 
years. The Alliance holds the intellectual property and 
copyrights for the WB as well as for its editions in the 
various languages. 

Since the second edition of the WB, the United Na-
tions (UN) Convention on the Rights of Persons with 
Disabilities (referred to “Convention” from now on) 6 
has implemented the important Article 26 “Habilita-
tion and Rehabilitation”.7 For first time, rehabilitation 
is defined as one of the most important interventions to 
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During the WB’s preparation, WHO launched “Re-
habilitation 2030: a call for action” 10 in February 2017 
involving over 200 stakeholders and at which the WHO 
Recommendations on rehabilitation in health systems 
were presented. These initiatives are meant to: 

—— draw attention to the increasing unmet needs for 
rehabilitation in the world; 

—— highlight the role of rehabilitation in achieving 
the Sustainable Development Goals proposed by the 
United Nations; and

—— call for coordinated and concerted global action 
towards strengthening rehabilitation in health systems.

Common to all of these initiatives, the training of 
PRM physicians and improvements in the quality of 
care are internationally agreed goals to improve health-
related rehabilitation services and to enable persons 
with health conditions experiencing, or likely to ex-
perience, disability to achieve and maintain optimal 
functioning in interaction with their environment. The 
European PRM Bodies have adopted these goals and 
this third edition of the WB on PRM in Europe aims to 
contribute to achieving these goals.

The objective of the WB is thus to describe from a 
European perspective, the work of the specialty of PRM 
and of PRM physicians in:

—— a changing world of health care systems and 
shrinking funding;

—— reacting and contributing to medical progress and 
technological innovation;

—— developing strategies to meet the challenge of sci-
entific and technological advances;

—— dealing with changing perspectives of disability; 
—— promoting and facilitating the autonomy and par-

ticipation of persons with disabilities in everyday life; 
—— being a didactic reference for PRM practice and 

academic life for young health professionals (especially 
medical doctors in training).

Consequently, the WB has multi-faceted values that 
start from the educational role for PRM physicians in 
training, to the unifying function for European states 
and to the political utility facing governments across 
Europe and the EU. These are important for PRM, 
whose role is sometimes not well understood, par-
ticularly from the perception of those outside the spe-
cialty. PRM is continually collaborating with other 
specialties and other rehabilitation professionals on 
health, education and research activities. This book 

“enable persons with disabilities to attain and maintain 
maximal independence, full physical, mental, social and 
vocational ability and full inclusion and participation in 
all aspects of life.” Consequently, the Convention urged 
sovereign states to “organise, strengthen and extend 
comprehensive habilitation and rehabilitation services 
and programs, particularly in the areas of health, em-
ployment, education and social services.” This Article 
also included “the development of initial and continu-
ing training for professionals and staff working in ha-
bilitation and rehabilitation services.” For PRM, there 
are two important messages, which are: 1) access to re-
habilitation is a human right and 2) training of highly 
qualified rehabilitation professionals are keys to con-
tributing to the Convention’s goals.

Responding the Convention, WHO and the World 
Bank produced the World Report on Disability 8 in 2011, 
which relied on scientific evidence for the first time to 
describe the life experiences and situation of persons 
with disability and from which relevant recommenda-
tions were made. One of the main findings was that the 
prevalence of disability is higher than expected (amount-
ing to around 15% of the world population). The WRD 
highlighted the contribution of rehabilitation to “a per-
son achieving and maintaining optimal functioning in in-
teraction with their environment.” The report described 
“Rehabilitation Medicine” as being “concerned with 
improving functioning through the diagnosis and treat-
ment of health conditions, reducing impairments, and 
preventing or treating complications” and it highlighted 
the role of medical doctors with specific expertise in 
medical rehabilitation called “physiatrists, rehabilitation 
doctors, or physical and rehabilitation medicine special-
ists.” It also recognized that “Rehabilitation Medicine 
has shown positive outcomes, for example, in improv-
ing joint and limb function, pain management, wound 
healing, and psychosocial well-being”.

This “new” perspective of rehabilitation and PRM is 
underscored by the WHO Global Disability Action Plan 
2014-2021, “Better Health for All People with Disabili-
ties”, with its objective to “strengthen and extend reha-
bilitation, habilitation, assistive technology, assistance 
and support services, and community-based rehabilita-
tion.” One of the success indicators for these goals is 
“the number of graduates from educational institutions 
per 10,000 people — by level and field of education”. In 
this indicator, PRM is explicitly mentioned.9 
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Europe. Moving to practice, the fundamentals of PRM 
(knowledge, skills and abilities of PRM physicians), the 
field of competence (PRM in practice) and the place in 
healthcare systems and society are discussed. Education 
of PRM in Europe (shaping the future) and science and 
research in PRM (challenges and specificities) are also 
reported before reaching the conclusions: the way for-
ward for PRM in Europe (challenges and perspectives 
for the future).

This edition of the WB is a further important step for 
the future of the specialty of PRM, in Europe and be-
yond. It results from the work of the following stake-
holders (also see the acknowledgment section in the 
appendix).

—— the initiative and authorship of the 4 European 
PRM Bodies joined in a single productive Alliance, 

—— the coordination of 11 editors, 
—— the efforts of 38 first authors and 63 co-authors to 

produce 62 individual contributions,
—— the voluntary work of 38 internal and 39 external 

reviewers,
—— the consensus of 241 delegates and academicians 

of 36 European countries reached in 30 months of work.

The editors of the 3rd Edition of the White Book: 
Stefano Negrini, Pedro Cantista, Maria Gabriella Ceravolo, 

Nicolas Christodoulou, Alain Delarque,  
Christoph Gutenbrunner, Carlotte Kiekens,  

Saša Moslavac, Enrique Varela-Donoso, 
Anthony B. Ward, Mauro Zampolini

Executive summary

Overview

The third edition of the White Book (WB) of Physi-
cal and Rehabilitation Medicine (PRM) in Europe 

is produced by the European PRM Bodies Alliance in-
cluding the European Academy of Rehabilitation Medi-
cine (EARM), the European Society of PRM (ESPRM), 
the European Union of Medical Specialists (UEMS) 
PRM Section and the European College of PRM (served 
by the UEMS-PRM Board). It is the reference book for 
PRM physicians in Europe. It is dedicated to provide 
comprehensive information about PRM that is relevant 
for PRM physicians, other health professionals, health 

aims to clarify the role of PRM in collaboration with 
other:

—— medical specialties on treating patients with 
health conditions that cross discipline lines, with con-
sideration of PRM’s focus on activity and participation;

—— rehabilitation professionals who also address 
activity and participation problems experienced by pa-
tients, while keeping its unique medical role in diag-
nosis, functional assessment and prognosis and team 
management. 

PRM is an independent primary medical specialty, 
present in almost all European countries, with specific 
specialist competences and a common background and 
history. Moreover, PRM is internationally recognized 
and a partner of major international bodies, including 
WHO, lending PRM influence in the UN’s and WHO’s 
activities. In light of this, the publication of the WB by 
all of the European PRM bodies is valuable for persons 
(especially those with a disability) living in Europe, for 
European PRM as a specialty, for healthcare planners 
and policymakers and for society in general.

All of these concepts as well as some new concepts 
will be expanded in this latest edition of the WB. This 
edition of the WB is much more of a “collective ef-
fort” compared to the previous editions –— as already 
mentioned, the European PRM Bodies Alliance was 
established and its collaborative efforts brought this 
new edition of the WB to fruition. There is also a new 
methodological chapter outlining the methodology that 
guided the development of content in each chapter of 
the WB. Furthermore, the historical chapter reflects the 
aforementioned developments, and a conceptualization 
of the fundamentals of PRM as a specialty is introduced. 

The WB is presented in four sections (the background 
of PRM, its organization and practice in Europe and the 
conclusions) with appendices (including the methods 
section). The WB starts with basic definitions (the con-
cepts and the specialty) before looking at the relevance 
of rehabilitation to people with disabling conditions and 
to society (i.e. why it is needed). General rehabilitation, 
that is not specifically medical, is then introduced, fol-
lowed by a transition to describing PRM, the medical 
specialty devoted to rehabilitating patients and persons 
with disabilities. The definition of PRM as a primary 
medical specialty (the core concepts) is presented along 
with its development (where PRM comes from) and or-
ganization (PRM activities and their representation) in 
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also includes improving health behavior and promoting 
the positive influence of personal and environmental 
factors on functioning. 

The profile of PRM includes the following:
—— PRM is a person- and functioning-oriented medi-

cal specialty (contrary to the organ- and disease- ori-
ented specialties or specialties that focus on specific age 
groups).

—— PRM physicians have medical responsibilities 
and additional competences in setting-up a functional 
assessment.

—— PRM physicians can directly provide treatments, 
and/or lead the multi-professional rehabilitation team 
that works in a collaborative way with other disciplines.

—— PRM has a multimodal approach including a 
wide range of treatment tools (including medicines, 
exercises, physical modalities and other rehabilitation 
interventions, some of which provided by other reha-
bilitation professionals). 

—— PRM treats the individual’s health conditions fo-
cusing on reducing impairments and activity limitations 
in order to empower patients to achieve full participation. 

—— PRM has a transversal role and collaborates with 
all other specialties.

PRM is focused on the person and not on a specific 
disease or setting, thus PRM physicians collaborate 
with many other medical specialists and health profes-
sionals and have a role in different health care settings 
(e.g. acute and/or post-acute rehabilitation hospitals, 
rehabilitation centres, out-patient services, community 
services). PRM physicians take care of persons expe-
riencing disabilities and patients with long-term health 
conditions but also acute dysfunction to prevent sec-
ondary impairments. 

As recently underlined by the WHO with “Rehabili-
tation 2030 — A call for action”, the relevance of PRM 
for society has increased as a result of the ageing popu-
lation and growing number of people experiencing dis-
ability. Thus, any planning of services has to take into 
account the burden of disability within the society and 
should include PRM services at all levels of care. 

Organization and history of PRM in Europe

Historically, PRM developed from some main 
streams throughout Europe. One is the use of physical 
agents (water, heat, cold, massage, joint manipulations, 

care planners and other stakeholders, including those in 
European national governments. It also informs Euro-
pean governing bodies and the general public.

The WB informs about the importance of PRM for 
the individual patient or person experiencing disability 
and for society as a whole. It describes how PRM is 
a primary medical specialty, present in almost all Eu-
ropean countries, with specific core competences and 
a common background and history throughout Europe. 

The scope of PRM and its role in rehabilitation has 
a strong basis in the documents of the United Nations 
(UN) and World Health Organization (WHO), like 
WHO’s International Classification of Functioning, 
Disability and Health (ICF) (2001), the UN Convention 
on the Rights of Persons with Disabilities (2006), the 
World Report on Disability (2011), the WHO Global 
Disability Action Plan 2014-2021 (2014) and the WHO 
initiative “Rehabilitation 2030: a call for action” (2017). 
PRM organizations are internationally recognized and 
have been working as a partner of major international 
organizations like the WHO.

The White Book has four sections and is presented 
in a series of 11 chapters, and appendices (that includes 
methodological notes). It starts by explaining basic def-
initions and concepts of PRM, the relevance of PRM 
for people and society and the definitions of disability 
and rehabilitation. It presents PRM as a primary medi-
cal specialty, its development and its organization in 
Europe. Knowledge and skills of PRM physicians, its 
field of competence and its position and role in health-
care systems are discussed. Furthermore, principles of 
education and training as well as science and research 
are also described. Last but not least, the challenges and 
future perspectives for PRM in Europe are addressed.

Definitions and basic concepts of PRM 

PRM is the primary medical specialty responsible 
for education and training patients and health care pro-
viders, health promotion, prevention, medical diagno-
sis, functional assessment, treatment and rehabilita-
tion management of persons of all ages experiencing 
disabling health conditions and their co-morbidities. 
PRM physicians treat health conditions, impairment 
of physical, mental and cognitive functions, as well as 
activity limitations. PRM physicians aim at improving 
participation and quality of life of their patients. This 
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—— learning processes and behavioural change (incl. 
patient education and teaching new motor and behav-
ioural strategies);

—— compensatory processes both at the physical 
mental and intellectual levels as well assistive technolo-
gies and environmental adaptations. 

Additionally, PRM physicians have management 
skills and play a role in supporting people to manage 
their resources to achieve optimal participation (includ-
ing giving advice to their families and caregivers). Fur-
thermore, PRM physicians have a high level of com-
munication skills in order to teach, inform and educate 
patients and their relatives.

The clinical work of PRM physicians can be charac-
terized as the “medicine of functioning”. Its core health 
strategy is rehabilitation aiming at optimizing function-
ing in light of health conditions. However, PRM physi-
cians also use curative (to cure the disease), preventive 
(to prevent disease and/or complications and progres-
sion) and supportive strategies (aiming at maintaining 
optimal functioning). Clinical PRM processes are fol-
lowing the so-called rehabilitation cycle (all patients 
require an assessment with definition of their individ-
ual goals before providing the intervention; finally, an 
evaluation will be performed to check if the patient has 
achieved all what is needed, or if it is necessary to start 
again the rehabilitation cycle).

The spectrum of diseases treated by PRM physi-
cians is extremely wide as many health conditions are 
associated with some form of disability. This includes 
diseases in musculoskeletal, nervous, circulatory, re-
spiratory, urogenital system as well as to the skin and 
the digestive tract. PRM clinical activities also relate to 
some most common problems across diseases such as 
immobilization, spasticity, pain, communication disor-
ders and others. 

The diagnosis in PRM is a combination between the 
medical diagnosis (diagnosis of the disease) and the 
PRM specific functional assessment (assessment of 
functioning). The latter is based on the ICF conceptual 
framework, and obtained through functional evalua-
tions and scales.

PRM physicians may apply a wide range of in-
terventions, ranging from medications, exercises, 
manual therapies, physical modalities, technical aids, 
educational programs and environmental adaptations. 
Standardized PRM programs have been developed 

physical exercise, etc.) (Physical Medicine). Another 
one the practice of rehabilitation that gained importance 
due to the survivals of wounded in the 2nd World War, 
as well as to various epidemics (e.g. poliomyelitis) (Re-
habilitation Medicine). In some countries, it developed 
in relation with other medical specialties like neurol-
ogy, rheumatology, orthopedic medicine, radiology, but 
also cardiology, pneumology, or paediatrics, with the 
specificity of primarily looking at functioning of pa-
tients with these health conditions. In other countries, 
it started in specific settings like balneology or sports 
medicine. Nowadays, due to the commonalities among 
all these streams, they converged in the single PRM 
multidimensional specialty.

For a uniform definition and positioning in Europe, 
different organizations of PRM have been created: the 
EARM, the ECPRM, the ESPRM; and the PRM Section 
of the UEMS. Nowadays such a uniform definition of 
the specialty exists in Europe, which is concordant with 
the internationally accepted description of PRM (based 
on the ICF-model). 

Additionally, regional fora, such as the Mediterranean 
Forum of PRM and the Baltic and North Sea Forum of 
PRM, have been established and national PRM societ-
ies exist in most European countries. They take an im-
portant role to develop PRM at the interface of Europe 
with neighbouring regions as well as at national levels. 
The European PRM associations also take a strong role 
in related activities across the world.

Moreover, research in PRM has been significantly 
improved and the number of PRM journals increased 
(many of them indexed in international data bases and 
with impact factor), and scientific congresses and cours-
es developed. Last but not least, the recent creation of 
the Cochrane Rehabilitation field will also give a great 
boost to this primary medical specialty.

Practice of physical and rehabilitation medicine in Eu-
rope

From a physiological perspective, the fundamen-
tal principles of PRM include physical and behavioral 
mechanisms including:

—— repairing processes and functional adaptation 
(incl. tissue regeneration, improvement of functional 
capacity, training processes etc.) as well as supporting 
recovery processes; 
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bodies (in collaboration with the European Accredita-
tion Council of Continuous Medical Education).

Science and research in the field of PRM

Related to the wide spectrum of tasks of PRM, science 
and research in PRM also has a wide scope of topics. It 
ranges from basic research in mechanisms of disease 
and disability, mechanisms of action of interventions, 
studies on clinical outcomes, epidemiological studies 
as well as scientific approaches of the implementation 
of PRM services in health systems and developing the 
theoretical background on disability and rehabilitation. 
This is reflected in the topics of European and interna-
tional congresses and PRM journals. However, the cur-
rent situation of science and research activities in PRM 
in Europe is facing new possibilities and challenges. 

The importance of rehabilitation research is defined, 
and its peculiar methodology due to the problem to 
bridge the gap between biology and behavior and fac-
ing topics like the relationship between biomedicine 
and PRM and PRM outcome research. PRM also has 
to face the challenges of Evidence Based Medicine that 
are also dealt with in the new Cochrane Rehabilitation 
Field. Finally, the transfer of scientific knowledge into 
clinical practice is of major importance.

The way forward

Challenges and future perspectives of PRM in Eu-
rope are emerging from the dramatic changes in demog-
raphy, life expectancy, survival rates, disability burden, 
increasing prevalence of long-term health conditions, 
progress in technology, but also health costs and society 
changes in terms of requirements of wellness and quali-
ty of life together with health. All these challenges com-
bine with the specificities of PRM, that is the medical 
specialty focusing on the whole person and his or her 
functioning in the various health conditions, with the 
aim to guarantee the best possible participation through 
improvement of activities and reduction of impair-
ments. The possible consequences of these changes in 
the future evolution of PRM clinical practice, services, 
education, research are presented; moreover, the vision 
on the progress to harmonization of the development of 
PRM across Europe, and the possible contribution of 
PRM to policy planning are presented.

for many health conditions and functioning problems 
based on scientific evidence and providing best prac-
tice models. 

PRM interventions and programs are always patient-
centered, and outcomes include functioning and per-
sonal dimensions (reducing impairments, activity limi-
tations, and participation restrictions). They also aim at 
reducing costs as well as decrease in mortality for cer-
tain groups of patients. PRM programs in most cases are 
delivered by the multi-professional rehabilitation teams 
in a collaborative way with other disciplines, under the 
leadership of PRM physicians. 

As numerous documents and reports from WHO and 
the UN call for the strengthening of rehabilitation as a 
key health strategy of the 21st century worldwide, fur-
ther implementation of PRM in healthcare systems is 
crucial. Within this context, PRM should be provided 
along the whole continuum of care and at all levels of 
health care aiming at appropriate services functioning 
needs of the individual as well as on temporal aspects 
of a health condition (congenital or acquired, and acute, 
progressive or degenerative). This includes aspects of 
habilitation, rehabilitation as well as PRM in acute set-
tings, in post-acute and in long-term settings. 

Education and training in PRM

To achieve a good rehabilitation approach as needed 
by the European societies, all physicians and health 
professionals should receive an adequate undergradu-
ate education. To acquire the wide field of competence 
needed, PRM physicians have to undergo a well orga-
nized and appropriately structured postgraduate train-
ing of adequate duration. Besides achieving medi-
cal knowledge, competencies in patient care, specific 
procedural skills, and attitudes towards interpersonal 
relationship and communication, profound understand-
ing of the main principles of medical ethics and public 
health, ability to apply policies of care and prevention 
for people with disabilities, capacity to master strategies 
for reintegration of disabled people into society, apply 
principles of quality assurance and promote a practice-
based continuous professional development. At the Eu-
ropean level, recommendations and standards required 
are provided by the UEMS-PRM Board. Last but not 
least, continuing professional development and medical 
education programs are provided by the European PRM 

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



132	 European Journal of Physical and Rehabilitation Medicine	A pril 2018

European Physical and Rehabilitation Medicine Bodies Alliance	 WHITE BOOK ON PRM IN EUROPE

deliver its services and expertise, and what standards of 
training should be demanded of entrants into the spe-
cialty. This book aims to respond to these requirements.

The text is presented in four parts (the background of 
PRM, its organization and practice in Europe and the 
conclusions) with appendices (including the methods 
section). The contents start with basic definitions (the 
concepts and the specialty) before looking at the rel-
evance of rehabilitation to people with disabling condi-
tions and to society (i.e. why it is needed). The text then 
moves from general rehabilitation, that is not specifi-
cally medical, to PRM, which is the medical specialty 
devoted to rehabilitating patients and persons with dis-
abilities. The definition of PRM as a primary medical 
specialty (the core concepts) is presented along with 
its development (where PRM comes from) and orga-
nization (PRM activities and their representation) in 
Europe. Moving to practice, the fundamentals of PRM 
(knowledge, skills and abilities of PRM physicians), the 
field of competence (PRM in practice) and the place in 
healthcare systems and society are discussed. Education 
of PRM in Europe (shaping the future) and science and 
research in PRM (challenges and specificities) are also 
reported before reaching the conclusions: the way for-
ward for PRM in Europe (challenges and perspectives 
for the future).

Methodology of the third edition  
of the WB of PRM in Europe

The 3rd edition of the White Book (WB) of Physical 
and Rehabilitation Medicine (PRM) in Europe has been 
developed according to a specific methodology in order 
to achieve the most consistent and true representation of 
the text. It has been produced and approved by all del-
egates and academicians of the European PRM Bodies 
Alliance. All delegates are officially nominated by their 
national competent authorities or national societies and 
consulted the members of their relevant authorities dur-
ing the process. Consequently, the WB represents the 
views of the whole PRM European community. Its pro-
duction has been a truly collective effort involving the 
4 European PRM Bodies, 11 editors, 38 first authors, 63 
co-authors, 38 internal and 39 external reviewers, 241 
delegates and academicians, representing 36 PRM soci-
eties in the continent.

During 2014 the idea of a new edition of the WB was 

Introduction

The White Book (WB) sets out the nature, area of 
work and parameters of Physical and Rehabilitation 

Medicine (PRM) in Europe. It describes the specialty 
and the competencies expected of fully trained special-
ists (PRM physician) in the field, as well as the clini-
cal context of the work and the nature of education and 
specialist training. The book builds on the two previ-
ous editions of WB, which appeared in 1989 1 and in 
2006/2007.4, 5

The WB primarily targets five groups:
—— PRM physicians and other rehabilitation profes-

sionals;
—— health care professionals in other medical spe-

cialties and professions allied to medicine
—— PRM residents, medical and other rehabilitation 

professional students
—— policy makers and planners in healthcare, reha-

bilitation and disability issues
—— the general public and, in particular, persons with 

disabilities and representatives of their organizations.
The European medical community is continuously 

enlarging and this offers further opportunities and chal-
lenges, particularly from the East of the continent to 
learn what the PRM European community is doing by 
developing specific projects with the PRM Section of 
the European Union of Medical Specialists (UEMS) 
and the European Society of PRM (ESPRM). This pub-
lication seeks to assist the process of harmonization of 
specialist PRM activity to help ensure that persons ex-
periencing disabilities are well served by the specialty 
irrespective of where they live in this enlarged commu-
nity. The WB is offered to the PRM community across 
the world as a reference, even in the face of different 
situations and challenges.

Healthcare is undergoing great changes both at Euro-
pean and at national levels. The general public has in-
creasing expectations of medical care, which mirror the 
philosophical debate about human rights and responsi-
bilities across society, particularly in relation to the full 
participation of persons with disabilities. Medical prac-
tice is continually evolving, with the improvement in 
clinical standards and the need for excellence through 
continuing professional development, revalidation and 
enhancement of specialist training. As the need for 
greater competency increases, it is important for PRM 
to re-define what it is, what it can offer, how it can best 
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The stakeholders are the National PRM Societies. 
The WB follows the outline of the previous editions: 

—— First Edition (1989): Book published by Uni-
versidad Complutense de Madrid in four languages: 
English, French, Italian, Spanish. Author: EARM with 
UEMS Physical Medicine and Rehabilitation Section 
and European Federation of Physical Medicine and Re-
habilitation;

—— Second Edition (2006-7): published in Special is-
sues of 2 journals (in PubMed), Europa Medicophysica 
(now European Journal of Physical and Rehabilitation 
Medicine); Journal of Rehabilitation Medicine. Lan-
guage: English, then translated in various other Eu-
ropean languages by the National Societies. Authors: 
EARM and UEMS PRM Section and Board with col-
laboration of ESPRM.

The aim of the WB is to describe, from a European 
perspective, the work of the specialty of PRM and of 
PRM physicians in:

—— A changing world of health care systems and 
shrinking funding;

—— Reacting and contributing to medical progress 
and technological innovation;

—— Developing strategies to meet the challenge of 
scientific and technological advances;

—— Dealing with changing perspectives of disability; 
—— Promoting and facilitating the autonomy and par-

ticipation of persons with disabilities in everyday life; 
—— Being a didactic reference for PRM practice and 

academic life to young health professionals (especially 
medical doctors in training).

It was decided to start from the contents of the sec-
ond edition and accept all what was already written if 
still applicable, modifying the text as required. This has 
been true for:

—— the chapters (some new chapters have been in-
cluded – specifically chapters 3 and 6) sometimes ex-
panding previous paragraphs;

—— the single paragraphs inside the chapters.
In the second semester of 2015 a Provisional Sum-

mary was approved including: 
—— 11 chapters with an editor for each chapter– it 

was decided to publish each chapter as an independent 
paper in PubMed so to better expose the contents to the 
scientific world audience; each chapter consequently 
has its own abstract and includes the collective names 
of authors. In the final version, the chapters are:

proposed inside the European Academy of Rehabilita-
tion Medicine (EARM) and a discussion was started 
inside the other European PRM Bodies: the European 
Society of PRM (ESPRM) and the European Union of 
Medical Specialists (UEMS) PRM Section and Board. 
According to the methods of work of the Bodies, mo-
tions were proposed and were all unanimously approved 
throughout the process. 

Among the first decisions was the creation of a Steer-
ing Committee, including 2 members per European 
Body. The Steering Committee included: 

—— Stefano Negrini (UEMS PRM Section) – Coor-
dinator; 

—— Saša Moslavac (UEMS PRM Board) – Secretary; 
—— Pedro Cantista (ESPRM), 
—— Gordana Devečerski (ESPRM), 
—— Alvydas Juocevicius (UEMS-PRM Board),
—— Christoph Gutenbrunner (EARM), 
—— Enrique Varela-Donoso (UEMS-PRM Section), 
—— Anthony B. Ward (EARM). 

The Steering Committee met regularly and proposed 
the main motions to be approved. At all stages the 
Presidents and Secretaries of the Societies have been 
involved. They have been:

—— EARM: Guy Vanderstraeten and Xanthi Michail 
(Presidents), and Angela McNamara (Secretary)

—— ESPRM: Xanthi Michail and Alain Delarque 
(Presidents), Elena Ilieva and Carlotte Kiekens (Secre-
taries)

—— UEMS PRM Section: Nicolas Christodoulou 
(President), Mauro Zampolini (Secretary)

—— UEMS PRM Board (for the College): Alvydas 
Juocevicius and Maria Gabriella Ceravolo (Presidents), 
Nikolaos Barotsis (Secretary)

In the first semester of 2015 the need of a new edi-
tion (3rd) of the WB, due to the many changes in the 
European Societies, and consequently in PRM practice, 
reflected by European and World documents was finally 
defined. The WB is authored by the 4 European PRM 
Bodies, that are also the copyright holders:

—— European Academy of Rehabilitation Medicine 
(EARM);

—— European Society of PRM (ESPRM);
—— PRM Section of the European Union of Medical 

Specialists (UEMS PRM Section);
—— European College of PRM (served by the UEMS-

PRM Board).
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of the editors. The editors of the single chapters are:
—— Chapter 1: Pedro Cantista, Nicolas Christodoulou
—— Chapter 2: Anthony B. Ward
—— Chapter 3: Stefano Negrini 
—— Chapter 4: Enrique Varela-Donoso
—— Chapter 5: Mauro Zampolini
—— Chapter 6: Stefano Negrini
—— Chapter 7: Christoph Gutenbrunner
—— Chapter 8: Carlotte Kiekens
—— Chapter 9: Maria Gabriella Ceravolo
—— Chapter 10: Alain Delarque
—— Chapter 11: Stefano Negrini

The writing process has been organized with the fol-
lowing steps:

—— December 31st 2015 - Deadline of first call for 
authors to all Delegates and Academicians

—— February 28th 2016 - Deadline of second call for 
authors to all Delegates and Academicians

—— July 15th 2016 - Deadline for writing of “sensi-
tive” paragraphs:

−− 3.2 Ethical aspects; 
−− 4.5 PRM team; 
−− 5.1 The streams of developing the field of 
competence in PRM; 

−− 8.9 Relationship with other specialties; 
−− 8.10 Relationship with other rehabilitation 
professionals

—— August 15th 2016 - Deadline for all other para-
graphs

The process of reviews and revisions has been quite 
elaborated and is fully described in Tables I and II. It 
included:

—— four Consensus Conferences
—— four review/revision cycles involving either all 

delegates/academicians (1st and 3rd) or all editors and 
Presidents (2nd and 4th).

Overall each review and revision round was aimed 
at improving and refining the text, making it coherent 
among chapters and paragraphs. Revisions have always 
been performed by the editors individually and/or col-
lectively to guarantee uniformity to the text.

The first stage of review (Table I) has concluded with 
the most important Consensus Conference (the 3rd) held 
in Munich on 9th of March 2017. Participants have been 
all delegates of ESPRM and UEMS-PRM Section and 
Board, and all academicians of EARM. Each editor for 
his chapter has presented: contents of chapter, com-

−− Definitions and concepts of PRM
−− Why rehabilitation is needed by individuals 
and society

−− A primary medical specialty: the fundamen-
tals of PRM

−− History of the specialty: where PRM comes 
from

−− The PRM organizations in Europe: structure 
and activities

−− Knowledge and skills of PRM physicians
−− The clinical field of competence: PRM in 
practice

−− The PRM specialty in the healthcare system 
and society

−− Education and continuous professional devel-
opment: shaping the future of PRM

−− Science and research in PRM: specificities 
and challenges

−− Challenges and perspectives for the future of 
PRM

—— 62 paragraphs – each paragraph has some key 
persons with specific roles:

−− First Author: paragraphs writing: draft (start-
ing from the text of the previous second edi-
tion of the WB) and final version; coordina-
tion with co-authors; deadlines respect

−− Co-authors: correcting and improving the first 
draft; they come from the authors’ call and/
or are nominated by the first authors; in each 
paragraph, they come from different Europe-
an areas (North, South, West and East)

−− Internal reviewers: from the European PRM 
Bodies – first review of paragraphs

−− External reviewers: PRM experts out of the 
European PRM Bodies – first review of para-
graphs.

The first authors of each single paragraph have been 
decided by the Steering Committee according to spe-
cific criteria after a call to all delegates and academi-
cians. The criteria included: specific expertise, number 
of publications in PubMed listed journals, other specific 
publications, acceptance to fulfil the task and deadlines.

The editors of the WB have been chosen by the Steer-
ing Committee primarily among their members but also 
in the European Bodies according to their specific ex-
pertise in editing and on their chapter. Stefano Negrini 
served as Coordinator and Saša Moslavac as Secretary 
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—— Copyright remains on the European PRM Bodies 
Alliance

—— On-line Open Access
—— Printed version for free, including only the White 

Book
—— Publication in January 2018
—— A PubMed entry for the whole WB including 

preface, introduction, executive summary and method-
ology

—— Each chapter is published as a single PubMed en-
try with a common title as follows: White Book of PRM 
in Europe. “Title”. “Sub-title”

ments received, answer to the comments, changes to 
the text according to the comments. Since a general dis-
cussion was not possible due to time constraints, some 
comments have been allowed, and then all participants 
had to send their last comments as reported in Table II.

Publication of the WB has been planned in January 
2018. In spring 2017, it has been decided to ask first 
to the journals that published the previous Second Edi-
tion (the European Journal of PRM and the Journal of 
Rehabilitation Medicine). Only the European Journal of 
PRM accepted the rules, and is now the only publishing 
journal. The rules included:

Table II.—�Review and revision process after the Consensus Conference in Munich.
Review Revision

Fourth Review/revision 15-3-2017
Comments of the Consensus Conference
15-4-2017
Collection of references from all delegates and academicians

20-6-2017
editors on their chapter

Fourth Consensus Conference 
(editors)

30-6/1-7-2017 
University Hospital Leuven (Belgium)
Collective by editors on each single chapter

August 2017 Distribution of final paragraphs to all delegates and academicians
Fifth Consensus Conference
(UEMS PRM Section Professional 

Practice Committee)

8-9-2017
Bratislava (Slovakia)
On preface, executive summary, dictionary and methodology

Autumn 2017 ESPRM, UEMS-PRM Section and Board voting in Bratislava
November 2017 EARM voting in Hannover
August-November 2017 Linguistic correction

Table I.—�Review and revision process until the Consensus Conference in Munich (9 March 2017).
Review Revision

First Consensus Conference
(UEMS PRM Section Professional Practice Committee)

25-8-2016
Prague (Czech Republic)
On “Sensitive” paragraphs

First Review/revision 30-9-2016
Internal and external reviewers on single paragraphs
Delegates, academicians and editors on single paragraphs

30-11-2016
Editors on their chapter

Second Review/revision 15-12-2016
Editors on the whole WB

7-1-2017
Editors on their chapter

Second Consensus Conference
(editors)

16/17-12-2016
Don Gnocchi Foundation Rovato (Brescia) - Italy
On each single chapter

Third Review/revision 21-1-2017
Editors on the whole WB

31-1-2017
Editors on their chapter

Third Consensus Conference
(European PRM Bodies)

9-3-2017 
Munich (Germany)
Delegates and academicians on the whole WB
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2. 	World Health Organization. International Classification of Impair-
ments, Disabilities, and Handicaps. 1980. 207 p. 

3. 	World Health Organization. WHO | International Classification of 
Functioning, Disability and Health (ICF) [Internet]. WHO. [cited 
2014 Aug 19]. Available from: http://www.who.int/classifications/
icf/en/

4. 	Section of Physical and Rehabilitation Medicine Union Européenne 
des Médecins Spécialistes (UEMS), European Board of Physical and 
Rehabilitation Medicine, Académie Européenne de Médecine de Ré-
adaptation, European Society for Physical and Rehabilitation Medi-
cine. White book on physical and rehabilitation medicine in Europe. 
Eur Medicophysica. 2006 Dec;42(4):292–332. 

5. 	White book on Physical and Rehabilitation Medicine in Europe. J 
Rehabil Med. 2007 Jan;(45 Suppl):6–47. 

6. 	Convention on the rights of persons with disabilities [Internet]. [cited 
2014 Nov 8]. Available from: http://www.un.org/disabilities/conven-
tion/conventionfull.shtml

7. 	Article 26 - Habilitation and rehabilitation | United Nations Enable 
[Internet]. [cited 2017 Jul 15]. Available from: https://www.un.org/
development/desa/disabilities/convention-on-the-rights-of-persons-
with-disabilities/article-26-habilitation-and-rehabilitation.html

8. 	WHO | World report on disability [Internet]. WHO. [cited 2014 
Nov 8]. Available from: http://www.who.int/disabilities/world_re-
port/2011/en/

9. 	WHO | WHO global disability action plan 2014-2021 [Internet]. 
WHO. [cited 2014 Oct 21]. Available from: http://www.who.int/dis-
abilities/actionplan/en/

10. 	World Health Organization. Rehabilitation 2030: a call for action: 
Meeting report [Internet]. WHO; 2017. Available from: http://www.
who.int/disabilities/care/rehab-2030/en/

—— Recognition that the papers will be immediately 
linked on the website to the Journals, and that there will 
be a 2 years embargo before publishing the pdf on the 
European PRM Bodies Alliance website 

The official launch will be during the ESPRM (with 
EARM and UEMS-PRM S&B) Meeting in Vilnius 
from 1 to 6 May 2018. The WB will be presented during 
the Opening Ceremony, and the various chapters will be 
presented as Lectures throughout the Meeting in the ap-
propriate thematic sessions, so to constitute a “fil rouge” 
of the whole Conference. Also a world presentation is 
programmed and has been agreed with the International 
Society of PRM (ISPRM) from 8 to 12 July 2018 during 
the ISPRM Meeting in Paris.
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Glossary

Activity According to ICF is the execution of a task or action by an individual
Activity limitations According to ICF are difficulties an individual may have in executing activities.
Acute phase Refers to the period during an acute hospital admission following injury or illness, or after complex 

medical treatment or its complications. It can also apply to an acute event in a person with an established 
disability.

Adapted physical activity Is defined as a cross disciplinary body of knowledge directed towards the identification and solution of 
individual differences in physical activity. It is a service delivery profession and an academic field of 
study which supports an attitude of acceptance of individual differences, advocates enhancing access to 
active lifestyles and sport, and promotes innovation and cooperative service delivery and empowerment 
systems. Adapted Physical Activity includes, but is not limited to, physical education, sport, recreation, 
and rehabilitation.

Applied research Using existing knowledge, is directed towards specific goals such as the development of a new medication, 
a new medical device, or a new rehabilitation procedure

Aquatic therapy Generic term that refers to all therapies that can be performed through water, regardless of the composition 
of this

Balneology The branch of medical science concerned with the study of the therapeutic use of natural mineral waters, 
steam, gases and peloids. This use is called Balneotherapy and includes not only the application of baths 
but also other modalities such as drinking cures, inhalation and other complementary techniques (physical 
agents, environmental factors / Climatotherapy) giving it a character of a holistic and complex therapy 
approach.

Barriers Environmental factors that reduce functioning / increase disability
Basic research (fundamental or pure 

research)
Is knowledge for knowledge, the study of a biomedical phenomena to have a full understanding of it.

Bed-blocker Patient who has been approved for discharge from inpatient care, but has no alternative facility to which he 
or she can go, thus blocking use of that bed by other patients, especially by those with more acute disease 
or higher needs

Bibliomed it is a Spanish Virtual Medical Library
Biomedical research Involves the investigation of the biological process, the causes of diseases, their medical diagnosis, the 

evaluation of their consequences on functioning, disability and health at an individual and a societal level. 
Biomedical research evaluates also the effects of the PRM interventions at all these levels.

Biopsychosocial model It is a health model developed in contrast to the widely applied biomedical one. It states that health 
and illness are determined by a dynamic interaction between biological (genetic, biochemical, etc.), 
psychological (mood, personality, behaviour, etc.) and social factors (cultural, familial, socioeconomic, 
medical, etc.). This also expresses the view that disease outcome is attributable to this complex 
interaction.  

Body functions According to ICF are physiological functions of body systems (including psychological functions).
Body structures According to ICF are anatomical parts of the body such as organs, limbs and their components.
Capacity According to ICF it is a qualifier that describes an individual’s ability to execute a task or an action. This 

construct indicates the highest probable level of functioning of a person in a given domain at a given 
moment.

Chiropractic School and current of manual therapy described by Palmer in the 19th century by which small joint 
adjustments are performed in the body. It etymologically means „practice by hands“.

Clinical impact research Is a new concept defined as a research field aiming to assess what are the impacts of healthcare and public 
health interventions targeted to persons with disabilities.

Committee on Publication Ethics (COPE) Is a non-profit organization. The mission is to define best practice in the ethics of publishing.
Compensatory processes Processes to adapt to the new (acquired) health condition using mechanisms based on other body structures/

functions, behavioural changes and/or assistive devices (prosthesis, orthosis or technical aids)
Contextual factors Circumstances that may influence our life and health. Among contextual factors are external environmental 

factors and internal personal factors
Continuing Professional Development The process of tracking and documenting the skills, knowledge and experience gained (by the PRM 

physician), both formally and informally during work experience, beyond any initial training.
Continuous Medical Education Educational activities aimed at maintaining, developing or increasing the knowledge, skills and 

professional performance that the PRM physician uses when providing health services.
Cumulative Index to Nursing and Allied 

Health Literature (CINAHL)
Is an index of English-language and selected other-language journal articles about nursing, allied health, 

biomedicine and healthcare.

(To be continued)

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



138	 European Journal of Physical and Rehabilitation Medicine	A pril 2018

European Physical and Rehabilitation Medicine Bodies Alliance	 WHITE BOOK ON PRM IN EUROPE

Current Contents Is a rapid alerting service database from the Institute for Scientific Information, now part of Thomson 
Reuters that is published online and in several different printed subject sections.

Disability Is a umbrella term, covering impairments, activity limitations and participation restrictions that may be 
defined as the problem a person has performing the actions that he or she needs and wants to do, because 
of how an underlying health condition – a disease, injury or even ageing – affects his or her performance 
in his or her actual environment.

Disease A disorder of structure or function that produces specific symptoms or that affects a specific location and is 
not simply a direct result of physical injury

Environmental factors Among contextual factors are the external factors (for example, social attitudes, architectural 
characteristics, legal and social structures, as well as climate, terrain and so forth)

European Disability Strategy 2010-2020 Strategy to increase the participation of people with disabilities in society and the economy, and enable 
them to fully exercise their rights

European Physical and Rehabilitation 
Medicine Bodies

The four European Physical and Rehabilitation Medicine Organizations: European Academy of 
Rehabilitation Medicine (EARM), European Society of Physical and Rehabilitation Medicine (ESPRM), 
European Union of Medical Specialists PRM Section (UEMS-PRM Section) and European PRM College 
(served by UEMS-PRM Board)

Extracorporeal shock waves therapy 
(ESWT)

Non-invasive surgical procedure that use abrupt, high amplitude pulses of mechanical energy, similar to 
soundwaves, generated by an electromagnetic coil or a spark in water to encourage the healing of some 
physical disorders (“Extracorporeal” means that the shockwaves are generated externally to the body and 
transmitted from a pad through the skin).

Facilitators Environmental factors that improve functioning / increase disability
Functional assessment Is the determination of a person’s level of function and ability to perform everyday tasks and requirements 

of living.
Function-centred Any health care intervention aimed at improving/recovering body functions
Functioning All that human bodies do and the actions that people perform. In the ICF, functioning is operationalised in 

terms of functioning domains, and these domains are partitioned into the dimensions of Body Functions 
and Structures, Activities and Participation. Functioning is a umbrella term describing the interaction 
between a person with a health condition and his or her environment (defined in the International 
Classification of Functioning, Disability and Health, WHO 2001)

Goal-directed (or goal-oriented or task-
oriented)

It is said for exercises  based on the practice of purposeful  motor acts

Habilitation Within PRM this term refers to the part of Rehabilitation dealing with growing age, when not all functions 
have been developed and when consequently diseases and impairments can negatively impact on the 
correct development of some otherwise normal functions

Health condition The situation that interferes with health (diseases, disorders and injuries). In ICF disability and functioning 
are viewed as outcomes of interactions between health conditions (diseases, disorders and injuries) and 
contextual factors.

Holism The treating of the whole person, taking into account mental and social factors, rather than just the 
symptoms of a disease. In PRM it is not used to justify scientifically unproven treatments, since: PRM is a 
primary medical specialty totally based on evidence

Impairments According to ICF are problems in body function or structure such as a significant deviation or loss.
Implementation research Evaluate health interventions at home, in “real world” settings
Inter disciplinary research Is performed within teams including different disciplines or bodies of specialized knowledge
Learning processes In PRM, new motor and behavioural strategies to be learned to counter-act disability and improve 

functioning in a specific health condition.
Lived health Is a person’s level of functioning in his or her current environment and depends both on the person’s 

environment and biological health.
Long-term phase Refers to the long-term period following the post-acute phase for people who are experiencing chronic 

disease and long-term disabilities or difficulties in functioning, when the situation is stabilized; emphasis 
lays on maintenance and secondary prevention.

Manual medicine Discipline that incorporates all the valid methods of diagnosis, assessment and treatment that a duly 
qualified physician can carry out using preferably his expert hands. It includes both soft tissue and 
structural techniques.

Mechanotherapy Modality of physical treatment devised by Zander in the 19th century and consisting of the performance of 
therapeutic exercise through the use of mechanical devices.

Medical diagnosis The classical process of diagnosis by Medical Doctors.

Glossary (continues)

(To be continued)
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MEDLINE (Medical Literature Analysis and Retrieval System Online, or MEDLARS Online) is a bibliographic 
database of life sciences and biomedical information.

Collaborative team action See below Physical and Rehabilitation Medicine team
Multimodal approach Due to the focus on impairment, activity limitations and participation restrictions, the attention to personal 

factors and environmental factors, and the multi-professional team, the approach in PRM is rarely based 
on a single treatment. In PRM patients are usually treated with a broad range of therapies, provided by 
a broad range of health professionals. These can include, among others, exercise therapy, occupational 
therapy, speech therapy, neuropsychological treatments, behavioural therapies, physical therapies, manual 
therapies. Each patient is treated with a unique approach, according to his disease, impairments, activity 
limitations, participation restrictions, environmental and personal factors, in a totally multimodal and 
individualised approach.

Multi-professional It is said of the rehabilitation team, whose members typically belong to different professional profiles (e.g. 
physiotherapists, speech therapists, occupational therapists, etc.). 

Multi-professional team See below Physical and Rehabilitation Medicine team
Neuroplasticity (or brain plasticity) It is used to describe the life-long experience-driven remodelling of brain networks, especially occurring 

during childhood and immediately after a brain lesion.
Osteopathy School and current of manual therapy created by Still in the 19th century that evaluates and treats different 

physical disorders through joint adjustments. It etymologically means „the way of the bones“.
Participation According to ICF is involvement in a life situation.
Participation restrictions According to ICF are problems an individual may experience in involvement in life situations.
Patient classification system Is a system to classify patients in homogeneous groups according to their needs of care and related 

financing.
Patient-centred Any health care intervention aimed at improving the overall functioning /well-being of an individual
Peer counsellor Is a person, with a health or disability status equal to that of the patient, who provides counselling including 

emotional and informational assistance and encouragement.
Performance According to ICF it is a qualifier that describes what an individual does in his or her current environment. 

Since the current environment always includes the overall societal context, performance can also be 
understood as “involvement in a life situation” or “the lived experience” of people in their actual context.

Performance What an individual does in his or her current environment. (Since the current environment always includes 
the overall societal context, performance can also be understood as “involvement in a life situation” or 
“the lived experience” of people in their actual context).

Personal factors Among contextual factors are the internal factors which include gender, age, coping styles, social 
background, education, profession, past and current experience, overall behaviour pattern, character and 
other factors that influence how disability is experienced by the individual.

Physical agent A form or a mean of physical energy application to living tissues in a systematic manner to alter 
physiologic processes, in conjunction with or for therapeutic purposes. Physical agents include different 
modalities such of thermal, acoustic, aqueous, mechanical, electrical, magnetic or light techniques.  
Etymologically it means “agents of nature” and in fact some of the physical agents are still applied 
without any modifications from their nature origin. 

Physical and Rehabilitation Medicine The actual definition of the specialty according to the White Book is: PRM is the primary medical 
specialty responsible for the prevention, medical diagnosis, treatment and rehabilitation management 
of persons of all ages with disabling health conditions and their co-morbidities, specifically addressing 
their impairments and activity limitations in order to facilitate their physical and cognitive functioning 
(including behaviour), participation (including quality of life) and modifying personal and environmental 
factors.

Physical and Rehabilitation Medicine 
physician

Medical Doctor with the specialty in Physical and Rehabilitation Medicine. Physical and Rehabilitation 
Medicine specialist; the same as Physiatrist. 

Physical Medicine The part of Physical and Rehabilitation Medicine dealing with the application of Physical Modalities, 
including Diagnostic or Therapeutic techniques; it includes Therapeutic Exercises, since they are based on 
physical forces. 

Physical Medicine and Rehabilitation Old definition of the Specialty, still maintained in some countries out of Europe (notably US, but not only). 
It has now been substituted by Physical and Rehabilitation Medicine

Physical Modalities Instruments used to apply physical external therapeutic forces. Sometimes also called Physical Therapy 
and/or Physiotherapy

Physical Therapy The part of Physical and Rehabilitation Medicine dealing with the application of Physical Modalities. 
Sometimes also called Physiotherapy.

Glossary (continues)

(To be continued)
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Physiotherapist Rehabilitation health professional practicing Physiotherapy. It is not a Medical Doctor. Not to be confused 
with Physical and Rehabilitation Medicine physician

Physiotherapy One of the Physical and Rehabilitation Medicine areas or modalities of intervention, usually practiced by 
Physiotherapists. Sometimes also called Physical Therapy.  In some cases some of these interventions are 
applied by PRM physicians.

Post-acute phase Refers to the period following the acute phase after a sudden onset condition, when the patient is medically 
sufficiently stable; also patients with intermittent, progressive or stable conditions can benefit in phases of 
changing needs; in this phase the patient is still evolving.

Postgraduate Usually, any academic course dedicated to individuals with a first-level degree. For medical doctors, it also 
includes learning and studying for achieving knowledge and skills in a specialized medical domain.

Potential of recovery Due to the repairing processes, they are also linked to the individual and environmental factors; PRM 
physicians propose and plan rehabilitation if there is a potential of recovery (functional prognosis).

Pre-clinical trials Involve experiment in cells and in non-human animal models.
Prehabilitation An educational programme and pre-operative physical and/or psychological conditioning enhancing 

functional and mental capacity aimed at improving postoperative functional out-comes.
Primary research Is an original first hand research; the publication of its results will be written by the person(s) who 

participated in the research.
Physical and Rehabilitation Medicine 

intervention
Is any diagnostic or therapeutic act or procedure related to the Field of competence of PRM.

PsycINFO Is a database of abstracts of literature in the field of Psychology.
Rehab-cycle Is the re-iterating process of assessment, assignment, intervention and evaluation of the rehabilitation needs 

and goals of a person.
Rehabilitation A set of measures that assist individuals, who experience or are likely to experience disability, to achieve 

and maintain optimum functioning in interaction with their environments.
Rehabilitation Medicine Name given to the specialty in some European countries, but not accepted internationally. Considered by 

some as the part of Physical and Rehabilitation Medicine dealing with rehabilitation excluding Physical 
Modalities and/or Physical Therapy: since rehabilitation is holistic and includes all evidence based 
treatments allowing to rehabilitate people experiencing disability, also Physical Modalities with evidence 
cannot be excluded.

Rehabilitation programme A rehabilitation programme is the chronological list of diagnostic and therapeutic actions and interventions 
needed to respond to a patient’s rehabilitation needs and goals; this can be for a specific phase or over the 
continuum of care.

Rehabilitation service Rehabilitation services are personal and non-personal intangible products,  offered to persons with a 
health condition experiencing or likely to experience disability, or to their informal care-givers within 
an organisational setting, in interaction between provider and person, addressing individual functioning 
needs that aim at enabling persons to achieve and maintain optimal functioning, considering the 
integration of other services addressing the individual’s needs including health, social, labour and 
educational services, and delivered by rehabilitation professionals, other health professionals, or 
appropriately trained community-based workers.

Repairing processes Ability of the body to recover from a disease, disorder or injury. They are mainly related to the quantity and 
natural history of diseases and impairments.

Robotic Medical discipline whereby, using intelligent technological devices that interact with subjects and / or their 
environment, individuals are helped to train and recover a lost physical function.

Science Citation Index (SCI) Is a citation index originally produced by the Institute for Scientific Information (ISI), covers more than 
8,500 notable and significant journals, across 150 disciplines, from 1900 to the present.

SCImago Is a Journal Rank (SJR indicator) that measure of scientific influence of scholarly journals that accounts for 
both the number of citations received by a journal and the importance or prestige of the journals where 
such citations come from.

Scopus Is a bibliographic database containing abstracts and citations for academic journal articles covering nearly 
22,000 titles from over 5,000 publishers, of which 20,000 are peer-reviewed journals in the scientific, 
technical, medical, and social sciences (including arts and humanities);

Secondary research Is the analysis and interpretation of primary research publications in a field with a specific methodology. 
Cochrane Rehabilitation is an example of secondary research.

Sedbase It is a drugs side effects database.
SPA-physician Expert physician in natural mineral water, its effects in the body and management usually working 

in Thermal establishments or Balneotherapy units; when qualified (by acquiring in some European 
countries a specific specialty or competence), SPA- physicians are called Medical Hydrology Doctors 
(Hydrologists) or Balneology Doctors (Balneologists).

Glossary (continues)

(To be continued)
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among different medical specialties (e.g. PRM, trauma 
surgeon, neurologist, cardiologist and/or others)

The term “multi-professional team” will be used for a 
rehabilitation team consisting of different rehabilitation 
professionals, the term “interdisciplinary counselling” 
for collaboration of PRM physicians with other medical 
specialists and the term “collaborative team work” for a 
team working in an interdisciplinary, multidisciplinary 
or transdisciplinary way according to the setting and 
needs.

The Physical and Rehabilitation Medicine team is a 
multi-professional team working in collaborative way 
with other disciplines, under the leadership of a PRM 
physician.  

Physical and Rehabilitation Medicine team

In the literature dealing with team work and collabo-
ration in rehabilitation, terms sometimes are used dif-
ferently from their definition in scientific literature on 
team models and interaction between team members. 
Therefore, a clarification of terms is needed here. 

In PRM literature the terms are mostly used to de-
scribe collaboration partners working together in the 
team: 

—— Multi-professional team: team consisting of mul-
tiple rehabilitation professionals (e.g. PRM, PT, OT, 
SLT and/or others)

—— Inter-disciplinary collaboration: collaboration 

Team-based Any healthcare intervention delivered as the result of a shared decision making within the multi-
professional team. 

Thermal establishment Place where medical treatments are carried out by means of natural mineral water.
Translational medical research Research and development represent the transfer from basic research to commercially viable applications 

(from “bench to bedside”)
Triage The selection and allocation of treatment to patients according to a system of priorities, based on the 

patients’ need of care designed to maximize the outcome.
UN Convention of Human Rights 2005 Implementation of Universal Declaration.
UN Universal Declaration of Human 

Rights
Governments’ commitment to progressive measures to secure the universal and effective recognition and 

observance of the human rights.
Undergraduate The entry level of university students. It includes all the academic programs up to the level of a bachelor’s 

degree or, in case of medical students, of master’s degree.
Virtual reality Discipline based on the use of computers and other devices, whose purpose is to produce an appearance of 

reality that allows the user to have the sensation of being present in it.
Vocational rehabilitation Process which enables persons with functional, psychological, developmental, cognitive and emotional 

impairments or health disabilities to overcome barriers to accessing, maintaining or returning to 
employment or other useful occupation.

Walking laboratory Measurement system that allows the monitoring as the ambulation develops, collecting information of all 
the aspects and characteristics of this

WHO Global Disability Action Plan 2014-2021 initiative for “Better health for all people with disability”
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White Book on Physical and Rehabilitation Medicine (PRM)  
in Europe. Chapter 1. Definitions and concepts of PRM

European Physical and Rehabilitation Medicine Bodies Alliance

ABSTRACT      
In the context of the White Book of Physical and Rehabilitation Medicine (PRM) in Europe, this paper deals with the definitions and concepts 
relevant for PRM. Physical and Rehabilitation Medicine is the primary medical specialty responsible for the prevention, medical diagnosis, treat-
ment and rehabilitation management of persons of all ages with disabling health conditions and their co-morbidities, specifically addressing their 
impairments and activity limitations in order to facilitate their physical and cognitive functioning (including behavior), participation (including 
quality of life) and modifying personal and environmental factors.
To arrive to this PRM definition we need to consider a conceptual description of it. Several fundamental aspects must be observed namely func-
tioning, disability and rehabilitation. 
These definitions include and are presented in this chapter: 
– Functioning: all that human bodies do and the actions that people perform. In the International Classification of Functioning, Disability and 
Health (ICF), functioning is operationalized in terms of functioning domains, and these domains are partitioned into the dimensions of Body 
Functions and Structures, Activities and Participation; 
– Disability: the problem a person has performing the actions that he or she needs and wants to do, because of how an underlying health condi-
tion – a disease, injury or even ageing – affects his or her performance in his or her actual environment; 
– Rehabilitation: a set of measures that assist individuals, who experience or are likely to experience disability, to achieve and maintain optimum 
functioning in interaction with their environments 
The ICF definition of disability clearly distinguishes between problems that result entirely from the underlying health condition (capacity) from 
problems arising from the interaction between capacity and the environment and personal factors (performance). 
This paper approaches all these concepts that are essential to the understanding of the PRM strategy to evaluate disability and implement inter-
ventions that may lead to the improvement of functioning and health.
(Cite this article as: European Physical and Rehabilitation Medicine Bodies Alliance. White Book on Physical and Rehabilitation Medicine (PRM) in 
Europe. Chapter 1. Definitions and concepts of PRM. Eur J Phys Rehabil Med 2018;54:156-65. DOI: 10.23736/S1973-9087.18.05144-4)
Key words: Physical and Rehabilitation Medicine - Europe - Disability - Functioning - Rehabilitation.

Introduction

The White Book (WB) of Physical and Rehabilita-
tion Medicine (PRM) in Europe is produced by the 

4 European PRM Bodies and constitutes the reference 
book for PRM physicians in Europe. It has multiple 
values, including to provide a unifying framework for 
the European Countries, to inform decision-makers at 
the European and national level, to offer educational 
material for PRM trainees and physicians and informa-
tion about PRM to the medical community, other reha-
bilitation professionals and the public. The WB states 
the importance of PRM as a primary medical specialty. 
The contents include definitions and concepts of PRM, 
why rehabilitation is needed by individuals and soci-

ety, the fundamentals of PRM, history of PRM spe-
cialty, structure and activities of PRM organizations in 
Europe, knowledge and skills of PRM physicians, the 
clinical field of competence of PRM, the place of PRM 
specialty in the healthcare system and society, educa-
tion and continuous professional development of PRM 
physicians, specificities and challenges of science and 
research in PRM and challenges and perspectives for 
the future of PRM.

Physical and Rehabilitation Medicine is the primary 
medical specialty responsible for the prevention, medi-
cal diagnosis, treatment and rehabilitation management 
of persons of all ages with disabling health conditions 
and their co-morbidities, specifically addressing their 
impairments and activity limitations in order to facili-

European Journal of Physical and Rehabilitation Medicine 2018 April;54(2):156-65 
DOI: 10.23736/S1973-9087.18.05144-4Online version at http://www.minervamedica.it
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tate their physical and cognitive functioning (including 
behavior), participation (including quality of life) and 
modifying personal and environmental factors.

To arrive to this PRM definition we need to consider 
a conceptual description of it. Several fundamental as-
pects must be observed namely functioning, disability 
and rehabilitation. 

These definitions include and are presented in this 
chapter: 

—— Functioning: all that human bodies do and the 
actions that people perform. In the International Clas-
sification of Functioning, Disability and Health (ICF), 
functioning is operationalized in terms of functioning 
domains, and these domains are partitioned into the di-
mensions of Body Functions and Structures, Activities 
and Participation; 

—— Disability: the problem a person has performing 
the actions that he or she needs and wants to do, because 
of how an underlying health condition – a disease, in-
jury or even ageing – affects his or her performance in 
his or her actual environment; 

—— Rehabilitation: a set of measures that assist indi-
viduals, who experience or are likely to experience dis-
ability, to achieve and maintain optimum functioning in 
interaction with their environments.

Functioning

Functioning, WHO’s health information reference

Since its foundation in 1948, WHO’s mandate has 
been to achieve “the enjoyment of the highest attainable 
standard of health as a fundamental right of every hu-
man being” in which health is defined as the “...state of 
complete physical, mental and social well-being and not 
merely the absence of disease or infirmity.”1 

To monitor this aspiration, WHO has regularly up-
dated the International Classification of Diseases (ICD) 
as a universal reference system for recording mortality 
and morbidity.2 Its latest version, the ICD 11, will also 
allow for the description of both the biomedical charac-
ter and the impact of health conditions.3

In 2001, the World Health Assembly endorsed the 
International Classification of Functioning, Disability 
and Health (ICF) 4 in order to operationalize both the 
biomedical nature of health conditions — body func-
tions and structures and their impairments — and the 
overall impact on the lived experience of health in 

interaction with the person’s environment. The ICF 
provides a classification and a standard international 
common language in terms of which the lived experi-
ence of health can be operationalized at the individual 
and population levels. In the ICF, the biomedical na-
ture and the overall impact of health conditions, in the 
context of people’s lives, taking into account the envi-
ronment in which they live and their personal factors, 
is called functioning. 

The ICF is an international classification of health and 
functioning; it is also an information reference system 
for the standardized description of health, functioning 
and disability at all levels of health and related systems, 
including the social, education and labor ones. The ICF 
is meaningful and useful to practitioners who aim to op-
timize functioning of individual patients, policy mak-
ers who aim to shape the health system in response to 
people’s functioning needs and requirements, and re-
searchers who aim to explain and influence functioning 
as well as the sciences and professions of functioning.5

Functioning, WHO’s operationalization of health

‘Functioning’ is the central concept of the ICF and 
denotes the complete set of human body functions and 
structures, as well as all human actions, simple and 
complex (Figure 1). 

In brief, functioning is all that human bodies do and 

Figure 1.—The framework of functioning and disability in the Interna-
tional Classification of Functioning, Disability and Health.
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the actions that people perform. In the ICF, function-
ing is operationalized in terms of functioning domains, 
and these domains are partitioned into the dimensions of 
Body Functions and Structures, Activities and Participa-
tion. These are further organized in terms of a spectrum 
from simple to complex, from a basic body function 
such as seeing to highly complex and socially-deter-
mined areas of participation such as working or partici-
pating in community life. As a classification, the ICF is 
designed to be comprehensive, yet flexible, providing 
the clinician or researcher with a complete language of 
functioning while allowing for expansion through the 
specification of additional domains if needed. 

Each of the ICF functioning domains is conceived 
as a continuum, from total absence of functioning to 
full functioning. At a point in time, everyone’s level of 
functioning in every domain can, in principle, be de-
scribed and, depending on the intended research or clin-
ical purpose of doing so, a slice-in-time comprehensive 
portrait of a person’s overall functioning can be also 
described. Moreover, as a person’s overall functioning 
will vary on a continuum over a lifetime, the ICF pro-
vides a reference language for longitudinal description 
as well. While functioning increases during a person’s 
early years, it will decrease in consequence of injuries 
and diseases and ultimately with ageing. With sufficient 
population data, it is therefore possible to construct rep-
resentative trajectories of ageing, in light of the occur-
rence of specific health conditions and comorbidities, in 
terms of which the potential impact on functioning of 
clinical and population interventions can be described 
or predicted.

Practical tools to Implement the ICF in clinical prac-
tice, service provision and payment, policy and re-
search

Practical tools facilitate the ICF application – a clini-
cal data collection tool and an ICF-based reporting 
tool 5, 6 — for a wide range of purposes. ICF is a clas-
sification, so in order to use it we need a variety of tools 
that move the classification into practice. These tools al-
low us to specify which domains of functioning we wish 
to document; make it possible to collect data on func-
tioning consistently, at the clinical or population level; 
and make it possible to report the data collected using a 
common metric, which allows for the valid comparison 

of functioning data collected from various sources (Fig-
ure 2). Accordingly, in clinical data collection planning, 
for a research study or for reporting already collected 
data, ICF users need to ask themselves the following 
four questions about functioning:7, 8 

—— What ICF domains do we want to document? (e.g. 
by using the ICF Generic Set, the ICF Rehabilitation Set 
or an ICF Core Set for a specific health condition, along 
the continuum of care, or a context such as vocational 
rehabilitation).9-12

—— What perspective do we wish to take (i.e. either 
capacity or performance)? 

—— What data collection tools will apply to our pur-
pose? 

—— What metric approach do we wish to use for re-
porting?

The ICF and functioning in Rehabilitation

The ICF is fundamental to rehabilitation, the fifth 
health strategy along with curative, supportive preven-
tive and palliative ones.13-15 The ICF is also fundamen-
tal to the field of PRM, which indeed might be called 
the medicine of functioning.5, 14, 15 This is because the 

Figure 2.—Demonstration of functioning profile for Swiss Spinal Cord 
Injury Cohort Study (SwiSCI) population. 
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overall objective of both rehabilitation and PRM is to 
optimize a person’s functioning and thereby increase 
his or her quality of life.16 PRM achieves this by opti-
mizing through treatment the intrinsic health aspects of 
functioning, or ‘capacity’ in ICF terms, or by means of 
enabling changes to his or her environment to optimize 
the person’s actual performance of functioning. These 
interventions are only successful when they are directed 
to the interaction between health condition and environ-
mental factors, as only then interventions can optimize 
the overall outcome of functioning. Ultimately, PRM’s 
goal is to translate a person’s intrinsic capacity or bio-

logical health into actual performance in interaction 
with the environment and personal factors, that is, the 
person’s lived health. In brief for rehabilitation in gen-
eral and PRM in particular, functioning is the starting 
point of clinical assessment, the anticipated outcome of 
intervention, and the basis for quality management of 
interventions.

To describe, understand and influence functioning, 
PRM must rely on the ICF, both in terms of its underly-
ing conceptual model of functioning and, more practi-
cally, on its classifications that can be used to ensure 
comparability of collected and reported data. The ICF 
can be applied in the description of individual patients 17 
(Table I) as well as populations (Figure 2). With the ICF, 
intervention targets and goals can be specified in terms 
of the person’s functioning level (across relevant do-
mains), the underlying health condition and comorbidi-
ties, and the relevant personal and environmental fac-
tors that shape the person’s lived experience of health. 
Interventions themselves can be specified using the In-
ternational Classification of Health Interventions (ICHI) 
that classifies functioning, surgical and pharmacologi-
cal interventions. The joint use of the ICF, the ICD and 
ICHI thereby allows for a comprehensive standardized 
coding of the full rehabilitation cycle, including assess-
ment, assignment, intervention and evaluation.18

In order to foster the implementation of the ICF in 
day-to-day rehabilitation practice, the UEMS-PRM 
Section and Board is leading a European effort towards 
a system-wide implementation of the ICF in PRM, re-
habilitation and health care at large in interaction with 
governments, non-governmental actors and the private 
sector. The effort is aligned with the International Soci-
ety of Physical and Rehabilitation Medicine (ISPRM)’s 
work-plan with WHO.19, 20

Disability

Disability and WHO’s ICF

The International Classification of Functioning, Dis-
ability and Health (ICF) 4 captures our intuitive notion 
of a disability as a problem a person has performing the 
actions he or she needs and wants to do because of how 
an underlying health condition — a disease, injury or 
even ageing — affects his or her performance in the per-
son’s actual environment. In the ICF, this experience is 
conceptualized in terms of the basic ICF notion of func-

Table IA.—�Functioning profiles. ICF Categorical Profile; ICF 
Qualifier: rate the extent of problems (0 = no problem to 4 = 
complete problem) in the components of body functions (b), body 
structures (s), activities and participation (d); Goal Relation: 1 
and 2 refer to Cycle goal 1 and 2; SP refers to Service-Program 
Goal; Goal value refers to the ICF qualifier to achieve after an 
intervention.

ICF categories of the ICF Rehabilitation Set

(G) = ICF Generic Set category Problem
0 1 2 3 4

b130 Energy and drive functions (G)
b134 Sleep function
b152 Emotional function (G)
b280 Sensation of pain (G)
b455 Exercise tolerance functions
b620 Urination functions
b640 Sexual functions
b710 Mobility of joint functions
b730 Muscle power functions
d230 Carrying out daily routine (G)
d240 Handling stress and other psychological demands
d410 Changing basic body positions
d415 Maintaining a body position
d420 Transferring oneself
d450 Walking (G)
d455 Moving around (G)
d465 Moving around using equipment
d470 Using transportation
d510 Washing oneself
d520 Caring for body parts
d530 Toileting
d540 Dressing
d550 Eating
d570 Looking after one’s health
d640 Doing housework
d660 Assisting others
d710 Basic interpersonal interactions
d770 Intimate relationships
d850 Remunerative employment (G)
d920 Recreation and leisure
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tioning across domains of body functions and structure, 
activities and participation — i.e. everything the body 
does and the actions, simple and complex that people 
perform — in interaction with environmental factors 
that can act either as barriers (limiting performance) or 
facilitators (enhancing performance). Thanks to the ICF 
this potentially complex experience is operationalized 
by a classification, so that the experience can be accu-
rately and fully described, in an internationally standard 
language.

The ICF definition of disability is somewhat broader 
than our everyday notion since it includes impairments 
(problems in body functions and structures) and clearly 
distinguishes between problems that result entirely from 
the underlying health condition (capacity) from prob-
lems arising from the interaction between capacity and 
the environment and personal factors (performance). 
Since rehabilitation in general and PRM in particular 
seek to optimize functioning in all domains, it can be 
said that these health strategies address, and attempt to 
eliminate or ameliorate the experience of disability.

Disability epidemiology

For decades the challenge has been to reach a con-
sensus about the definition of disability as a first step 
toward a true epidemiology of disability. Although the 

ICF has now established a consensus conceptualization, 
the current state of the epidemiology of disability tends 
to confuse two experiences: problems people experi-
ence performing actions entirely because of their state 
of health — the capacity perspective — and problems 
people experience resulting from the interaction be-
tween their state of health and environmental and per-
sonal factors – the performance perspective. Although 
they differ, both perspectives are important to estimate 
the prevalence of disability as well as to understand 
rehabilitation practice.7 In line with its Disability Ac-
tion Plan,21 WHO has taken the step to refine disability 
epidemiology by developing a Model Disability Survey 
that clearly distinguishes the capacity from the perfor-
mance perspectives, in order to disentangle the health 
from the environmental determinants of the experience 
of disability.22

Disability interventions

From the performance perspective — i.e. the actual 
lived experience of disability — limitations in the ca-
pacity to perform in some domain such as in mobility 
or major life activities may be considerably reduced by 
appropriate assistive devices and other environmental 
facilitators that enhance performance and so reduce dis-
ability. Yet these rehabilitation interventions require us 

Table IB.—�Functioning profiles. ICF Categorical Profile; ICF Qualifier: rate the extent of problems (0 = no problem to 4 = complete 
problem) and the extent of positive (+) or negative impact of environmental (e) and personal factors (pf).

Facilitator Barrier
4+ 3+ 2+ 1+ 0 1 2 3 4

e110 Products or substances for personal consumption - -

e115 Assistive products… for personal use in daily living 2 +4
e120 Assistive products---for personal…mobility … 1 +4
e155 Design, construction…of buildings for private use - -

e310 Immediate family - -

e320 Friends - -

e355 Health professionals - -

e460 Social attitudes - -

e580 Health services, systems and policies - -

pf Self-assurance SP 0
pf Motivation - -

pf Assertiveness SP 0
pf Motives - -
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to be able to translate the potential gains from capacity 
improvement and environmental changes on the actual 
performance of actions. As a matter of rehabilitation 
practice, the ICF makes it clear that these interventions 
must focus on the interaction between person and envi-
ronment. The effectiveness and quality of rehabilitation 
interventions must be assessed, not merely in the extent 
of capacity improvement or environmental facilitation, 
but in the actual outcome of this interaction. That is 
what it means to optimize functioning.

Disability evaluation 

Since domains of functioning lie on a continuum 
from no problem to complete problem, disability is not 
the opposite of functioning, but rather a range of func-
tioning within the overall continuum that, intuitively, 
lies toward the complete problem end of that continu-
um. There is therefore no single point on the continuum 
where, for every domain, functioning ends and disabil-
ity begins. These threshold points will be determined 
in different ways for different purposes. This is impor-
tant epidemiologically since, for example, legal defini-
tions of disability will establish the threshold for pur-
poses of eligibility to support and services, differently 
across countries, and even between different ministries 
within countries. These definitions cannot provide the 
basis for internationally comparable disability epide-
miology, which instead requires a standardized metric 
of functioning derived psychometrically. In terms of 
clinical practice, although there may be general agree-
ment about when, for any domain, functioning is sub-
optimal, good clinical practice recognizes that the level 
of functioning that a person experiences as disability 
will be shaped by personal and cultural expectations. 
Person-centered care requires that these expectations be 
respected, even if in the end they do not determine good 
clinical practice.

Disability – two societal perspectives

The ICF conceptualization of functioning and disabil-
ity explains a persistent disagreement about the disabil-
ity experience, reflected in two societal perspectives.7, 23 
On the one hand, disability is clearly a universal feature 
of the human condition, in the sense that everyone will 
experience or is at risk of experiencing limitations of 

capacity and problems of performance in one or several 
domains of functioning. Although not everyone will 
experience a severe disability over the course of their 
lifespan, ageing itself is a process of accumulating im-
pairments across many domains, often individually of 
low or moderate severity, but collectively quite limiting. 
That disability is a universal feature therefore is simply 
a descriptive fact of the epidemiology of functioning. 
At the same time, however, primarily for socio-political 
reasons, we socially identify a group of individuals as 
‘persons with disabilities’ as, effectively, a minority 
group who, as a group, have been marginalized from the 
mainstream and denied, to one extent or another, full in-
clusion and effective participation in society. This social 
problem is not universal, but is restricted to a separate 
minority.

The focus of rehabilitation is on the universal sense 
of disability. Because of population ageing – caused in 
part by the success of modern medicine and increased 
survival from disease and trauma – increasingly re-
habilitation interventions are focused not only on se-
vere assaults on functioning, such as stroke and Spinal 
Cord Injury (SCI), but also on situations of multiple, 
but relatively mild or moderate disabilities associated 
with the ageing process and linked to several health 
conditions, rather than a single severe disability di-
rectly associated with a single severe chronic health 
condition.24, 25 The future challenge of rehabilitation as 
a health strategy, and PRM in particular, in the context 
of increased burden of care, increased costs of health 
and social care and greater social expectations of good 
health, will therefore be to create complex interven-
tions strategies that respond to the entire experience 
of disability, involving several, diverse, domains of 
functioning. Equally important will be the evaluation 
of the outcomes of these interventions, in order to en-
sure quality and contain costs. But as a society – in-
cluding rehabilitation professionals and professional 
organizations – we almost must address the concerns 
of those individuals living with disability who are ex-
cluded from fully participating in society. Here the fo-
cus is primarily on the social goal of full inclusion in 
line with basic human rights. These rights have been 
expressly reaffirmed for this social group by the 2006 
United Nations’ Convention on the Rights of Persons 
with Disabilities.26
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Rehabilitation

Rehabilitation, a main health strategy of the health 
system

From a health system perspective, rehabilitation is 
one of the five health strategies,13, 14 the goals and out-
come indicators of which are shown in Table II.27 Since 
the Declaration of Alma Ata in 1978 rehabilitation is 
considered an essential health strategy in primary care 
which aims to address “the main health problems in the 
community” by “providing promotive, preventive, cu-
rative and rehabilitative services”.28

The emergence of rehabilitation as the key health strat-
egy of the 21st century 

The curative, preventive and promotive health strat-
egies were responsible for the growth in influence of 
medicine and public health for most of the 19th and 20th 
centuries. But towards the end of the last century epi-
demiological challenges emerged, principally because 
of the successes of previous decades. Specifically, the 
population was ageing because of better health care and 
increased survival for conditions previously considered 
lethal, and the non-communicable chronic diseases be-
came, at least in the high resource world, the primary 
source of mortality.28 In this century, as a consequence, 
besides maintaining the public health goal of preven-
tion, the primary health strategy is not so much to cure 
as to optimize the functioning of people who are liv-
ing longer, but with considerably more disability.30, 31 
But this is the natural domain of rehabilitation, whose 

Table II.—�The main health strategies of the health system, their 
goals and indicators adapted from: Stucki G, Bickenbach J. 
Functioning: the third health indicator in the health system and 
the key indicator for rehabilitation. Eur J Phys Rehabil Med. 
2017;53:134-8.

Strategy Health Goal Indicator

Preventive Health condition prevention 
(disease prevention)

Morbidity ICD

Promotive Optimal biological health ICF-Capacity ICF
Curative Health condition control 

(disease control)
Mortality ICD

Rehabilitative Optimal functioning ICF-Capacity and 
performance

ICF

Supportive Optimal lived health ICF-Performance ICF
Palliative Quality of life and wellbeing Satisfaction

Figure 3.—Definition of rehabilitation in the World Report on Disability 
[WRD].

Box 4.1. What is rehabilitation?
This Report defines rehabilitation as “a set of measures that assist 
individuals who experience, or are likely to experience, disability to 
achieve and maintain optimal functioning in interaction with their en-
vironments”.
A distinction is sometimes made between habilitation, which aims 
to help those who acquire disabilities congenitally or early in life to 
develop maximal functioning; and rehabilitation, where those who 
have experienced a loss in function are assisted to regain maximal 
functioning (2). In this chapter the term “rehabilitation” covers both 
types of intervention. Although the concept of rehabilitation is broad, 
not everything to do with disability can be included in the term. Re-
habilitation targets improvements in individual functioning – say, by 
improving a person’s ability to eat and drink independently. Reha-
bilitation also includes making changes to the individual’s environ-
ment – for example, by installing a toilet handrail. But barrier removal 
initiatives at societal level, such as fitting a ramp to a public building, 
are not considered rehabilitation in this Report.
Rehabilitation reduces the impact of a broad range of health condi-
tions. Typically rehabilitation occurs for a specific period of time, but 
can involve single or multiple interventions delivered by an individ-
ual or a team of rehabilitation workers, and can be needed from the 
acute or initial phase immediately following recognition of a health 
condition through to post-acute and maintenance phases.
Rehabilitation involves identification of a person’s problems and 
needs, relating the problems to relevant factors of the person and the 
environment, defining rehabilitation goals, planning and implement-
ing the measures, and assessing the effects (see figure below). Educat-
ing people with disabilities is essential for developing knowledge and 
skills for self-help, care, management, and decision-making. People 
with disabilities and their families experience better health and func-
tioning when they are partners in rehabilitation (3-9).

Table III.—�International Classification of Functioning, Disability 
and Health (ICF)-based conceptual description of rehabilitation 
strategy, modified version (ICF terms are marked in bold).

Rehabilitation is the health strategy which, based on WHO’s integrative 
model of functioning, disability and health applies and integrates

→ approaches to assess functioning in light of health conditions
→ approaches to optimize a person’s capacity
→ approaches that build on and strengthen the resources of the person
→ approaches that provide a facilitating environment
→ approaches that develop a person’s performance
→ approaches that enhance a person’s health-related quality of life
in partnership between person and provider and in appreciation of the 

person’s perception of his or her position in life
over the course of a health condition and in all age groups;
along and across the continuum of care, including hospitals,
rehabilitation facilities and the community,
and across sectors, including health, education, labor and social affairs;
with the goal
to enable persons with health conditions experiencing or likely to
experience disability to achieve and maintain optimal functioning

From: Meyer T, Gutenbrunner C, Bickenbach J, Cieza A, Melvin J, Stucki G. 
Towards a conceptual description of rehabilitation as a health strategy. Journal of 
rehabilitation medicine. 2011;43(9):765-9. Table II p. 768.
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tion’s World Report on Disability (WRD) launched in 
2011 (Figure 3).33 In the same year, after an interna-
tional discussion, ISPRM developed and endorsed an 
up-dated version of this conceptual description (Table 
III).15

This conceptual description has also served as the ba-
sis for derived conceptualizations for specific applica-
tions. In particular, a derived version was developed for 
the medical specialty PRM, first in a version for inter-

Figure 4.—Proposed conceptual definition of vocational rehabilitation 
(VR) based on the ICF.

Table IV.—�International Classification of Functioning, conceptual description of Physical and Rehabilitation Medicine (PRM).

1.	 Physical and Rehabilitation Medicine is the medical specialty that, based on WHO’s integrative model of functioning, disability and health and 
	 rehabilitation as its core health strategy,
2.	 diagnoses health conditions
3.	 assesses functioning in relation to health conditions, personal and environmental factors
4.	 performs, applies and/or prescribes biomedical and technological interventions to treat health conditions in order to
	 - stabilize, improve or restore impaired body functions and structures
	 - prevent impairments and medical complications, and manage risks
	 - compensate for the absence or loss of body functions and structures
5.	 leads and coordinates intervention programs to optimize activity and participation
	 - in a patient-centered problem-solving process
	 - in partnership between person and provider and/or carer and in appreciation of the person’s perception of his or her position in life
	 - performing, applying and integrating biomedical and technological interventions, psychological and behavioral; 
	    educational and counseling, occupational and vocational, social and supportive, and physical environmental interventions
6.	 provides advice to patients and their immediate social environment, service providers and payers
	 - over the course of a health condition,
	 - for all age groups
	 - along and across the continuum of care,
	 - including hospitals, rehabilitation facilities and the community
	 - and across sectors
	 - including health, education, employment and social affairs
7.	 provides education to patients, relatives and other important persons to promote functioning and health
8.	 manages rehabilitation and health across all areas of health services
9.	 informs and advises the public and decision makers about suitable policies and programs in the health sector and across other sectors that
	 - provide a facilitative larger physical and social environment;
	 - ensure access to rehabilitation services as a human right;
	 - and empower PRM specialists to provide timely and effective care
10.	 with the goal
	 - to enable persons with health conditions experiencing or likely to experience disability to achieve and maintain optimal functioning  
	 in interaction with their environment.

ICF terms are marked in bold, rows are numbered in italic.
WHO: World Health Organization.
From: Gutenbrunner C, Meyer T, Melvin J, Stucki G. Towards a conceptual description of Physical and Rehabilitation Medicine. Journal of rehabilitation medicine. 
2011;43(9):760-4. Table I p. 762.

VR is a multi-professional evidence-based 
approach that is provided in different settings, 

services, and activities to working age individuals 
with health-related impairments, limitations, 

or restrictions with work functioning, and whose 
primary aim is to optimize work participation.

objective is to optimize intrinsic health capacity and en-
hance facilitating environments so that, in interaction, 
the outcome is more functioning and less disability. In 
effect, demographic and epidemiological realities have 
socially transformed rehabilitation into the key health 
strategy of the 21st century.32

Defining rehabilitation based on the ICF

The adoption of the International Classification of 
Functioning, Disability and Health (ICF) 4 has pro-
vided the framework for rethinking rehabilitation as a 
health strategy and putting rehabilitation on a firmer 
conceptual footing. A slightly modified part of an ICF-
based conceptual description of rehabilitation pub-
lished in 2007 by the professional practice committee 
of the UEMS-PRM Section 14 was used as the defini-
tion of rehabilitation in the World Health Organiza-
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18. 	Dorjbal D, Cieza A, Gmünder HP, Scheel-Sailer A, Stucki G, Üstün 
TB, et al. Strengthening quality of care through standardized report-
ing based on the World Health Organization’s reference classifica-
tions. Int J Qual Health Care. 2016;28(5):626-33.; 

19. 	Li J, Prodinger B, Reinhardt JD, Stucki G. Towards the system-wide 
implementation of the International Classification of Functioning, 
Disability and Health in routine practice: Lessons from a pilot study 
in China. J Rehabil Med. 2016 Jun 13;48(6):502–7. 

20. 	Gutenbrunner C, Bickenbach J, Kiekens C, Meyer T, Skempes D, Nu-
graha B, et al. ISPRM discussion paper: proposing dimensions for an 
International Classification System for Service Organization in Health-
related Rehabilitation. J Rehabil Med. 2015 Oct 5;47(9):809–15. 

21. 	WHO. WHO Global Disability Action Plan 2014-2021: Better health 
for all people with disability. Sixty-seventh World Health Assembly 
4 April 2014 [Internet]. 2014. Available from: http://www.who.int/
disabilities/actionplan/en/

22. 	WHO. Model Disability Survey [Internet]. Available from: www.
who.int/disabilities/data/mds/en/.

23. 	Bickenbach J, Rubinelli S, Stucki G. Being a person with disabilities 
or experiencing disability: Two perspectives on the social response to 
disability. J Rehabil Med. 2017;49(7):543-9.

24. 	He W, Muenchrath M H, Kowal Paul. Shades of Gray: A Cross-
Country Study of Health and Well-Being of the Older Populations in 
SAGE Countries, 2007–2010 International Population Reports. 2012. 

25. 	WHO. World Report on Ageing and Health. 2015. 
26. 	United Nations. Convention on the Rights of Persons with Dis-

abilities, G.A. Res. 61/106 (2007). [Internet]. Available from: www.
un.org/esa/socdev/enable/rights/convtexte.htm

27. 	Stucki G, Bickenbach J. Functioning: the third health indicator in the 
health system and the key indicator for rehabilitation. Eur J Phys Re-
habil Med. 2017;53(1):134-8.

28.	 WHO. Declaration of Alma-Ata. International Conference on Prima-
ry Health Care [Internet]. 1978. Available from: http://www.who.int/
publications/almaata_declaration_en.pdf

29. 	WHO. Global Status Report on Noncommunicable Diseases 2014. 
2014. 

30. 	United Nations DESA. World Population Prospects. The 2015 Revi-
sion. [Internet]. Available from: https://esa.un.org/unpd/wpp/publica-
tions/files/key_findings_wpp_2015.pdf

31. 	Wan H, Muenchrath M, Kowal Paul. Shades of Gray: A Cross-
Country Study of Health and Well-Being of the Older Populations in 
SAGE Countries 2007-2010: International Population Report [Inter-
net]. New York: United States Census Bureau.; 2012. Available from: 
https://www.census.gov/prod/2012pubs/p95-12-01.pdfhttps://www.
census.gov/prod/2012pubs/p95-12-01.pdfhttps://www.census.gov/
prod/2012pubs/p95-12-01.pdf

32. 	Stucki G. Olle Höök Lectureship 2015: The World Health Organiza-
tion’s paradigm shift and implementation of the International Clas-
sification of Functioning, Disability and Health in rehabilitation. J 
Rehabil Med. 2016 Jun 13;48(6):486–93. 

33. 	WHO, World Bank. World Report on Disability. 2011. 
34. 	Stucki G, Melvin J. The International Classification of Functioning, 

Disability and Health: a unifying model for the conceptual descrip-
tion of physical and rehabilitation medicine. J Rehabil Med. 2007 
May;39(4):286–92. 

35. 	Escorpizo R, Reneman MF, Ekholm J, Fritz J, Krupa T, Marnetoft 
S-U, et al. A conceptual definition of vocational rehabilitation based 
on the ICF: building a shared global model. J Occup Rehabil. 2011 
Jun;21(2):126–33. 

national discussion,34 followed by a revised version en-
dorsed by ISPRM in 2011 (Table IV).16 This conceptual 
description lends itself to the development of derived 
conceptualizations for specific areas of PRM, such as in 
relation to rehabilitation focusing on organ systems or 
health conditions. Finally, a second derived conceptual 
description has been developed for vocational rehabili-
tation (VR) (Figure 4).35

References

1. 	WHO. Constitution of the Wold Health Organisation. [Internet]. 
2006. Available from: http://www.who.int/governance/eb/who_con-
stitution_en.pdf

2. 	WHO. World Health Organisation International Classification of Dis-
eases. Version 10. 1992. 

3. 	Selb M, Kohler F, Robinson Nicol MM, Riberto M, Stucki G, Kenne-
dy C, et al. ICD-11: a comprehensive picture of health, an update on 
the ICD-ICF joint use initiative. J Rehabil Med. 2015 Jan;47(1):2–8. 

4. 	WHO. International Classification of Functioning, Disability and 
Health (ICF) 2001. 2001. 

5. 	Stucki G, Zampolini M, Juocevicius A, Negrini S, Christodoulou N. 
Practice, science and governance in interaction: European effort for 
the system-wide implementation of the International Classification of 
Functioning, Disability and Health (ICF) in Physical and Rehabilita-
tion Medicine. Eur J Phys Rehabil Med. 2017;53(2):299-307.

6. 	Prodinger B, Ballert CS, Brach M, Brinkhof MWG, Cieza A, Hug K, 
et al. Toward standardized reporting for a cohort study on function-
ing: The Swiss Spinal Cord Injury Cohort Study. J Rehabil Med. 2016 
Feb;48(2):189–96. 

7. 	Stucki G, Prodinger B, Bickenbach J. Four steps to follow when 
documenting functioning with the International Classification of 
Functioning, Disability and Health (ICF). Eur J Phys Rehabil Med. 
2017;53(1):144-9. 

8. 	Prodinger B, Tennant A, Stucki G. Standardized reporting of func-
tioning information on ICF--based common metrics. Eur J Phys Re-
habil Med. 2017 May 23; 

9. 	WHO | International Classification of Functioning, Disability and 
Health (ICF) [Internet]. WHO. [cited 2017 Jun 14]. Available from: 
http://www.who.int/classifications/icf/en/

10. 	ICF Based Documentation Form. World Health Organisation and ICF 
Research Branch [Internet]. [cited 2016 Aug 23]. Available from: 
http://www.icf-core-sets.org/

11. 	Bickenbach J, Ciesa A, Rauch A, Stucki G. ICF Core Sets Manual for 
Clinical Practice. Hogrefe: Verlagsgruppe. 2012. 

12. 	ICF Research Branch. ICF Research Branch [Internet]. 2016. Avail-
able from: https://www.icfresearch-branch.org/

13. 	Stucki G, Bickenbach J, Gutenbrunner C, Melvin J. Rehabilitation: 
the health strategy of the 21st century. J Rehabil Med. 2017. [Epub 
ahead of print]

14.	 Stucki G, Cieza A, Melvin J. The International Classification of Func-
tioning, Disability and Health (ICF): a unifying model for the concep-
tual description of the rehabilitation strategy. J Rehabil Med. 2007 
May;39(4):279–85. 

15. 	Meyer T, Gutenbrunner C, Bickenbach J, Cieza A, Melvin J, Stucki 
G. Towards a conceptual description of rehabilitation as a health strat-
egy. J Rehabil Med. 2011 Sep;43(9):765–9. 

16. 	Gutenbrunner C, Meyer T, Melvin J, Stucki G. Towards a conceptual 
description of Physical and Rehabilitation Medicine. J Rehabil Med. 
2011 Sep;43(9):760–4. 

17. 	ICF Case Studies. Translating Interventions into Real-life Gains – 
a Rehab-Cycle Approach. [Internet]. 2016. Available from: https://
www.icf-casestudies.org/index.php?lang=en

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



Vol. 54 - No. 2	 European Journal of Physical and Rehabilitation Medicine	 165

Definitions and concepts of PRM	 European Physical and Rehabilitation Medicine Bodies Alliance

For this paper, the collective authorship name of European PRM Bodies Alliance includes: 

•	 European Academy of Rehabilitation Medicine (EARM) 

•	 European Society of Physical and Rehabilitation Medicine (ESPRM)

•	 European Union of Medical Specialists PRM section (UEMS-PRM section)

•	 European College of Physical and Rehabilitation Medicine (ECPRM) – served by the UEMS-PRM Board

•	 the Editors of the 3rd edition of the White Book of Physical and Rehabilitation Medicine in Europe: Pedro Cantista, Maria Gabriella 
Ceravolo, Nicolas Christodoulou, Alain Delarque, Christoph Gutenbrunner, Carlotte Kiekens, Saša Moslavac, Enrique Varela-Donoso, 
Anthony B. Ward, Mauro Zampolini, Stefano Negrini

•	 the contributors: Pedro Cantista, Gerold Stucki, Jerome Bickenbach, Christoph Gutenbrunner, António Pinto Camelo, Carlotte 
Kiekens, Juan Carlos Miangollara, Daiana Popa, Francisco Sampaio, Pedro Soares Branco

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



166	 European Journal of Physical and Rehabilitation Medicine	A pril 2018

Anno: 2018
Mese: April
Volume: 54
No: 2
Rivista: European Journal of Physical and Rehabilitation Medicine
Cod Rivista: Eur J Phys Rehabil Med

Lavoro: 5145-WB-EJPRM
titolo breve: Why rehabilitation is needed by individual and society
primo autore: European Physical and Rehabilitation Medicine Bodies Alliance
pagine: 166-76
citazione: Eur J Phys Rehabil Med 2018;54:166-76

White Book on Physical and Rehabilitation Medicine  
in Europe. Chapter 2. Why rehabilitation 

is needed by individual and society
European Physical and Rehabilitation Medicine Bodies Alliance

ABSTRACT      
In the context of the White Book of Physical and Rehabilitation Medicine (PRM) in Europe, this paper describes the background to the context 
of PRM services and comprises the following: 
– Epidemiological Aspects of Functioning and Disability
– Ethical Aspects and Human Rights
– Rehabilitation and Health Systems
– Economic Burden of Disability
– Effects of Lack of Rehabilitation
Health care service planning accounts for the burden of disability among society and the chapter describes the justification for specialist reha-
bilitation, the background of PRM and why making a functional diagnosis and a management plan based on function is its core competence.
The chapter describes the increasing burden of disability due to conditions seen in PRM practice rather than on all those diseases contributing to 
physical disablement and does not include mental illness, learning disabilities, etc. Ten percent of Western Europe’s population have a disability 
and are surviving longer, resulting in higher costs for health and social care and a greater impact of co-morbidities. The chapter also describes the 
impact and increased costs in the absence of rehabilitation. Not only is money spent on rehabilitation recovered with five to nine-fold savings (e.g. 
in return to work), but rehabilitation is effective in all phases of health conditions. Specialized rehabilitation (as delivered by PRM services) is 
highly cost-efficient for all neurological conditions, producing substantial savings in ongoing care costs, especially in high-dependency patients. 
Disability discrimination has been outlawed and the text describes the legal context and status of a person living in Europe with a disability. The 
second part highlights the United Nations Conventions on human rights, confirmed in the World Report on Disability, but also on the principles 
of ethical practice among PRM physicians. 
The third part addresses the variability of access to and funding of rehabilitation services across countries. The chapter also distinguishes highly 
specialist interventions (such as those provided by a PRM physician) from specialized therapies, (such as pressure ulcer management) and 
generic therapies (e.g. after an uncomplicated limb fracture). It will be important for healthcare authorities, public health organizations, payers, 
providers, healthcare professionals, consumers and the community. 
The economic and social burden of disability on society is considerable and will get worse, although this is difficult to quantify. Direct costs are 
variable and include disabled persons’ additional costs for daily living and state disability benefits. Rehabilitation has a pivotal role in reducing 
these costs through promoting personal recovery and increasing function through altering environmental factors. This part describes cost savings 
studies through rehabilitation for persons with severe disabilities.
(Cite this article as: European Physical and Rehabilitation Medicine Bodies Alliance. White Book on Physical and Rehabilitation Medicine in Europe. 
Chapter 2. Why rehabilitation is needed by individual and society. Eur J Phys Rehabil Med 2018;54:166-76. DOI: 10.23736/S1973-9087.18.05145-6)
Key words: Physical and rehabilitation medicine - Europe - Burden of disability - Economics - Human rights - Rehabilitation costs and impact.

Introduction

The White Book (WB) of Physical and Rehabilita-
tion Medicine (PRM) in Europe is produced by the 

4 European PRM Bodies and constitutes the reference 
book for PRM physicians in Europe. It has multiple val-
ues, including to provide a unifying framework for the 
European Countries, to inform decision-makers at the 

European and national level, to offer educational mate-
rial for PRM trainees and physicians and information 
about PRM to the medical community, other rehabili-
tation professionals and the public. The WB states the 
importance of PRM, which is a primary medical spe-
cialty. The contents include definitions and concepts of 
PRM, why rehabilitation is needed by individuals and 
society, the fundamentals of PRM, history of PRM spe-

European Journal of Physical and Rehabilitation Medicine 2018 April;54(2):166-76 
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cialty, structure and activities of PRM organizations in 
Europe, knowledge and skills of PRM physicians, the 
clinical field of competence of PRM, the place of PRM 
specialty in the healthcare system and society, educa-
tion and continuous professional development of PRM 
physicians, specificities and challenges of science and 
research in PRM and challenges and perspectives for 
the future of PRM.

This chapter describes the background to the context 
of PRM services. Any planning of the latter has to take 
into account the burden of disability among society and 
the chapter provides an overview of the situation not 
only in Europe, but also generally across the world. 
Specialists in PRM need to relate to this context and 
know how to apply it to permit them to practice within 
the accepted standards for the specialty. Other doctors, 
healthcare professionals and service planners also need 
to know the background of PRM and why making a 
functional diagnosis and a management plan based on 
function is the core element of competence in PRM.

Epidemiological aspects

Demographic change in Europe 

Europe’s population is not only growing and, has re-
cently had a further expansion from large numbers of 
migrants. The figures in 2013 pointed to a total of 742.5 
million inhabitants, of whom 510 million live in the 28 
member states of European Union. The Union of Euro-
pean Medical Specialists (UEMS) includes the Greater 
European Space with 31 countries — EU member states 
plus Switzerland, Norway, Iceland). Turkey, Israel and 
Serbia are associate members, but the UEMS PRM Sec-
tion also contains observer countries (Bosnia and Her-
zegovina, Montenegro, FYROM, Georgia, Armenia, 
Russia and Ukraine). The UEMS is seeking to include 
other countries from Eastern Europe and those border-
ing Asia, such as Belarus, Kazakhstan and Azerbaijan.

The total population thus rises to 851.6 million ac-
cording to the more recent statistics (2016). Life expec-
tancy is also increasing among Europeans. For instance, 
it rose in Germany by almost 3 years between 1990 and 
2000 and, by 2030, it is estimated that one person in 
four will be aged 65 years or over.1, 2 In addition to an 
ageing population, an increased level of disability is 
seen, which is reflected by a growth in the burden of 
care, higher costs for health and social care and a great-

er impact of co-morbidities. About 10% of Western Eu-
rope’s population experience a disability, as described 
in a British survey.3, 4 

Two important factors have also to be considered: 
—— Survival from serious disease and trauma leaves 

an increasing number of people with complex problems 
functional deficits. 

—— Many of these people are young at the time of 
their event/injury and will survive for many decades.5, 6

Examples are numerous, e.g. stroke, traumatic brain 
injury, polytrauma and childhood cancer, where bet-
ter-organized acute care and rehabilitation have led to 
greater survival and better outcomes.7-16

There is also an expectation of good health in today’s 
society. This places further demands on all health care, 
including PRM physicians. Dealing with the conse-
quence of disease and trauma, such as spasticity fol-
lowing an insult to the brain or spinal cord, means that 
not only do patients’ lives improve, but there is also a 
benefit to the health economy by reducing the expen-
diture of treating these complications. This will have a 
direct effect on care provision, working lives and pen-
sions.12, 13, 17 In particular, problems, such as immobility, 
pain, nutrition, incontinence, communication disorders, 
mood and behavioral disturbance become important in 
addition to systemic illness and the complications of the 
predisposing disabling conditions. Rehabilitation is ef-
fective in reducing the burden of disability and in en-
hancing opportunities for people with disabilities. There 
is evidence that it may be less expensive than provid-
ing no such service (17). There is strong evidence that 
preventing complications of immobility (e.g. pressure 
ulcers and contractures), of brain injury (e.g. behavioral 
problems) and of pain (e.g. mood changes) can lead to 
many benefits.17 

Epidemiology of functioning and disability 

Epidemiological studies have traditionally based their 
methodology on pathologies. They have now started to 
address chronic disease as an entity, but have not yet 
properly tackled the concepts of functioning, partici-
pation and quality of life among persons with disabili-
ties as a population. A modern approach is to deal with 
these problems by focusing on healthy life expectancy 
(HALE) and disability-adjusted life-years (DALYs). 
These are summary measures of population health that 
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combine information on mortality and non-fatal health 
outcomes to represent population health in a single 
number. In addition to the incidence and prevalence 
of the most frequent pathologies in the field (strokes, 
spinal cord lesions, traumatic brain injuries, amputa-
tions, rheumatic diseases, other neurological or muscu-
loskeletal conditions, pain, etc.), epidemiology in PRM 
should consider the: 

—— resultant loss of functioning in terms of the ICF 
categories; 

—— natural history of functions, activity and partici-
pation; 

—— need for and access to resources for use in reha-
bilitation (human resources, facilities, equipment, ma-
terials); 

—— access to the available PRM resources. 
Such information aids the planning and prioritisa-

tion of regional, national and European services, in the 
funding of research and in the development of training 
by giving information on the effectiveness and cost-
effectiveness of PRM interventions. There are many 
reports giving the incidence and prevalence of the ma-
jor disabling conditions seen in PRM practice. Some 
examples are given in Appendix 3. PRM is particu-
larly concerned with their impact. As an example we 
may look for the results of a recent survey in Portugal 
which reported that at least 0.7% of the entire popula-
tion was restricted to bed; 0.4% were restricted to sitting 
(require wheelchairs); 1.9% did not live in their own 
homes; 9.0% did not walk or had a significant limita-
tion in walking; 8.5% were limited in transferring to and 
from bed; 6.2% could not use the toilet without help; 
8.6% needed help dressing or undressing; 3.6% of men 
and 5.3% of women had urinary incontinence; around 
2.3% had speech difficulties. The overall prevalence of 
all disabilities in the community was 10%.18 

In summary, the epidemiological data support the 
burden of long term conditions among populations in 
Europe and highlights the need for rehabilitation in 
Europe. Specific epidemiologic data focused on func-
tioning and reduced activities are essential to give us 
the correct idea how we are progressing in global reha-
bilitation care. It is thus possible top surmise the impor-
tance of the need for rehabilitation and the potentially 
significant contribution of PRM in reducing this burden 
as well as to empowering people with disabilities.

Ethical aspects and human rights

The aim of this chapter is to highlight the progress 
to date in supporting human rights for people with dis-
abilities, particularly, when they need the advice of and 
treatment from PRM services. This chapter deals with 
two aspects: human rights as a societal approach (macro 
level) and an ethical approach of practicing medicine 
(micro level). In reality, there is an interaction of both.

The conclusion was that human rights are playing 
an increasing role in the struggle to improve health and 
healthcare globally. They also have important implica-
tions for rehabilitation practitioners and researchers and 
should form the core of any ethical framework for reha-
bilitation. It might even be argued that rights and dig-
nity are themselves valued outcomes for rehabilitation.

This chapter deals mainly with human rights, but 
has been included to show where they sit into PRM 
practice. Specialists in the field must address the ethi-
cal issues concerning the principles & norms of proper 
professional conduct. They should also concern them-
selves with knowing the rights and the duties of health 
care professionals themselves & their conduct toward 
patients and fellow practitioners, including the actions 
taken in the care of patients and family members. They 
assume responsibility to adhere to the standards of ethi-
cal practice and conduct set by profession and these 
are set out in all or most European states, e.g. the UK’s 
General Medical Council’s “Good Medical Practice”). 
This includes ethical issues in patient care, professional 
teamwork and coping with healthcare rationing. Clini-
cians should take note of lifestyle issues for persons 
with disabilities and should follow general professional 
conduct in ethical issues in rehabilitation research.

Human rights approach:

There has been a considerable change in human rights 
opportunities for, and in the legal framework surround-
ing discrimination against people with disabilities. 
There are now over one billion persons with disabilities 
across the world 19 and they form a significant propor-
tion of society. This equates to about 106 million people 
living in Europe. Their rights are thus main-stream and 
they are not a faction to be catered for. In the past, they 
were simply regarded as a group, for whom care should 
be provided, but it is the norm now in Europe (or should 
be) that they live as citizens with full autonomy, inclu-
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sion, dignity and human rights.20 This is fundamental in 
the text of the UNCRPD. This is also supported in the 
UN Standard for Human Rights, which forms the basis 
of legislation to prevent discrimination against people 
on the grounds of disability. The UN Declaration of 
Human Rights  21 states that a person with a disability 
should not be an object of care (a “patient”) throughout 
life. Instead, he or she is a citizen with special needs re-
lated to a specific disability. These needs should be ca-
tered in the society, but in a “normal” context. Participa-
tion is fundamental and a central aspect of this is access 
to society. This includes physical access, e.g. into pub-
lic and private areas and buildings, as well as to public 
transport, information etc. Regulations on accessibility 
have been established in several European countries for 
the construction of public buildings. The UN General 
Assembly approved the development of UN Standards 
in December 1993 and, through its development into a 
convention to provide persons with disabilities full par-
ticipation and equality, it is important in laying down 
fundamental principles. The WHO defines disability as 
an interaction of a person with a health condition and 
the environment solving the “either-or” discussion be-
tween the medical or social approach to an as well as 
approach.19 

The Council of Europe has also published a series 
of reports and documents on human rights for people 
with disabilities. These have not been produced in detail 
here, as they were published in the 2nd Edition of the 
White Book.22, 23 Its aims are to: 

—— improve the quality of life of persons with dis-
abilities and their families over the next decade;

—— adopt measures aimed at improving quality of life 
of people with disabilities, which should be based on a 
sound assessment of their situation, potential and needs;

—— develop an action plan in order to achieve these 
goals;

—— allow equity of access to employment as a key 
element for social participation;

—— adopt innovative approaches, as persons with 
physical, psychological and intellectual impairments 
live longer;

—— create activities to enable a good state of physical 
and mental health in the later stages of life;

—— strengthen supportive structures around persons 
with disabilities in need of extensive support;

—— promote the provision of quality of services;

—— develop programs and resources to meet the needs 
of persons with disabilities.

Disability Rights legislation has also been created 
in several European countries.24 Some have had long-
standing legislation with a general policy on the rehabil-
itation of persons with disabilities (e.g. France has had 
a Disabled Persons Act since 1975), but the majority 
of countries have passed anti-discrimination legislation 
only during the last fifteen to twenty years, e.g. Act of 
Equal Opportunities for Disabled Persons (Germany), 
Framework Law (Italy), Constitution Act (Finland), 
Act on Provision of Rights of Persons with Disabilities 
(Hungary 1998), Health for All 2004 (Slovenia), Dis-
ability Discrimination Act 1996 (UK), Toward Inclu-
sion 2001 (UK) etc. 

These are as follows:7 
—— Rehabilitation & the right to health is described 

in the World Report on Disability 2011 and the UN 
Convention on Human Rights 2005 (19,25,26). Human 
rights are based on the FREDA values (Freedom, Re-
spect, Equality, Dignity, Autonomy), which gives free-
dom from discrimination, particularly where minority 
rights are considered. All members of society have a 
right to health in terms of health determinants, sanita-
tion, food, water, nutrition and a right to rehabilitation. 
The conceptual description of rehabilitation has pre-
viously been described in the context of its provision 
through the health sector

—— Rehabilitation is also supported through inter-
national law and there has been much written in many 
declarations and conventions — e.g. 2006 UN Conven-
tion on Rights of Persons with Disabilities.27 Equally, 
rehabilitation is supported under regional EU law and 
the European Convention on Human Rights describes 
this. Finally, PRM and health services support a hu-
man rights approach to the practice of rehabilitation 
and PRM services. These should be available, accept-
able to users, be of high quality and be accessible to 
all (i.e. non-discriminatory, physical, affordable, within 
the field of ethics, but this is not enshrined in law or 
conventions.

—— They should also enshrine professional values 
and standards, medical education and training on ethics 
and human rights and advocacy 

The recommendations were to:27 
—— promote professional standards; 
—— highlight education and training on ethics and hu-
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man rights for medical undergraduates and doctors in 
training;

—— encourage education among people with disabili-
ties, influencing policymakers and set advocacy assis-
tance.

From a human rights perspective, rehabilitation prac-
tice imposes essential standards of healthcare services, 
which should be:

—— accessible from a physical and information per-
spective; 

—— non-discriminatory;
—— affordable;
—— acceptable from an ethical and cultural aspect; 
—— scientifically and medically appropriate and of 

the highest quality. 
Turning to health care, the primary goal of health care 

policy is to maximize the health of the population within 
the limits of the available resources, and within an ethi-
cal framework built on equity and solidarity principles. 
Innovative technologies that offer a therapeutic benefit 
should be made available at an acceptable cost.28 The 
implied choices, at the macro-, meso- and micro- level 
will be described below. In 2005 the World Health As-
sembly adopted a Resolution on “Disability, including 
Prevention, Management and Rehabilitation” and made 
a number or recommendations, charging the Director-
General with a number of tasks.29 The WHO regards 
disability as a human rights issue, a public health issue 
and a development issue.30, 31 

Applying the principles of (medical) ethics

From a medical ethics perspective, what does this 
mean for medical practice? Shared decision making is 
important for clinicians in all medical specialties, but 
particularly so for those in PRM. The adoption of hu-
man rights as the driving force for an inclusive policy 
and medical ethics is the underlying principle of patient-
centered rehabilitation care and PRM practice. Advo-
cates in decision making at government and planning 
level. This chapter will address only ethical principles at 
a macro level, i.e. in relation to healthcare policy.

Conceptual choices made by society and health au-
thorities may influence decisions with regard to persons 
with disabilities. These include the concepts of disabil-
ity and responses described above. The World Report 
on Disability (2011) and the United Nations Convention 

on the Rights of Persons with Disabilities (UNCRPD, 
2006) have highlighted the importance of advocacy for 
person with disabilities through the WHO Global Dis-
ability Action Plan 2014-2021: “Better health for all 
people with disabilities.”  18, 27, 30 Article 1 of the UN-
CRPD describes the purpose of the convention: to pro-
mote, protect and ensure the full and equal enjoyment 
of all human rights and fundamental freedoms by all 
people with PWD, and to promote respect for their in-
herent dignity. The UNCRPD is legally binding in the 
countries that ratified it and Article 26 “Habilitation and 
rehabilitation” engages states to organise, strengthen 
and extend comprehensive habilitation and rehabilita-
tion services and programs, particularly in the areas of 
health, employment, education and social services. 

All of these are enshrined in PRM practice and are 
supported by PRM physicians and rehabilitation has 
thus become the key health strategy of the 21st centu-
ry.32 This has to address the growing need for rehabili-
tation because of advances in healthcare and medical 
technology, ageing populations, increased survival rates 
and life expectancy and the greater burden of chronic 
and long-term conditions, which put pressure on extra 
costs amid shrinking budgets. 

Ethical and cultural issues aspects are also discussed 
in other chapters in the book and demonstrate that PRM 
physicians also act as advocates in advising govern-
ments and health care planners on decision making. 
These chapters will show that they are also addressed 
in rehabilitation curricula and postgraduate training. 
Professionals delivering PRM services should take time 
(and do) to reflect on these issues.

Rehabilitation and health systems

Access to and funding of rehabilitation services vary 
from country to country and many of these variations 
depend on the relevant health care and social sys-
tems.33, 34 Differences are also apparent from the differ-
ences in the way that data is collected and calculated. In 
some countries, there may even be regional differences. 
Stakeholders include healthcare authorities (politicians 
as well as administration), public health organizations, 
payers (health and social insurance or other organiza-
tions which fund health and social care), providers, 
healthcare professionals, consumers and the commu-
nity. 
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Access to rehabilitation interventions is governed by 
prescription through a PRM physician. The discussion 
of rehabilitation across Europe has to separate highly 
specialist interventions, such as those provided by a 
PRM physician from specialized therapies, such as 
pressure ulcer management and generic therapies, such 
as mobilizing treatments after, say, an uncomplicated 
limb fracture. This chapter will not be able to address 
all of these, as they are paid for differently, but they are 
all provided in one way or another. Payers and com-
missioners of healthcare need to be aware of the value 
of specialist treatments, which require a multi-profes-
sional team as opposed to a single practitioner. They 
may appear expensive, but there is good evidence of 
their cost-efficiency in acute, post-acute and long-term 
settings.35,  36 PRM is present in all but one of the 34 
members of the UEMS and each country needs to de-
fine what will be and will not be funded through normal 
resource streams. 

This book deals primarily with PRM in most Euro-
pean countries. PRM interventions are covered by a 
public insurance package, especially for specialist reha-
bilitation in acute settings and Chapter 8 describes the 
different phases of the PRM process. However, almost 
everywhere there is an out of pocket supplement for 
the patient, usually largest in more chronic and long-
term care. Often, private insurance systems and private 
hospitals exist for patients, who want to complete their 
treatment with extra care above the provided public 
package. Post-acute PRM programs and physical thera-
py can be limited in duration or the number of sessions, 
but most of the variability exists in long-term rehabilita-
tion. This seems to originate from historical differences, 
mainly between previous Eastern and Western Europe, 
but also between northern versus Mediterranean areas. 
In some countries, there is no public funding for long-
term care, even more so since the recent financial crisis. 
In most Central and Eastern European countries, long-
term rehabilitation is usually relatively well organized 
and may be combined with “Spa centers.”

Acute PRM services (inpatient and outpatient) are 
generally embedded in acute/general hospitals or in pri-
vate practice (outpatient). Post-acute services are pro-
vided in general as well as in specific hospitals/centers, 
while long-term services are mainly organized in spe-
cific facilities, sometimes depending on social service 
rather than healthcare. 

In some countries, patients have access to PRM pro-
grams through referral to a PRM physician, but there is a 
trend of referrals of patients from acute services to start 
early rehabilitation under the care of PRM physicians. 

Although PRM is recognized in nearly every coun-
try of Europe, the distribution of specialists is still rela-
tively low. There are large differences in the number of 
specialists by country, in their role in the health sys-
tem and in their conditions of work. Appendix 2 shows 
the variation in numbers of specialists by country and, 
while an optimal number of PRM physicians per unit of 
population has yet to be set across Europe, there clearly 
remains a disparity between states. 

Economic burden of disability

The cost of disability

The economic burden of disability assumes a greater 
importance to address the increase in the number of 
people with disabilities and the impact of greater and 
longer survival. In addition, the economic crisis in Eu-
rope raises the question of how these people with will 
be sustained through economic support. The growth 
in the numbers already places an economic and social 
burden on society and it is likely to get worse, as post-
World War Two baby boomers pass the age of 70 years. 
The true extent of the numbers of people with severe 
and moderately severe disability is difficult to deter-
mine, but they are certainly placing demands on health 
care. One reason is that the definitions of disability of-
ten change across disciplines. There are also different 
assessment tools and different public programmes for 
disability, leading to difficulties in comparing data from 
various sources (33). In addition, the limited data on the 
cost components of disability makes it difficult to quan-
tify the loss of the productivity and there are no com-
monly agreed methods for cost estimation.1

In order to understand better, we must use the ICF 
definition of disability 37 as a functional limitation that 
results not only from impairment or personal limitation 
on the daily activity, but also from the relation of a per-
son with the environment, which involves dysfunction 
at one or more of three levels: impairments, activity 
limitations and participation restrictions. The resulting 
loss of capacity, at physical or mental level, reduces the 
performance of some of the activities of daily living, 
increasing the cost of reaching a given level of well-
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being. According to the World Report on Disability, the 
cost of disability could be classified in direct and indi-
rect 19 (Figure 1).

Direct costs can be classified into two categories: (i) 
the additional costs encountered by that disabled persons 
and their families for daily living standards and (ii) the 
disability benefits provided from governments.1 In the 
United Kingdom, estimates range from 11% to 69% of 
standard income.38 In Ireland, the estimated cost of dis-
ability varied from 20.3% to 37.3% of average weekly 
income, depending on the duration and degree of limita-
tions of these people. It is higher in those with severe 
limitations.39 14% for households in Bosnia and Herze-
govina 40 are classified as containing a disabled person.

Public spending on disability programs includes 
benefits for full and partial disability benefits, as well 
as disability-specific early retirement plans or reduced 
work capacity. Expenditure is at about 2% of gross do-
mestic product (GDP) with the inclusion of sickness 
benefits. This equates to almost 2.5 times the spending 
on unemployment benefits and reaches about 5% of 

GDP in the Netherlands and Norway.40 Estimating loss 
in productivity due to disability and relevant taxes is 
thus complex and needs statistical information.

A recent study has proposed that the cost of the dis-
ability is related to two problems.41 The first is financial. 
People with a disability may have more difficulty in get-
ting a job, retaining the job, or may get a lower income; 
however, they may have to use their own finances/
savings to achieve satisfaction or may need a greater 
income just for routine activities. The second problem 
relates to social protection systems, which provide ser-
vices through direct taxation or facilitate the environ-
ment, such as preferred parking or employment subsi-
dies aimed to compensate for the higher costs relevant 
to disability in many countries.41

In Europe, some policies address the reintegration of 
disabled people into the work, while others aim to com-
pensate persons with disabilities. According to Eurostat, 
public social spending for disability reached a 2% of 
GDP in the EU-28 in 2012, ranging from 0.7% in Cy-
prus to 4.4% in Denmark.41

The European Commission highlighted in the Euro-
pean Disability Strategy 2010-2020  42 the eight areas 
for joint action between the EU and EU member states. 
These are:

—— accessibility;
—— participation;
—— equality;
—— employment;
—— education and training;
—— social protection;
—— health, and External Action.

The role of rehabilitation in reducing the cost of dis-
ability

Rehabilitation has thus, in principle, a pivotal role in 
reducing the cost of disability via promoting functional 
recovery and increasing the function with a manage-
ment of environmental factors. To reduce the cost of the 
disability, such a hypothesis needs to have a good cost-
efficiency ratio. Recently, two studies of cost-efficiency 
of inpatient rehabilitation — one for complex neurolog-
ical disabilities in the UK (43) and the other for brain 
injury in Ireland 44 — clearly demonstrated substantial 
ongoing care cost savings produced by rehabilitation 
with mean weekly cost reductions of £ 760 43 or £ 639 44 

Figure 1.—The cost of disability.
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for each highly dependent patient. The cost-recovery of 
rehabilitation was achieved in 14.2 or 15.6 months.43, 44 
It is important to note that the expected annual savings 
per patient in this markedly dependent group of patients 
at admission to inpatient rehabilitation can amount to 
€ 50,000.44 A residential neurobehavioral rehabilitation 
program during the post-acute phase of brain injury led 
to cost-benefits of £ 1.13 million for those receiving re-
habilitation in the first year following brain injury and 
reaching to £ 0.86 million for those receiving rehabili-
tation later after injury (> one year).45 These findings 
extend the benefit of rehabilitation services (including 
PRM programs) over and above just functional improve-
ment, but also to important cost-savings to both families 
and third-party payers as well as to society in general. 
Cost-efficiency outcomes extend to rehabilitation in a 
variety of settings for diverse disabling conditions. For 
instance, two studies revealed the benefits of multidisci-
plinary pain rehabilitation on cost savings. There were 
considerable cost savings with 42.98 fewer days of sick-
ness absence at one year when compared with patients 
receiving standard care.46 The other study calculated 
savings of US$ 27,119 per family in the year follow-
ing admission to a three-week interdisciplinary pediatric 
chronic pain rehabilitation program of physical therapy, 
occupational therapy, land and water-based group exer-
cise, recreational therapies, and psychological therapies. 
There were also significant reductions in the duration 
of hospitalization, visits to physicians’ offices, physical 
and occupational therapy services, psychotherapy visits 
and missed parents’ work days.47 The long-term cost-
efficiency of cardio-pulmonary rehabilitation has also 
been demonstrated.48, 49 There are also benefits in terms 
of perceived disability, significantly lower hours of sick-
ness absence, when a coordinated and tailored vocation-
al rehabilitation (VR) program is delivered by a multi-
professional team working in a collaborative way under 
the lead of a PRM physician when compared to the con-
trols in those with musculoskeletal disorders. The total 
indirect cost-savings were of the order of US$ 1366 per 
person at six months and US$ 10,666 per person after 
one year in the intervention group.50 Community reha-
bilitation programs for long-term care in frail elderly 
people was additionally found to be cost-efficient with 
high patient satisfaction. However, when compared with 
traditional in-patient rehabilitation, it did not reduce the 
length of hospital stays or hospital readmission rates.51

A study on occupational musculoskeletal disorders 
demonstrated that early rehabilitation may result in 
medical cost-savings of up to 64% and disability bene-
fits cost savings of up to 80%. The cost of rehabilitation 
was also up to 56% lower with early delivery and with 
expected cost savings of approximately US$  170,000 
per claim.52 Another study calculated the long-term net 
cost savings at US$ 817,836.53

A recent study on multiple sclerosis highlighted sig-
nificant differences between patients with a low disabil-
ity score against those with a high disability score — the 
latter making a significantly greater number healthcare 
visits and having more hospitalizations, worse health-
related quality of life, more significant problems in 
work, more unemployment and a need to change or stop 
work, which all increased the direct and indirect costs of 
disability.54 Added to this calculation should be further 
indirect costs of disability of €  910 million (account-
ing for ~0.5% of GDP) in a Portuguese population with 
rheumatic diseases in 2013 resulting from early retire-
ment. These figures included the high annual cost due to 
lost years of working life.55

It is known that in some situations rehabilitation in-
terventions produce further additional costs. However, 
they may be associated with more improvements in 
clinical outcomes. In some other situations, rehabili-
tation interventions may produce similar clinical out-
comes at lower costs. Rehabilitation interventions may 
result in savings other health care or social services 
costs through maintaining productivity, which had been 
lost due to the underlying health condition or disability.

Effects of lack of rehabilitation

What happens if rehabilitation and, in particular, 
physical and rehabilitation medicine (PRM) services 
are not provided? Withholding them may appear less 
costly, but is that cost-saving cancelled by greater ex-
penditure on health and social care elsewhere as a con-
sequence? 43 Good rehabilitation provision is, therefore, 
an important issue in the planning and justification of 
PRM services, both for the individual and his or her 
family/caregiver, but also for other services and society 
in general. It is known that money spent on rehabilita-
tion is recovered with five to nine-fold savings and that 
rehabilitation is effective in all phases of health condi-
tions.22, 23 It is also known that specialized rehabilitation 
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(as delivered by PRM services) is highly cost-efficient 
for all neurological conditions, producing substantial 
savings in ongoing care costs, especially in high-depen-
dency patients.43 PRM services deal with the rehabilita-
tive needs of people with complex needs and they thus 
consume considerable resources in health care. For in-
stance, stroke patients with spasticity directly cost up to 
four times as much as those without spasticity.56 

Examples of the benefits of PRM services are that: 
—— early spasticity management can prevent contrac-

tures and reduce the time spent in further inpatient re-
habilitation;57

—— early supported discharge after stroke will reduce 
the overall costs of health care;58

—— PRM services are associated with not only a high-
er return to work, but also sustain people at work by 
appreciating that vocational rehabilitation needs to con-
sider all the factors required to maximize the likelihood 
of a sustainable return to work.59 

A person’s rehabilitation potential cannot be consid-
ered in isolation from what would have been the out-
come without rehabilitation. The question that special-
ist rehabilitation attempts to address is, “will the patient 
benefit from the rehabilitation program in a way that 
would not have occurred, had the recovery been left to 
chance?” The natural history of the impairment and the 
consequent disabilities and disadvantages play a major 
role in the eventual outcome following rehabilitation. 
Some conditions recover spontaneously and early inter-
vention may give the false impression that therapy has 
been efficacious.60, 61 On the other hand, early interven-
tion may be associated with an improved outcome even 
where full recovery does not occur.62 

The lives of people with persisting disabilities and 
their families can be enhanced by rehabilitation, but, 
more importantly, the consequence of them not having 
rehabilitation may be to reduce independent functioning 
and quality of life.63 In the acute hospital, many correct-
able problems, such as nutrition, swallowing, mobility 
and equipment issues may not be addressed as the focus 
is inevitably on treating the primary impairment. This is 
where PRM physicians can assist in preventing compli-
cations and in ensuring an optimal level of functioning.64 
In the absence of rehabilitation complications and loss of 
function may occur and discharge may be delayed. Yet 
health services have a statutory duty to provide rehabili-
tation services to meet health needs of all patients.65, 66

The following may be found in the absence of reha-
bilitation for a variety of conditions.

—— immobility including weakness, cardio-respirato-
ry impairment, muscle wasting, pressure sores, spastic-
ity, contractures and osteoporosis;

—— pain;
—— nutritional problems;
—— swallowing problems;
—— bladder and bowel problems (constipation and in-

continence);
—— communication problems;
—— cognitive problems and an inability to benefit 

from learning;
—— mood and behavioral problems;
—— ill-health and systemic illness from a variety of 

causes, e.g. urinary tract and cardio respiratory prob-
lems, diabetes mellitus;

—— complications of underlying conditions.
Knowing this, PRM services need to be involved in 

longer-term follow-up of patients, as they move into liv-
ing in the community, in order to prevent:

—— secondary health problems and social isolation;
—— carers becoming exhausted by the burden of care 

and thus break down of the domestic situation;
—— general practitioners or social workers being 

called on unnecessarily;
—— emergency admissions back to hospital;
—— unnecessary placements in residential or nursing 

home care; 
—— inappropriate and untimely prescription of dis-

ability equipment;
—— inability to update disability equipment in the 

light of advancing technology, e.g. neuro-prostheses.
This short text cannot go into great detail with the 

effects of a lack of rehabilitation, but its overall result 
may be that the person is frequently left with a poorer 
functional capacity and quality of life. This has been 
demonstrated in community settings through wast-
age of resources expended in acute and post-acute set-
tings. Several initiatives have recognized this reversal 
in abilities after patients are discharged home and an 
international expert group produced a simple easy-to-
use checklist using stroke survivors as a model.67 The 
checklist has now been validated and found to be use-
ful, so that it can be used as a means identifying issues 
for persons with disabilities living at home or in insti-
tutional settings.68 The experience is that many people 
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suffer preventable complications through a lack of reha-
bilitation and health services end up spending more ex-
pensive resources (e.g. surgery) to retrieve the situation 
or simply repeating treatments, from which the patients 
should have “moved on.” 

Describing the effects of a lack of rehabilitation is an 
important issue in promoting and justifying high-caliber 
PRM services.
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ABSTRACT      
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Introduction

The White Book (WB) of Physical and Rehabilita-
tion Medicine (PRM) in Europe is produced by the 

4 European PRM Bodies and constitutes the reference 
book for PRM physicians in Europe. It has multiple 
values, including to provide a unifying framework for 
the European Countries, to inform decision-makers at 
the European and national level, to offer educational 
material for PRM trainees and physicians and informa-
tion about PRM to the medical community, other reha-
bilitation professionals and the public. The WB states 
the importance of PRM, that is a primary medical spe-

cialty. The contents include definitions and concepts of 
PRM, why rehabilitation is needed by individuals and 
society, the fundamentals of PRM, history of PRM spe-
cialty, structure and activities of PRM organizations in 
Europe, knowledge and skills of PRM physicians, the 
clinical field of competence of PRM, the place of PRM 
specialty in the healthcare system and society, educa-
tion and continuous professional development of PRM 
physicians, specificities and challenges of science and 
research in PRM and challenges and perspectives for 
the future of PRM.

This chapter is new in the context of the White Books 
produced until now, and it has been introduced to bet-
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ter focus on the core concepts at the base of the PRM 
specialty. These are in fact the essential constituents that 
makes:

—— PRM a primary medical specialty, different from 
all the other medical specialties

—— PRM physician the primary medical specialist 
among the rehabilitation professionals.

The core concepts that will be discussed in this Sec-
tion include:

—— PRM is a person/functioning oriented specialty, 
and this makes the specialty different from the organ/
disease oriented, or treatment/age specific medical spe-
cialties

—— PRM physicians have medical responsibilities, 
like all the other medical specialists, but with an ad-
ditional specificity of making a functional assessment

—— Like the other specialists, PRM physicians pro-
vide direct treatments, but they also work leading the 
multi-professional rehabilitation team, that works in a 
collaborative way with other professionals and medical 
specialists

—— Due to its function oriented approach, PRM has a 
multimodal approach including a wide variety of treat-
ment tools (frequently provided by other rehabilitation 
professionals) and manages all persons’ morbidities 
(health conditions), since it focuses on decreasing im-
pairments and activity limitations to allow the best pos-
sible participation of patients

—— As PRM bases its work on functioning, it has a 
transversal role to other specialties: it overlaps with 
several of them, sharing part of their knowledge, but 
it is also totally independent from all of them, since it 
is based on a different and transversal body of knowl-
edge

—— PRM is focused on the person and neither on 
the disease nor on the setting; in fact, PRM is not only 
transversal to specialties, but also to the settings of care, 
and PRM physicians should know these different reali-
ties: persons with disabilities and those with long-term 
health conditions in fact move inside the national health 
systems between various facilities to obtain the best 
possible functioning and participation through an ap-
propriate rehabilitation process.

The aim of this chapter is to discuss, in detail, all the 
core concepts of the medical specialty of PRM, that 
makes it unique, specific and essential in the current 
trend of health care, which includes acute and long-term 

health conditions, characterized by increasing disability 
from better survival and progressive ageing in popula-
tions.

The person/functioning oriented  
versus disease oriented approach in PRM

After the first dissections, and the understanding of 
anatomy and physiology, science in modern medicine 
has progressed deeply rooted in the knowledge of body 
structures and functions: this strict relationship with 
the physical human being allowed to overcome the al-
most magic traditions orally handed down from mas-
ters to disciples that had ruled official medicine since 
the dawn of history. Consequently, medicine organized 
mainly around topics centered on body structures/
functions — like heart (cardiology), lungs (pneumol-
ogy), joints, bones, and muscles (orthopedics), brain 
and neuromuscular functions (neurology), eyes (oph-
thalmology) and so on. There are a few exceptions to 
this general rule, with fields that could be considered 
“transversal” to the previous “vertical” ones, like gen-
eral medicine, pediatrics and geriatrics. This organ-
based approach led to the classical “biomedical model” 
of treatment, where the search for etiology and patho-
anatomy/physiology of a disease is considered the way 
to develop a good therapy, to eradicate the cause of 
illness and cure the patient (Figure 1). Physicians grow 
with this model in mind: in fact, after the basic topics 
of their first years of studies, “anatomical pathology” is 
one of the first subjects introducing medical students to 
the clinical world. 

PRM was born in a different way, and not around a 
specific body structure/function: in fact, the progress 
of Medicine and Surgery allowed more and more the 
survival of acute patients, (e.g. after important impair-
ments due to accidents, war injuries and/or infectious 
diseases — like poliomyelitis) and this required a spe-
cific attention to their sequelae. Therefore, the focus of 
PRM from the start has been the achievement of the 

Figure 1.—The organ-based approach of the classical “biomedical mod-
el” of medicine.
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best possible “functioning” in a long-term health con-
dition. It was quite immediately clear that the classi-
cal biomedical model was not applicable to PRM, but 
decades had to pass before this concept of functioning 
was totally understood. A breakthrough came through 
the International Classification of Impairments, Dis-
abilities and Handicaps (ICIDH)1 (Figure 2) and, fol-
lowing this, with the International Classification of 
Functioning, Disability and Health (ICF)2 (Figure 3). At 
the same time, the “bio-psycho-social model” of treat-
ment 3, 4 was developed, where therapy focuses on the 
care of the whole person. In fact, it was clear since the 
beginning that the core of PRM was not a single body 
structure/function, but the total person and human be-
ing, including his psychology and motivation (called to-
day “personal factors”) and social environment (called 
today “participation” and “environmental factors”).

The actual reference framework of the specialty, the 
ICF, includes all these aspects (Figure 3). It is interest-
ing to look at this graph thinking where our “function-
ing-based” specialty, with its broad approach to the per-
son, is in comparison with the classical “organ-based” 
ones, with their disease-oriented approach. According 

to the “biomedical model”, the latter are mainly focused 
on the disease, as well as on the body structures and 
functions (Figure 4). Instead, PRM is focused in general 
on functioning and disability (that in fact is all the per-
son); PRM clinical work (Figure 5) has a specific focus 
on reducing “activity limitations”, and improving “im-

Figure 2.—The International Classification of Impairments, Disabilities 
and Handicaps (ICIDH) 1 model.

Figure 4.—According to the “biomedical model”, the classical “organ-
based” medical specialties are mainly focused on the disease, as well as 
on the body structures and functions.

Figure 5.—The “functioning-based” PRM specialty is focused in general 
on functioning and disability (that in fact is all the person); PRM clinical 
work has a specific focus on reducing “activity limitations”, and improv-
ing “impairments”, while addressing also “participation restrictions” at 
a micro-level (personal), while the meso- and macro-levels can be ad-
dressed, with the expert help of PRM physicians, by those who work 
on society at large, including educators and politicians or other decision 
makers. In doing so, it is mandatory for PRM physician to perfectly know 
the medical diagnosis (“health condition” and “disease”), and to strongly 
interfere with the “contextual factors” (“personal” and “environmental”). 
The best possible “participation” for the individual is the final goal.

Figure 3.—The International Classification of Functioning, Disability 
and Health (ICF) 2 model.
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pairments”, while addressing also “participation restric-
tions” at a micro-level (personal), while the meso- and 
macro-levels can be addressed, with the expert help of 
PRM physicians, by those who work on society at large, 
including educators and politicians or other decision 
makers. In doing so, it is mandatory for PRM physician 
to perfectly know the medical diagnosis (“health condi-
tion” and “disease”), and to strongly interfere with the 
“contextual factors” (“personal” and “environmental”). 
The best possible “participation” for the individual is 
the final goal.

The following points generally distinguish the per-
son-centered approach of PRM from the disease-orient-
ed of the organ based specialties:

—— a comprehensive bio-psycho-social approach to 
health conditions to account for all aspects of function-
ing; 

—— the practical medical approach to impairments 
and activities limitations, with the main and final aim to 
positively influence and finally improve participation;

—— taking patients’ contextual factors into account, 
when planning rehabilitation programs; in ICF termi-
nology they serve as “facilitators” and/or “barriers” 
to achieve best functioning: psychological, cognitive, 
motivational, and economical individual factors, but 
also the environmental factors (including care-givers, 
geographical location, legislation, overall economical 
country level…) are crucial for the outcome;

—— ensuring a focus on the patient’s optimal partici-
pation, is high on patients’ aims for rehabilitation and 
this is a final outcome;

—— the underlying health condition is the context of a 
PRM program. Setting up services for someone with a 
rapidly progressive illness may be quite different from 
that for someone with a chronic slowly evolving condi-
tion. Knowledge of the diagnosis allows the PRM phy-
sician to provide an optimal treatment, anticipate poten-
tial complications and associations, slow deterioration 
(where relevant) and give a prognosis, which may in-
clude end-of-life considerations;

—— PRM interventions are different around the world, 
coherently with the existing contextual factors and the 
participation required and allowed by that specific so-
ciety.5, 6

Another word widely used with respect to PRM is 
“holism”, to state that PRM is focused on the whole 
person. This word perfectly paints the specialty focused 

on “functioning” and “disability” (that are “holistic” by 
definition). In this context, the meaning of the term “ho-
lism” is totally different from that in alternative/com-
plimentary practices, and it is not used to justify scien-
tifically unproven treatments: PRM in fact is a primary 
medical specialty totally based on evidence.

In front of the characteristics of PRM today, as a spe-
cialty with a transversal knowledge (person oriented), 
but an application that is vertical inside the other spe-
cialties (disease oriented), there are many possible ap-
proaches in clinics. We could consider them looking at 
the two possible extremes:

—— the “general PRM physician” (in analogy with 
the “general practitioner”), that must have a very good 
knowledge of all health conditions requiring a PRM 
approach; he/she should be able to manage all patients 
with all pathologies. This model is mostly diffused in 
acute wards and post-acute inpatients practice in gener-
al PRM wards (primary rehabilitation care). The advan-
tage in this case is the possibility to manage as a single 
medical specialist with a multi-professional team work-
ing in a collaborative way with other disciplines, almost 
all patients, and the possibility to perform a triage to 
orient most complex patients to secondary/tertiary care; 
the disadvantage is the possible loss of specificity (a lot 
of time to manage the disease and not enough time to 
focus on rehabilitation) and of deep knowledge of spe-
cific fields;

—— and the “specialized PRM physician”: in this case 
a clinician becomes highly expert also in the basic “or-
gan” specialty, losing some general competence and 
focusing mainly on the medical diagnosis, evaluation, 
treatment and rehabilitation of patients with specific 
diseases. This is most diffused in tertiary PRM wards, 
research and university PRM post-acute wards, but also 
in some outpatient settings. The advantage in this case 
is the high specificity of work, the easiness of contacts 
with “organ” specialists (sometimes even the possibility 
to reduce their specific contribution in the most com-
mon cases), the deep specific knowledge; disadvantage, 
the focused knowledge closely resembling that of “or-
gan” specialists. 

Among these two extremes, all possibilities exist in 
PRM practice today, and PRM physicians are trained 
for both extremes and all the intermediate clinical situ-
ations.
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Diagnostic responsibilities of PRM physicians

As stated above, in the context of the ICF, rehabili-
tation is a medical strategy aimed at enabling people 
experiencing disabilities to achieve optimal function-
ing in interaction with the environment.7 This primary 
function is achieved through the rehabilitation process 
itself, but firstly, is based on a specific medical diagno-
sis. This gives the “boundaries” of PRM interventions, 
defining the medical prognosis, and consequently a lot 
of the patient’s expectations from a medical perspec-
tive. This perspective provides a stable basis, around 
which all the other components of the PRM program 
can be developed. In fact, the medical diagnosis fore-
casts a range of possible residual impairments, activity 
limitations and also (to a lesser extent) participation 
restrictions. What the medical diagnosis does not de-
fine is the level of these impairments, limitations and 
restrictions: in fact, they will be the results of the reha-
bilitation process together with the personal and envi-
ronmental factors.

Without a precise medical diagnosis, it is not possible 
to start and adequately plan the PRM program either 
the very short-, short- or long-term one. The medical 
diagnosis determines also the style of the communica-
tion with the patient and the agreement to be reached on 
achievable goal setting. At the start of the rehabilitation 
process, it is necessary for the patient and his/her fam-
ily/caregivers to accept the patient’s new “status”. This 
will then interact with his or her personal and environ-
mental factors to set and determine the outcomes of the 
rehabilitation process. 

Consequently, PRM physicians have a major medi-
cal diagnostic responsibility. In some clinical situa-
tions, typically when the patient’s impairment is mild 
(e.g. following “conservative” treatment in orthopedic 
and/or sports medicine), the PRM physician is the first 
health professional to see the patient and arrive at the 
diagnosis. In these cases, the PRM physician has a pri-
mary role in assessing patients for possible alternative 
treatments and/or referring for more specific diagnos-
tics by other specialists. In other clinical situations, typ-
ically in post-acute wards, PRM physicians are called in 
after the intervention of other specialists. In these situa-
tions, the PRM physician’s role is to check and confirm 
the patient’s primary medical diagnosis and to identify 
any comorbidities and already known impairments and 
activity limitation. Other medical specialists sometimes 

feel uncomfortable in evaluating these as they are “out 
of their specialty-specific competence”. Patient follow-
up in the medium and long term sometimes allows a 
refining of the medical diagnosis, when the course of 
the condition does not follow its usual expected pattern. 
An exception to this general rule is that it is sometimes 
impossible to make a definitive diagnosis immediately 
and treatment can be proposed to elucidate this further 
(diagnosis “ex adjuvantibus”). 

Apart from the general medical diagnosis, the PRM 
physician is specifically responsible for the functional 
assessment of patients before starting the PRM process. 
This aims primarily at identifying the impairments and 
activity limitations, measuring their level and conse-
quently setting the goals of the PRM program to achieve 
the best individual participation. Moreover, PRM physi-
cians have competences in eliciting the meaning of an 
illness or a disability to an individual patient, the im-
pact on their sense of personal identity and the resulting 
emotional reaction. Parts of the functional assessment 
can also be done by the other rehabilitation profession-
als, but PRM physicians importantly perform it for all 
the domains of body structures/functions and activities, 
while other focus only on their specific competences. 
PRM physicians maintain in this way a wider perspec-
tive, that allows to define, in collaboration with the other 
rehabilitation professionals, priorities and temporal tim-
ing of the different interventions. Moreover, the func-
tional assessment is the overlap of competence between 
the different rehabilitation professionals that constitute 
the common background for dialogue, interaction, and 
team building. Nevertheless, also in a team perspective, 
the functional assessment responsibility finally rests on 
the shoulders of PRM physicians.

In this functional perspective, there are some diag-
nostic tools that are specific to PRM and have been 
widely developed inside the specialty, such as disabil-
ity and quality of life questionnaires, but also motion 
analysis systems, electrodiagnostic and ultrasound in-
struments, etc.

Moreover, PRM physicians have been among the first 
to recognize the importance of ICF for further develop-
ment of rehabilitation, better information about health-
care and stimulation of research with the common goal 
of achieving optimal functioning and minimizing dis-
ability of both individuals and general health aspects.8-10
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The PRM multimodal approach  
and multiple morbidities management

PRM covers a broad range of disorders and includes 
the consequences of trauma, surgery, diseases and con-
genital conditions. This is in sharp distinction with/to 
other medical specialties that treat organs or organ-sys-
tems (e.g. cardiology, nephrology, dermatology), spe-
cific age groups (e.g. pediatrics, geriatrics) or that apply 
a certain skill or technical instrumentation (e.g. surgery, 
radiology, radiotherapy). 

Therefore, PRM usually is considered as a “transver-
sal specialty”. Moreover, PRM is not primarily focused 
on prevention or treatment of the disorder itself, but 
focuses on the consequences in terms of activity limi-
tations and restrictions in participation. The prevention 
and reduction of activity limitations and optimization of 
participation are the core of PRM. 

As a result, PRM has adopted a patient-centered ap-
proach that also includes the personal characteristics of 
the patient. The consequence of this “holistic” approach 
is that PRM physicians do not work alone, but need to 
involve a large number of other healthcare profession-
als. The healthcare professionals operate in a collabora-
tive way in a multi-professional team lead by the PRM 
physician, which also includes the patient and/or his/
her caregivers. 

Diagnosing, assessing, treating, training, exercising, 
coaching and supporting this broad range of patients 
with a large multi-professional team in the acute, sub-
acute and chronic phases requires expensive and well-
equipped facilities. Usually a PRM department provides 
facilities (and its personnel) including: electromyog-
raphy, diagnostic ultrasounds, strength measurement, 
gait analysis, neuropsychological testing, gymnasium, 
occupational therapy rooms, swimming pool, physical 
modalities etc.

The broad range of patients, the focus on impairment, 
activity limitations and participation restrictions, the at-
tention to personal factors and environmental factors, 
the multi-professional team and the necessity of equip-
ment and other facilities make PRM a complex, multi-
modal and comprehensive specialty. 

Each patient is usually treated with a broad range 
of therapies, provided by a broad range of health pro-
fessionals. These can include, among others, exercise 
therapies, occupational therapies, speech therapies, 
neuropsychological treatments, behavioral therapies, 

physical therapies, manual therapies. Each patient is 
treated with a unique approach, according to his dis-
ease, impairments, activity limitations, participation 
restrictions, environmental and personal factors, in a 
totally multimodal and individualized approach.

The ageing of the population has a huge impact in 
service providing, as well as on people with disabilities: 
this conversely impacts on PRM specialty and treat-
ments. Rarely patients after a certain age have only one 
disease; rarely the main disease for the PRM interven-
tion is not influenced by other important morbidities. 
The recently developed “syndemic” conceptual frame-
work 11 fit quite well into the approach of PRM to co-
morbidity. In fact, it emphasizes the synergistic role of 
diseases and (social) context in affecting the clinical 
course, and strongly relies upon a biosocial conception 
of health.

Therefore, treatments must be continuously adapted, 
making approaches even more individualized. PRM’s 
holistic approach focuses on the entire person with 
the aim of improving his/her activities and increasing 
his/her participation and inevitably takes into account 
all the comorbidities, that influence treatments and out-
comes. 

Moreover, comorbidities are usually scarcely evalu-
ated by the referring specialists in case of patients com-
ing from acute wards and they frequently require a diag-
nostic workout by PRM physicians at the admission to 
the post-acute wards. Comorbidities heavily impact on 
the burden of care and on final outcomes: specific scales 
are under development to better understand, study and 
clinically manage their impact in the PRM process.

The multi-professional PRM team 
lead by the PRM physician

PRM physicians provide treatments in two differ-
ent ways: as in many other specialties, they do it per-
sonally, using specific techniques (e.g. interventional 
PRM, injections, manipulations “manu medica”, etc.); 
instead, quite specific to PRM is the delivery of treat-
ments through team work. The latter is particularly true, 
when a rehabilitation process is concerned and other 
non-physician rehabilitation professionals are included.

The achievement of successful rehabilitation requires 
multiple health care professionals with a wide range of 
clinical skills and expertise. They must work together 
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harmoniously, but also effectively as a team, in order to 
achieve rehabilitation goals for patients and their fami-
lies. It is this style of multi-professional teamwork that 
differentiates PRM from many other specialties. The 
combined group activity of an effective team should 
provide synergy and result in better outcomes than the 
sum of each individual working alone.12-14

Even if being multi-professional in nature, the terms 
used in medical and management literature can be 
confusing as different team approaches or models ex-
ist and are defined according to the interaction among 
team members. Consequently, the means, in which 
the multi-professional team works, has been defined 
by different models: multi-, inter- and trans-disci-
plinary, with different meanings. A multidisciplinary 
team model utilizes the skills of individuals from dif-
ferent disciplines but each discipline still approaches 
the patient from his own perspective and usually the 
physician communicates with other professionals of 
the team. An interdisciplinary team model integrates 
the approach of different disciplines with a high level 
of collaboration and communication among the team 
professionals using an agreed and shared strategy; the 
leadership of the team remains in the hands of one 
PRM physician. In a transdisciplinary team model the 
boundaries of professionals’ practice are blurred and 
any professional is capable of working in any particu-
lar team role.15, 16

An interdisciplinary approach in the multi-profes-
sional team is the preferred pattern of team working. 
However, even if it is not the most appropriate to an-
swer to the needs of the patient and provide a good 
rehabilitation program, other models can also be found 
in various rehabilitation settings, such as a multidis-
ciplinary approach in an acute-care unit or a transdis-
ciplinary approach in long-term community care for 
a patient with educational needs. In most settings, an 
interdisciplinary model is most effective because it al-
lows a collaborative, holistic and patient-centered ap-
proach to rehabilitation.17 For all these reasons in this 
book we prefer the term “collaborative” referred to 
team work, since various models can be applied effec-
tively in different settings. The PRM team, under the 
responsibility of the PRM physician, should agree and 
set realistic goals along with patients and their families 
and then work together to achieve these goals using a 
shared strategy. This is often best done in joint sessions 

which may serve to avoid over-stimulation, fatigue or 
repetition.

Evidence shows that improved functional outcomes 
and even better survival can be achieved with multi-pro-
fessional collaborative teamwork in several conditions 
particularly stroke, traumatic brain injury, hip fracture, 
pulmonary rehabilitation and back pain.17-19

The interpretation and the means to obtain a good col-
laborative approach for the multi-professional team are 
different according to the settings. In a PRM ward (in 
acute and post-acute hospitals) all professionals work 
together in the same facility under the responsibility of 
the PRM physician. The turn-over of patients is rela-
tively low, the rehabilitation time long enough, and the 
answer of patients to treatments quite rapid. All these 
factors play a major role in determining the approach 
to team management that is considered “classical” in 
PRM, since it is the most studied.

In the acute hospital with a central PRM department 
the multi-professional team of the PRM department is re-
sponsible for all rehabilitation issues in the acute hospital. 
The multi-professional PRM team acts on a consultant 
basis for all wards. The multi-professional team consists 
of PRM physicians and rehabilitation professionals un-
der the responsibility of the PRM physician. The multi-
professional team works collaboratively with other dis-
ciplines at the different wards wherever they are needed.

Also, outpatients’ settings must provide multi-pro-
fessional teams working in a collaborative way with 
other disciplines, under the responsibility of the PRM 
physician. Nevertheless, teams may be incomplete or 
sometimes do not seem to exist, particularly when the 
PRM physician and the rehabilitation professionals pro-
viding treatment are not even working in the same place 
teamwork. Teams may operate without the physical 
presence of one or several rehabilitation professionals, 
but always under the PRM physician’s responsibility 
(liability). Other specific characteristics of this setting 
include huge number of patients, rapid turn-over, short 
time for evaluation and treatments (a few sessions) and 
rapid answers to treatments. Obviously, the difficulties 
of a team approach increase in these cases, and manage-
ment is based on protocols and/or simple prescriptions: 
in case of exceptions to protocols, disagreement and/or 
particular clinical cases, direct written and/or speaking 
contacts between the professionals are needed. Possi-
bly, team meetings should also be planned, even if with 
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reduced frequency. Very close to this setting, is the situ-
ation of the so-called “post-rehabilitation” and/or main-
tenance activities in chronic patients. Sometimes, it is 
argued that these settings are not clinical and outside 
the rehabilitation team, but the management of these 
complex patients is usually difficult and they intermit-
tently require classical rehabilitation interventions: 
consequently, also in these cases a team management of 
maintenance is more appropriate, even if light strategies 
should be adopted.

Another different situation for team work manage-
ment is in long term PRM facilities, where turn-over 
and clinical changes are very slow, and rehabilitation 
treatment reduced. In these cases, team meetings are 
still possible, but on a very low pace. 

Successful rehabilitation team work requires some 
specificities, even if not all are possible in the different 
settings proposed:

—— management and leadership: PRM physicians 
are clinical managers and should be good leaders of the 
rehabilitation team: in addition, they should be able to 
manage groups, solve problems, facilitate discussion, 
make decisions and listen;

—— hierarchy: even if there is no direct hierarchical 
relationship (not possible when in different facilities), 
there must be in all health systems someone, who is ulti-
mately responsible for the patients, and for making clin-
ical decisions: this is the physician, usually the PRM 
physicians, in a functional hierarchical relationship;

—— time: appropriate time must be devoted to team 
building, which may vary according to the setting. Since 
rehabilitation is not possible without the team, this is 
proper working time and not only improves the stan-
dards of clinical work, but really allows it to function;

—— respect of roles and professions: all the team 
members have different competences that must be rec-
ognized by all the others; the roles are different, and a 
hierarchy exists with the leadership of the PRM physi-
cian and needs to be respected;

—— personal factors: teams function, if people make it 
function. There are clearly personal factors, such as the 
availability to change, the ability to collaborate, team 
work education, a balance of personal strength to accept 
to have one’s own work discussed and sometimes chal-
lenged, and the ability to listen and permission to speak. 
These factors can only partially be learned, but are nec-
essary to practise rehabilitation for all professionals

—— environmental factors: general attitudes in the 
working place (in and out the rehabilitation ward, in-
cluding the administrative management) plays a major 
role in facilitating or inhibiting team work; PRM physi-
cians have a major role in facilitating the environmental 
attitude. Moreover, specific instruments and communi-
cation tools should be developed according to the set-
ting.
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White Book on Physical and Rehabilitation Medicine (PRM)  
in Europe. Chapter 4. History of the specialty:  

where PRM comes from
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ABSTRACT      
In the context of the White Book of Physical and Rehabilitation Medicine (PRM) in Europe, this paper deals with the history of the PRM medical 
specialty. The specialty evolved in different European countries, and sometimes also into the single countries, from different medical streams 
that finally joined. These included among others: balneology, gymnastic, use of physical agents (water, heat, cold, massage, joint manipula-
tions, physical exercise, etc.). Another important role has been played by the increasing number of people experiencing or likely to experience 
disability due to improvement of medicine and consequent survivals from wars, accidents and/or big infective epidemics (like polio); these 
evolutions happened in strict relationship with other specialties like cardiology, neurology, orthopaedics, pneumology, rheumatology, traumatol-
ogy, creating a knowledge transversal to all of them. Consequently, the PRM specialty has been gradually introduced in the different European 
countries, however with no uniformity. Subsequently, European Organizations were created for its diffusion and coordination at the level of 
medical competences and patient care as well as medical teaching and research: The European Federation of Physical Medicine and Rehabili-
tation - later European Society (ESPRM), The Académie Médicale Européenne de Médecine de Réadaptation (EARME), The PRM Section 
of the European Union of Medical Specialists and the European College of PRM (served by the UEMS-PRM Board), were created and work 
today regarding these general aims. Nowadays a uniform definition of the specialty exists in Europe, which is concordant with the internation-
ally accepted description of PRM (based on the ICF-model). Moreover, research in PRM has been mainly improved during recent decades in 
Europe due to some external as well as internal scientific influences, thus increasing its scientific importance, together with a parallel increase 
in rehabilitation journals, many of them indexed and some with impact factor (Cr, EJPRM, JRM, among others), as well as a parallel increase in 
scientific congresses and courses. Last but not least, the recent creation of the Cochrane Rehabilitation field will also give a great boost to this 
primary medical specialty, as well as the discovery on new physical agents and technologies that diminish activity limitation and participation 
restriction of disable persons.
(Cite this article as: European Physical and Rehabilitation Medicine Bodies Alliance. White Book on Physical and Rehabilitation Medicine 
(PRM) in Europe. Chapter 4. History of the specialty: where PRM comes from. Eur J Phys Rehabil Med 2018;54:186-97. DOI: 10.23736/S1973-
9087.18.05147-X)
Key words: Physical and rehabilitation medicine - Europe - History, Research - Scientific journals.

Introduction

The White Book (WB) of Physical and Rehabilita-
tion Medicine (PRM) in Europe is produced by the 

4 European PRM Bodies and constitutes the reference 
book for PRM physicians in Europe. It has multiple 
values, including to provide a unifying framework for 
the European Countries, to inform decision-makers at 
the European and national level, to offer educational 
material for PRM trainees and physicians and informa-
tion about PRM to the medical community, other reha-
bilitation professionals and the public. The WB states 
the importance of PRM, that is a primary medical spe-
cialty. The contents include definitions and concepts of 

PRM, why rehabilitation is needed by individuals and 
society, the fundamentals of PRM, history of PRM spe-
cialty, structure and activities of PRM organizations in 
Europe, knowledge and skills of PRM physicians, the 
clinical field of competence of PRM, the place of PRM 
specialty in the healthcare system and society, educa-
tion and continuous professional development of PRM 
physicians, specificities and challenges of science and 
research in PRM and challenges and perspectives for 
the future of PRM.

This Chapter deals with the history of PRM in Europe. 
It has been introduced for the first time in the WB because 
the present of the specialty is heavily conditioned in many 
respect by its historical growth. Moreover, an overall 
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understanding of what happened all over Europe is still 
missing, and its understanding opens new perspectives to 
the national histories that are sometimes highly different 
from what happened in other European Countries. In fact, 
the specialty includes today all these streams, and it is 
part of the unification of European practices understand-
ing the history and where national practices are to be col-
located in comparison with other countries.

In this Chapter also the evolution of the European Or-
ganizations is presented, including the European Bod-
ies, other Scientific Societies, and the journals that are 
in the field of PRM.

Historical notes  
on the evolution of the specialty

The PRM medical specialty has gone through different 
phases until its consolidation in the last century. In differ-
ent periods of history, both concepts of, physical medicine 
and rehabilitation have undergone changes in the interpre-
tation of its meaning overall the second one. There have 
also been changes in the praxis of its clinical activity.1

The use of physical agents by physicians and above 
all centered in the European region, began in the remote 
antiquity. Approximately 100,000 years BC in Gánovce 
in Slovakia Neanderthal woman sinks her body to ther-
mal mineral springs.2 Greeks and later the Romans, ad-
vocating in such practice: aquatic therapy, massage and 
other manual medicine modalities, heat and cold pro-
cedures as well as physical exercise. All these medical 
interventions were performed by physicians during the 
Old Age (Hippocrates, Galen, etc) and Middle Age (Av-
icenna, Averroes, etc), with the objectives to achieve 
pain relief, disability diminishing and well-being in 
general. In many cases these modalities were also used 
to prepare people for battles.3, 4

With the advent of Renascence and along with ad-
vances in the knowledge of modern anatomy and phys-
ics, a great effort was made to use the physical mo-
dalities as a treatment. Thus, renowned doctors like 
Paracelsus (15th century) recommended massage as an 
indispensable means for maintaining health. Ambroise 
Paré in the 16th century applied massage on amputated 
stumps and on war scars and also Hieronymus Mercu-
rialis was the link between Greek and modern medical 
gymnastics since he recommended, among other things, 
the realization of physical exercise along with diet and 

hygiene for treatment of different processes.
During the following centuries, physical agents con-

tinued to be used as a therapeutic modality and this 
included aquatic therapy, creating in the 17th and 18th 
century multitude of thermal establishments for rest and 
medical cures (Richard Russell, Vicente Pérez, Sieg-
mund Hahn, etc.).3, 4

In the 19th century, electricity began to be used also 
as diagnosis and treatment modality thanks to Dr. Duch-
enne de Boulogne, considered the father of the electro-
therapy and electrodiagnosis;5 although previously, dur-
ing the 17th century, the Royal Academy of Sciences of 
France had begun to publish annual reports on medical 
electrotherapy. In the same century, a great push was 
given to physical exercise as a therapeutic modality for 
musculoskeletal disorders thanks to dr. Pier Henrich 
Ling, creator with his disciples, of Swedish Medical 
Gymnastics.3 Later, other medical gymnastic modalities 
were also described in Europe. In that same century, an-
other doctor, Sebastian Busqué y Torró (Spain),6 follow-
er of Ling, was the first to use the word “rehabilitation” 
in the medical literature. Somewhat later, Dr. Zander 
(Sweden) created what we now know as mechanothera-
py. In this last way, at the end of that century there were 
already in some European hospitals and clinics, mecha-
notherapy institutes that functioned as really rehabilita-
tion cabinets as well as in some factories where physical 
treatments were provided to their own workers.

Also in 19th century, the concept of locomotive re-
education was developed by the French school of Neu-
rology, being used the physical exercise since then for 
the treatment of nervous system processes; and Jaques 
Delpech created in Montpellier the scoliosis school for 
spinal deformities treatment.7 

In the same century underwent a great push aquatic 
therapy thanks to Sebastian Kneipp (Germany), Vinzenz 
Priessnitz (Austria) among others, who despite not be-
ing doctors, their methods were accepted and further 
developed by SPA-physicians.8 On the other hand, An-
drew Taylor Still (USA-physician), father of Osteopathy 
as well as Daniel David Palmer, (USA-non physician), 
father of Chiropractic, created the basis for the develop-
ment of manual medicine discipline in the later century.9

As mentioned before, PRM was created as primary 
speciality during the 20th century. The procedure of its 
development across European Countries has not been 
uniform with its origins in some cases being from the 
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combined specialties of Rheumatology and Rehabilita-
tion (previously Physical Medicine) in others from Bal-
neology and yet others arising de novo.1 The push for 
such creation came mostly after The Second World War 
and polio epidemics, due to this, the large number of 
disabled people in need of physical and non-physical 
medical cares, including today the attention to refugees 
and to ill-treated persons have to be taken into account 
as motors of this specialty. Also the increase and im-
provement of medico-surgical treatments and tech-
niques during the last and current centuries as well as 
orthopaedic treatment developments, longevity of the 
population, sports injuries etc, push and continue today 
in such direction.1

On the other hand and based somehow on Still and 
Palmer’s works as mentioned before, renowned doctors 
created different European schools of orthopedic and 
manual medicine such as James Cyriax and Leon Chai-
tow (United Kingdom),9-11 Robert Maigne (France),12 
Vladimir Janda and Karel Lewitt (in the former Czecho-
slovakia),13-15 among others; Thus promoting the use of 
the manual means of assessment, diagnosis and treat-
ment as work tools highly appreciated and practiced to-
day by physicians of this speciality, especially used in 
musculoskeletal disorders.16 

Also the discovery of the existence of neuroplasti-
city allowed many subjects suffering from central ner-
vous system processes (stroke, cerebral palsy, acquired 
brain injury, etc.) who were previously not considered 
for rehabilitation, to be treated using therapeutic ex-
ercise.17 

Moreover, the discovery of new physical treatment, 
diagnostic and research modalities such as: extracor-
poreal shock waves,18, 19 walking laboratories, robotic, 
virtual reality,20 diagnostic ultrasounds and advanced 
neuroimaging techniques, among others, is leading this 
specialty to its current and modern conception. 

All this combined with the impending reform of the 
PRM curricula at European and National levels.

PRM specialty has had a large development of clinical 
practice, publications, meetings and education based on 
hospitals and rehabilitation centers sharing experiences 
and perspectives practically in all European Countries. 
All its procedures are done in patients of all ages and 
also combining socio-cultural and ethical matters fo-
cused on global recovery towards full autonomy. The 
term that demonstrates this broad development is “in-

dividual recovery potential” reflecting the main sources 
and final goals for rehabilitation.

Taking into account this history of common steams 
but also diversity, it is remarkable that now in Europe a 
uniform definition of the specialty exists, which is con-
cordant with the internationally accepted description of 
PRM (based on the ICF-model).21 The current general 
aim of the specialty is to focus on the many different in-
terventions necessary to reach the highest possible level 
of functional efficiency and participation in relation to 
the person’s will and context.

History and development of PRM 
Organizations in Europe

As mentioned before, following the Second World 
War, the idea of a specific policy in the field of Reha-
bilitation Medicine began to come into mind worldwide 
and especially in Europe. The idea of a new medical 
specialty therefore began to materialize by founding na-
tional scientific societies.1

Under an initiative on May 10, 1950, a project to 
found an international federation of physical medi-
cine was born in London. This organization was to 
federate the national scientific societies in Physical 
Medicine worldwide. The 1st Congress of the Inter-
national Federation of Physical Medicine (later re-
named for International Federation of Physical Medi-
cine and Rehabilitation), was held in London in 1952. 
The first three congresses held in Europe (1956 Co-
penhagen, 1964 Paris, 1972 Barcelona) have promot-
ed the crystallization of a knot of European doctors 
actuated by the same bound to create the specialty in 
Europe.

It is of interest to observe that Physical and Reha-
bilitation Medicine (PRM) in Europe, began to be or-
ganized during the years of laborious birth of the great 
political European organizations, Council of Europe in 
1949, and then European Community (Belgium, France, 
Germany, Italy, Luxemburg, Netherlands) by the Treaty 
of Rome in 1957. The specialty of PRM, in Europe, has 
therefore found its strength and spirit in the foundations 
of the European mind.22

From the 1950s to the 1970s, some doctors, from dif-
ferent European countries, linked by the same mind and 
spirit and the same will to go ahead, got to work in order 
to individualize, to make autonomous, and to develop 
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the new specialty which was neither known nor named 
at that time.

Their work resulted in the foundation of four Euro-
pean organizations which, growing and enhancing their 
own activities, resulted in the setting up of a new au-
tonomous specialty in all the European countries. These 
four organizations were, chronologically: in 1963, the 
European Federation of Physical Medicine and Reha-
bilitation; in 1969, the Académie Médicale Européenne 
de Médecine de Réadaptation; and in 1971 the PRM 
Section of the European Union of Medical Specialists 
(UEMS), whilst in 1991 The European College of PRM 
has been developed.

The organization founders, and those who, over the 
years, have dedicated themselves to working within the 
organizations (and people working for the same goal, 
later on), were considered convinced “Europeans” and 
also saw their mission as integrated in European com-
munity growth.

The European Society of Physical and Rehabilitation 
Medicine (ESPRM)

European Federation of Physical Medicine and Reha-
bilitation (EFPMR) has evolved towards the European 
Society of Physical and Rehabilitation Medicine (ES-
PRM):

The official birth of The European Federation of 
Physical Medicine and Rehabilitation (EFPMR), (Fé-
dération Européenne de Médecine Physique et Réadap-
tation as written in French in Belgium) was on April 25, 
1963 as published in the Official Journal of the Belgian 
Kingdom. The Federation was an organization with a 
scientific goal, gathering the national Scientific Societ-
ies. The aims of this federation were essentially scien-
tific. It established the following purposes:

1.  the organization of scientific collaboration with 
the view to develop PRM;

2.  the harmonization across European countries of 
both specialist training and qualification criteria in re-
habilitation medicine;

3.  the promotion in each European country of a na-
tional PRM scientific society and of a theoretical or-
ganization to defend the general interests of the PRM 
physician; and

4.  the harmonization on international level of the ac-
tions taken by different organizations and the represen-

tation of the PRM specialization in various European 
authorities.

Since the beginning, the EFPMR’s mission had been 
to promote specialist training in PRM by instituting an 
“etudes commission” (studies commission).

This commission, after an inquiry on the situation 
of teaching in different European countries, produced 
a draft paper, “Training specialists in Europe.” It was 
presented at the 5th Congress of the International Fed-
eration in Montreal. In 1970, this report was considered 
by the European Regional Bureau of the World Health 
Organization as a useful reference document for draft-
ing the conference program entitled “Teaching Medical 
Rehabilitation” held in Poland, November 10-16, 1971. 
In this conference, it was established that the respon-
sibility of rehabilitation medicine practitioners was to 
leave the expertise to an “ad hoc” instructed specialist 
and not to other discipline specialists.

This choice was decisive because, at the beginning, 
the national society members came from relevant dis-
ciplines (orthopedics, neurology, rheumatology, radi-
ology, etc.), the discipline was referred to by various 
names, and practice seemed to be different throughout 
European regions. So, in this time in which the specialty 
did not exist in any European country, the Federation 
created the conditions for the emergence and concreti-
zation of a new specialty and for its practitioners’ de-
fense.23

The EFPMR was represented as a non-governmental 
organization at the European Council through the elabo-
ration, by some of its expert members, of an important 
paper, published in 1984, entitled “A coherent policy 
for the rehabilitation of people with disabilities — train-
ing of healthcare personnel involved in the field of re-
habilitation: the current situation in member states and 
proposals to improve this type of training.”

The EFPMR began to promote scientific meetings 
that took the shape of European congresses, which, for 
many years, were held every 2 years. Moreover, the sci-
entific journal Europa Medicophysica (Italy), had been 
circulating since 1964. This indexed review, now known 
as the European Journal of Physical and Rehabilitation 
Medicine, is an important tool for the development of 
PRM research in Europe.

In 2003, the European Federation of PRM, which had 
so greatly contributed to the foundation and the homo-
geneous development of our discipline, was dissolved 
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to make way for the creation of a European scientific 
society, the European Society of Physical and Reha-
bilitation Medicine (ESPRM), whose membership is 
open also to individual members specialized in PRM, 
although the participation of National Societies remains 
its central element. This society set the goal of develop-
ing a greater homogeneity from a scientific and profes-
sional point of view. The National societies (which in 
1963 were only 5) in 2003 had reached the number of 20 
(Austria, Belgium, Bulgaria, Croatia, Cyprus, France, 
Germany, Greece, Italy, Latvia, Lithuania, Netherlands, 
Portugal, Romania, Serbia, Slovenia, Spain, Switzer-
land, Turkey and The United Kingdom). In this period 
PRM strongly enriched its role all over Europe gaining 
responsibilities in Health Services in many Countries 
(unfortunately having several differences in educational 
and professional fields) and receiving some acknowl-
edgments by the European bodies too.

The mission of ESPRM is a) to be the leading sci-
entific European Society for physicians in the field of 
physical and rehabilitation medicine, b) to improve the 
knowledge of fundamentals and the management of ac-
tivities, participation and contextual factors of people 
experiencing or likely to experience disability and c) to 
improve and maintain a strong connection between re-
search and clinical practice in PRM.

Académie Médicale Européenne de Médecine de Réad-
aptation/European Academy of Rehabilitation Medi-
cine (EARM)

In 1968, during the preparation of the 5th Congress 
of the International Federation, it was observed that 
colleagues from various countries working for the spe-
cialty were changing too often. It was also observed 
that none of the goals of the Federation was aimed at 
the philosophy of Rehabilitation Medicine. So, it was 
decided to establish an Academy that would be made 
up of persons, well known in the area of Rehabilitation 
Medicine, in order to set up an organization in which 
the members would stay for a long time and especially 
work on the philosophic and ethical aspects of Reha-
bilitation Medicine and encourage the scientific devel-
opment of the specialty. The Academy was founded in 
Geneva in 1969 by eight founding members, under the 
name of Académie Médicale Européenne de Médecine 
de Réadaptation. This name was changed into Acadé-

mie Européenne de Médecine de Réadaptation /Euro-
pean Academy of Rehabilitation Medicine in 1996.

The registered seat of the Academy is in Brussels. Its 
logo is “Societatis vir origo ac finis” (Man is both the 
source and the goal of society). Its official language was 
French, but recently both French and English have been 
declared to be the official languages, with English more 
commonly used.

The aim of the Academy is to improve all areas of 
rehabilitation for the benefit of those who need it. It 
thus promotes education and research across Europe, 
acting as a reference point in scientific, educational and 
research matters, exchanging ideas and information, fa-
cilitating the exchange of PRM doctors between differ-
ent countries and engaging in moral and ethical debate. 
EARM is made up of people who are prominent in the 
European world of Rehabilitation Medicine. They have 
to be medical doctors specialized in Rehabilitation Med-
icine, who are particularly distinguished in the field, not 
only from a technical or scientific point of view, but also 
for their humanistic aspects. They come from most of 
the European countries and recently membership con-
tinues to extend eastwards. The maximum number of 
members is 50, but it has never exceeded 40 whilst the 
current number is 35. They are chosen by invitation, 
elected only by secret ballot, after a complex procedure 
that entails presentation by three Academy members. 
EARM, although it has had an autonomous program 
of activities, has collaborated closely with the ESPRM 
and with the PRM Section and Board of UEMS. From 
this collaboration, the first edition of the White Book of 
Physical and Rehabilitation Medicine was published in 
1989. This book was written in 4 languages (Spanish, 
English, French, Italian) and then re-edited in differ-
ent countries. A second edition of the European White 
Book of Physical and Rehabilitation Medicine was pub-
lished in 2006.

During the past years a number of documents have 
been published including:

—— Inaugural Lectures of Academicians published 
in Europa Medicophysica, (Minerva Medica, Torino, 
Roma, Milano). Médecine de Rééducation et Réadapta-
tion, 235 p, Documenta Geigy, Paris, 1982

—— Many ethical documents have been produced un-
der Academy’s patronage, with “The Accessibility in 
Rehabilitation of Disabled People” ranking as the most 
important.
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The PRM Section of the European Union of Medical 
Specialists (UEMS)

The free inter-country circulation of doctors in the six 
different countries of the European Community (1957) 
made necessary to organize the harmonization of edu-
cation and qualification of specialists, in order to obtain 
the quality of care at the same optimal level in every Eu-
ropean country. This was the goal of the UEMS, which 
was founded in July 1958 in Brussels. The UEMS has 
maintained close contact with the European Union au-
thorities and the Council of Europe from the beginning. 
In the following years, the specialist sections were grad-
ually founded.24

A Section called Physiotherapie/Physiotherapy was 
founded in 1963, but the first autonomous meeting was 
held in 1971 (Mondorf les Bains, Luxemburg). At this 
meeting, some historical protagonists and legitimate 
lawful delegates, with the help of jurists of the UEMS, 
asserted the autonomy and requested changing the spe-
cialty name to Physical Medicine and Rehabilitation 
(this name later was changed to Physical and Rehabili-
tation Medicine).25 

Since the creation of the Section and until near the 
end of the 20th Century, the specialty was not yet the 
same in the different countries. The main problems to 
be solved were:

—— to establish a definition of the specialty, exact and 
official;

—— to give the same name to this specialty in all of 
the countries of the European Community and Europe;

—— to define the role of the physician specialized in 
the discipline;

—— to give guidelines for optimal and harmonized 
education to all European countries;

—— to examine how and what Continuous Medical 
Education (CME) was in the specialty in each country;

—— to establish a convenient and reasonable relation 
between the specialty and the remedial professions in 
rehabilitation;

—— to define the Field of Competence of the PRM 
physicians and defend the interests of those practicing 
PRM in Europe;

—— to accredit the quality of clinical care programmes 
and define minimum required European guidelines for 
clinical practice.

These different goals have been reached, more or 
less, during 40 years. Even now, it is necessary the work 

to be continued for some of these goals. As an example 
it can be mentioned the elaboration of the e-book on the 
field of competences of European PRM physicians (Part 
I and Part II) by the Professional Practice Committee 
(PPC) of the Section, as well as the procedure for PRM 
specialty development or implementation in European 
continent countries where it is not established yet as a 
primary one (e.g. Russia, Ukraine etc).

The European College of Physical and Rehabilita-
tion Medicine (ECPRM)(served by the UEMS-PRM 
Board)

Since 1990, the members of the Section have dedicat-
ed themselves to prepare the setting up of the European 
College of PRM, the fourth organization of the European 
specialists. The Collège Europeene de Medecine Phy-
sique et de Readaptation statutes were registered on July 
19, 1991 in The Hague (Holland), the seat of the Euro-
pean Court of Justice. The founder signees of the statutes 
were from five different countries: Belgium, France, Por-
tugal, Spain, and Holland. Through the years the name of 
this Body was adapted (but not registered) as European 
Board of PRM. The relationship between the Board and 
the Section was very close. Actually, the Board took all 
the responsibilities of the Section’s educational affairs. 
The main goal of the Board was the harmonization of 
education and training in the different countries, at the 
highest possible level. An executive committee of six 
members was established and assisted by a commission 
of teachers made up of university professors. 

There was a workshop 3 or 4 times a year, in Paris 
most frequently, gathering the Executive Committee 
with the Educational Committee. In less than 2 years, 
the PRM training curriculum, a kind of theoretical pro-
gram made up of sections, the methods of practical 
training, the rules for obtaining the title of Board certi-
fied by equivalence, the conditions of the examination, 
the criteria for accreditation of trainers and training sites 
and the bilingual English–France logbook, were estab-
lished. At the same time, the commission worked on the 
creation of a databank of examination questions (mul-
tiple clinical questions {MCQ} and case histories). An 
archive of more than 500 questions was created for the 
first session of the European examination held in Ghent 
(Belgium) in 1993. Anonymity and objectivity were the 
key elements maintained during correction of the ex-
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new technology. ICIDH, published by the World Health 
Organization (WHO) in 1980, never reached a large 
use, but had a conceptual impact on PRM, as well as 
an influence on the development of outcome measures. 
It was criticized for different reasons, e.g. for being too 
closely related to the traditional biomedical model and 
also for its terminology. When in 2001 it was further 
developed into ICF, a larger impact was noted, already 
at an early stage. It has also a more relevant terminol-
ogy and could be expressed in positive and not only 
in negative terms. Thanks to this classification, PRM 
research demonstrated an increasing interest and also 
ability to approach the Bio-Psycho-Social model of dis-
ability. Methodology suitable for research within the 
activity and participation areas had to be developed and 
used, which to a large extent means use of instruments 
with categorical data (ordinal scales), requiring modern 
psychometric methodology. Of great help in that devel-
opment has been the introduction of Rasch analysis in 
PRM research. The Danish mathematician Georg Rasch 
originally developed Rasch methodology. It is based on 
the relationship between the ability of the subjects and 
the difficulty of the items and the results are expressed 
in logit units. If data fit the model, raw scores can be 
transformed into interval-level ability estimates, a key 
requisite for measuring change. Early initiatives for the 
use of Rasch methodology in PRM were taken in the 
‘90s in USA and the interest further spread to Europe. At 
the same time, the understanding and practical possibil-
ity to use randomized controlled trials (RCT) increased, 
especially during the last 20 years. In PRM, such studies 
are important in objectively evaluating intervention pro-
grams, but can have some practical limitations. More-
over, the technology with relationship to PRM research 
has also developed, e.g. in orthotics and robotics, in 
technology for movement analysis and in neurophysi-
ology, and in following real-life physical activity (e.g. 
through wearable sensors). All these developments have 
broadened the possibility for clinical research in PRM.

The increasing number of non-medical rehabilita-
tion professions, such as occupational therapists, phys-
iotherapists and neuropsychologists doing research in 
the PRM field has broadened the competence of the 
PRM multi-professional team. Good models not only 
for multi-professional research, but also for transitional 
research, taking the advantage of collaboration between 
basic research and clinical research have developed.

ams. Since this date, the MCQ Bank has become con-
siderably richer and the examination is held every year 
in every country with permanently increasing number 
of candidates. Since 2001, a reorganization of the Sec-
tion and Board was made. This reorganization was nec-
essary, owing to the workload of the management of a 
medical specialty under full development. Due to recent 
reorganization of the UEMS, this fourth organization of 
the European PRM Bodies was decided to continue op-
erating under the title of European College of PRM and 
served by the UEMS PRM Board.

History and development of science in PRM  
in Europe. European PRM Scientific Journals

The development of science in PRM may have fol-
lowed several pathways, PRM being an independent 
medical specialty in nearly all European countries that 
has often stemmed, after the 2nd World War, from other 
both biomedical and clinical. Thus, besides PRM phy-
sicians trained from the beginning in PRM, physicians 
were also recruited from both biological areas (such as 
anatomy and physiology) and established clinical fields 
(such as neurology, orthopaedics, sports medicine and 
rheumatology). There has also been an influence from 
non-physicians, especially from psychologists and 
other behavioural science and technical areas. Scien-
tific activities ought to be closely related to the clinical 
development of a speciality and this has also been the 
case for PRM. In the scientific development, research 
mainly related to biomedicine and technology (mostly, 
mechanical and electronic bioengineering), as well as 
to clinical practice with observational follow-up stud-
ies, appeared early, and later increased the number of 
randomized controlled trials (RCT) and methodological 
studies, especially on outcome measurements.

Importance of “external” influence and the develop-
ment of research fields

PRM research has been influenced by external factors 
(such the International Classification of Impairments, 
Disabilities and Handicaps, ICIDH, and the Internation-
al Classification of Functioning, Disability and Health, 
ICF), by new knowledge from modern psychometric 
techniques, from biomedical fields (as on neural plastic-
ity and stem cell research), and by the development of 
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Cochrane  Rehabilitation  field has been created and it 
was launched in December 16th, 2016. Thanks to this, 
as well as to the cooperation in this new field of a large 
number of PRM physicians and other rehabilitation 
professionals, it will be possible in the future to give a 
special boost to the scientific evidence in our speciality, 
allowing among other things to improve rehabilitation 
research methodology, creation of new clinical practice 
guidelines as well as other benefits for rehabilitation.26 
(www.rehabilitation.cochrane.org). 

Development of scientific journals within Europe

Scientific Journals are among the most important 
contributors to the growth of science in PRM specialty. 
A great number of national PRM journals in Europe 
and also journals more spread internationally has been 
developed. Ten national journals belonging to the Eu-
ropean Physical and Rehabilitation Medicine Journal 
Network (http://www.esprm.net/journal-network) from 
Bulgaria, Croatia, France, Germany and Austria, Por-
tugal, Slovenia, Spain, Turkey have been presented in 
a paper,27 but the field is in constant evolution. The 
three top Europe-based journals with an actual link with 
PRM scientific societies and an international perspec-
tive are 28 (in alphabetic order): Clinical Rehabilitation, 
European Journal of Physical and Rehabilitation Medi-
cine and Journal of Rehabilitation Medicine.

European-international PRM Journals

In order to give some indication on changes in scientif-
ic activity in PRM in Europe, we have examined specifi-
cally the content of the three above PRM journals at three 
time points 1975, 1995 and 2015 (as for Clinical Reha-
bilitation just at the two last time points) with respect to 
type and topics of the articles over the last 40 years.

Clinical Rehabilitation (Cr) 1987

It is the official journal of the British Society of Reha-
bilitation Medicine, in association with the Society for 
Research in Rehabilitation. In 1997, it joined the Jour-
nal of Rehabilitation Sciences and became the official 
journal of the Netherlands Society of Rehabilitation and 
Physical Medicine. Always published in English it is 
indexed by Medline since 1995, and has an Impact Fac-

Scientific meetings and congresses of the European 
PRM organizations. The Cochrane-PRM field cre-
ation

Meetings and congresses arranged by different scien-
tific organizations have contributed to communication 
and development of science in PRM, especially dur-
ing the last twenty years, when the scientific quality of 
such meetings has increased. A number of PRM sym-
posia, courses and international schools have also been 
arranged on special topics, such as biomechanical and 
movement analysis, neurophysiological background to 
rehabilitation, methodological aspects on outcome mea-
surements, etc. In several congresses, informative and 
educational sessions on scientific publication–includ-
ing “Meet the editor” and “How to write a manuscript” 
sessions — have been included. The international orga-
nizations “International Rehabilitation Medicine Asso-
ciation” and “International Federation of Physical and 
Rehabilitation Medicine,” merged 1999 into “Interna-
tional Society of Physical and Rehabilitation Medicine 
(ISPRM),” a worldwide PRM organisation with strong 
participation from European scientists. From a Euro-
pean perspective, the “European Federation of Physical 
Medicine and Rehabilitation” was founded in 1963, and 
among its aims there was the promotion of the national 
PRM societies and related congresses. The Federation 
changed in 2003 its name to “European Society of Phys-
ical and Rehabilitation Medicine (ESPRM),” as already 
mentioned, maintaining its aim of being the leading sci-
entific society for European PRM physicians, including 
a European biennial scientific congress. In addition, two 
more regionally-based PRM organizations are work-
ing in Europe: the “Mediterranean Forum of Physical 
and Rehabilitation Medicine” (MFPRM) with its first 
congress in 1996, and the “Baltic North Sea Forum 
for Physical and Rehabilitation Medicine” (BNFPRM) 
with its first congress in 2010. Both these organizations 
have also attracted participants from their relevant parts 
of Europe and they organize a biennial PRM congress 
in their region. 

Cochrane Rehabilitation field

Under the initiative of the Evidence Based Medicine 
Special Interest Scientific Committee of the European 
Society of Physical and Rehabilitation Medicine with 
the approval of the other European PRM bodies, the 
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common (56%), whereas in the later years they have not 
been as dominating. Manuscripts concerning neurologi-
cal conditions have been around half or little less of the 
published manuscripts, with musculoskeletal and pain 
conditions increasing markedly from 1975 and 1995, 
and being 29% in 2015. its main scope is publishing 
clinically meaningful papers, helping to improve PRM 
clinical practice.31

Journal of Rehabilitation Medicine (JRM) (1969), 
formerly “Scandinavian Journal of Rehabilitation 
Medicine” – Official Journal of ISPRM, UEMS-PRM 
Board and EARM

It started to be published in 1968 as Scandinavian 
Journal of Rehabilitation Medicine, and changed its 
name in 2001. Manuscripts were initially almost exclu-
sively from the Nordic countries, but rather soon the 
proportion of manuscripts from other parts of the world 
increased (around 50% in 1996 and 80% in 2015), first 
due to an increase of European papers, and after 2005 
also of non-European manuscripts. RCTs were not 
published in 1975, but appeared in 1995 as 21% and 
in 2015 as 27%; in contrast, non-controlled evaluative 
studies decreased (from 25% in 1975 to 8% in 2015). 
There has been an interest to publish different types of 
methodological studies, being around a quarter of the 
published articles during the period. The number of ar-
ticles using Rasch analysis has increased, but still being 
relatively few in relation to the number of articles using 
ordinal scale data. Reviews and Special Reports started 
to appear from around 2000 and in 2015 were 11% of 
the published articles. The topics for the articles were 
fairly constant from 2004 to 2011 and over the whole 
period around 50% on neurological conditions, around 
a quarter from musculoskeletal and pain conditions, and 
the rest of the articles either from other conditions, as 
cardiac and respiratory conditions, or from studies in-
volving several groups of patients or healthy individu-
als, including the elderly.

Other European PRM scientific journals 
with international projection

We present here short historical notes about other 
multinational journals, we will follow an order accord-
ing to the year of foundation.

tor since 1995. The journal started in 1987. The number 
of evaluative studies has progressively increased, espe-
cially RCT studies five to seven times from 1987-1995 
to 2002.29 In 1995, the journal strongly advocated for 
more RCT studies in rehabilitation research.30 Indeed, 
that was successfully done over the years, with an in-
crease in the percentage of RCT from 18% of the pub-
lished papers in 1995 to 50% in 2015. At the same time, 
the observational studies including qualitative studies 
decreased from 48% to 2%. The methodological articles 
decreased from 20% in 1995 to 12% in 2015, and un-
fortunately very few studies using Rasch analysis have 
been published. Reviews did not appear in 1995, but 
were 24% of the articles in 2015. The topics for the ar-
ticles were rather constant with neurological conditions 
being around half of the articles with some increase be-
tween the two times points. It has developed a specific 
interest in goal setting and in describing interventions. 
It is now trying to increase also the very important and 
very underdeveloped theoretical base for rehabilitation

European Journal of Physical and Rehabilitation Medi-
cine (EJPRM) (1964), formerly “Europa Medico-
physica” – Official Journal of ESPRM and UEMS-
PRM Section and Board 

The journal started to be published in 1965 as Europa 
Medicophysica. Since the beginning it was the official 
journal of the European Federation of Physical Medi-
cine and Rehabilitation, later become ESPRM, with 19 
countries in the Editorial Board. It is published in asso-
ciation with the International Society of PRM (ISPRM), 
and is the official journal of the Mediterranean Forum 
of PRM (MFPRM). It was published in three languages 
(Italian, French and English) until 1994, when English 
become the only language. It is indexed by Medline 
since 2004, and has an Impact Factor since 2010. It 
changed to the current name in 2008. It was originally 
dominated by manuscripts from Southern Europe, but 
in 2007 become internationally oriented. A few RCTs 
were published in 1975 and 1995, but they had a marked 
increase (23% of the published manuscripts) in 2015. 
The percentage of observational studies has been rather 
high: 19% (1975), 29% (1995), and 41% (2015), re-
spectively. Methodological studies started to appear in 
1995, including occasionally some articles using Rasch 
analysis. In 1975 review paper and special reports were 
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Annals of Physical and Rehabilitation Medicine 
(APRM) (1974), formerly “Annales de Réadaptation 
et de Médecine Physique” – Official Journal of ES-
PRM and UEMS-PRM Section

Official journal of the French Society of Physical and 
Rehabilitation Medicine (SOFMER, Société Française 
de Médecine Physique et de Réadaptation), it is pub-
lished in association with the International Society of 
Physical and Rehabilitation Medicine (ISPRM) since 
2012. The Publisher is Elevier, which diffuses the An-
nals via Science Direct. It was exclusively edited in 
French until 2005, became bilingual from 2009 and is 
exclusively published in English since 2015. APRM is 
indexed in Medline since 2001 and will have the first 
impact factor in 2018, and is now a scientific journal 
which meets international standards, and covers all 
fields and aspects of rehabilitation sciences, from fun-
damental, to medical and social sciences. The Journal 
publishes original peer-reviewed clinical and research 
articles, epidemiological studies, new methodological 
clinical approaches, review articles, editorials and the 
guidelines. Are mainly concerned: methods of evalua-
tion of motor, sensory, cognitive and visceral impair-
ments; functional disabilities; handicaps in adult and 
children; processes of rehabilitation in orthopedic, 
rheumatological, neurological, cardiovascular, pulmo-
nary and urological diseases.

Rehabilitación (Madr) (1966)

Official journal of the Sociedad Española de Reha-
bilitación y Medicina Fisica (SERMEF). It was founded 
in 1966 by the board of directors of the Society. Its pub-
lisher is Elsevier-España, S.L.U. and draws four issues 
per year and a monograph on a subject of the greatest 
interest and topicality appointed by the editorial board. 
It is published in Spanish (except abstracts that are al-
ways both Spanish and English). It is not indexed by 
Medline yet, but included in: IME, Eventline, Bib-
liomed, Sedbase, CINAHL, Scopus, Pascal and IBECS. 
Its history goes back to a previous journal: Acta Fi-
sioterápica Ibérica (1956) which was the official journal 
of the “Sociedad Española de Fisioterapia Reeducativa 
y Recuperación Funcional”. In 1966, Acta Fisoterápi-
ca Ibérica and Revista Española de Rehabilitación del 
Aparato Locomotor (supplement of the orthopaedic 
surgery journal) were unified in the new journal. Reha-

bilitación (Madr) is the main scientific diffusion tool for 
PRM physicians in Spain as well as for those in Span-
ish-speaking Latin-America countries. Its main scope is 
continuous medical education in PRM specialty.

International Journal of Rehabilitation Research (IJRR) 
(1977)

Official journal of Rehabilitation International from 
1977 to 1985, and then, since the establishment, of the 
European Federation of Research in Rehabilitation that 
in 2009 was renamed European Forum for Research 
in Rehabilitation. Publishers: Schindele (1977-1990), 
Chapman and Hall (1990-1998), and now Lippincot 
Williams & Wilkins/Wolters Kluwer (since 1998). It 
was always written in English. It is indexed by Medline 
since 1978, and has an Impact Factor since 1997. It is 
a forum for the publication of research into functioning 
and disability, and the contextual factors which influ-
ence the life experiences of people of all ages in both 
developed and developing societies. Currently it has an 
impact factor.

Physikalische Medizin – Rehabilitationsmedizin – Ku-
rortmedizin - Journal of Physical and Rehabilitation 
Medicine (JPRM) (1991)

It is the official journal of the German Society of 
Physical Medicine, the Austrian Society of Physical 
and Rehabilitation Medicine, the German Professional 
Association of Rehabilitation Medicine and the Austri-
an Professional Association of Physical and Rehabili-
tation Medicine. Published by Georg Thieme. In 2009 
the journal’s subtitle Journal of Physical and Rehabili-
tation was added. It has an Impact Factor since 2015. 
It publishes articles in English and German. Its history 
goes back to 1898, with Zeitschrift für diätetische und 
physikalische Therapie (Journal of Dietary and Physi-
cal Therapy), continued in the German Democratic Re-
public since 1971 as Zeitschrift für Physiotherapie; in 
West Germany, the Zeitschrift für Physikalische Med-
izin was founded in 1970. In 1991 the two societies and 
journal of East and West Germany merged. Its main 
scope is original articles, case reports and educational 
articles in Physical Medicine and Rehabilitation Medi-
cine. Congress abstracts, news from the societies and 
associations.
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number of clinical trials registered on ClinicalTrial.gov, 
and located in Europe, is about one third of the world 
output when searched by keyword either “Rehabilita-
tion Medicine” (583/1764), or “Physical Medicine and 
Rehabilitation”/“Physical and Rehabilitation Medicine” 
(84/264). All that will hopefully strengthen the possibil-
ity for the scientific input on clinical practice in PRM, 
and Europe has a leading position in that. The patient 
groups in the surveyed journals are mainly neurological 
conditions, and then musculoskeletal and pain condi-
tions: this reflects the clinical situation in PRM settings. 
In addition, methodological studies have been per-
formed on both construct and psychometric characteris-
tics of different outcome instruments. Last but not least, 
there has been a large interest in research connected to 
ICF, starting already in the beginning of the present cen-
tury: several papers have been published on conceptual 
aspects of ICF and on the development of ICF with core 
sets, and as a basis for outcome measures as well as for 
structuring PRM research and clinical work. Scientific 
Journals are among the most important contributors to 
the growth of science in PRM specialty. There are some 
commonalities in their history in Europe. They have 
generally born locally to serve a specific PRM Society 
and Country and had to face an evolution to become 
international. The data-bases (mainly PubMed, and ISI 
with its Impact Factor), born in USA and initially in-
cluding mainly US journals, created a first main chal-
lenge. Another has been the transformation in English 
language (for journals based in non-English speaking 
countries), particularly difficult for editors, authors and 
readers. Finally, the international evolution included for 
the oldest journals a change of name to make it more 
modern and/or corresponding to the actual contents.

References

1. 	Ward AB. Physical and rehabilitation medicine in Europe. J Rehabil 
Med. 2006;38:81-6. 

2. 	Vlček, E. The Fossil Man of Gánovce Czechoslovakia. J R Anthropol 
Inst. 1955;163-71. 

3. 	Conti AA. Western medical rehabilitation through time: a his-
torical and epistemological review. ScientificWorldJournal. 
2014;2014:432506. 

4. 	Conti AA. Reconstructing medical history: historiographical features, 
approaches and challenges. Clin Ter. 2011;162:133-6. 

5. 	Schmitt C, Mehlman CT, Meiss AL. Hyphenated history: Erb-Duch-
enne brachial plexus palsy. Am J Orth 2008;37(7):356-58.

6. 	Climent Barberá JM. Formation of the concept of rehabilitation in 
the gymnastic work of Sebastián Busqué Torró (1865). Med E Hist. 
1991;40:1-16. 

Journal of the Portuguese Society of Physical Medicine 
and Rehabilitation

The SPMFR Journal is published since 1992, and a 
reference for all Portuguese specialists in MFR and for 
Portuguese medical societies. Its printed copies are sent 
to all members of SPMFR, Sociedades Médicas de Por-
tugal and various medical libraries. It is also spread to 
other Portuguese speaking countries, through coopera-
tion with colleagues from Brazil, Angola, Mozambique, 
Cape Verde, Guinea Bissau, S. Tome and Príncipe, East 
Timor.

Articles from the area of Rehabilitation Medicine, 
original and review, are published, and all manuscripts 
submitted must be in accordance with the International 
Committee of Medical Journal Editors. The SPMFR 
Review has a complete peer review process, clear defi-
nition of its objectives and scope, and conflict of inter-
est statement, in accordance with the Recommendations 
for the Conduct, Reporting, Editing and Publication of 
Scholarly Work in Medical Journals (ICMJE Recom-
mendations). Articles can be submitted in English, 
French and / or Portuguese. Abstracts must be in Eng-
lish and in another language (French or Portuguese).

Conclusions for PRM journals

Scientific research in this medical specialty has been 
increasing over the past century and continues during 
the present. Research mainly related to biomedicine 
and technology (mostly, mechanical and electronic 
bioengineering), as well as to clinical practice with ob-
servational follow-up studies, appeared early, and later 
increased the number of randomized controlled trials 
(RCT) and methodological studies, especially on out-
come measurements. European PRM authors are pub-
lishing an increasing number of research reports in both 
clinical and experimental field, not just in PRM jour-
nals (some of them indexed by Medline and with a cur-
rently impact factor) but also in other leading journals 
belonging to different biomedical categories. There has 
been a clear development in the type of articles being 
published with randomized control trials (RCT), being 
much more common now than 40 years ago. Similarly, 
the number of clinical trials published in medical jour-
nals indexed by PubMed, including the keyword “Phys-
ical Medicine and Rehabilitation,” has increased from 
65 in 2006 to 200 in 2015. In addition, at present the 

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



Vol. 54 - No. 2	 European Journal of Physical and Rehabilitation Medicine	 197

History of the specialty: where PRM comes from	 European Physical and Rehabilitation Medicine Bodies Alliance

For this paper, the collective authorship name of European PRM Bodies Alliance includes: 

•	 European Academy of Rehabilitation Medicine (EARM) 

•	 European Society of Physical and Rehabilitation Medicine (ESPRM)

•	 European Union of Medical Specialists PRM section (UEMS-PRM section)

•	 European College of Physical and Rehabilitation Medicine (ECPRM) – served by the UEMS-PRM Board

•	 the Editors of the 3rd edition of the White Book of Physical and Rehabilitation Medicine in Europe: Enrique Varela-Donoso, Pedro 
Cantista, Maria Gabriella Ceravolo, Nicolas Christodoulou, Alain Delarque, Christoph Gutenbrunner, Carlotte Kiekens, Saša 
Moslavac, Anthony B. Ward, Mauro Zampolini, Stefano Negrini

•	 the contributors: Gunnar Grimby, Christoph Gutenbrunner, Xanthi Michail, Stefano Negrini, Philippe Bardot, Nikolaos Barotsis, 
Carlo Bertolini, Kristian Borg, Joaquim Chaler, Anne Chamberlain, Nicolas Christodoulou, Alain Delarque, Franco Franchignoni, 
Alessandro Giustini, Alvydas Juocevicius, Črt Marinček, Dominic Pérennou, Henk Stam, Ulrich Smolenski, Jiri Votava, Derrick T. 
Wade, Juan M. Castellote, Maria Gabriella Ceravolo, Gordana Devečerski, Roser Garreta-Figuera, J. C. Miangolarra-Page, Mercè 
Avellanet, Mauro Zampolini, María Amparo Martínez-Assucena

improve functioning: the role of the physical and rehabilitation medi-
cine physician. Eur J Phys Rehabil Med. 2014 ;50:579-83. 

21. 	Reinhardt JD, Zhang X, Prodinger B, Ehrmann-Bostan C, Selb M, 
Stucki G, et al. Towards the system-wide implementation of the In-
ternational Classification of Functioning, Disability, and Health in 
routine clinical practice: Empirical findings of a pilot study from 
Mainland China. J Rehabil Med. 2016;48:515-21. 

22. 	Bardot A, Tonazzi A. European physical and rehabilitation medi-
cine organisms--origins and developments. Eura Medicophys. 
2007;43:185-94. 

23. 	Bertolini C, Delarque A. A brief history of European organizations 
of physical and rehabilitation medicine. Am J Phys Med Rehabil. 
2008;87:592-5. 

24. 	De Korvin G, Delarque A. Physical and rehabilitation medicine sec-
tion and board of the European Union of Medical Specialists. Com-
munity context; history of European medical organizations; actions 
under way. Ann Phys Rehabil Med. 2009;52:594-607. 

25. 	Gutenbrunner C, Ward A, Chamberlain M. The White Book on Physi-
cal and Rehabilitation Medicine in Europe. J Rehabil Med. 2007 
Jan;(45 Suppl):6-47-. 

26. 	Negrini S, Kiekens C, Levack W, Grubisic F, Gimigliano F, Ilieva E, 
et al. Cochrane physical and rehabilitation medicine: a new field to 
bridge between best evidence and the specific needs of our field of 
competence. Eur J Phys Rehabil Med. 2016 ;52:417-8. 

27. 	Negrini S, Ilieva E, Moslavac S, Zampolini M, Giustini A. The Euro-
pean physical and rehabilitation medicine journal network: historical 
notes on national journals. Eur J Phys Rehabil Med. 2010;46:291-6. 

28. 	Franchignoni F, Stucki G, Muñoz Lasa S, Fialka-Moser V, Vander-
straeten G, Quittan M, et al. Publishing in physical and rehabilitation 
medicine: a European point of view. J Rehabil Med. 2008;40:492-
494. 

29. 	Wade D, Tennant A. An audit of the editorial process and peer review 
in the journal Clinical rehabilitation. Clin Rehabil. 2004;18:117-24. 

30. 	Wade D. Randomized and controlled clinical trials in Clinical Reha-
bilitation. Clin Rehabil. 1995;9:275-82. 

31. 	Grimby G. Journal of Rehabilitation Medicine: Looking back at 13 
years as Editor-in-Chief. J Rehabil Med. 2012;44:517-20. 

7. 	Peltier LF. The “back school” of Delpech in Montpellier. Clin Orthop 
Relat Res 1983;179:4-9. 

8. 	De Vierville JP. Aquatic Rehabilitation: A Historical Perspective. In: 
Becker BE, Cole AJ, editors. Comprehensive aquatic therapy. Pull-
man: Washington State University Publishing; 2010. 1-21 p. 

9. 	Pettman E. A history of manipulative therapy. J Man Manip Ther. 
2007;15(3):165-74. 

10. 	Cyriax J. Textbook of orthopaedic medicine. Vol.2 Treatment by Ma-
nipulation, Massage and Injection. London: Baillière Tindall.1984. 

11. 	Chaitow L. Palpation skills. Assessment and diagnostic through 
touch. 3rd edition. Harcourt Publisher Limited. Churchill Livingstone 
2000. 

12. 	Meloche J P, Bergeron Y, Bellavance A, Morand M, Hout J, Belzile 
G. Painful intervertebral disfunction: Robert Maigne’s original con-
tribution to headache of cervical origin. Headache. 1993;328-34. 

13. 	Janda V. Muscle fuction testing.. London: Buttherworths; 1983. 
14. 	Lewit K. Manipulative Therapy in the Rehabilitation of the Motor 

System. 3rd edition. London: Butterworths; 1985. 
15. 	Lewit K. Disturbed balance due to lesions of the cranio-cervical junc-

tion. J Orthop Med. 1998;58-61. 
16. 	Valero R, Varela E, Küçükdeveci AA, Oral A, Ilieva E, Berteanu M, 

et al. Spinal pain management. The role of physical and rehabilita-
tion medicine physicians. The European perspective based on the best 
evidence. A paper by the UEMS-PRM Section Professional Practice 
Committee. Eur J Phys Rehabil Med. 2013;49:715-25. 

17. 	Draganski B, Gaser C, Busch V, Schuierer G, Bogdahn U, May A. 
Neuroplasticity: changes in grey matter induced by training. Nature. 
2004;427(6972):311-2. 

18. 	Ogden JA, Alvarez RG, Levitt R, Marlow M. Shock wave therapy 
(Orthotripsy) in musculoskeletal disorders. Clin Orthop. Relat Res. 
2001;387:22-40. 

19. 	Del Castillo-González F, Ramos-Alvarez JJ, Rodríguez-Fabián G, 
González-Pérez J, Jiménez-Herranz E, Varela E. Extracorporeal 
shockwaves versus ultrasound-guided percutaneous lavage for the 
treatment of rotator cuff calcific tendinopathy: a randomized con-
trolled trial. Eur J Phys Rehabil Med. 2016;52:145-51. 

20. 	Giustini A, Varela E, Franceschini M, Votava J, Zampolini M, Berte-
anu M, et al. UEMS--Position Paper. New technologies designed to 

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



198	 European Journal of Physical and Rehabilitation Medicine	A pril 2018

Anno: 2018
Mese: April
Volume: 54
No: 2
Rivista: European Journal of Physical and Rehabilitation Medicine
Cod Rivista: Eur J Phys Rehabil Med

Lavoro: 5149-WB-EJPRM
titolo breve: The PRM organizations in Europe: structure and activities
primo autore: European Physical and Rehabilitation Medicine Bodies Alliance
pagine: 198-213
citazione: Eur J Phys Rehabil Med 2018;54:198-213

White Book on Physical and Rehabilitation Medicine (PRM)  
in Europe. Chapter 5. The PRM organizations in Europe:  

structure and activities
European Physical and Rehabilitation Medicine Bodies Alliance

ABSTRACT      
In the context of the White Book of Physical and Rehabilitation Medicine (PRM) in Europe, this paper addresses the structure, organization and 
activities of PRM bodies in Europe.
There are four main bodies, the Section of Physical and Rehabilitation Medicine of the European Union of Medical Specialists (UEMS) very 
close to the European Union and is committed to define the professional competencies of PRM, the quality management and accreditation and 
with the Board the educational matters. The European College of PRM is served by the UEMS PRM Board and its main activities are analyzed 
below in the description of the Board of the UEMS PRM Section. The European Society of Physical and Rehabilitation Medicine (ESPRM) 
mainly dedicated to promoting research in rehabilitation and create a network of knowledge of PRM across the Europe. The European Acad-
emy of Rehabilitation Medicine mainly dedicated to defining the ethical issues in rehabilitation and finding strategies for better educational 
approaches in rehabilitation. 
There are 2 further bodies (the regional Fora) aimed to create bridges across the Mediterranean area (Mediterranean Forum of PRM) and across 
the northern Europe including the eastern countries such as Russia, Belarus and Ukraine (Baltic and North Sea Forum of PRM). To support the 
knowledge, we have in Europe 7 main journals dedicated to Rehabilitation with a growing impact factor.
Last but not least the PRM bodies have an important role across the world with a connection with the International Society of PRM and WHO. 
The UEMS Section approved motion of international collaboration.
In conclusion, PRM activity in Europe is not limited to the official border but in the network included eastern countries and Mediterranean area. 
The European extended network is strongly connected with the international PRM bodies, first of all the International Society of PRM.
(Cite this article as: European Physical and Rehabilitation Medicine Bodies Alliance. White Book on Physical and Rehabilitation Medicine (PRM) 
in Europe. Chapter 5. The PRM organizations in Europe: structure and activities. Eur J Phys Rehabil Med 2018;54:198-213. DOI: 10.23736/S1973-
9087.18.05149-3)
Key words: Physical and Rehabilitation Medicine - Europe - Scientific Societies - Publications.

Introduction

The White Book (WB) of Physical and Rehabilita-
tion Medicine (PRM) in Europe is produced by the 

4 European PRM Bodies and constitutes the reference 
book for PRM physicians in Europe. It has multiple 
values, including to provide a unifying framework for 
the European Countries, to inform decision-makers at 
the European and national level, to offer educational 
material for PRM trainees and physicians and informa-
tion about PRM to the medical community, other reha-
bilitation professionals and the public. The WB states 
the importance of PRM, that is a primary medical spe-
cialty. The contents include definitions and concepts of 
PRM, why rehabilitation is needed by individuals and 
society, the fundamentals of PRM, history of PRM spe-

cialty, structure and activities of PRM organizations in 
Europe, knowledge and skills of PRM physicians, the 
clinical field of competence of PRM, the place of PRM 
specialty in the healthcare system and society, educa-
tion and continuous professional development of PRM 
physicians, specificities and challenges of science and 
research in PRM and challenges and perspectives for 
the future of PRM.

The organization of Physical and Rehabilitation 
Medicine specialty in Europe has been developed in the 
years to allow on one side to improve the actual prac-
tices and on the other to make them uniform in the vari-
ous European countries. In this chapter, the activities 
and programs of all the European relevant organization 
are presented. These includes:
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DOI: 10.23736/S1973-9087.18.05149-3

 
Online version at http://www.minervamedica.it

ORGANIZATION OF PHYSICAL AND REHABILITATION MEDICINE IN EUROPE

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

PROFF ID.indd   1 10/09/10   14:28



Vol. 54 - No. 2	 European Journal of Physical and Rehabilitation Medicine	 199

The PRM organizations in Europe: structure and activities	 European Physical and Rehabilitation Medicine Bodies Alliance

Lavoro: 5149-WB-EJPRM
titolo breve: The PRM organizations in Europe: structure and activities
primo autore: European Physical and Rehabilitation Medicine Bodies Alliance
pagine: 198-213
citazione: Eur J Phys Rehabil Med 2018;54:198-213

—— The European PRM Bodies joined for this third 
edition of the White Book to form the European PRM 
Bodies Alliance: they include the European Academy of 
Rehabilitation Medicine. the European Society of PRM, 
the PRM Section of the European Union of Medical 
Specialists (UEMS) and the European College of PRM 
(served by the UEMS PRM Board).

—— The Regional Fora: the Mediterranean Forum of 
Physical and Rehabilitation Medicine and the Baltic 
and North Sea Forum of Physical and Rehabilitation 
Medicine

—— The National PRM Societies in Europe
—— The European multinational PRM Journals

Finally, the role of Europe in PRM activities across 
the world is presented.

European PRM Bodies

The Section of Physical and Rehabilitation Medicine of 
the European Union of Medical Specialists (UEMS) 

Specialty was officially recognized in 1968 when, 
in Geneva (Switzerland), the World Health Organisa-
tion’s Expert Committee on Medical Rehabilitation 
announced the existence of a new medical discipline: 
Physical Medicine and Rehabilitation.1, 2 Three years 
later, in 1971, the UEMS approved the creation of a 
Section under this name. More historical details for the 
development of PRM and the creation of PRM Section 
of the UEMS are described in chapter 4 above. Since 

2001 the Section was reorganized to serve the multi-
ple needs of the specialty within the European Union 3 
(www.euro-prm.org). It was divided in three commit-
tees (Figure 1).

—— The Board (PRM Training and Education Com-
mittee) 

—— The Clinical Affairs Committee (for defining and 
accrediting the quality of clinical care in PRM)

—— The Professional Practice Committee (for defin-
ing and protecting the Field of Competence of the PRM 
physicians) 

The Board and the Training in PRM 

Since 1991, the educational affairs of the Section 
were given to the newly established Européenne Col-
lege de Médecine Physique et de Réadaptation Fonc-
tionnelle to act as the European Board, according to the 
provisions of the UEMS Specialist training. The route 
to start training is slightly different in each country but, 
despite different entry points to the specialist training 
program, the curriculum has much similarity across the 
continent. The European Board of PRM has the task of 
harmonizing specialist training across Europe, support-
ed by the Basel Declaration and subsequent texts from 
UEMS 4 and has taken on the following roles: 

—— European examination for recognition of special-
ist training leading to a fellowship;

—— Continuing medical education & professional de-
velopment used for ten-yearly revalidation of fellowship;

—— Recognition of European trainers & training units 
through site visits.

The eventual aim of this harmonization is to produce 
specialists who can work across European health care 
systems and allow national medical authorities/employ-
ers to recognize the knowledge and expertise of the 
specialists who have been trained in another part of Eu-
rope. All aspects of the Section and Board, including 
the specialty’s curriculum can be obtained through the 
Section’s website at www.euro-prm.org.

The Clinical Affairs Committee (CAC) deals with 
the Quality of Care in PRM

—— In accordance with the declarations of UEMS 5-7 
this committee sets up the procedure for European Ac-
creditation of PRM Programs of Care (voted in 2004).8 Figure 1.—The activities of the UEMS PRM Section.
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Not based on legal obligations or financial advantages 
the only goal of this accreditation is to make people 
throughout Europe aware of the quality of PRM care 
proposed in Europe and to develop a European PRM 
culture of quality. The accreditation procedure was 
first conceived as a simple measure for selecting the 
programs of care that met a certain number of require-
ments, particularly organizational requirements. The 
procedure was based on a questionnaire posted online 
on the UEMS PRM website, which was then submit-
ted to a five-members international jury. The questions 
concerned the program’s target population, objectives 
and scientific bases, the role of the PRM physician, 
the means of implementation, the team organization 
and the evaluation of the results. Over the 2-years pi-
lot phase 13 programs were thus accredited. Following 
several conclusions from the pilot phase, corrections 
were done to the questionnaire system which had the 
advantage of simplicity and the actual description of the 
program, which rapidly became more important than 
anything else in forming the opinions of the jury. The 
“Programme of care in PRM” is the structuring unit for 
describing the activities of our discipline, the evaluation 
of its results, and the negotiations for its financing. The 
programs that have already been accredited. and all the 
information about the new accreditation procedure can 
be found online at www.euro-prm.org. Also, an ongo-
ing process in the CAC is to define minimum required 
European guidelines for clinical practice. 

The Professional Practice Committee (PPC) deals 
with the fields of competence related to PRM

The primary objective of the PPC was to insure a 
single officially-recognized appellation for the PRM 
specialty in Europe. The expression, “physical and re-
habilitation medicine”, or a very close equivalent, is of-
ficially used in all European countries. Unfortunately, 
the Directive 2005/36/EC of the European Parliament 
and of the Council of 7 September 2005 on the rec-
ognition of professional qualifications 9 uses the term 
“physiotherapy”. At the request of the PPC, UEMS has 
monitored this issue to make sure that the European 
Commission adopts the term “physical and rehabilita-
tion medicine”, following the amendment of the old Di-
rective with a new one in 2013 concerning the recogni-
tion of the professional qualifications and the names of 

medical specialties. A new definition of PRM was voted 
by the UEMS General Assembly in Antalya (Turkey) 
in October 2003. In addition, thanks to the joint action 
of the national delegates to the UEMS Council, our 
Section was able to obtain a vote on an amendment to 
the European definition of the Medical Act, adding the 
words “functioning”, “rehabilitative” and “ethical”.10 
Under the impetus of the German, Swiss and Austrian 
delegates, the PRM Section of the UEMS decided to 
encourage the use of the International classification of 
functioning. disability and health (ICF) in clinical prac-
tice (Rennes, France; 30 March 2007). A working group 
on this subject was constituted in association with Eu-
ropean Society of PRM (ESPRM).11

As soon as the PPC was created in 2001, its mem-
bers began writing a second White Book, revising the 
first White Book about PRM in Europe, which was 
published in 1989 by three European organizations (the 
European PRM Federation. the European Academy and 
the UEMS Section). The new White Book intended to 
describe the state of the PRM specialty in all its aspects: 
title, definition, content and organization of initial edu-
cation programs, demographics, continuing education, 
scientific research and publications. It was co-edited by 
the UEMS PRM Section and European College (Board) 
and the European Academy of Rehabilitation Medicine 
in association with the European Society of Physical 
and Rehabilitation Medicine (ESPRM) and was pub-
lished jointly by the Journal of Rehabilitation Medicine 
12 and Europa Medicophysica.13 This third edition is de-
signed to present the development of PRM in Europe. 

Members

Full membership have the 28 European Union mem-
bers along with Switzerland, Norway and Iceland. Is-
rael, Serbia and Turkey are associate members. Several 
other European countries are observers (Montenegro, 
Former Yugoslav Republic of Macedonia (FYROM), 
Bosnia & Herzegovina, Georgia, Armenia, Russia, 
Ukraine). Within all these countries there are over 
23.000 trained specialists and trainees. The UEMS 
therefore has a major task to make a relevant link be-
tween all these countries at a European level. The num-
ber of PRM physicians across the countries of Europe 
varies considerably. The general structure of PRM ser-
vices across Europe is similar despite the differences 
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between healthcare systems. Proposals for clinical stan-
dards are being put together during this process in the 
form of practice based around health-related groups. 
Example of this last action are the creation of European 
Standards of Practice for patients in post-acute setting, 
the European card for patients with autonomic dysre-
flexia as well as the e-book on the field of competences 
part I and part II, the latter is now in progress.

European Society of Physical and Rehabilitation Medi-
cine [ESPRM] (www.esprm.net) 

Historical details are presented in chapter 4. 
The mission of ESPRM is:

—— To be the leading scientific European Society for 
physicians in the field of physical and rehabilitation 
medicine

—— To improve the knowledge of fundamentals and 
the management of activities, participation and contex-
tual factors of people experiencing or likely to experi-
ence disability.

—— To improve and maintain a strong connection be-
tween research and clinical practice in PRM.

The ESPRM has membership from both individual 
members who are PRM physicians or from national 
PRM societies. Nowadays (2017), the latter are 35 in 
number (Austria, Belgium, Bulgaria, Croatia, Cyprus, 
Denmark, Estonia, Finland, France, Former Yugoslav 
Republic of Macedonia (FYROM), Georgia, Germany, 
Greece, Hungary, Ireland, Italy, Latvia, Lithuania, Lux-
emburg, Montenegro, Norway, Portugal, Poland, Bos-
nia & Herzegovina, Romania, Serbia, Slovenia, Spain, 
Sweden, Switzerland, The Netherlands, Turkey, Rus-
sia, Ukraine). It also has cooperating societies coming 
from countries out of Europe (Israel, Jordan) or whose 
structure does not respond to the Statutes and bylaws of 
ESPRM (Malta). 

The following Special Interest Scientific Committees 
(SISC) have been established: (1) Public Health, (2) 
Orthotics and Prosthetics, (3) Guidelines, (4) Persons 
with Pain and Disability, (5) Persons with Parkinson / 
Movement disorders, (6) Persons with Traumatic Brain 
Injury, (7) Persons with Musculoskeletal Disorders, (8) 
Sports Affairs, (9) Robotics in Rehabilitation, (10) PRM 
in Ageing Persons, (11) Evidence Based Medicine, (12) 
Persons with Spinal Cord Injury, (13) Persons with 
Stroke, (14) Ultrasounds in PRM and (15) Persons with 

Peripheral Nerve Disorders. The following Congresses 
held by the European Society of Physical and Rehabili-
tation Medicine, have been the main events at which the 
activities of the society in the fields of research were 
promoted: Vienna 2004, Madrid 2006, Brugges 2008, 
Venice 2010, Thessaloniki 2012, Marseille 2014 and 
Estoril 2016. Furthermore, the role of the Society is 
strengthened with regards to its cooperation with other 
European PRM Bodies, which work at European level 
in the Physical and Rehabilitation Medicine field, as 
well as at worldwide level with the ISPRM (Interna-
tional Society of PRM).

Académie Médicale Européenne de Médecine de Ré-
adaptation / European Academy of Rehabilitation 
Medicine (EARM) (www.aemr.eu)

The historical details for the Academy are presented 
in chapter 4. 

The mission is:
—— improve all aspects of the rehabilitation of dis-

abled people; 
—— be a reference point in the scientific educational 

and humanitarian aspects of PRM; 
—— engage in moral and ethical debate;
—— exchange information defining the field of reha-

bilitation and its terminology; 
—— ensure that education in rehabilitations part of the 

CV;
—— support and help improve research in rehabilita-

tion;
—— introduce and defend the concept of rehabilita-

tion. 
—— and facilitate exchange of PRM trainees and doc-

tors between different countries.
This is made up of a maximum of 50 senior academic 

physicians from all over Europe and academicians fo-
cus on humanities and ethical issues in rehabilitation 
medicine and in disability. Some works on ethics are: 

1.  The ethical problems posed by the longer survival 
of a greater number of people who are entirely depen-
dent and conscious.

2.  Revealing the prognosis to a paralysed adult.
3.  Ethical problems posed by sexuality for persons 

with disabilities living in institutional establishments.
4.  Violence and handicap, published as a brief com-

munication. Journal of Rehabilitation Medicine, 2006.
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5.  La réadaptation médicale des personnes âgées: 
défis et challenges humains, éthiques et médico – 
économiques Commission de Prospectives.

The EARM believes that Rehabilitation is better 
understood and practised if there is access to the best 
information and has launched a series of monographs. 
These books should be particularly useful for young 
physicians preparing for the European Board certifica-
tion in PMR, for senior physicians specialised in PMR 
and allied disciplines looking for information and con-
tinuing medical education as well as for all the members 
of the rehabilitation team.

Books published in Academy’s Collection by Spring-
er France are:

—— La Plasticite de la Fonction Motrice / The Plastic-
ity of Motricity Function; by J.P. Didier. Springer. 2004;

—— Sphincter Functioning / Les fonctions sphincté-
riennes.by Amarenco G.. Chantraine A. (Eds.) (2006);

—— Vocational Rehabilitation by Gobelet Charles. 
Franchignoni Franco (2006);

—— Rehabilitation and palliation of cancer patients 
(Patient care) by Hermann Delbruck (2007); 

—— Rethinking physical and rehabilitation Medicine 
- New technologies induce new learning strategies by 
Didier Jean-Pierre Bigand Emmanuel (2010);

Moreover, the specially published book under the 
sponsorship of the Academy “Assessment in Physical 
Medicine and Rehabilitation: Views and Perspectives” 
by M. Barat and F. Franchignoni has been edited by 
Maugeri Foundation Books in 2005. 

For many years EARM, aiming at encouraging new 
researchers, has created an annual Academy prize to a 
publication in the PRM field (supported in the past by 
the Swiss Paraplegic Foundation and the last years by 
the non-profit Foundation for Rehabilitation Informa-
tion with the Journal of Rehabilitation Medicine). The 
prize is officially awarded at each European Congress 
of Physical and Rehabilitation Medicine.

Regional Fora

The Regional Physical and Rehabilitation Medicine 
(PRM) Fora: 

The Mediterranean Forum of PRM (MFPRM) and 
the Baltic and North Sea Forum of PRM (BNF-PRM)

In May 1996 was organised the first PRM Mediter-
ranean Congress in Herzliya of Israel under the slogan 

“Rehabilitation without frontiers” aiming to promote 
PRM worldwide and the quality of life of the disabled 
in the area of the Mediterranean basin. During this con-
gress, a meeting took place under the title: “A Medi-
terranean PM&R Society, is it viable?”14, 15 It was de-
cided to organize a biennial Mediterranean Congress 
and the 2nd congress was organized in Valencia in 1998. 
The Mediterranean Forum of Physical and Rehabilita-
tion Medicine – MFPRM - was created at the 3rd Con-
gress in Athens in 2000 and its members are individual 
PRM physicians coming from Mediterranean countries 
or countries with close vicinity with them. Since then 
the Mediterranean congress was organized in Syracuse 
2002, Antalya 2004, Vilamoura 2006, Portorose 2008, 
Limassol 2010, Sorrento 2012, Budva 2013, Alexan-
dria 2015 and Malta 2017. Based on the good experi-
ence from the MFPRM a discussion of a Baltic Forum 
started in 2003.16 A founder assembly was held in Riga 
in September 2007 and it was decided to include also 
the North Sea area into the Forum. It was decided that 
the Forum would be based on individual memberships. 
Since March 2010 the Baltic and North Sea Forum on 
Physical and Medical Rehabilitation – BNF-PRM is 
registered legally in Latvia. A policy declaration has 
been adopted by the board in Vilnius in September 2009 
16 and the present organization has an executive board an 
advisory board and four committees. There are two main 
reasons for the existence of BNF-PRM. The first one is 
that the Baltic and North Sea is a region with 16 coun-
tries having different languages and traditions as well 
as different health systems leading to differences in ap-
proach and strategy for rehabilitation. A second reason 
for BNF-PRM is the political history of the region. It 
was divided by the so-called “Iron Curtain” and almost 
no personal contacts between colleagues living in differ-
ent sides of the border were possible and consequently 
there was no scientific communication and exchange.

Obviously, there are basic principles that are com-
mon for the MFPRM and BNF-PRM. The main goals 
of BNF-PRM and MFPRM are:16, 17

1.  to communicate and exchange knowledge in the 
field of Physical and Rehabilitation Medicine;

2.  to create and evaluate concepts for PRM activities 
and discussing best practice

3.  to stimulate creation of networks for scientific 
projects regarding different aspects of Rehabilitation 
research, multicenter trials and projects;
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4.  to support education and training in the field of 
PRM and facilitate exchange of young doctors and sci-
entists e.g. organizing periodically congresses;

5.  to influence national governments and incorpora-
tion of issues of rehabilitation into national health strat-
egies;

6.  to give opportunity for personal contacts;
7.  to have a collaboration and a good cooperation 

with National and International scientific PRM bodies.
These two Regional Fora extend the PRM culture 

over the borders of European Community. In the South 
towards North Africa and West Asia (MFPRM) and in 
the North over the former “Iron Curtain” including Rus-
sia and other countries (BNF-PRM). Both Fora organ-
ise scientific congresses 18-21 and summer schools for 
PRM residents and young specialists. The Euro-Med-
iterranean PRM Haim Ring School (EMPRMS)” takes 
place every year in Syracuse with the sponsorship of 
SIMFER, UEMS, ESPRM and the MFPRM.22 In Au-
gust 2014, the first Riga Summer School was organised. 
The “European Journal of PRM”, with the sub-title of 
“Mediterranean Journal of PRM”, is the MFPRM offi-
cial journal and the Journal of Rehabilitation Medicine 
is the official journal of the BNF-PRM. The MFPRM 
website is www.mfprm.org; the BNF-PRM website is 
www.bnfprm.org.2 The MFPRM and the BNF-PRM 
are unique and ever growing PRM Societies acting on 
a volunteer basis to achieve a scientific. cultural and 
humanitarian mission: to develop and harmonize “Re-
habilitation across borders”. These Fora aim to create 
bridges of understanding and cooperation among Eu-
rope and the other countries contributing for better and 
peaceful regions “without frontiers”. 

National PRM Societies in Europe

In Europe the national societies play a pivotal role in 
the development of Physical and Rehabilitation Medi-
cine. The European Bodies exist to support National 
Societies in their task of developing PRM within their 
own country’s health economies, professional organiza-
tions and academic structures. 

Every European country has a national society of 
Physical and Rehabilitation Medicine with different 
names and different historical origin. The role of the 
European Bodies is to harmonize the PRM practice 
and education across Europe and the national societies, 

implement the European standards according to their 
specific and local experience. 

A problem arises when in a single country there are 
more than one PRM societies and sometimes it is dif-
ficult to find the delegates to represent all of them.

Furthermore, the national societies are organized dif-
ferently in the different countries: in some there is one 
society covering all aspects (e.g. The Netherlands). In 
others, there are different societies (e.g. Italy, Belgium, 
France) covering respectively the scientific, profession-
al and synodical matters.

The role of the European Bodies is to harmonize the 
PRM practice and education across Europe and the na-
tional societies for carrying out the implementation of 
the European standards according with their specific lo-
cal experience. 

All the national societies of the member countries 
have their delegates to the PRM Section and Board of 
UEMS and participate in the regular general assemblies 
that are organized twice per year.

Usually in the same week there is the meeting of the 
delegates of ESPRM, where there are representatives of 
all the member societies for the assembly and individual 
members. 

The ‘European Academy of Rehabilitation Medicine’ 
members are not directly connected to national societies 
but are involved directly after an individual application 
evaluated from the Academy.

PRM is recognized as a core service in each of the 
member states of the Greater European space and the 
newer associate and observing countries also adopt the 
same principles.

Most of the national societies (NS) of the special-
ists in Physical and Rehabilitation Medicine in Europe 
are members of the European Society of PRM. In fact, 
one of the goals of the European Federation of Physi-
cal Medicine and Rehabilitation, that was founded in 
1963, was the promotion in each European country of a 
national PRM scientific society and an organization to 
defend the general interests of the PRM physicians. In 
2003, when ESPRM was founded as a successor of the 
European Federation of PRM, there were 21 National 
societies–members. Some of the countries like Latvia 
and Turkey have more than one National Society of 
PRM physicians. It is very encouraging and informative 
about the growing influence of ESPRM, that the interest 
among the NS of joining ESPRM is increasing. In 2015, 
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cians have created their professional and scientific orga-
nizations (Table II).

The main goal of the National PRM societies is to 
promote the development of Physical and Rehabilita-
tion Medicine and ensure good rehabilitation care to 
persons experiencing or are likely to experience disabil-
ity, to promote the specialty of PRM and the profession 
of PRM and to develop the Rehabilitation services. The 
mission and activities of the Societies include propa-
gation of the development of a scientific knowledge 
regarding rehabilitation, endorsement of scientific re-
search, promotion of education in rehabilitation and 
popularization of the idea of comprehensive rehabilita-
tion for the benefit of those who need it, increasing the 
expertise of members.

Some of the societies have mainly scientific and edu-
cational goals, related to the professional development 
of the specialists, while others are engaged in defend-
ing the professional interests of PRM physicians, de-
fining the competences of PRM physicians, their rela-
tions with the other members of the team, with the other 
medical physicians and other health professionals. They 
focus on creating clinical guidelines, clinical standards 
of good practice and facilitate the specialty to undertake 
the required research to develop it further. There are 
societies that cover all these fields. The national PRM 
societies organize regular scientific events in PRM — 
conferences and congresses and are responsible about 
the continuing medical education.

The strength of the societies is that they involve 
growing number of PRM physicians devoted to the de-
velopment of PRM, for increased scientific level and 
activities, very well organized congresses and continu-
ing medical education, good cooperation with other na-
tional and international societies, institutions, and orga-
nizations involved in rehabilitation. 

The weakness usually includes low or difficult com-
munication with the government and with financing pro-
viders, not enough activities and strength in defending 
the professional interests of the PRM physicians and in 
some countries — low communication with other spe-
cialists and not a regular number of the active members.

Most NSs issue their own scientific journal. Others, 
like the Hellenic Society, use the European Journal of 
PRM as a National journal. Some of the national jour-
nals participate in the European PRM Journals Network 
that was founded in 2010 with main goals to create the 

the Russian and the Ukrainian Societies joined that en-
compass a large number of “Physiotherapy Physicians” 
or other related medical specialization courses with a 
curriculum different from European Specialisation of 
PRM. In order to harmonize the specialization curric-
ulum, they are undergoing transition to the European 
model of the specialty with the support of the UEMS 
PRM Section and Board. 

ESPRM includes not only NS of member states of 
the European Union but as it is evident by the list of the 
members it includes almost all the European countries. 

The ESPRM had 17,238 active members from the NS 
in 2016. The percentage of PRM physicians that are mem-
bers of their national society varies between the countries. 
For example, in Germany only 21% of the PRM physi-
cians are members of the German PRM Society, while in 
Italy this percentage reaches 80% and 95% in the UK. 
Some of the national societies have also other medical 
specialists and other professionals as full or associate 
members (e.g. Austria, Czech Republic, Hungary, Ireland, 
Poland, Russia, Slovakia, Switzerland, UK and Malta). 

Within the European countries there are 20,655 PRM 
physicians. The number of PRM physicians across Eu-
rope varies considerably and Table I shows the demo-
graphic details. The number of PRM physicians per 100 
000 inhabitants also varies in the different countries — 
from 10.4 (in Estonia) to 0.2 (in Ireland, Malta and UK).

Interest in the specialty is growing at a European lev-
el – the percentage of trainees of the number of PRM 
physicians varies from 36% in UK to 2% in Russia. 
This usually depends on the prestige and position of the 
specialty among the other medical specialties and the 
rehabilitation needs of the population. Other countries 
with a higher number of trainees in comparison with the 
practicing PRM physicians are Slovenia 32%, Norway 
19%, Netherlands 22%, Turkey 22% (Table I).

There are national societies in Europe with very 
old traditions, founded in the 1920s, like the Roma-
nian Society of Rehabilitation Medicine. Other societ-
ies with longer history are the Turkish League against 
Rheumatism (since 1947), Croatian Society of Physi-
cal and Rehabilitation Medicine (since 1947), Austrian 
Society of Physical Medicine and Rehabilitation (since 
1950), Spanish Society of PRM (since 1954). There are 
also younger societies, like that of Ukraine and Malta, 
founded in 2014. As an old specialty in all the European 
Countries Physical and Rehabilitation Medicine physi-
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search in our field. Obviously, journals have an inter-
national role in what they publish, but in PRM there 
are at least two main factors that make the location of a 
journal crucial. In fact, PRM is “scientifically” young,23 
and tradition continues to play a role for treatments, 
whose evidence is not high, but are nevertheless offered 
in specific geographical areas (e.g. some modalities, 
balneology, spa therapy etc.). Moreover, in PRM con-

widest possible readership of the papers published in 
the European Journals (Table II).

PRM scientific Activities and their representation 
in Europe – European PRM Multinational

Scientific journals are key actors of PRM in Europe, 
since they serve for the development of science and re-

Table I.—�Epidemiology of the Physical and Rehabilitation Medicine specialty in Europe. PRM: Physical and Rehabilitation Medicine. 
For number of physicians and specialists data comes from Eurostat (online data codes: hlth_rs_prs1 and hlth_rs_spec). * Total and 
total percentages have been calculated only for the available data.

Population Physicians Specialists Practising PRM physicians PRM trainees % of PRM 
physicians

1000 inhabitants N. N. % of 
physicians N. % of 

specialists
% of 

physicians N. % of PRM 
physicians

per 100.000 
inhabitants

Austria 8474 44002 22204 50% 343 1,5% 0,8% 4,05
Belgium 11200 34020 19399 57% 550 2,8% 1,6% 68 12% 4,91
Bulgaria 7090 29038 23191 80% 450 1,9% 1,5% 29 6% 6,35
Croatia 4253 13430 9355 70% 397 4,2% 3,0% 53 13% 9,33
Cyprus 1141 3032 2056 68% 9 0,4% 0,3% 0,79
Czech Republic 10520 38776 38499 99% 816 2,1% 2,1% 100 12% 7,76
Denmark                                                                                                                                      5614 20639 9092 44%
Estonia 1325 4052 3297 81% 137 4,2% 3,4% 10,34
Finland 5439 17511 9953 57% 240 2,4% 1,4% 4,41
France 66030 207789 112100 54% 1927 1,7% 0,9% 340 18% 2,92
FYROM 2107 5975 3612 60% 130 3,6% 2,2% 16 12% 6,17
Georgia 10100 20000 10000 50% 400 4,0% 2,0% 15 4% 3,96
Germany 80620 338129 188476 56% 1800 1,0% 0,5% 150 8% 2,23
Greece 11030 68401 47531 69% 210 0,4% 0,3% 35 17% 1,90
Hungary 9897 30486 25000 82% 350 1,4% 1,1% 30 9% 3,54
Ireland 4595 13446 5590 42% 11 0,2% 0,1% 2 18% 0,24
Israel 7940 27000 150 0,6% 40 27% 1,89
Italy 59801 233102 162281 70% 3500 2,2% 1,5% 490 14% 5,85
Latvia 2013 6324 4699 74% 130 2,8% 2,1% 20 15% 6,46
Lithuania 2956 12605 9026 72% 398 4,4% 3,2% 38 10% 13,46
Luxembourg 536 1656 1067 64% 16 1,5% 1,0% 1 6% 2,99
Malta 432 1636 817 50% 1 0,1% 0,1% 0,23
Montenegro 631 1466 1045 71% 55 5,3% 3,8% 2 4% 8,72
Netherlands 16800 58858 30918 53% 550 1,8% 0,9% 120 22% 3,27
Norway 5282 22848 8683 38% 261 3,0% 1,1% 50 19% 4,94
Poland 38530 88437 68609 78% 2047 3,0% 2,3% 160 8% 5,31
Portugal 10296 47792 22323 47% 550 2,5% 1,2% 100 18% 5,34
Romania 19322 54807 36971 67% 800 2,2% 1,5% 4,14
Russia 143436 1730 380 22% 1,21
Serbia 8806 21840 13658 63% 693 5,1% 3,2% 34 5% 7,87
Slovakia Rep. 5431 18719 22100 118% 537 2,4% 2,9% 90 17% 9,89
Slovenia 2072 5830 3685 63% 78 2,1% 1,3% 25 32% 3,76
Spain 46054 178600 103325 58% 2000 1,9% 1,1% 350 18% 4,34
Sweden 9876 40637 20573 51% 260 1,3% 0,6% 40 15% 2,63
Switzerland 8420 34762 18621 54% 227 1,2% 0,7% 35 15% 2,70
Turkey 79791 141259 6956 5% 2300 33,1% 1,6% 505 22% 2,88
Ukraine 44500 160912 89560 56% 0 0,0% 0,0% 0 0% 0,00
United Kingdom 65180 181673 121211 67% 159 0,1% 0,1% 58 36% 0,24
TOTAL* 817540 2229489 1275483 58% 24212 1,8% 1,0% 3376 15% 2,96
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Table II.—�Names of National Scientific and Professional Physical and Rehabilitation Medicine Societies in Europe and their Official 
Journals.

Country National Society Name of the Scientific Society 
In local language

Year of 
foundation

Name of  
Professional Society Journal

Austria Austrian Society of Physical 
Medicine and Rehabilitation

Österreichische Gesellschaft für 
Physikalische Medisin und 
Rehabilitation

1950 NA

Belgium Belgian Society of Physical 
Medicine and Rehabilitation

Société Royale Belge de Médecine 
physique et Réadaptation 
Koninklijke Belgische Vereniging 
Voor Fysische Geneeskunde & 
Revalidatie

1910 VBS FGR/GBS MPR

Bosnia & 
Erzegovina

Association of Physiatrists of 
Republic of Srpska

Udruženje Fizijatara Republike 
Srpske

2000 NA

Bulgaria Association of Physical Medicine 
and Rehabilitation

Асоциация по Физикална медицина 
и рехабилитация

1964 NA Fisikalna Medisina. 
Rehabilitasia. Sdrave

Croatia Croatian Society of Physical and 
Rehabilitation Medicine

Hrvatsko društvo za fizikalnu i 
rehabilitacijsku medicinu, Hrvatski 
liječnički zbor

1947 Fizikalna i 
rehabilitacijska 
medicina

Cyprus Cyprus Society of Physical 
Medicine and Rehabilitation

Κυπριακή Εταιρεία Φυσικής Ιατρικής 
και Αποκατάστασης.

1987 NA

Czech 
Republic

Society of Rehabilitation and 
Physical Medicine of Czech 
Medical Association of J.E. 
Purkyne

Společnost Rehabilitační A Fysikální 
Medicíny (SRFM)

1967 Rehabilitace a 
Fysikalni Lekarstvi

Denmark
Estonia Estonian Society of Physical and 

Rehabilitation Medicine Doctors
Eesti Taastusarstide Selts 1992

Finland Finnish Society of Physical and 
Rehabilitation Medicine

Societas Medicinae Physicalis et 
Rehabilitationis Fenniae ry

1956

France French society of Physical and 
Rehabilitation Medicine

Société Française de Médecine 
Physique et de Réadaptation 
SOFMER

1974 French Union of Physical and 
Rehabilitation Medicine - 
Syndicat français de MPR 
(SYFMER)

Annals of Physical 
and Rehabilitation 
Medicine

FYROM Association of doctors for physical 
medicine and rehabilitation

Sdrusenie na doktori po fisikalna 
medicina I rehabilitacija

1955

Georgia Georgian Physical Therapy 
association

2003 Georgian Physical Medicine 
Association

Germany German Society for Physical 
Medicine and Rehabilitation - 
Scientific Society for Physical 
Medicine and Rehabilitation, 
Balneology and Medical 
Climatology (DGPMR)

Deutche Gesellschaft fur 
Physikalische Medisin und 
Rehabilitation

Professional Association of 
Physical and Rehabilitation 
Medicine (BVPhysical and 
Rehabilitation Medicine) 
- Berufsverband der 
Rehabilitationsartse

Physikalishe Medisine
Rehabilitationmedesin
Kurortmedisin
Journal of Physical 

and Rehabilitation 
Medicine

Greece Hellenic Society of Physical 
and Rehabilitation Medicine 
(HSPhysical and Rehabilitation 
Medicine)

Ελληνική Εταιρεία Φυσικής Ιατρικής 
και Αποκατάστασης (ΕΕΦΙΑπ)

1974 NA European Journal 
of Physical and 
Rehabilitation 
Medicine

Hungary Hungarian Rehabilitation Society Magyar Rehabilitációs Társaság 1966 Rehabilitáció
Ireland Irish Association of Rehabilitation 

Medicine
Irish Association of Rehabilitation 

Medicine
1989

Israel Physical Medicine and 
Rehabilitation

םוקישו תילקיזיפ האופר 1948

Italy Italian Society of Physical and 
Rehabilitation Medicine

SIMFER Società Italiana di Medicina 
Fisica e Riabilitazione

1958 Italian Union of Physical and 
Rehabilitation Medicine 
physicians - Sindacato italiano 
Medici Medicina Fisica e 
Riabilitativa - SIMMFiR

European Journal 
of Physical and 
Rehabilitation 
Medicine

Latvia Latvian Society of The Physical 
and Rehabilitation Medicine 
Doctors

Latvijas Fizikālās Un Rehabilitācijas 
Medicīnas Ārstu Biedrība

1998 the Association of Latvian 
Rehabilitation physicians - 
Latvijas ārstu Rehabilitologu 
asociācija

(To be continued)
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Table II.—�Names of National Scientific and Professional Physical and Rehabilitaiton Medicine Societies in Europe and their Official 
Journals (continues).

Country National Society Name of the Scientific Society 
In local language

Year of 
foundation

Name of  
Professional Society Journal

Lithuania
Luxemburg Luxemburgish Society of Physical 

and Rehabilitation Medicine
Société luxembourgeoise de médecine 

physique et de réadaptation
1993

Malta Malta Physical & Rehabilitation 
Medicine Association

Malta Physical & Rehabilitation 
Medicine Association

2013

Montenegro
Netherlands Netherlands Society of 

Rehabilitation Medicine
Vereniging van Revalidatieartsen 1955 Nederlands Tijdschrift 

Revalidatiege-
neeskunde (NTR).

Norway The Norwegian Society of 
Physical Medicine and 
Rehabilitation

Norsk Forening for Fysikalsk medisin 
og Rehabilitering. NFFR.

1977 The Norwegian Association of 
Physical and Rehabilitation 
medicine - Norsk Forening 
for Fysikalsk medisin og 
Rehabilitering (NFFR)

Poland Polish Rehabilitation Society Polskie Towarzystwo Rehabilitacji 1989 Postępy Rehabilitacji 
(eng. Advances in 
Rehabilitation)

Portugal Portuguese Society of Physical 
and Rehabilitation Medicine

Sociedade Portuguesa de Medicina 
Física e de Reabilitação

1953 Revista da Sociedade 
Portuguesa MFR

Romania Romanian Society of 
Rehabilitation Medicine

Societatea Romana de Reabilitare 
Medicala

1922 Romanian Journal 
of Rehabilitation 
Medicine

Russia All-Russian Union Rehabilitators 
(ARUR )

Союз реабилитологов России (СРР) 2013 Herald of Regenerative 
medicine

Serbia Serbian Association of Physical 
and Rehabilitation Medicine 

Udruženja za fizikalnu i 
rehabilitacionu medicinu Srbije

1952 Balneoclimatology

Slovakia Slovak Society of Physical and 
Rehabilitation Medicine

Slovenská spoločnosť fysiatrie. 
balneológie a liečebnej rehabilitácie

1975 Rehabilitácia

Slovenia Slovenian Society for Physical and 
Rehabilitation Medicine

Slovensko Sdruženje sa fisikalno in 
rehabilitacijsko medicino

1998 Rehabilitacija

Spain Spanish Society of Physical and 
Rehabilitation Medicine

Sociedad Española de Rehabilitación 
y Medicina Física

1954 Rehabilitación

Sweden Swedish Society of Rehabilitation 
Medicine

Svenst Forening for Rehabilitering 
medicin

1969 Journal of 
Rehabilitation 
Medicine

Switzerland Swiss Society of Physical and 
Rehabilitation Medicine

German: Schweizerische Gesellschaft 
für Physikalische Medizin und 
Rehabilitation

French: Société Suisse de Médecine 
physique et de Réadaptation

Italien : Società Svizzera di Medicina 
fisica e Riabilitazione

1930

Turkey Turkish League Against 
Rheumatism

Türkiye Romatizma Araştırma ve 
Savaş Derneği

1947 Archives of 
Rheumatology

Turkish Society of Physical 
Medicine and Rehabilitation 

Türkiye Fiziksel Tıp ve 
Rehabilitasyon Derneği

1958 Turkish Journal of 
Physical Medicine 
and Rehabilitation

Turkish Society of Rehabilitation 
Medicine

Türk.Tıbbi Rehabilitasyon Kurumu 
Derneği

1978

Turkish Society of Physical 
Medicine and Rehabilitation 
Specialists

Türkiye Fiziksel Tıp ve 
Rehabilitasyon Uzman Hekimleri 
Derneği

1996 Journal of Physical 
Medicine and 
Rehabilitation 
Sciences

Ukraine Ukrainian Society of Physical and 
Rehabilitation Medicine

Громадська організація “Українське 
товариство фізичної та 
реабілітаційної медицини”

2014 Physical rehabilitation 
and sports medicine

United 
Kingdom

British Society of Rehabilitation 
Medicine

British Society of Rehabilitation 
Medicine

1984 Clinical Rehabilitation 
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IV and the main contents in Tables V. Country represen-
tation in Table VI.

Annals of Physical and Rehabilitation Medicine 
(APRM) – Official Journal of UEMS-PRM Section 

The Journal is indexed in MEDLINE, Web of Sci-
ence, and SCImago. 

textual factors play a major role in determining the local 
therapeutic offer:24, 25 while Europe as a whole is dif-
ferent from other continents, still there are differences 
between north and south, but also west and east Europe. 
All these may have an impact on European journals.

ESPRM decided some years ago to define the “Core 
PRM Journals” according to specific and strict crite-
ria:26, 27 in the first 2008 set 3 European journals (Jour-
nal of Rehabilitation Medicine, Clinical Rehabilitation, 
Disability and Rehabilitation) and 2 American journals 
have been included. Some years later, in 2013, the list 
expanded to include 2 more European journals (Euro-
pean Journal of Physical and Rehabilitation Medicine 
and International Journal of Rehabilitation Research). 
In these years also a European Network of National 
Journals have been created but not fully developed.28, 29

All European Bodies have their official Journals and 
we will first review them: we will then present the other 
multinational journals, i.e. those with interest spread in 
more than one country. The last years, standings of the 
European Journals in the most important Indexes are 
listed in Table III. Their fundamentals are listed in Table 

Table IIIA.—�Two main bibliometric indices of the Journals of Physical and Rehabilitation Medicine with a multinational distribution in 
the Journal citation Report (category rehabilitation, 2012-2016).

Impact Factor at 2 years (position out of 65) Impact Factor without self-citation (position out of 65)

2012 2013 2014 2015 2016 2012 2013 2014 2015 2016
Ann Phys Rehabil Med - - - - - - - - - -
Eur J Phys Rehabil Med 2.06 (15) 1.95 (14) 1.90 (17) 2.06 (12) 1.83 (20) 1.69 (14) 1.50 (21) 1.47 (23) 1.77 (13) 1.76 (17)
J Rehabil Med 2.13 (14) 1.89 (16) 1.68 (23) 1.59 (25) 1.68 (27) 1.88 (11) 1.72 (14) 1.52 (20) 1.46 (26) 1.53 (28)
Clin Rehabil 2.19 (13) 2.18 (11) 2.249 (10) 2.40 (10) 2.82 (9) 2.09 (9) 2.02 (11) 2.06 (10) 2.25 (8) 2.61 (8)
Int J Rehabil Research 1.05 (43) 1.14 (39) 1.28 (37) 1.25 (40) 1.26 (38) 0.98 (37) 0.94 (41) 1.14 (35) 1.11 (36) 1.1 (41)
Phys Med Rehab Kuror 0.26 (59) 0.45 (59) 0.33 (62) 0.25 (64) 0.26 (63) 0.11 (61) 0.28 (59) 0.27 (61) 0.14 (64) 0.19 (63)
Rehabilitación (Madr.) - - - - - - - - - -

Table IIIB.—�Two main bibliometric indices of the Journals of Physical and Rehabilitation Medicine with a multinational distribution in 
the Scimago data Base (category rehabilitation, 2012-2016).

Cites per doc - 2 years (position out of 119) Scopus SCImago Journal Rank (position out of 119)

2012 2013 2014 2015 2016 2012 2013 2014 2015 2016
Ann Phys Rehabil Med 1.41 (34) 1.40 (35) 1.50 (34) 1.80 (22) 1.69 (22) 0.59 (31) 0.54 (39) 0.47 (44) 0.51 (45) 0.58 (38)
Eur J Phys Rehabil Med 2.23 (15) 2.24 (15) 2.20 (15) 2.23 (11) 1.70 (21) 0.72 (23) 0.73 (23) 0.82 (18) 0.78 (22) 0.81 (17)
J Rehabil Med 2.73 (7) 2.32 (13) 1.99 (20) 1.84 (19) 1.81 (16) 1.20 (8) 1.03 (12) 1.07 (10) 0.91 (14) 0.90 (14)
Clin Rehabil 2.48 (9) 2.64 (9) 2.99 (8) 2.72 (9) 2.42 (9) 1.17 (10) 0.99 (15) 1.12 (7) 1.14 (9) 1.19 (8)
Int J Rehabil Research 1.23 (36) 1.37 (37) 1.42 (36) 1.44 (34) 1.37 (33) 0.513 (35) 0.50 (44) 0.61 (34) 0.57 (39) 0.62 (33)
Phys Med Rehab Kuror 0.27 (78) 0.32 (72) 0.26 (87) 0.22 (88) 0.27 (83) 0.164 (83) 0.19 (79) 0.17 (85) 0.18 (84 0.19 (81)
Rehabilitación (Madr.) 0.18 (88) 0.06 (104) 0.15 (96) 0.11 (99) 0.13 (95) 0.14 (91) 0.10 (113) 0.13 (98) 0.11 (102) 0.12 (99)

Table IV.—�Fundamentals of the Journals of Physical and Reha-
bilitation Medicine with a multinational distribution.

  Language Issues 
per year

Rejection 
rate

First  
answer 

time (days)

Publication 
time 

(months)

Ann Phys Rehabil Med English 6 75% 30 4
Eur J Phys Rehabil Med English 6 73% 30 7
J Rehabil Med English 10 65% 30 2
Clin Rehabil English 12 86% 14 2
Int J Rehabil Research English 4 70% 7 6
Phys Med Rehab Kuror German 

and 
English

6      

Rehabilitación (Madr.) Spanish 
(English 
accepted)

4 56% 60 E-pub: 10
Print: 11
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nary, pediatric, general rehabilitation, others). Since 
2006 (first among PRM journals worldwide) it gives 
readers’ open access with free-full text accessible on-
line.

Journal of Rehabilitation Medicine (JRM) – Official 
Journal of UEMS PRM Board and EARM

The Journal is indexed in MEDLINE. PubMed Cate-
gories of papers include: original articles, reviews, case 
reports, short communications, short reports and letters. 
Areas of interest: functional assessment and interven-
tion studies, clinical studies in various patient groups, 
methodology in PRM, epidemiological studies on dis-
abling studies and reports on vocational and socio-med-
ical aspects of rehabilitation. From 2017 JRM will be a 
completely online journal with immediate open access 
from the actual open access after 6 months.
Clinical Rehabilitation (CR) 

The Journal is indexed (among the others) by ASSIA, 
CINAHL, Current Contents / Clinical Medicine, EM-
Care, MEDLINE, PsycINFO, Science Citation Index, 
Scopus. 

Categories of papers include: original papers, sys-
tematic reviews, Rehabilitation in Practice articles cor-
respondence relating to published papers and short re-
ports. Areas of interest include: goal setting, describing 
interventions evidence based for rehabilitation, theoret-
ical base for rehabilitation. The editor always considers 
whether a paper is relevant to a practicing clinician of 
any profession. It covers functional disorders, all ages, 
every intervention and all methods. Open access is 
available on payment of a fee.

Categories of papers include: original clinical, epi-
demiological and research articles, review articles, edi-
torials and guidelines. At the discretion of the editor in 
chief, 20-30% of published papers are immediately put 
in free access. All papers are in free access at one year. 
Publications in the Annals of PRM are free of charge.

European Journal of Physical and Rehabilitation Medi-
cine (EJPRM) – Official Journal of ESPRM and 
UEMS-PRM Section and Board 

The Journal is indexed in CINAHL, Current Contents/
Clinical Medicine, EMBASE, PubMed/MEDLINE, 
Science Citation Index Expanded (SciSearch), Scopus. 

Categories of papers include: original articles, sys-
tematic reviews and meta-analysis, guidelines, special 
articles, case reports and letters. It regularly co-pub-
lishes Cochrane reviews and a Cochrane Corner since 
2007. EJPRM requires authors to follow publishing 
guidelines (www.equator-network.org). 

Areas of interest: clinical papers in all PRM subspe-
cialties (neurological, musculoskeletal, cardiopulmo-

Table V.—�Thematic contents of European journals in 2015.

Neuro-
logical

Musculo- 
skeletal

Cardio- 
pneumo-
logical

General  
rehabilitation Others

Ann Phys Rehabil Med 40% 25% 20% 10% 5%
Eur J Phys Rehabil Med 37% 35% 8% 11% 9%
J Rehabil Med 55% 23% 4% 20% 3%
Clin Rehabil 48% 28% 4% 6% 14%
Int J Rehabil Research 37% 25% 1% 25% 12%
Phys Med Rehab Kuror
Rehabilitación (Madr.) 34% 24% 12% 15% 15%

Table VI.—�Geographic representation of European journals.

Europe
Countries (%)

1st 2nd 3rd 4th 5th

Ann Phys Rehabil Med 65% France USA Canada Belgium Germany
Eur J Phys Rehabil Med 58% Italy

(35%)
Turkey
(6%)

Germany
(6%)

Brasil
(5%)

France
(5%)

J Rehabil Md 60% Netherlands
(16%)

Sweden 
(11%)

Australia 
(7%)

Denmark
(5%)

USA
(5%)

Clin Rehabil 49% UK
(18%)

China 
(9%)

Netherlands 
(8%)

Australia 
(7%)

Canada 
(6%)

Int J Rehabil Research 64% Italy
(15%)

USA 
(7%)

Netherlands 
(6%)

Sweden 
(6%)

Australia 
(5%)

Phys Med Rehab Kuror
Rehabilitación (Madr.) 81% Spain

(78%)
Colombia

(11%) 
Chile
(4%)

Switzerland
(4%)

-
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improve interdisciplinary rehabilitation care. Thus, the 
scope of the journal includes clinical and basic research 
papers on rehabilitation field that may improve knowl-
edge and skills of the readership (physiatrists, physi-
cal therapists, occupational therapists and other allied 
health professionals). The journal is mailed to all SER-
MEF members (which are more than 1700 profession-
als). At this moment, it has not Open access but only for 
some specific articles.

Disability and Rehabilitation

‘Disability and Rehabilitation’ and ‘Disability along 
with Rehabilitation’: Assistive Technology are interna-
tional multidisciplinary journals which seek to encour-
age a better understanding of all aspects of disability 
and to promote rehabilitation science, practice and pol-
icy aspects of the rehabilitation process. Disability and 
Rehabilitation publishes Reviews, Research Papers, 
along with sections on Rehabilitation in Practice, Per-
spectives in Rehabilitation and Case Studies along with 
occasional Letters, Papers focused on assistive technol-
ogy are especially appropriate for Disability and Reha-
bilitation. Assistive Technology, submissions covering 
a wide range of topics on disability and rehabilitation 
from researchers and practitioners across all disciplines 
working in the field are encouraged. The journals wel-
come both quantitative and qualitative research along 
with multidisciplinary perspectives to embrace a wide 
range of professionals. Both journals also publish peer-
reviewed special issues as appropriate. 

The role of Europe in PRM activities  
across the world

The umbrella organization of PRM physicians world-
wide is the International Society of Physical and Reha-
bilitation Medicine (ISPRM).30

ISPRM has three mandates: a humanitarian or civil 
societal, a professional one and a scientific one.31, 32 To 
achieve its goals ISPRM relies first on its memberships 
which includes members of national societies, including 
all European PRM societies as well as individual mem-
bers, In addition, ISPRM collaborates with regional 
bodies, including in Europe the European Academy of 
Rehabilitation Medicine (EARM), the European Soci-
ety of Physical and Rehabilitation Medicine (ESPRM) 

International Journal of Rehabilitation Research 

The Journal is indexed in PubMed/MEDLINE. Sci-
ence Citation Index Expanded. Social Sciences Citation 
Index, Current Contents (Social & Behavioural Scienc-
es and Clinical Medicine), Scopus, SCImago, Engineer-
ing information and PsycINFO. It is a member of the 
Committee on Publication Ethics (COPE) which aims 
to define best practice in the ethics of scientific publish-
ing (www.publicationethics.org). Categories of papers 
include: original articles, review articles, brief reports, 
case reports and letters. Areas of interest: functioning 
and disablement throughout the life cycle; rehabilitation 
programs for persons with physical, sensory, mental, 
and developmental disabilities, measurement of func-
tioning and disability, special education and vocational 
rehabilitation, equipment, access and transportation, 
information technology, independent living, consumer, 
legal, economic and socio-political aspects of function-
ing, disability and contextual factors. The Journal is 
available through individual and institutional subscrip-
tion, and accessible online through Ovid at institutions 
worldwide.

Physikalische Medisin – Rehabilitationsmedisin – Ku-
rortmedisin - Journal of Physical and Rehabilitation 
Medicine (JPRM)

The journal is indexed in Scopus and Science Citation 
Index Expanded, Categories of papers include: original 
research, clinical case reports and reviews, guidelines 
and educational articles, CME material, congress ab-
stracts, society news, editorial material and summaries 
of the latest research. Areas of interest: scientific and 
educational articles both in physical medicine and reha-
bilitation Reviewed and accepted articles are published 
online ahead of print to ensure rapid dissemination of 
knowledge. 

Rehabilitación (Madr.) (RM) 

The Journal is indexed in Eventline, Bibliomed, Sed-
base, Cumulative Index to Nursing and Allied Health 
Literature (CINAHL), Scopus, Pascal and Indice Bib-
liográfico Español en Ciencias de la Salud (IBECS). 
Categories of papers include: original articles, reviews, 
case reports, letters to the editor, special articles and 
editorials. Its main goal is to provide evidence basis to 
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and the Physical and Rehabilitation Medicine Section 
of the European Union of Medical Specialists (UEMS 
PRM Section), through mutual recognition agreement 
and a joint work plan. Outside the field of PRM, ISPRM 
is collaborating with other NGOs and most importantly 
with World Health Organisation (WHO) (Figure 2).32

An important role is played from the regional fora: 
The North and Baltic Forum of PRM that includes the 
nearby regions in north Europe Such as Russia, Ukraine 
and The Mediterranean Forum of PRM that includes all 
the Mediterranean basin region.

The basis of the official relationship with WHO is 
a mutually agreed three-year plan for collaboration, 

for which once every three years the WHO Executive 
Board reviews the results. The most important current 
topics of the collaboration work plan include the sys-
tem-wide implementation of the International Classifi-
cation of Functioning, Disabilities and Health (ICF) in 
PRM, rehabilitation and health care systems at large, 
the establishing of learning health system across coun-
tries worldwide exemplified for the situation of persons 
living with Spinal Cord Injury 33 and the strengthening 
of rehabilitation services worldwide.34 Significant con-
tributions of Europe in the context of the current work 
plan is the development of National Rehabilitation Qual-
ity Management Systems 35 including the specification 

Figure 2.—Pathways of political influence on the World Health Organization (WHO) by a non-governmental organization (NGO) in official relation. 
CTS: Classification, Terminology and Standards; DAR: Disability and Rehabilitation; ISPRM: International Society of Physical and Rehabilitation 
Medicine; WHA: World Health Assembly. 
Adapted from: Reinhardt JD, von Groote PM, Delisa JA, John L, Bickenbach JE, Li LSW. Chapter 3: International non-governmental organizations 
in the emerging world society: the example of ISPRM. J Rehabil Med Preview, 2009;(6), 810-22. http://doi.org/10.2340/16501977-0430P
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Health. [Internet]. [cited 2009 Jan 6]. Available from: http://www.
who.int/classifications/icf/site/index.cfm

12. 	Gutenbrunner C, Ward A, Chamberlain M. The White Book on Physi-
cal and Rehabilitation Medicine in Europe. J Rehabil Med. 2007 
Jan;(45 Suppl). 

13. 	Gutenbrunner C, Ward AB, Chamberlain A. White book on physical 
and rehabilitation medicine in Europe. Eura Medicophys. 2006;292–
332. 

14. 	MFPRM. About the MFPRM [Internet]. Available from: : http://
www.mfprm.org/en/about-the-mfprm/about-the-mfprm

15. 	MFPRM. The MFPRM [Internet]. Available from: http://www.mf-
prm.org/en/home/home

16. 	Gutenbrunner C, Borg K, Joucevicius A, Tuulik-Leisi V-R, Vetra A, 
Ward AB. The Idea of the Baltic & North Sea Forum on Physical and 
Rehabilitation Medicine (BNF-PRM). 2016; 

17. 	MFPRM. MFPRM Statute [Internet]. Available from: http://www.
mfprm.org/en/statute/statute

18. 	Abstracts from the 1st Baltic and North Sea Conference on Physi-
cal and Rehabilitation Medicine “Reclaim Function. J Rehabil Med. 
2010;385–416. 

19. 	2nd Baltic and North Sea Conference on Physical and Rehabilita-
tion Medicine “From Biomechanisms to Outcomes!” J Rehabil Med. 
2011;817–868. 

20. 	Abstracts of the 3rd Baltic and North Sea Conference on Physical and 
Rehabilitation Medicine. J Rehabil Med. 2013;933–986. 

21. 	Abstracts of the 4th Baltic and North Sea Conference on Physical and 
Rehabilitation Medicine. J Rehabil Med. 2015;759–800. 

22. 	EMRSS. The Euro Mediterranean Rehabilitation Summer School 
[Internet]. Available from: http://www.emrss.it/ENG/index.html

23. 	Negrini S. Steady growth seen for research in physical and rehabilita-
tion medicine: where our specialty is now and where we are going. 
Eur J Phys Rehabil Med. 2012 Dec;48(4):543–8. 

24. 	Negrini S, Frontera WR. The Euro-American rehabilitation focus: 
a cultural bridge across the ocean. Am J Phys Med Rehabil. 2008 
Jul;87(7):590–1. 

25. 	Negrini S, Frontera W. The Euro-American Rehabilitation Focus: 
a cultural bridge across the ocean. Eur J Phys Rehabil Med. 2008 
Jun;44(2):109–10. 

26. 	Franchignoni F, Stucki G, Muñoz Lasa S, Fialka-Moser V, Vander-
straeten G, Quittan M, et al. Publishing in physical and rehabilita-
tion medicine: a European point of view. J Rehabil Med. 2008 
Jun;40(6):492–494; author reply 494. 

27. 	Franchignoni F, Ozçakar L, Michail X, Vanderstraeten G, Christo-
doulou N, Frischknecht R. Publishing in Physical and rehabilitation 
medicine. An update on the European point of view. Eur J Phys Reha-
bil Med. 2013 Oct;49(5):711–4. 

28. 	Negrini S, Stucki G, Giustini A. Developing the European Physical 
and Rehabilitation Medicine Journal’s Network. Eur J Phys Rehabil 
Med. 2009 Mar;45(1):1–5. 

29. 	Negrini S, Ilieva E, Moslavac S, Zampolini M, Giustini A. The Eu-
ropean physical and rehabilitation medicine journal network: his-
torical notes on national journals. Eur J Phys Rehabil Med. 2010 
Jun;46(2):291–6. 

30. 	Stucki G, Reinhardt JD, von Groote PM, DeLisa JA, Imamura M, 
Melvin JL. Section 2: ISPRM’s way forward. J Rehabil Med. 2009 
Sep;41(10):798–809. 

31. 	DeLisa JA, Melvin JL, Stucki G. Developing the International So-
ciety of Physical and Rehabilitation Medicine (ISPM). Foreword. J 
Rehabil Med. 2009 Sep;41(10):789–90. 

32. 	Reinhardt JD, von Groote PM, DeLisa JA, Melvin JL, Bickenbach 
JE, Li LSW, et al. Section 3: International non-governmental organi-
zations in the emerging world society: the example of ISPRM. J Re-
habil Med. 2009 Sep;41(10):810–22. 

33. 	Bickebach J, Tennant A, Stucki G. Describing the lived experience of 
Swiss persons with spinal cord injury. J Rehab Med. 2016;113–244. 

34. 	Stucki G, Reinhardt JD, Imamura M, Li J, De Lisa JA. International 
Society of Physical and Rehabilitation Medicine (ISPRM): strength-
ening Physical and Rehabilitation Medicine (PRM) worldwide. Chin 
J Phys and Rehab Med. 2011;501-03. 

of rehabilitation services applying ICSO-R,36 Clinical 
Assessment Schedules,37 the European-wide implemen-
tation of culturally adopted versions of the clinical as-
sessment schedules tool 35, 38, 39 and the development of 
metrics for the standardized reporting of data collected 
with a range of data collection tools.35, 40-42 Most im-
portantly, the UEMS PRM Section and Board are de-
veloping reference rehabilitation services, committing 
themselves to provide onsite advise and demonstration 
to PRM physicians and health care organizations world-
wide. Within the context of our specialty, which is in 
the context of the internal policy agenda of PRM, the 
European bodies and national societies are involved in 
the further development of the scientific congress top-
ics list as core element of building the identity and core 
competencies of PRM. In addition, 8 journals are active 
members of ‘ISPRM web of Journal’. 

A most important initiative by the PRM bodies in Eu-
rope is the development of a Cochrane field in Rehabili-
tation (refer to chapter 11 for the details).43 
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in Europe. Chapter 6. Knowledge and skills of PRM physicians
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ABSTRACT      
In the context of the White Book of Physical and Rehabilitation Medicine (PRM) in Europe, this paper deals with the fundamentals of PRM from 
a physiological perspective, looking at the human mechanisms both physical and behavioral which are at the base of PRM physicians’ work. 
After a discussion on the development and evolution of PRM that leads to its unique and specific approach, the mechanisms considered include:
– repairing processes (and potential of recovery evaluation): repairing processes are mainly related to the quantity and natural history of diseases 
and impairments, while potential of recovery is also linked to the individual and environmental factors; PRM physicians work on impairments to 
favor healing or recovery, and propose rehabilitation if there is a potential of recovery: this is related to the prognostic role of PRM physicians;
– learning processes: PRM is the specialty of teaching new physical ways and behavioral approaches to make patients participate at best through 
improvement of impairments and modification of activities; in this perspective, during repair and rehabilitation processes, PRM physicians and 
the rehabilitation team are teachers of new motor and behavioral strategies;
– compensatory processes (adaptation/habilitation/rehabilitation): PRM physicians teach patients how to adapt to the new (acquired) health con-
dition using compensatory mechanisms based on other body structures/functions, behavioral changes and/or assistive devices (or technical aids) 
(prosthesis and orthosis); during growth PRM physicians aim at allowing a complete (and compensatory) development of the intact function, not 
to be impaired by the original disease; compensatory processes are related to activities;
– management skills: PRM physicians are managers of people and resources; they manage patients and their caregivers, to teach and allow them 
to reach the best possible participation, also focusing on maintenance; they lead the team, with the aim to make it function at best for the sake of 
the patient; finally, they manage resource allocation for the functioning of patients and team;
– communication skills: PRM physicians need to develop very good communication skills, so to teach, inform and educate patients and their 
caregivers: this will allow the proper behavioural changes and also the correct physical compensations.
(Cite this article as: European Physical and Rehabilitation Medicine Bodies Alliance. White Book on Physical and Rehabilitation Medicine (PRM)  
in Europe. Chapter 6. Knowledge and skills of PRM physicians. Eur J Phys Rehabil Med 2018;54:214-29. DOI: 10.23736/S1973-9087.18.05150-X)
Key words: Physical and rehabilitation medicine - Europe - Learning - Recovery of function - Case management - Communication.

Introduction

The White Book (WB) of Physical and Rehabilita-
tion Medicine (PRM) in Europe is produced by the 

4 European PRM Bodies and constitutes the reference 
book for PRM physicians in Europe. It has multiple 
values, including to provide a unifying framework for 
the European Countries, to inform decision-makers at 
the European and national level, to offer educational 
material for PRM trainees and physicians and informa-
tion about PRM to the medical community, other reha-
bilitation professionals and the public. The WB states 
the importance of PRM, that is a primary medical spe-
cialty. The contents include definitions and concepts of 
PRM, why rehabilitation is needed by individuals and 
society, the fundamentals of PRM, history of PRM spe-

cialty, structure and activities of PRM organizations in 
Europe, knowledge and skills of PRM physicians, the 
clinical field of competence of PRM, the place of PRM 
specialty in the healthcare system and society, educa-
tion and continuous professional development of PRM 
physicians, specificities and challenges of science and 
research in PRM and challenges and perspectives for 
the future of PRM.

This chapter deals with the fundamentals of PRM 
from a physiological perspective, looking at the human 
mechanisms both physical and behavioral which are at 
the base of PRM physicians’ work. After a discussion 
on the development and evolution of PRM that leads to 
its unique and specific approach, the mechanisms con-
sidered include:

—— learning processes: PRM is the specialty of teach-

European Journal of Physical and Rehabilitation Medicine 2018 April;54(2):214-29 
DOI: 10.23736/S1973-9087.18.05150-XOnline version at http://www.minervamedica.it
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ing new physical ways and behavioral approaches to 
make patients participate at best through improvement 
of impairments and modification of activities; in this 
perspective, during repair and rehabilitation processes, 
PRM physicians and the rehabilitation team are teach-
ers of new motor and behavioral strategies;

—— repair processes (and potential of recovery evalu-
ation): repair processes are mainly related to the quan-
tity and natural history of diseases and impairments, 
while potential of recovery is also linked to the individ-
ual and environmental factors; PRM physicians work 
on impairments to favor healing or recovery, and pro-
pose rehabilitation if there is a potential of recovery: 
this is related to the prognostic role of PRM physicians;

—— compensatory processes (adaptation/habilitation/
rehabilitation): PRM physicians teach patients how to 
adapt to the new (acquired) health condition using com-
pensatory mechanisms based on other body structures/
functions, behavioral changes and/or assistive devices 
(or technical aids) (prosthesis and orthosis); during 
growth PRM physicians aim at allowing a complete 
(and compensatory) development of the intact function, 
not to be impaired by the original disease; compensa-
tory processes are related to activities;

—— management skills: PRM physicians are manag-
ers of people and resources; they manage patients and 
their caregivers, to teach and allow them to reach the 
best possible participation, also focusing on mainte-
nance; they lead the team, with the aim to make it func-
tion at best for the sake of the patient; finally, they man-
age resource allocation for the functioning of patients 
and team;

—— communication skills: PRM physicians need to 
develop very good communication skills, so to teach, 
inform and educate patients and their caregivers: this 
will allow the proper behavioral changes and also the 
correct physical compensations.

The aim of this Chapter is to discuss in detail all these 
mechanisms of the PRM medical specialty, that makes 
PRM physicians the rehabilitation physicians.

Evolution driving to the actual 
fundamentals of PRM

Traditionally, medicine has based its treatments of 
making etiological diagnosis, setting pharmacological 
or surgical treatments, and ultimately analyzing the out-

come based on measures such as blood tests or radio-
logical improvements. This “anatomo-clinical” model 
created the foundations of medical knowledge and has 
long been the dominant and sometimes even exclusive 
model in medical practice and teaching. This model is 
based on the following logical sequence: an etiology or 
cause results in a disease that is manifested by clinical 
symptoms and laboratory findings. Doctors sought an 
anatomically constrained origin for conditions (in the 
form of tissue damage, hence the place of pathology) 
and retained the notion of a nosology (classification of 
diseases). This classification of diseases is now operat-
ing as the ICD-10 (and ICD-11, pending publication).1 
This anatomo-clinical model focuses on the disease and 
it has shown to be very effective for medical diagnosis 
and in the context of acute diseases for which there is 
a causal treatment (etiology or cause) or symptomatic 
treatment (symptoms or manifestations). Nevertheless, 
this approach is insufficient when there is no cure and 
the disease results in disability and handicap (ICIDH 
model 1980) or activity limitation and participation re-
striction (ICF 2001 model),2 especially (but not only) 
in severe acute conditions with long-term sequelae and 
irreversible pathologies.

The model known as “functional” is focusing, not on 
the disease, but on the patient, describing the function-
ing limitations and environmental factors (personal and 
environmental). And this is precisely the paradigm of 
interest to the PRM physicians, since the focus of the 
intervention is not merely the etiological reason of the 
disease but its consequences in the functioning of the 
individual. This model is more relevant to the descrip-
tion and analysis of chronic conditions and their treat-
ment because it considers the situation of disability as a 
mismatch between an individual, the environment and 
its personal desires (projects).3 Therapeutic interven-
tions do not aim to cure the patient only by treating the 
disease and impairments: they aim also at activity limi-
tations and participation restrictions. Therefore, the ac-
tions of PRM focus on three targets: first, the individual, 
by promoting not only the repair process (disease and 
impairments) but also the compensatory processes (in-
trinsic — compensation developed by the individual — 
or extrinsic — with external devices); second, the en-
vironment (physical, personal, professional, etc.), and 
finally, on individual projects (education, work, per-
sonal and social life), that will be modified and adapted.
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The ICF: a key concept for PRM

The medical specialty of PRM has adopted the Inter-
national Classification of Functioning, Disability, and 
Health (ICF) developed by the World Health Organi-
zation.2 This classification includes a new approach to 
persons with disabilities relying on a multi-dimension-
al approach.4 An example of the application of this ap-
proach is the identification of a lesion (etiology) using 
modern imaging techniques that allow us to see details 
of the injured tissue and the identification of undam-
aged structures that could be used in the process of 
rehabilitation. For the PRM physician, the challenge 
is to consider these findings to propose rehabilitation 
methods that could favor plasticity and regeneration. 
The second aspect is the assessment of different body 
structures and functions using the clinical examina-
tion and selective assessments scales. For the PRM 
physician, one objective is to measure the severity of 
the impairment and also to make precise correlations 
between impairments and underlying lesions. This 
anatomic-clinical approach is particularly important in 
musculo-skeletal and neurological disorders, as well as 
cognitive losses due to focal lesions. The third aspect 
is the assessment of limitations in activity. This is at 
the core of PRM, which considers the remaining abili-
ties of the persons with disabilities to be more impor-
tant than impairments in body structures and functions. 
This is a more positive vision relying on the activity 
itself. The fourth level corresponds to the assessment 
of social consequences of the injury or disease.5 In this 
context, the previously used terms “disadvantage” and 
“handicap” have been replaced with the more positive 
term of participation, placing the patient in the context 
of his/her personal, professional, and social life. The 
ICF also constitutes a good model for rehabilitation 
strategies.6 The dimensions of the ICF can also refer to 
distinct targets or outcome measures for rehabilitation. 
The ‘body structure/impairment’ can correspond to the 
possibility to stimulate the undamaged structures with 
a technique or a treatment stimulating plasticity capa-
bilities.7, 8 The “body function/impairment” can refer to 
the recovery of a function such as strength, coordina-
tion, or dexterity in the case of motor function; discrim-
ination or identification in the case of sensory function; 
and planning, verbal comprehension, memorization for 
cognitive functions. The “activity/limitation” can refer 
to the reduction of the disability and the possible gener-

alization of functional recovery to others activities and 
the enhancement of activity limitation by compensa-
tion. The “participation/restriction” corresponds to the 
reduction of the disadvantage by social interventions 
based on recognition and inclusion considering person-
al and environmental factors. The “contextual factors” 
and their possible role of facilitators and/or barriers, 
have to be taken into account. In the context of ICF, 
it must also be considered that the development of the 
capacity does not correspond necessarily to the final 
performance of the patient, that should in any case be 
the final end of PRM action. 

This multi-dimensional approach of the disease and 
its consequences for diagnosis, treatment, and rehabili-
tation reinforce the acceptance that PRM may be con-
sidered as a medicine of the human person in comple-
mentarity with the medicine or specialties of organs.

Learning processes in physical  
and rehabilitation medicine

Learning is a part of the rehabilitation process and, 
recently, has had a higher profile and recognition of its 
importance in PRM practice. The PRM physician is a 
teacher, especially when new concepts of adaptation 
(e.g. plasticity) and motor learning must support reha-
bilitation programmes. The principles of adaptation and 
plasticity are covered in the PRM training programme 
and PRM physicians thus know and understand the the-
oretical background of the principles of teaching and 
learning.10

During training, PRM physicians learn how individu-
als learn motor skills (motor learning) and this requires 
an appreciation of the following factors:11

—— motor development: how to gain a capacity to de-
velop motor skills to increase the final performance;

—— motor control: how the neurological system con-
trols movement;

—— motivation: how to motivate individuals to want 
to learn motor skills and participate in their programme;

—— teaching practice for physical training: how the 
treatment environment can optimise the acquisition of 
motor skills.

This knowledge equips PRM physicians to design 
strategies to enhance outcomes and avoid mal-adapta-
tion. Effective modern concepts of motor learning and 
recovery are developed with the aim of inducing skill-
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acquisition relevant to the patient’s daily life. Such an 
approach is beneficial in preventing the learned non-use 
phenomenon and to restore function. However, a too in-
tensive programme can be counter-productive and does 
not allow for natural adaptation.12 Commonly, learn-
ing involves instructions about “how to do something”/ 
“how to perform a task.” Even without any explicit in-
struction, a person often has the capacity to understand 
how to do a task, simply using implicit learning. 

Explicit and implicit learning are thought to tap into 
different neural pathways. The implicit learning process 
is more robust in neurological injuries, especially when 
memory has been severely impaired. Even though the 
first approach is currently more often used, explicit and 
implicit learning procedures have potential in all as-
pects of Physical and Rehabilitation Medicine.13, 14 Re-
covery of function, whether spontaneous or enhanced 
by therapy, is a dual process of plasticity. This is largely 
interdependent, and it is driven by changes in both the 
nervous and the musculo-skeletal systems. The neuro-
plastic process depends on the muscle effector activity, 
while its expression depends on the neurological com-
mand and regulation.

More generally, in all conditions affecting physical 
activity, where there is a disorder of muscle recruit-
ment or control, or where there is a loss of performance, 
strengthening muscles and physical reconditioning are 
essential, but cannot be considered as stand-alone. They 
must not be split from all the other aspects of conven-
tional neuromotor rehabilitation, as far as the activity is 
both due to plasticity.15

PRM physicians thus embrace this new functional 
concept, to work with therapists, to advance the con-
cepts of both neurological and orthopedic rehabilita-
tion.16 This is seen, for instance in action and obser-
vation treatments and in the interest of virtual reality 
increasingly used in rehabilitation programmes.

The cerebellum and basal ganglia are critical for mo-
tor learning, which allows people to gain skilled behav-
iors. If these are intact after brain injuries, regaining this 
skill is possible through repetitive training to overcome 
difficulties in learning new motor skills as well as lim-
ited postural control and deficits in sensory-motor coor-
dination.17 PRM clinicians see that repetitive practice is 
a feature of any intervention as part of motor learning, 
but clinical practice principles are not entirely based 
on the findings from research studies of motor control 

and motor learning research and rehabilitation prac-
tice. An example of motor learning includes robot arm 
paradigms, where the resistance of patients is measured 
while using a hand-held device throughout specific arm 
movements. Another principle is the important concept 
of the actual amount of practice undertaken in the inter-
vention under study. There is a relationship between the 
impact of the retention of memory gained from repeat-
ing task practice over time and the amount of training 
given.18 Excessive efforts at learning thus may result in 
considerable improvements in long term retention, but 
have little effect on the individual’s performance. Thus, 
PRM physicians prescribe and propose different prac-
tice treatment schedules to get around the inadequacies 
of simple repetition of movement. Skill relearning ac-
quisition is variable, as it thought that true brain recov-
ery is elicited through repetition alone.14 Compensation 
methods develop through pure repetition and to elicit 
cortical changes (true recovery), individuals should be 
exposed to more challenging tasks. Rehabilitation tech-
niques should be geared towards patients’ specific mo-
tor deficits and possibly combined, for example, with 
constraint induced movement therapy with virtual re-
ality. Two critical questions posed of a rehabilitation 
technique are whether the gains persist for a significant 
period after training and whether they generalize to un-
trained tasks. Motor learning and repetitive practice is 
thus used in the stroke and brain injury population and 
includes:14

—— arm ability training: impairment-oriented training 
for mild hemiparesis;

—— constraint induced movement therapy;
—— electromyography-triggered neuromuscular stim-

ulation;
—— interactive robot therapy;
—— virtual reality-based rehabilitation.

Understanding the repair processes  
and using the compensatory processes in PRM 
for adaptation, habilitation and rehabilitation

Recovery of function, improvement of activities and 
reduction of participation restrictions constitute major 
goals in PRM. These objectives primarily concern pa-
tients with motor deficits which are the first cause of 
disability into the world. Motor recovery corresponds 
to the spontaneous or rehabilitation induced improve-
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