
 

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 
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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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A- Enquadramento  
 

Tomou a Sociedade Portuguesa de Medicina Física e de Reabilitação (doravante 

“SPMFR”) conhecimento, em outubro de 2017, das iniciativas legislativas decorrentes 

dos Projetos de Lei n.º 635/XIII, n.º 636/XII e n.º 642/XIII que se propunham criar, 

respetivamente, a Ordem dos Fisioterapeutas, a Ordem dos Técnicos de Saúde e aprova 

os seus estatutos (doravante e em conjunto designados “Projetos de Lei”). 

Os mencionados Projetos de Lei foram objeto de discussão conjunta e na 

generalidade e, bem assim, de votação na generalidade, tendo sido aprovados apenas 

os projetos de lei relativos à criação de uma Ordem Profissional dos Fisioterapeutas1 e 

que, desta forma, baixaram à presente Comissão do Trabalho e Segurança Social para 

discussão na especialidade, encontrando-se, atualmente, em consulta pública, onde se 

insere a presente pronúncia. 

Não constitui o presente exercício de participação pública da SPMFR, após 

solicitações de apreciação técnico-científica, clínica, jurídica e de evidência em 

Economia da Saúde dos referidos Projetos de Lei, por peritos nas matérias, uma 

manifestação de natureza corporativista, sendo antes um manifesto de cidadania e do 

cumprimento da sua missão como Sociedade Científica2 pela defesa de um serviço 

(nacional) de saúde e prestação de cuidados de saúde de qualidade e com o mais 

rigoroso respeito pela integridade física dos cidadãos e pelos profissionais de saúde, 

pelo cumprimento das Boas Práticas em Saúde e em (Medicina Física e de) Reabilitação, 

pela execução das guidelines científicas, pelo observar dos princípios e evidências em 

Economia da Saúde e pela execução das diretivas e normativas da Organização Mundial 

da Saúde (OMS), da União Europeia dos Médicos Especialistas (UEMS) e do Conselho 

Europeu das Ordens Médicas. 

                                                           
1 O Projeto de Lei n.º 636/XIII foi rejeitado na votação na generalidade com base na abstenção do Bloco 
de Esquerda, CDS-PP, PCP e PEV. 
2 Estatutos da SPMFR, Capitulo I artigo 3º, Artigo 4º ponto 2, Artigo 5º pontos 1 e 2 (em www. 
spmfr.org) 
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A SPMFR no âmbito da sua missão, valores e objetivos, e de acordo com os seus 

Estatutos, deve colaborar com todas as sociedades médicas, nacionais e estrangeiras, 

organizações internacionais e entidades oficiais e particulares, em tudo o que respeita 

aos fins a que se propõe (Cap. I, Artigo 5º, ponto 2) e é independente do Estado ou de 

quaisquer organizações nacionais ou internacionais (Cap. I, Artigo 5º, ponto 1). 

Desenvolve atividade científica e de consultoria técnico-científica (tendo parcerias com 

outras instituições académicas e científicas) que inclui, no cumprimento dos seus 

Estatutos, a colaboração com a Ordem dos Médicos e as Autoridades de Saúde, e a 

contribuição para o estreitamento das relações científicas, culturais e profissionais entre 

aqueles (Cap. I, Artigo 4º, ponto 2). 

A SPMFR e os Médicos Especialistas em Medicina Física e de Reabilitação seus 

associados (ou Fisiatras) reconhecem a importância, o papel e a necessidade da 

Fisioterapia, como área técnica da (Medicina Física e de) Reabilitação, no âmbito dos 

vários níveis de cuidados de saúde [hospitalares, de saúde primários, de continuidade, 

na comunidade e paliativos do SNS, assim como, nos centros de reabilitação e nas 

unidades privadas de saúde de (Medicina Física e de) Reabilitação], enquadrada nas 

vertentes da Reabilitação (como explícito pela OMS), que incluem a promoção e 

prevenção da saúde, reabilitação, recapacitação e paliação, sob abordagem 

multiprofissional, multidisciplinar e interdisciplinar (complementares), pós avaliação, 

diagnóstico e prescrição e sob supervisão e coordenação médicas. A atuação dos 

Fisioterapeutas, tal como preconizada pela OMS, deve ser sempre realizada em equipa 

de reabilitação. Esta equipa é composta também por Médico Fisiatra e, sempre que 

justificado, por outros “técnicos superiores de terapêutica e de reabilitação”, incluídos 

no grupo profissional de técnicos superiores de diagnóstico e terapêutica, como os 

Terapeutas da Fala e os Terapeutas Ocupacionais, assim como, pelos Enfermeiros de 

Reabilitação, os Ortoprotésicos, os Assistentes sociais, os Auxiliares/ assistentes 

operacionais; mas também por outros médicos e outros profissionais, nas situações 

específicas de reabilitação interdisciplinar que se justificam, sempre com coordenação, 

prescrição e supervisão médica. A SPMFR não nega e perfilha a esta classe profissional, 

os Fisioterapeutas, as competências próprias e enquadradas na sua formação académica 
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técnica pré-graduada, e todas as competências técnicas adquiridas nas formações 

técnicas pós-graduadas. Mas não se pode defender “novas” habilitações e competências 

referidas e obtidas pelos Projeto de Lei mencionados, de forma completamente 

desarticulada e “independente” das formações curriculares vigentes, dos restantes 

profissionais do(s) Sistema(s) e do Serviço Nacional de Saúde, assim como a equiparação 

de funções e de profissões, como as emanadas da exposição de motivos destes Projetos 

de Lei; contra tudo o que são as evidências científicas, as formações curriculares 

académicas, as Boas Práticas em Medicina Física e de Reabilitação (ou em 

Rehabilitation-Reabilitação, utilizando a designação alargada anglo-saxónica) como área 

da Saúde, as  diretivas e normativas (incluindo as legais) nacionais e internacionais, que 

incluem instituições como a OMS, a UEMS, o Conselho Europeu das Ordens Médicas, o 

Conselho Nacional das Ordens Profissionais, a Direção da Secção de MFR da UEMS (PRM 

Section Board). 

  

A SPMFR não pode concordar com a aprovação dos referidos Projetos de Lei, 

porquanto os mesmos são inconciliáveis com imperativos constitucionais e outras 

disposições legais em vigor, não cumprem com os requisitos legais excecionais de que 

depende a criação de associações públicas profissionais e porque acarretará atual e 

inevitavelmente fraturas profundas no seio das profissões técnicas ligadas à saúde (não 

só na  área da saúde da Medicina Física e de Reabilitação) e na deterioração do 

relacionamento desses profissionais no âmbito de equipas multiprofissionais e 

multidisciplinares de reabilitação (incluindo aquele com os Médicos Fisiatras); equipas 

estas interdisciplinares com outros profissionais de saúde, e sempre sob coordenação e 

supervisão médica. Tudo isto apresentando consequências nefastas para o Serviço 

Nacional de Saúde (SNS) e outros sistemas e sectores da Saúde, incluindo as perdas de 

eficácia e custo-efetividade nas abordagens monoprofissionais técnicas por 

Fisioterapeutas, já cientificamente provadas e (contra as presentes) nas diretivas da 

OMS (como por exemplo no projeto Rehabilitation 2030: a call for action). 
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B- Fundamentos da Oposição à aprovação dos Projetos de Lei 
 

 As referidas iniciativas legislativas comportam, em si mesmas, importantes 

repercussões e possíveis reconfigurações das relações no âmbito da prestação de 

cuidados de saúde, que não se afiguram conformes com a Lei (constitucional e 

infraconstitucional), nem com os mais recentes inputs científicos definidores i) do 

conteúdo funcional da profissão de fisioterapeuta, ii) do ato médico, iii) das normas e 

diretivas da OMS, da UEMS, do Conselho Europeu das Ordens Médicas. 

 Nesse sentido, a SPMFR discorda das iniciativas legislativas de criação de uma 

Ordem dos Fisioterapeutas (e no que respeita aos argumentos na exposição dos seus 

motivos e ao estudo técnico independente apresentado). 

 

 
a. Da incompatibilidade legal dos Projetos de Lei 

 

Prevê-se em ambos os Projetos de Lei aprovados que: 

“A identidade da intervenção do Fisioterapeuta reside num corpo de saberes 

próprio, e no seu modelo de atuação, que inclui avaliação, diagnóstico, planeamento, 

intervenção, reavaliação, aconselhamento, prevenção e promoção da saúde…” [realce 

nosso] 

“..estando dotado tecnicamente da capacidade de iniciar um processo e de o 

conduzir até ao fim na sua área de intervenção através da determinação da alta da 

fisioterapia e/ou do encaminhamento para outros profissionais.” [realce nosso] 

 

“Os Fisioterapeutas podem assim exercer a sua atividade independentemente 

de outros profissionais de saúde, ou como membros de equipas 

pluridisciplinares…”[realce nosso] 
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As referidas disposições programáticas surgem ao arrepio do que constitui o 

quadro normativo vigente, desconsiderando a natureza paramédica da fisioterapia3 e a 

importância do diagnóstico médico, assim como, da decisão clínica, da prescrição 

terapêutica, da realização de atos terapêuticos específicos ou gerais, da prevenção e 

recuperação/reabilitação/recapacitação, da parametrização, da responsabilidade, da 

cooperação com outros profissionais de saúde complementares  e da coordenação das 

equipas de saúde por médico. Veicula o conceito de pluridisciplinariedade ou das multi- 

disciplinas com caráter independente.  

 

Veja-se a este respeito o previsto no artigo 9.º do Decreto-Lei n.º 176/2009, de 

4 de agosto: 

“1 - Considera-se médico o profissional legalmente habilitado ao exercício da 

medicina, capacitado para o diagnóstico, tratamento, prevenção ou 

recuperação de doenças ou outros problemas de saúde, e apto a prestar cuidados 

e a intervir sobre indivíduos, conjuntos de indivíduos ou grupos populacionais, 

doentes ou saudáveis, tendo em vista a protecção, melhoria ou manutenção do 

seu estado e nível de saúde. 

2 - A integração na carreira médica determina o exercício das correspondentes 

funções. 

3 - O médico exerce a sua actividade com plena responsabilidade profissional e 

autonomia técnico-científica, através do exercício correcto das funções 

assumidas, coopera com outros profissionais cuja acção seja complementar à 

sua e coordena as equipas multidisciplinares de trabalho constituídas.” 

[sublinhado e realces nossos]   

 

Por outro lado, refira-se a Portaria n.º 1212/2010, de 30 de novembro, que, na 

definição dos requisitos mínimos relativos à organização e funcionamento, recursos 

                                                           
3  Cfr. Decreto-Lei n.º 261/93, de 24 de julho, regulamenta o exercício das atividades paramédicas. 
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humanos e instalações técnicas para o exercício da atividade das unidades privadas de 

medicina física e de reabilitação que prossigam atividades de diagnóstico, impõe que: 

i) Quaisquer atos complementares de diagnóstico e terapêutica são sempre 

precedidos de consulta médica da especialidade (cfr. artigo 10.º); e 

ii) As unidades sejam tecnicamente dirigidas por um especialista de fisiatria 

(cfr. artigo 13.º).  

A par das disposições invocadas, encontramos no Manual de Boas Práticas de 

Medicina Física e de Reabilitação (Aviso n.º 9448/2002) a indicação aos fisioterapeutas 

como sendo colaboradores técnicos que atuam em conformidade com a indicação 

clínica, pré-diagnóstico e diagnóstico. 

Apesar de não revestir caráter vinculativo, importa reservar particular 

importância para a definição de ato médico europeu fornecida pela União Europeia de 

Médicos Especialistas (Anexo 1): 

“The medical act encompasses all the professional actions, e.g. scientific, 

teaching, training and educational, organizational, clinical and medico-technical 

steps, performed to promote health and functioning, prevent diseases, provide 

diagnostic or therapeutic and rehabilitative care to patients, individuals, groups 

or communities in the framework of the respect of ethical and deontological 

values. It is the responsibility of, and must always be performed by a registered 

medical doctor/physician or under his or her direct supervision and/or 

prescription.”[sublinhado e realce nossos] 

[Tradução livre] O Ato Médico engloba todas as ações profissionais, nomeadamente, 

científicas, de ensino, treino e educacionais, organizacionais, clínicas e médico-técnicas, 

exercidas para a promoção da saúde e funcionalidade, prevenção de doenças, 

fornecimento de diagnóstico ou cuidados terapêuticos e reabilitativos aos pacientes, 

indivíduos, grupos ou comunidades num quadro de respeitos dos valores éticos e 

deontológicos.  
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Veja-se, ainda, a este propósito, a recentíssima sentença do Conselho de Estado 

Italiano, em sede jurisdicional4, que, em 21 de novembro de 2017, deixou claro que o 

exercício da fisioterapia se encontra a jusante da intervenção médica, da qual não 

pode prescindir, nomeadamente no próprio exercício da fisioterapia que deve ser 

objeto de supervisão médica. (tradução do documento para português por entidade 

certificada) (Anexos 2 e 3). Acrescentam-se o Decreto do Presidente do Conselho de 

Ministros Italiano, de 12 de janeiro de 2017, acerca da “Definição e atualização dos 

níveis essenciais de assistência”, referidos no n.º 7 do artigo 1.º do Decreto Legislativo 

de 30 de Dezembro de 1992, n. 502. – Italian LEA (Anexo 4) e o Rehabilitation Nacional 

Plan in Italy (Anexo 5), com tradução livre e em inglês, respetivamente. 

 

Mais, o próprio Conselho Europeu das Ordens dos Médicos5 emitiu, a 8 de 

dezembro de 2017, uma declaração (Anexo 6) através da qual se afirmava: 

“(…) 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.” 

[tradução livre] (…) que o reconhecimento da atividade dos fisioterapeutas como uma 

profissão na área dos cuidados de saúde não pode perder de vista que o diagnóstico e a 

referenciação para tratamento de fisioterapia é uma decisão exclusivamente médica. 

“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.” 

[tradução livre] Se o diagnóstico médico determina a existência de uma doença carente 

de um programa de reabilitação, a atividade física do fisioterapeuta é exercida no 

                                                           
4 Il Consiglio di Stato in sede giurisdizionale (Sezione Terza). N. 05840/2017REG.PROV.COLL. 
N. 10497/2010 REG.RIC./ Projeto de tradução para Português. 
5 European Council of Medical Orders (CEOM) 
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contexto da sua participação numa equipa multidisciplinar, mas sob a supervisão de um 

médico.  

 

b. Do não preenchimento dos requisitos previstos no regime jurídico de 

criação, organização e funcionamento das associações públicas 

profissionais6 

 

Sem prejuízo do supra mencionado, importa ter presente a própria aplicação do 

Regime Jurídico de Criação de Associações Públicas Profissionais (RJAPP). A este 

respeito, cumpre clarificar o seguinte: 

a. As associações públicas profissionais são entidades públicas de estrutura 

associativa representativas de profissões que devem ser sujeitas, 

cumulativamente, ao controlo do respetivo acesso e exercício, à elaboração de 

normas técnicas e de princípios e regras deontológicos específicos e a um regime 

disciplinar autónomo, por imperativo de tutela do interesse público prosseguido; 

b. A sua constituição tem carácter excecional, apenas podendo ter lugar quando: 

I) Vise a tutela de um interesse público de especial relevo que o Estado 

não possa assegurar diretamente; 

II) Seja adequada, necessária e proporcional para tutelar os bens jurídicos 

a proteger; e 

III) Respeite apenas a profissões que, por imperativo da tutela do 

interesse público que se visa proteger, devam ser sujeitas: 

i. Ao controlo do respetivo acesso e exercício;  

ii. À elaboração de normas técnicas e de princípios e regras 

deontológicas específicos; 

iii. A um regime disciplinar autónomo; 

                                                           
6 Lei n.º 2/2013, de 10 de janeiro,  
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c. A constituição –, ou seja, durante o respetivo processo legislativo – de novas 

associações públicas profissionais sempre terá que ser precedida de, por um 

lado, estudo elaborado por entidade independente sobre as exigências e o 

cumprimento dos requisitos previstos no RJAPP, bem como sobre o seu impacto 

na regulação da profissão em causa e, por outro, de audição das associações 

representativas da profissão e submissão a consulta pública. 

Ora, tendo em consideração os Projetos de Lei em apreço, desde logo se afigura 

que, por um lado, o Projeto de Lei n.º 635/XIII apresentado pelo Grupo Parlamentar do 

Partido Socialista é absolutamente omisso, na sua exposição de motivos, quanto à 

existência de um estudo independente que sustente a referida pretensão e, por outro, 

o Projeto de Lei n.º 642/XIII faz referência a um estudo datado de 2008 sem que, 

contudo, se faça sequer alusão ao específico cumprimento das exigências previstas no 

artigo 3.º, n.º 1 da Lei n.º 2/2013, de 10 de Janeiro. Assim, a legalidade das iniciativas 

legislativas em apreço parece, logo à nascença, amplamente beliscada, pelo que não 

poderá subsistir. 

Aquando da publicação em separata dos presentes Projetos de Lei, estes vieram 

acompanhados de um Parecer elaborado pela Universidade Lusófona de Humanidades 

e Tecnologias, entidade independente em relação á instituição privada representativa 

dos fisioterapeutas em Portugal, mas sem curso de Fisioterapia (e a respetiva 

experiência académica e técnico-científica nesta área ou em outras mais afins).  

O parecer em apreço foi elaborado em outubro de 2008, estando perto do seu 

décimo aniversário. Não se compreende como é que se pode ancorar a decisão de 

criação de uma Ordem dos Fisioterapeutas, que se enquadra num ramo técnico 

científico em constante mudança e evolução, num parecer elaborado há praticamente 

10 anos!  

Inclusive é falso o argumento de que o registo dos fisioterapeutas que atuam em 

"regime liberal" não esteja feito, pois os mesmos têm de se registar junto a ERS desde 

2012. Claro que ao tempo do estudo, em 2008, a inscrição na ERS não era obrigatória, o 

que só reforça o anacronismo deste mesmo estudo! Torna-se evidente, pela óbvia 
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desatualização, até legislativa, do parecer, que este não poderá cumprir os requisitos 

resultantes do artigo 3.º da Lei n.º 2/2013, de 10 de janeiro, porquanto não é 

representativo do atual retrato social da profissão em debate. 

É também falso o argumento de que o Estado não tem condições para apreciar 

as questões disciplinares no exercício da fisioterapia. O mesmo se passa com todas as 

profissões de saúde não reguladas por Ordem, o que não significa que o argumento seja 

então suficiente para levar à criação de uma Ordem para todas as classes profissionais 

relacionadas com saúde. 

Por outro lado, perscrutando todo o conteúdo do referido parecer, verifica-se 

que o mesmo é particularmente parco na demonstração do cumprimento dos requisitos 

que a Lei faz depender para que se possa fundamentar a criação de uma associação 

pública profissional. Com efeito, não se demonstra, de forma cabal (a única que se 

coaduna com a excecionalidade da criação das associações públicas profissionais), que 

o Estado não possa assegurar diretamente a tutela dos interesses públicos em causa, 

nomeadamente, como vem sendo feito, através da ACSS e da ERS. E nem se diga que a 

existência de uma fiscalização ou legislação menos rigorosa no controlo do exercício da 

profissão, é justificação bastante. Na verdade, este facto por si só não justifica a criação 

de uma associação pública profissional, mas antes a criação de formas de controlo mais 

rigorosas, aplicadas ao setor público e privado.  

No entanto, é de salientar que o estudo reconhece a interdependência, e não a 

independência, da Fisioterapia em relação a outras profissões, tal como previsto na 

legislação atual: "O DL 320/99 (...) refere concretamente que o exercício dos 

fisioterapeutas se desenvolve em complementaridade funcional com outros grupos 

profissionais da saúde...". O próprio texto reconhece que "O elemento central da 

autonomia profissional reside na garantia de que os fisioterapeutas têm a liberdade de 

tomar as suas decisões profissionais, na promoção da 

saúde, prevenção ou prestação de cuidados e tratamentos aos utentes/cliente, dentro 

do respectivo conhecimento e competência". Ou seja, por um lado não se reconhece 

capacidade de diagnóstico, de dar alta e encaminhar o doente para outros 
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profissionais de saúde, ao contrário do que afirma o Projeto de Lei, e por outro lado 

restringe-se o âmbito de atuação ás competências  técnicas próprias da profissão, 

definidas funcionalmente em sede de legislação própria. 

Na verdade, o parecer em apreço quase que se limita a fazer um excurso 

cronológico legislativo e académico da realidade que envolve a profissão em apreço, 

esquecendo-se do seu objetivo – a demonstração da absoluta necessidade de criação 

de uma associação pública profissional, não sendo endereçada e muito menos provada 

a "necessidade em termos de realização de interesse público”. Ora, sem a referida 

demostração não se poderá condescender na criação desta Associação Pública 

Profissional. 

Convoca-se aqui a absoluta excecionalidade da criação de associações públicas 

profissionais que se parece querer generalizar, com consequências que se entende não 

terem sido sopesadas – artigo 3.º, n.º 1 da Lei n.º 2/2013, de 10 de janeiro. 

Importa, a este respeito, deixar claro que a profissão de fisioterapeuta é 

eminentemente técnica, não se vislumbrando as razões que possam estar na base da 

delegação de atribuições que pertencem ao Estado – em violação do disposto no artigo 

264.º, n.º 4 da Constituição da República Portuguesa. 

 

c. Das repercussões da eventual criação da Ordem dos Fisioterapeutas 

  

As iniciativas legislativas em apreço criam um espectro de particular atenção e 

preocupação conquanto sejam confrontadas com a recentíssima aprovação e respetiva 

promulgação dos Decretos-Lei n.º 110/2017 e n.º 111/2017, ambos de 31 de agosto, 

nos quais se estabelece, respetivamente, por um lado, o regime legal da carreira 

aplicável aos técnicos superiores das áreas de diagnóstico e terapêutica, doravante 

designada TSDT, em regime de contrato de trabalho nas entidades públicas empresariais 

e nas parcerias em saúde, em regime de gestão e financiamento privados, integradas no 

Serviço Nacional de Saúde (SNS) e os respetivos requisitos de habilitação profissional e 
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percurso de progressão profissional e de diferenciação técnico-científica e, por outro, 

regime legal da carreira especial de TSDT e os requisitos de habilitação profissional. 

De facto, o Decreto-Lei n.º 111/2017, de 31 de agosto, procede à revogação do 

Decreto-Lei n.º 564/99, de 21 de dezembro. Nos termos do artigo 5.º, n.º 1, alínea g) do 

diploma revogado, referia-se o seguinte: 

“Fisioterapeuta - centra-se na análise e avaliação do movimento e da 

postura, baseadas na estrutura e função do corpo, utilizando modalidades 

educativas e terapêuticas específicas, com base, essencialmente, no 

movimento, nas terapias manipulativas e em meios físicos e naturais, com a 

finalidade de promoção da saúde e prevenção da doença, da deficiência, de 

incapacidade e da inadaptação e de tratar, habilitar ou reabilitar indivíduos 

com disfunções de natureza física, mental, de desenvolvimento ou outras, 

incluindo a dor, com o objectivo de os ajudar a atingir a máxima 

funcionalidade e qualidade de vida” 

 A referida caracterização irá ser substituída, conforme resulta no n.º 4 do artigo 

4.º do Decreto-Lei n.º 111/2017, de 31 de agosto, por diploma próprio a aprovar no 

prazo de 90 dias contados após a entrada em vigor do referido decreto-lei. Assim, até 1 

de dezembro de 2017 deveria ficar definida a nova caracterização funcional da profissão 

de fisioterapeuta. 

Vem, assim, sendo reforçada a tónica de que a fisioterapia pode ser exercida de 

forma autónoma e independente. Valoriza-se também a capacidade de diagnóstico 

dos profissionais da referida área, confundindo-se semiologicamente a avaliação 

funcional com o diagnóstico clínico e funcional médico e sem que, contudo, se 

esclareça que a intervenção daqueles profissionais se encontra a jusante do 

diagnóstico, da decisão, da prescrição e da responsabilidade médicos, em cooperação 

com as equipas multidisciplinares e sob coordenação por médico, tal como advogado 
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pela OMS7 e pela UEMS Physical and Rehabilitation Medicine Section and Board, em 

declarações datadas de Junho 2016 e de Março 2018 (Anexos 7 e 8). Ou, ainda, 

presentes na publicação do European Journal of PRM, acerca do Livro Branco de MFR 

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

Summary, and Methodology - European Physical and Rehabilitation Medicine Bodies 

Alliance)8 (Anexo 9).  

 Ainda que os fisioterapeutas possuam as competências para analisar, 

identificar e estudar as limitações e deficiências físico/motoras, com a consequente 

competência de atuação face á sua avaliação técnica e subjacente a um plano de 

intervenção terapêutico médico pré-definido tendente à recuperação e/ou 

recapacitação das características físicas perdidas, estas apenas poderão ser encetadas 

após uma avaliação médica holística, um diagnóstico médico que circunscreva a 

natureza e etiologia das patologias, do défice e da incapacidade, seguido de uma 

prescrição de um plano de intervenção terapêutico. Este plano de intervenção 

terapêutico muitas vezes inclui a intervenção de várias profissões paramédicas 

(fisioterapeutas, terapeutas da fala, terapeutas ocupacionais e/ou enfermeiros de 

reabilitação) e médicas (incluindo outras especialidades médicas e cirúrgicas para além 

da Medicina Física e de Reabilitação) associando-se a outras áreas de intervenção 

médica, como as técnicas terapêuticas invasivas, exames e técnicas auxiliares de 

diagnóstico, farmacoterapia,…, ou, simultaneamente á atuação de outras 

especialidades médicas e cirúrgicas, tal como preconizado na definição e na essência 

da (Medicina Física e de) Reabilitação pela OMS e pela UEMS (“Papel e Competências 

do Especialista em MFR”9 , tradução livre )(Anexos 10 e 11).  

                                                           
7World Health Organization, The World Bank, World Report on Disability. Geneva: WHO, 2011; 
Rehabilitation: key for health in the 21st century; World Health Assembly; WHO Global Disability Action 
Plan 2014-2020; Rehabilitation 2030-A call for action;  
8 Vol. 54 - No. 2. European Journal of Physical and Rehabilitation Medicine, 125-321 
9 The Role and Competence of PRM Physicians in a Multi-professional Team - UEMS Section of PRM 
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A distinção apresentada não se materializa numa simples nuance terminológica, 

mas antes numa intransponível summa divisio que, se violada, acarreta 

necessariamente graves consequências para os doentes.  

Os médicos especialistas em Medicina Física e Reabilitação em Portugal têm 

uma formação global de 12 anos em Medicina, com início na formação pré-graduada 

nas Faculdades de Medicina (Ensino Universitário Superior- Mestrado Integrado-540 

ECTS), passando pela formação pós-graduada geral e pela formação pós-graduada 

específica, com vertentes próprias na área da doença, funcionalidade, incapacidade, 

atividade e participação, envolvendo na sua formação também as várias áreas técnicas 

da reabilitação e sendo transversal às varias áreas da medicina/saúde – cfr. Portaria n.º 

121/2012, de 30 de abril. Estes 12 anos de formação global e específica, holística, 

transversal  e complexa  permitem promover, com alto grau de confiança e 

especialização, a determinação do diagnóstico médico, a prescrição, a parametrização 

e avaliação dos programas terapêuticos multimodais e multidisciplinares de 

reabilitação, a decisão e responsabilidade clínicas, a cooperação, coordenação e gestão 

das equipas multiprofissionais e multidisciplinares em reabilitação, a relação 

interdisciplinar destas equipas com outros profissionais (incluindo outras 

especialidades médicas), a promoção e a prevenção em Saúde. O Field of Competence 

dos Médicos Especialistas de Medicina Física ou de Reabilitação (ou Fisiatras) é 

baseado no currículo de educação e treino definido pelo European Board for PRM 

(disponível em www.euro-prm.org).  

O curso de Fisioterapia, por seu lado, tem a duração de 4 anos, lecionado no 

Ensino Superior Politécnico, correspondendo a uma licenciatura (formação de base), 

com um total de 240 ECTS, cujo conteúdo das Unidade Curriculares não é igualável e 

comparável científica e tecnicamente com o Curso de Mestrado Integrado de 

Medicina, que tem um total 540 ECTs, sendo um mestrado integrado de formação 

base. Mesmo considerando a progressão académica do Fisioterapeuta, que apoiamos, 

com a realização posterior à licenciatura de mestrado, estes têm em média 120 ECTs, 

totalizando apenas, e academicamente, 360 ECTs, numa formação académica técnica 

http://www.euro-prm.org/
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com mestrado. De referir que todos os cursos de Medicina em Portugal são 

acreditados pela A3ES (Agencia de Avaliação e Acreditação do Ensino Superior), ao 

invés de alguns cursos de Fisioterapia, que atualmente, se encontram em processo de 

acreditação preliminar pelas A3Es ou descontinuados pela IES. Não obstante é de 

referir que, sem dúvida, se observa uma evolução importante na educação e formação 

pré-graduada dos Cursos Politécnicos de Fisioterapia em Portugal, tornando estes 

profissionais mais habilitados para o exercício das suas funções em equipa 

multidisciplinar, mas a qual não lhes confere uma “nova” e major complexidade 

científica e académica, com um corpo de saberes único e independente das outras 

formações curriculares académicas e com a capacidade para a realização de 

diagnóstico e prescrição. No “Final Report” do European Network of Physiotherapy in 

Higher Education (ENPHE), em nenhum momento esta instituição refere a 

competência do fisioterapeuta para o diagnóstico,10 contradizendo as declarações 

presentes nos Projetos de Lei n.º 635/XIII e n.º 642/XIII de que “o modelo de atuação 

da Fisioterapia] inclui avaliação, diagnóstico, planeamento, intervenção, reavaliação, 

aconselhamento, prevenção e promoção da saúde”. 

A possibilidade da evolução académica do Fisioterapeuta de licenciatura (nível 

6), para mestrado (nível 7) e doutoramento (nível 8), de acordo com a European 

Qualifications Framework for Life Long Learning (EQF) da Comissão Europeia, não 

significa que se a pode automaticamente comparar com outras formações académicas, 

também com estes graus académicos, já que os seus graus de complexidade, 

habilitações e/ou competências técnico-científicas não são sobreponíveis. De referir que 

até á data de hoje, os graus de doutoramento dos graduados do Ensino Superior 

Politécnico implicam a sua realização no Ensino Universitário Superior, com um tutor / 

orientador pertencente a este nível de ensino. A sua execução futura nas Instituições do 

Ensino Politécnico, sem ligação ás Instituições de Ensino Universitário Superior, obrigará 

á classificação do centro de investigação da Instituição do Ensino Politécnico como de 

excelência pela FCT, situação que ainda não está concretizada e que só será 

                                                           
10http://enphe.org/Portals/enphe/documents/Final%20Report%20EQ%20FG_DEF_16012013.pdf 

http://enphe.org/Portals/enphe/documents/Final%20Report%20EQ%20FG_DEF_16012013.pdf
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desenvolvida nos próximos anos. A SPMFR, no entanto, realça a importância dos 

trabalhos, graus e títulos académicos. Os trabalhos e títulos académicos possibilitam a 

criação de redes e parcerias académicas em grupos com outros profissionais, e essa é 

uma mais valia para os profissionais, para as instituições académicas e da saúde, para a 

prática clínica (direta ou indiretamente) e para a robustez científica das equipas 

académicas e clínicas. A SPMFR afirma que quanto melhor for a formação técnica pré e 

pós-graduada, dos Fisioterapeutas, melhor será o seu desempenho clínico (em Saúde), 

e como um todo, em equipa, centrado no doente e nos seus interesses, numa relação 

de profissionais de saúde integrada, preconizando as diretivas da OMS; situação que 

uma Sociedade Cientifica deve apoiar. Mas á data, no campo académico da Fisioterapia, 

o anteriormente exposto, não é condição justificativa e suficiente para a criação de uma 

Ordem dos Fisioterapeutas. 

 Igualmente, a área do conhecimento da Fisioterapia, não é uma área com “um 

corpo de saberes próprio”, como emanado da exposição de motivos para a criação de 

uma Ordem dos Fisioterapeutas nos Projeto de Lei, já que outras áreas técnicas, por 

exemplo a Terapia Ocupacional, têm formações curriculares semelhantes na sua 

formação de base, e a sua área de conhecimento é uma das muitas áreas do 

conhecimento médico mais amplo (nomeadamente do Médico especialista em 

Medicina Física e de Reabilitação). 

Refere-se também que a Diretiva 2005/36/CE, relativa ao reconhecimento das 

qualificações profissionais, nada terá que ver com a criação de ordem profissional nem 

com a classificação das profissões mas, sim, o reconhecimento das qualificações a nível 

europeu. No entanto, cumpre indicar que estamos confiantes da existência de um erro 

de tradução, quer na Diretiva, quer na Lei n.º 9/2009, de 4 de março, que procedeu à 

transposição da primeira, porquanto nunca se poderá aceitar que se diga – por, 

simplesmente, não corresponder à realidade técnica nem científica dos termos – que a 

Fisioterapia é uma especialidade da profissão de medicina e que é, em Portugal, 

comummente denominada de Medicina Física e de Reabilitação ou Fisiatria. A 

Medicina Física e de Reabilitação, como Especialidade Médica, cumpre integralmente, 
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no plano europeu, a formação académica preconizada pelos Art.º 24 e Art.º 25 da 

Diretiva Europeia 2005/36/EC (ao invés da Fisioterapia). A especialidade médica 

“Medicina Física e de Reabilitação” encontra-se no Anexo V da Diretiva Europeia 

2005/36/EC, dedicado às diferentes Especialidades Médicas. A Fisioterapia é referida 

no Anexo II da respetiva Diretiva, no grupo de profissões como: Terapia Ocupacional; 

Terapia da Fala; Optometria; Técnico de Radiologia; Técnico de Medicina Veterinária; 

Dietista; etc. 

Na ISCO-08, os Fisioterapeutas estão, de facto, integrados no grupo 22 relativo 

aos “Profissionais de Saúde”, com os Médicos, os Médicos Dentistas e os 

Farmacêuticos. Esta classificação não tem em consideração qualquer critério de 

natureza e complexidade técnico-científica, mas unicamente o conceito de profissões 

relacionadas com a saúde. Nas classificações ISCO-58, ISCO-68 e ISCO-88, em que se 

baseiam a maioria das classificações nacionais de profissões, os médicos aparecem 

classificados no índice 222 e os fisioterapeutas no grupo 322, concomitantemente com 

as assistentes de médicos, assistentes de dentistas, assistentes de veterinários e 

assistentes de farmacêuticos.11 Esta ordenação é em tudo análoga à utilizada na 

Diretiva Europeia 2005/36/EC.  

De referir ainda que, o Fisioterapeuta não tem uma imposição curricular 

(obrigatoriamente) superior ou simplesmente “mais complexa” que os restantes 

profissionais técnicos citados no nº 1 do Art. 5º do Decreto Lei n.º 564/99, de 21 de 

Dezembro, não sendo também entendível por que razão poderia ser equiparado no 

plano da complexidade de formação técnico-científica, por exemplo, com o Médico, o 

Médico Dentista ou o Farmacêutico.  

Na grande maioria dos países europeus não existe Ordem dos Fisioterapeutas; 

Apenas, 3 países possuem Ordem dos Fisioterapeutas (Espanha, França e Itália), se 

bem que, em abono da verdade, em França não exista uma Ordem profissional 

propriamente dita, mas uma Associação privada na qual o Estado delegou alguns 

                                                           
11 http://www.ilo.org/public/english/bureau/stat/isco/isco08/. 

http://www.ilo.org/public/english/bureau/stat/isco/isco08/
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poderes.  Na Alemanha, Áustria, Bélgica, Finlândia, Holanda, Irlanda, Reino Unido e 

Suécia, países com modelos assistenciais mais ou menos próximos do português, mas 

em que também é reconhecida, tal como em Portugal, as competências no domínio 

técnico dos Fisioterapeutas, não existe Ordem dos Fisioterapeutas. Existem, sim, 

diferentes tipos de associações, sendo o panorama europeu muito diversificado, mas 

não se perfilhando a tendência ou orientação das instancias europeias para a criação 

de novas Ordens. De referir que na Europa, cada vez mais países se baseiam nas 

orientações das entidades internacionais competentes e defendem as equipas 

multiprofissionais e multidisciplinares/interdisciplinares, com coordenação médica, 

num processo de mudança e com um aumento significativo de Médicos Fisiatras. 

 Estas referências não se invocam para importunar ou menorizar classes 

profissionais, mas antes para se patentear e realçar a complementaridade destas e a 

sua relevância nos cuidados de saúde, a importância do trabalho em equipas de saúde 

em (Medicina Física e de) Reabilitação, multiprofissionais e multidisciplinares (sob 

coordenação médica), com benefícios em Saúde e em Economia da Saúde 

comprovados na literatura científica e nos documentos da OMS (anteriormente 

mencionados), face às intervenções monoprofissionais, assim como para destacar a 

perigosidade de se falar em independência, autonomia e capacidade de diagnóstico.12 

De aludir que a Fisioterapia já goza de “autonomia” técnica, reconhecida no artigo 6.º 

do Decreto-Lei n.º 564/99, no âmbito da sua formação técnica, e em disposição com a 

ausência de prejuízo no exercício de atividade em equipas de Reabilitação. 

 Na Resolução Europeia UEMS/D8908/8913 (Anexo 12) advoga-se o trabalho 

em equipa na Reabilitação, assim como a OMS no documento WHO Global Disability 

                                                           
12 A este respeito, em França, o “Code de la Santé Publique” classifica os fisioterapeutas (Masseur 
kinésithérapeute) como Auxiliares Médicos (Auxiliaires médicaux). Neste particular, a regulamentação 
francesa é particularmente representativa do exposto ao determinar, no artigo L4321-1r: “Lorsqu'il agit 
dans un but thérapeutique, le masseur-kinésithérapeute pratique son art sur prescription médicale et peut 
adapter, sauf indication contraire du médecin, dans le cadre d'un renouvellement, les prescriptions 
médicales initiales d'actes de masso-kinésithérapie datant de moins d'un an, dans des conditions définies 
par décret. Il peut prescrire, sauf indication contraire du médecin, les dispositifs médicaux nécessaires à 
l'exercice de sa profession. La liste de ces dispositifs médicaux est fixée par arrêté des ministres chargés de 
la santé et de la sécurité sociale, après avis de l'Académie nationale de médecine.” [sublinhado nosso] 
13 UEMS EC D8908 European Resolution for PRM 20040127 
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Action Plan 2014-2021 defende o trabalho em equipa multidisciplinar. No World 

Health Assembly, Documentos A69/17 e A69/39, defende-se a atuação integrada da 

Reabilitação, de forma a aumentar a eficiência e a diminuir os custos e avalia-se 

negativamente o modelo de cuidados de saúde que atua de modo independente e 

autónomo. A OMS defende no World Report on Disability o modelo de Equipas de 

Reabilitação e a liderança por um Médico Fisiatra e alude-se que o modelo de 

Reabilitação com equipa coordenada é o mais custo-efetivo, eficiente e com melhores 

resultados funcionais, ao invés de outros modelos em que os terapeutas funcionem de 

modo monoprofissional (independente) ou, mesmo, em algumas situações em 

articulação direta apenas com médicos de outras especialidades. As equipas 

multidisciplinares com profissionais da reabilitação (e interdisciplinares com outras 

especialidades médicas e cirúrgicas) podem trazer muitos benefícios ao doente/utente 

e á eficácia, efetividade e sustentabilidade dos sistemas de Saúde.  

O argumento de reconhecimento da independência da profissão com beneficio 

dos doentes exposto pelos Fisioterapeutas com base no Memorandum of 

Understanding assinado entre o Standing Committe of European Doctors (CPME) e a 

European Region – World Confederation for Physical Therapy, não pode ter essa 

interpretação no sentido da tradução literal de “safeguarding” como “reconhecer”, 

mas como “salvaguardar”, como patente em tradução para português deste 

documento, por entidade certificada, em anexo . Em carta dirigida á SPMFR pelo 

Presidente do PRM Board da UEMS (Professor Nicholas Christodolous), datada de 

Novembro de 2016, e após reuniões do Comité Executivo da UEMS e do UEMS Council 

em Brussels (20-22/10/2016), este último na presença dos representantes de todas as 

associações profissionais médicas europeias e das secções das especialidades médicas, 

o Presidente da CPME esclarece o Memorandum, referindo precisamente que a 

Reabilitação deve ser um trabalho em equipa, com a necessidade da supervisão 

médica pelo Fisiatra e que qualquer outro modelo aumenta os custos da Reabilitação14 

                                                           
14 Memorandum of Understanding between CPME and the European Region of the World Federation of 
Physical Therapists. 
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(tradução para português deste documento, por entidade certificada, em anexo). 

(Anexos 13, 14, 15) 

As perspetivas que se encenam não se coadunam com o direito à saúde assente 

em bases de confiança, rigor e boas práticas, levando a fraturas nas equipas de saúde 

multiprofissionais e multidisciplinares, pelo que se deverá assegurar que as mesmas 

não fecundam, assim como não se observe instabilidade, dissonâncias e atitudes 

fraturantes e potencialmente divisionistas no seio dos cuidados e das equipas de 

reabilitação, com implicações inclusive nas instituições dos vários níveis de cuidados de 

saúde do SNS, nas Unidades Privadas de Saúde de Medicina Física e de Reabilitação, e  

noutras. 

De facto, a ambiguidade que preside às alterações ora propostas, que indiciam 

um alargamento das competências de diagnóstico, da determinação da alta da 

fisioterapia e/ou do encaminhamento para outros profissionais, do exercício da sua 

atividade independentemente de outros profissionais de saúde, ou como membros de 

equipas pluridisciplinares (e não multidisciplinares e interdisciplinares, reforçando a 

ideia da independência disciplinar da fisioterapia), atributos que se deve considerar 

reservados aos médicos pela sua formação e atividade profissional holísticas e 

complexa, poderão colocar em causa as melhores práticas e a saúde dos doentes. É 

evidente a tentativa de atribuição direta (nestes Projetos de Lei) de competências á 

profissão técnica de Fisioterapia, nomeadamente a competência para os “atos” 

médicos, de acordo com a regulamentação jurídica nacional e a definição europeia. 

Nesse sentido, sendo atentatórias do direito à saúde das pessoas, as referidas 

normas não passam no teste da constitucionalidade por violação flagrante do direito à 

saúde – artigo 64.º da Constituição da República Portuguesa, que consagra 

constitucionalmente que “todos têm o direito á proteção da saúde e o dever de a defender 

e promover”. Este é um direito a ser concretizado pelo Estado, através de um sistema de 

normas jurídicas, definidoras e reguladoras.  

 Tudo o que é leges artis em Medicina Física e de Reabilitação (como 

especialidade médica e área da saúde), considerada cientificamente e reconhecida 
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pela OMS, UEMS e demais comunidades científicas nacional e internacional, e tudo o 

que tem sido política de saúde em Portugal nas últimas mais que quatro décadas, é 

diretamente contrariado com estes Projetos de Lei , que aparentam, na realidade, 

conceder uma série de competências técnico-científicas e a afirmar, contra toda a 

evidência, na exposição de motivos para a criação de uma Ordem profissional, a 

“independência de profissões técnicas ”.  

Conforme promana do artigo 4.º Código Deontológico da Ordem dos Médicos, é 

dever dos médicos o exercício da profissão com o maior respeito pelo direito à saúde 

das pessoas e da comunidade, pelo que se impõe, também pela presente via, uma 

oposição às iniciativas legislativas em curso, por serem atentatórias daquele (pelos 

motivos expostos nestas.)  

Não obstante a SPMFR referir de novo que reconhece a importância transversal 

da Fisioterapia no âmbito dos diversos níveis de cuidados de saúde e a necessidade da 

sua presença nestes mesmos cuidados [hospitalares, de saúde primários, de 

continuidade, na comunidade e paliativos do SNS, assim como, nos centros de 

reabilitação e nas unidades privadas de saúde de (Medicina Física e de) Reabilitação], 

nas várias vertentes da (Medicina Física e de) Reabilitação, como a promoção e 

prevenção da saúde, a reabilitação, a recapacitação e a paliação, sob coordenação, 

diagnóstico, prescrição e supervisão médicas, assim como as suas competências 

técnicas e enquadradas na sua formação académica técnica pré-graduada e nas 

formações técnicas pós-graduadas, mas sem concordar com ou defender “novas” 

competências de forma completamente desarticulada e “independente” das formações 

académicas, dos restantes profissionais do(s) Sistema(s) e do Serviço Nacional de Saúde, 

ou a equiparação de funções e de profissões, como explícito na exposição de motivos 

deste Projetos de Lei; contra tudo o que são as evidências científicas, as formações 

curriculares académicas, a leges artis, as Boas Práticas em Medicina Física e de 

Reabilitação (como área da saúde), as  diretivas e normativas nacionais e internacionais.  

A SPMFR realça a defesa técnico-científica das equipas de reabilitação 

multiprofissionais integradas, multidisciplinares e interdisciplinares com outras 
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especialidades médicas, em que as funções, competências, supervisão e coordenação 

médicas (e do médico Fisiatra) se complementam com os restantes profissionais de 

saúde da equipa, com bases científicas e educacionais. Segundo o entender e a 

pronuncia da SPMFR não se apresentam, á data, nos Projetos de Lei n.º 635/XIII e n.º 

642/XIII, o cumprimento das condições técnico-jurídicas para a criação de uma Ordem 

dos Fisioterapeutas.  
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EUROPEAN DEFINITION OF THE MEDICAL ACT 
 
 

 
 
 
On the occasion of its meeting in Munich on 21 & 22 October 2005, UEMS Council adopted 

a European definition of the Medical Act. This Definition was amended by the UEMS Council 

at its meetings in Budapest on 3 & 4 November 2006 and Brussels on 25 April 2009 as 

follows: 

 
 

“The medical act encompasses all the professional actions, e.g. 

scientific, teaching, training and educational, organisational, 

clinical and medico-technical steps, performed to promote health 

and functioning, prevent diseases, provide diagnostic or 

therapeutic and rehabilitative care to patients, individuals, groups 

or communities in the framework of the respect of ethical and 

deontological values. It is the responsibility of, and must always 

be performed by a registered medical doctor/physician or under 

his or her direct supervision and/or prescription.” 

 
                                       UNION EUROPÉENNE DES MÉDECINS SPÉCIALISTES 

                            EUROPEAN  UNION  OF  MEDICAL  SPECIALISTS 
              
           Av. de la Couronne, 20, Kroonlaan              tel: +32-2-649.5164 
                                               B-1050 BRUSSELS                           fax: +32-2-640.3730 

                                  www.uems.net  uems@skynet.be 
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Pubblicato il 11/12/2017
N. 05840/2017REG.PROV.COLL.

N. 10497/2010 REG.RIC.

R E P U B B L I C A  I T A L I A N A

IN NOME DEL POPOLO ITALIANO

Il Consiglio di Stato

in sede giurisdizionale (Sezione Terza)

ha pronunciato la presente

SENTENZA

sul ricorso numero di registro generale 10497 del 2010, proposto dal Simmfir-

Sindacato Italiano medici di medicina fisica e riabilitativa, in persona del legale

rappresentante p.t., rappresentato e difeso dagli avvocati Tullio E.  e

Giovanni Sellitto, con domicilio eletto presso lo studio ----

; 
 

contro

La Regione Sardegna, in persona del legale rappresentante p.t., rappresentato

e difeso dall'avvocato Tiziana L. , con domicilio eletto presso l’ufficio di

rappresentanza della della Regione Autonoma della Sardegna, in Roma, .----

; 
 

l’Omeca-Ordine dei Medici Chirurghi della Provincia di Cagliari, in persona

del legale rappresentante p.t., non costituito in giudizio; 
 

l’Aifi-Associazione Italiana Fisioterapisti-Sezione per la Sardegna, in persona

del legale rappresentante p.t., rappresentato e difeso dall'avvocato Maurizio

C. , con domicilio eletto presso il suo studio in Roma, .-----

; 
 



11/12/2017 https://www.giustizia-amministrativa.it/cdsavvocati/ucmProxy

https://www.giustizia-amministrativa.it/cdsavvocati/ucmProxy 2/20

e con l'intervento di

ad adiuvandum 
 

dell’Anisap, in persona del legale rappresentante p.t., rappresentato e difeso

dall'avvocato Paolo B. , con domicilio eletto presso il suo studio in Roma,.---

; 
 

per la riforma della sentenza del T.A.R. per la Sardegna, Sez. I, n. 1511/2009, resa

tra le parti, concernente l’autorizzazione all'esercizio di attività studi professionali

medici e fisioterapia -procedure di accreditamento di studi di fisioterapia.

 

Visti il ricorso in appello e i relativi allegati;

Visti gli atti di costituzione in giudizio della Regione Sardegna e della Aifi-

Associazione Italiana Fisioterapisti-Sezione per la Sardegna;

Viste le memorie difensive;

Visti tutti gli atti della causa;

Relatore nell'udienza pubblica del giorno 21 novembre 2017 il Cons.

Giovanni Pescatore e uditi per le parti l’avvocato Eduardo De Ruggiero, su

delega dell’avvocato Giovanni Sellitto, l’avvocato Emanuela E.  su delega

dell’avvocato Maurizio C.  e l’avvocato Paolo B. ;

Ritenuto e considerato in fatto e diritto quanto segue.
 

FATTO

1. I provvedimenti deliberativi impugnati con il ricorso introduttivo del primo

grado di giudizio contengono la regolamentazione delle procedure di

autorizzazione all’esercizio di attività sanitarie negli studi professionali medici,

negli ambulatori medici e negli studi professionali di fisioterapia, nonché le

procedure di accreditamento per gli studi professionali di fisioterapia.

2. In particolare, con l’allegato tecnico di cui alla delibera di G.R. n. 13/17 del

4 marzo 2008, sono stati regolamentati gli ambiti di applicazione, i criteri per

la classificazione e l’autorizzazione degli studi professionali e degli ambulatori

medici, nonché i criteri per l’autorizzazione e l’accreditamento degli studi

professionali di fisioterapia.
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Con la successiva deliberazione n. 21/42, la Giunta Regionale ha proceduto

all’approvazione definitiva di tale atto regolamentare.

3. A base dell’impugnazione qui all’esame, proposta dal Sindacato italiano

medici di medicina fisica e riabilitazione, vi è la doglianza secondo cui le

delibere impugnate abbiano introdotto una regolamentazione dei cd. ‘studi

professionali di fisioterapia’ maggiormente ‘favorevole’, sotto il profilo della

imposizione dei requisiti minimi di organizzazione, nonché strutturali e

tecnologici, rispetto a quella imposta alle strutture e agli studi professionali del

personale medico erogante le medesime prestazioni di medicina fisica e

riabilitativa.

4. Più precisamente, secondo l’articolata prospettazione di censure avanzata

in primo grado dalla parte ricorrente, per effetto delle delibere de quibus:

I) agli ‘studi professionali di fisioterapia’ sarebbe consentita l’erogazione delle

stesse tipologie di prestazioni di tutte le altre strutture autorizzate a fornire

prestazioni di medicina fisica e riabilitativa, senza però il rispetto di tutti i

requisiti minimi a queste ultime imposti. In particolare, sarebbe consentito

l'utilizzo a fini terapeutici di apparecchiature elettromedicali, senza che tale

impiego avvenga - come previsto per le strutture di medicina fisica e

riabilitativa - sotto la costante vigilanza, durante tutto l’orario di lavoro, di un

medico specialista in fisiatria (essendo prevista la presenza del solo

fisioterapista).

L’incongruenza dell’impianto normativo consisterebbe nel fatto di aver

concretizzato una disparità di trattamento a fronte di prestazioni erogate al

paziente, dal fisioterapista e dal fisiatra, del tutto identiche. Al cospetto di tale

equivalenza di attività, l’Amministrazione regionale avrebbe dovuto

espressamente prevedere anche per gli ‘studi di fisioterapia’, oltre al possesso

dei requisiti minimi strutturali e tecnologici dettati per gli ambulatori medici,

anche e soprattutto il rispetto dei requisiti organizzativi, imponendo a tal fine

la presenza, all’interno dello studio professionale di fisioterapia, di un medico
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quale direttore responsabile, specialista in fisiatria, nonché la presenza

costante durante l’orario di lavoro di un medico specialista in fisiatria;

II) la menzionata regola, che impone che l’erogazione di prestazioni

riabilitative avvenga sotto il costante controllo medico, risponde ad

irrinunciabili esigenze di carattere sanitario e di tutela della incolumità del

paziente ed è prevista, sul piano normativo, dal d.P.R. 14 gennaio 1997 e dalla

d.g.r. del 4 giugno 1998, n. 26/21, i quali, nel disciplinare l'attività

ambulatoriale dei medici, impongono, appunto, la presenza di un medico

specialista in fisiatria o in disciplina affine o equipollente;

III) nel disporre le regole qui contestate, l’organo esecutivo regionale ha

apertamente violato anche la ‘delega’ prevista dall’art. 6 della L.R. n. 10/2006,

nonché i principi e criteri direttivi di cui all’art. 8, comma 4, del d.lgs. n.

502/1992, ai quali, al contrario, si sarebbe dovuto attenere nella fissazione dei

requisiti minimi necessari per l’erogazione delle prestazioni sanitarie.

In particolare, risulta illegittima, sotto questo profilo, la scelta di distinguere le

strutture erogatrici non sulla base della «tipologia delle prestazioni erogabili»,

ma in ragione della natura del «soggetto erogatore»;

IV) la regolamentazione introdotta dalla Regione sarda finisce per ‘aggirare’

anche il meccanismo dell’«autorizzazione alla realizzazione» delle strutture

sanitarie e socio-sanitarie, previsto dall’art. 8-ter del D.Lgs. n. 229/99, e per

stravolgerne completamente la ratio programmatoria che ne sta a monte. Ciò

in quanto, diversamente dai presidi medici «di recupero e riabilitazione

funzionale», la cui stessa realizzazione è soggetta ad autorizzazione, per gli

studi professionali dei fisioterapisti è necessaria la sola autorizzazione

all’esercizio; tale meccanismo differenziato, tuttavia, perderebbe la sua ragion

d’essere se, per i fisioterapisti, fosse possibile aprire strutture tipologicamente

uguali ai «presidi di recupero e riabilitazione funzionale», senza sottostare

all’analogo regime di requisiti e autorizzazioni;

V) la ricaduta di tali violazioni si determina sia sul piano della lesione delle

regole di concorrenza tra soggetti eroganti prestazioni qualitativamente
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equivalenti (essendo illegittimamente pregiudicati gli interessi dei medici

fisiatri di cui il Sindacato ricorrente è portatore), sia sul versante della

compromissione del diritto alla salute dei cittadini;

VI) ulteriore vulnus viene dedotto con riferimento all’art. 8 quater del d.lgs. n.

502/1992 e s.m.i., e all’art. 6, comma 1°, della L.R. n. 10/2006, i quali

impongono adeguate forme di partecipazione degli Ordini e dei Collegi

professionali interessati che, nel caso di specie, non sarebbero state rispettate,

essendo stati estromessi dal confronto endoprocedimentale sia il sindacato

ricorrente (SIMMFIR), sia la Società Scientifica della Medicina Fisica e

Riabilitativa (SIMFER).

5. Il giudizio di primo grado - nel quale si sono costituiti la Regione

Autonoma della Sardegna, l’Ordine dei medici e chirurghi della Provincia di

Cagliari, quale interventore ad adiuvandum, nonché l’A.I.F.I. – Associazione

italiana fisioterapisti (evocata in giudizio a seguito di ordine di integrazione del

contraddittorio disposto dal TAR) - è stato definito con la sentenza n.

1511/2009.

6. Il TAR, nel respingere tutte le censure dedotte in ricorso, ha dapprima

operato una ricognizione del quadro regolatorio del profilo professionale del

fisioterapista, traendone la conclusione di una progressiva accentuazione da

parte del legislatore dell’ambito di autonomia entro il quale tale professionista

può rendere le prestazioni alle quali è abilitato.

Il TAR ha poi individuato il grado di ‘autonomia’ entro il quale il fisioterapista

può svolgere la sua attività con l’«utilizzo di apparecchiature elettromedicali

con parti applicate» e, con specifico riferimento alla normativa regionale

oggetto di impugnativa, ne ha ravvisato il limite nel seguente distinguo fra

l’attività del medico-fisiatra e del fisioterapista:

- utilizzo di apparecchiature con parti applicate che possono comportare «un

rischio» per la sicurezza del paziente (riservata all’attività propriamente

“’medica’: cfr. punto 4.2, per gli ambulatori medici, e punto 4.1. per gli studi

professionali medici, dell’Allegato alla delibera 13/17 del 4 marzo 2008);
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- utilizzo di apparecchiature con parti applicate che possono comportare solo

«un certo grado di rischio» per il paziente (attività ammessa anche per i

fisioterapisti, cfr. punto 5 dell’allegato alla delibera 13/17 del 4 marzo 2008).

Da queste premesse, il TAR ha tratto la conclusione che, se il legislatore ha

attribuito un rilevante spazio di autonomia alla figura del fisioterapista, ad

esso deve coniugarsi anche la possibilità di utilizzare le apparecchiature

elettromedicali strettamente connesse all'esercizio della specifica professione

sanitaria; viceversa, richiedere la presenza di un medico nell'ambito dello

studio professionale del fisioterapista significherebbe svilire «la sfera di azione e

di autonomia di tale professionista» e contraddire «il quadro normativo che riconosce, a

pieno titolo, la professione in parola come attività propriamente sanitaria».

In definitiva, ad avviso del TAR, è legittimo lo svolgimento nell’ambito dello

‘studio professionale di fisioterapia’ di attività non solo manuali, implicanti

anche l'utilizzo delle tecnologie necessarie e correlate, «purché queste non

comportino il superamento di un livello moderato di rischio per la sicurezza del paziente».

Restano, invece, pienamente riservate agli studi/ambulatori dei medici tutte le

attività che in questo settore vengono erogate con l'utilizzo di apparecchiature

elettromedicali con parti applicate che potrebbero comportare «un (più elevato)

rischio per il paziente».

7. L’atto di appello si diffonde in una serie di critiche preliminari alla sentenza

di primo grado, nei passaggi motivazionali in cui questa, da un lato, ha

attribuito decisiva rilevanza al concetto di ‘autonomia professionale’ del

fisioterapista, traendone conseguenze improprie e non coerenti sul piano della

legittimità degli atti contestati; e, dall’altro, ha adombrato ragioni di conflitto

competitivo tra le due categorie di professionisti sanitari (fisioterapisti e

fisiatri), in realtà insussistenti e comunque non rilevanti ai fin della decisione.

L’atto di appello si profonde anche in un’ampia e articolata ricapitolazione

delle censure svolte in primo grado.

8. La causa, a seguito dello scambio di memorie e di repliche ex art. 73 c.p.a.,

è stata discussa ed è stata trattenuta in decisione all’udienza pubblica del 21
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novembre 2017.

DIRITTO
 

1. L’articolato quadro normativo nel quale si inscrive la controversia qui

all’esame trova i suoi primi riferimenti nella legislazione nazionale, ed in

particolare nelle leggi n. 833/1978 (art. 43) e n. 412/1991 (art. 4, comma 2), e

nella regola generale, qui rinvenibile, per cui le «istituzioni sanitarie private che

erogano prestazioni (…) di medicina fisica e riabilitazione (…) sono sottoposte al regime di

autorizzazione e vigilanza sanitaria di cui all'articolo 43 della legge 23 dicembre 1978, n.

833, e devono avere un direttore sanitario o tecnico, che risponde personalmente

dell'organizzazione tecnica e funzionale dei servizi e del possesso dei prescritti titoli

professionali da parte del personale che ivi opera».

2. Sul piano delle competenze, il d.Lgs. n. 229/99, aggiungendo l’art. 8ter al

d.Lgs. n. 502/1992, ha previsto che siano le Regioni a fissare, con proprio

intervento legislativo, «le modalità e i termini per la richiesta e l'eventuale rilascio della

autorizzazione alla realizzazione di strutture e della autorizzazione all'esercizio di attività

sanitaria e socio-sanitaria»; e che «l’autorizzazione all'esercizio di attività sanitarie è,

altresì, richiesta per gli studi odontoiatrici, medici e di altre professioni sanitarie, ove

attrezzati per erogare prestazioni di chirurgia ambulatoriale, ovvero procedure diagnostiche e

terapeutiche di particolare complessità o che comportino un rischio per la sicurezza del

paziente».

3. A livello di normativa attuativa, il d.P.R. 14 gennaio 1997, dopo aver

precisato cosa debba intendersi per «ambulatorio di assistenza specialistica»

(cioè «la struttura o luogo fisico, intra od extraospedaliero, preposto alla erogazione di

prestazioni sanitarie di prevenzione, diagnosi, terapia e riabilitazione, nelle situazioni che

non richiedono ricovero neanche a ciclo diurno»), definisce il corredo di requisiti

minimi, anche di tipo organizzativo, che devono caratterizzarne l’esistenza.

A tali fini il d.P.R. stabilisce che «durante lo svolgimento dell'attività ambulatoriale

deve essere prevista la presenza di almeno un medico, indicato quale responsabile delle

attività cliniche svolte nell'ambulatorio».
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Nel testo principale, poi, all’art. 2 è statuito che «Le strutture di cui al successivo

art. 4 sono tenute a rispettare e ad adeguarsi ai requisiti minimi generali e specifici, di cui

all'art. 1», laddove l’art. 1 prevede che «sono approvati i requisiti strutturali,

tecnologici ed organizzativi minimi richiesti per l'esercizio delle attività sanitarie da parte

delle strutture pubbliche e private, riportati nell'allegato, che fa parte integrante del presente

decreto».

Tra le strutture di cui all’art. 4, per quanto qui interessa, sono ricomprese

appunto quelle che «erogano prestazioni di assistenza specialistica in regime

ambulatoriale, ivi comprese quelle riabilitative, di diagnostica strumentale e di laboratorio».

Lo stesso testo normativo, quindi, nel demandare alle Regioni «le modalità per

l'accertamento e la verifica del rispetto dei requisiti minimi» ivi imposti (art. 2), nonché

«gli standards di qualità che costituiscono requisiti ulteriori per l'accreditamento di strutture

pubbliche e private», ma che in ogni caso devono essere «in possesso dei requisiti

minimi per l'autorizzazione di cui all'art. 1» (art. 2), fissa taluni criteri generali cui

le Regioni stesse sono tenute ad adeguarsi nella fissazione dei requisiti e delle

procedure di screditamento con il S.S.N.

Tra tali criteri generali, sono indicati espressamente quelli volti ad consentire

«a) che l’accreditamento della singola struttura sia funzionale alle scelte di programmazione

regionale, nell’ambito delle linee di programmazione nazionale; b) che il regime di

concorrenzialità tra strutture pubbliche e private sia finalizzato alla qualità delle

prestazioni sanitarie e si svolga secondo il criterio dell'eguaglianza di diritti e doveri delle

diverse strutture, quale presupposto per la libera scelta da parte dell'assistito; c) che sia

rispettato il livello quantitativo e qualitativo di dotazioni strumentali, tecnologiche e

amministrative correlate alla tipologia delle prestazioni erogabili, nonché alla classe di

appartenenza della struttura».

4. La Regione Autonoma della Sardegna ha dato applicazione al d.P.R. 14

gennaio 1997 mediante l’approvazione della delibera di G.R. n. 26/21 del 4

giugno 1998, che ha previsto i requisiti e le procedure per l’accreditamento

delle strutture pubbliche e private.
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Tale delibera, sulla premessa che «l’accreditamento opera nei confronti nei confronti dei

soggetti eroganti prestazioni sanitarie già regolarmente autorizzati e/o comunque in

possesso dei requisiti strutturali, tecnologici ed organizzativi minimi previsti dal D.P.R.

14.1.1997», contiene l’elencazione dei requisiti, riportati nell’Allegato A che ne

costituisce parte integrante.

Ebbene, l’art. 22, comma 2, dell’Allegato prevede che, «In ogni caso,

nell’Ambulatorio deve essere garantita, per tutto l’orario di apertura, la presenza di un

medico specialista nella branca specialistica di riferimento dell’attività praticata».

Per le strutture eroganti prestazioni di medicina fisica e riabilitative, lo stesso

testo normativo, dopo aver previsto i requisiti strutturali e tecnologici, indica

all’art. 61, comma 2, tra i requisiti indispensabili sotto il profilo organizzativo,

che «Ogni struttura deve essere dotata di un Direttore responsabile, specialista in Fisiatria;

deve inoltre assicurare, durante l’orario di servizio, la presenza di: a) un medico specialista

in fisiatria o in disciplina equipollente od affine, in relazione alla tipologia dei casi trattati».

5. Quanto alla delibera di G.R. n. 13/17 del 4 marzo 2008 (oggetto di

impugnazione), occorre metterne a fuoco le disposizioni, contenute ai

paragrafi 3 e 4 dell’allegato, recanti la definizione dei tratti distintivi tra gli

studi professionali non soggetti ad autorizzazione e gli studi professionali ed

ambulatori medici che, invece, sono soggetti al provvedimento autorizzatorio.

Al fine di distinguere queste diverse tipologie di strutture, vengono presi in

considerazione due elementi distintivi fondamentali:«1. la tipologia di prestazioni

erogate, con particolare riguardo alla potenziale pericolosità intrinseca delle stesse o derivata

dall’utilizzazione di apparecchiature elettromedicali con parti applicate all’assistito; 2. le

modalità organizzative con le quali si erogano le attività sanitarie, con particolare

riferimento alla complessità dell’insieme delle risorse (umane, materiali ed organizzative)

utilizzate per l’esercizio delle attività».

5.1. Viene quindi disciplinato lo studio professionale medico non soggetto ad

autorizzazione (paragrafo 3), intendendosi come tale il luogo in cui «il

professionista eroga prestazioni esclusivamente in regime libero professionale, limitatamente

alla sola visita e colloquio con il paziente, escludendo quindi l’utilizzo di dotazioni
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tecnologiche con parti applicate e/o impiantistiche che possano determinare un rischio per la

sicurezza del paziente».

5.2. Di seguito vengono contemplati gli ambulatori e gli studi professionali

medici soggetti ad autorizzazione (paragrafo 4) e per questi ultimi si prevede,

al paragrafo 4.1 che «Ai sensi della vigente legislazione, il professionista singolo o

associato può erogare prestazioni sanitarie di particolare complessità o che implichino

l’utilizzo di apparecchiature elettromedicali con parti applicate che possono comportare un

rischio per la sicurezza del paziente».

Si prevede inoltre che, in tal caso, i requisiti strutturali, tecnologici e

organizzativi devono corrispondere a quelli richiesti per l’accreditamento della

medicina specialistica dalla d.G.R. 26/21 del 4 giugno 1998, ivi inclusi, tra

questi, la presenza di un direttore responsabile, specialista nella branca, oltre

alla costante presenza di un medico specialista nella branca in relazione alla

tipologia dei casi trattati.

Al paragrafo 4.2, quindi, la delibera disciplina gli ambulatori medici (AM),

prevedendo che «negli AM è obbligatoria la presenza di un direttore sanitario cui è

attribuita la responsabilità del corretto funzionamento della struttura sotto il profilo

igienico-sanitario, organizzativo e della sicurezza. Negli ambulatori medici possono essere

effettuate procedure diagnostiche e terapeutiche di particolare complessità, nonché prestazioni

che possono comportare un rischio per la sicurezza del paziente: - utilizzo di

apparecchiature elettromedicali con parti applicate».

Vengono quindi richiamati i requisiti minimi previsti nel d.P.R. 14 gennaio

1997 nonché - per quanto concerne l’accreditamento - i requisiti strutturali,

tecnologici ed organizzativi richiesti dalla d.g.r. 26/21 del 4 giugno 1998.

5.3. Al paragrafo 5 della delibera impugnata, vengono infine disciplinati gli

studi professionali di fisioterapia, definiti come strutture soggette all’obbligo

della preventiva autorizzazione, «dove possono essere erogate prestazioni terapeutiche

riconducibili al profilo professionale del fisioterapista di cui al D.M. 741/94; è previsto

l’utilizzo di apparecchiature elettromedicali con parti applicate che possono comportare un
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certo grado di rischio per il paziente (le Norme C.E.I. 64-8 sez. 710 configurano questa

tipologia di struttura come ambiente di tipo 1)».

L’allegato indica la serie di requisiti minimi strutturali, tecnologici ed

organizzativi che lo studio deve rispettare.

6. L’impostazione argomentativa dell’atto di appello (e del ricorso di primo

grado) - intesa ad evidenziare una generale difformità nella regolamentazione

dei requisiti di accesso ai due ambiti professionali - muove da un postulato di

partenza, stando al quale all’interno dello studio professionale del

fisioterapista possono essere erogate prestazioni sanitarie sostanzialmente

sovrapponibili a quelle che vengono erogate da un ambulatorio medico di

riabilitazione.

Sulla base di questa presupposta equivalenza di prestazioni, si contesta come

irragionevole la differenziata regolamentazione dei requisiti strutturali ed

organizzativi di accesso ai due settori professionali.

6.1. In particolare, nelle due strutture in considerazione, la delibera n. 13/17

del 4 marzo 2008 consente l’erogazione delle medesime prestazioni

terapeutiche di particolare complessità o che comportano un rischio per la

salute del paziente, in quanto implicanti l’«utilizzo di apparecchiature elettromedicali

con parti applicate».

6.2. La valutazione di equivalenza tra le attività del fisioterapista e del fisiatra è

ancorata, in particolare, all’identica modalità di utilizzo dei macchinari

elettromedicali da parte di entrambi gli operatori sanitari, nonché alla

omogeneità dei fattori di rischio - per la salute del paziente - connessi

all’impiego di tale metodologia di intervento strumentale.

6.3. Sul profilo in esame, la parte appellante ha fornito due pareri medico-

scientifici (contro le cui risultanze non sono state depositate produzioni

scientifiche di segno contrario), dai quali emerge che «le terapie mediante

attrezzature elettromedicali, siano esse svolte dal Fisioterapista o dal Fisiatra, sono le

medesime (laser, termoterapia, correnti ed altro) e comportano gli stessi ed identici rischi per

il paziente, nel senso che non vi è la possibilità, da un punto di vista scientifico, di
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distinguere modalità differenti di intervento con la terapia con mezzi fisici. Una volta che il

Fisioterapista è autorizzato al loro uso potrà intervenire con terapie del tutto identiche a

quelle che solo il Fisiatra in un Centro ambulatoriale di Riabilitazione potrebbe praticare.

Ciò anche per le potenziali conseguenze dannose sulla salute. L'esempio classico è quello del

Laser o delle onde d'urto: entrambe le attrezzature sarebbero utilizzate nelle due tipologie

di Strutture, ma evidentemente ben diversa sarebbe la tutela dei pazienti in presenza del

medico. Basti pensare ai danni alla retina che possono derivare da un uso incongruo della

Laserterapia» (cfr. parere della European Society of Phisical and Rehabilitation

Medicine, reso in data 10 febbraio 2009 – doc. 1 depositato il 12 settembre

2009).

6.4. Non solo le terapie strumentali sono equivalenti, ma anche «le

apparecchiature elettromedicali ..sono le stesse, identiche a quelle utilizzate dal fisiatra

all’interno dell’ambulatorio medico specialistico» (cfr. parere della Società italiana di

medicina fisica e riabilitativa – doc. 2, depositato il 17 febbraio 2009).

6.5. Risulta dunque l’esistenza di un ambito operativo specifico - quello

caratterizzato dall’impiego di apparti elettromedicali - nel quale le due figure

professionali svolgono la loro attività con modalità e tecniche equivalenti, che

giustificherebbero una analoga dotazione di requisiti e cautele.

6.6. Una ulteriore acquisizione - desumibile dal tenore delle allegazioni in atti

e dalle incontroverse risultanze scientifiche allegate da parte appellante -

risulta quella secondo cui all’utilizzo dei macchinari elettromedicali si

associano analoghi fattori di potenziale rischio per la salute dei pazienti.

Proprio in relazione a tale genere di rischi, si giustificano le particolari misure

precauzionali previste dalla normativa di riferimento generale sopra

richiamata, consistenti nella presenza di un direttore responsabile, specialista

nella branca, oltre che di un medico specialista in relazione alla tipologia dei

casi trattati.

6.7. In proposito, sempre dai pareri scientifici versati in atti risulta che «gli

effetti collaterali e gli eventi avversi che possono verificarsi in corso di somministrazione di

fisioterapia strumentale sono molteplici ad es: reazioni allergiche in corso di ionoforesi con
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farmaci antinfiammatori, effetti di grave danno retinico durante l’uso di laser, gravi aritmie

cardiache in corso di elettroterapia mal posizionata ed utilizzata».

Nondimeno, «nell’ambulatorio di medicina fisica e riabilitazione c’è la presenza costante

del Medico, mentre nello studio del Fisioterapista il Medico è assente e pertanto in caso di

effetti avversi, dovuti all’uso di apparecchiature elettromedicali, il Fisioterapista non avrebbe

titolo e formazione ad intervenire con farmaci e manovre salvavita sul paziente» (cfr.

parere della Società italiana di medicina fisica e riabilitativa – doc. 2,

depositato il 17 febbraio 2009).

7. Sulla base delle premesse sin qui svolte e del tracciato quadro normativo –

appare oggettivamente distonica, nella normativa regolamentare fatta oggetto

di gravame, la previsione regionale che, in relazione allo studio del

fisioterapista, impone, quanto ai requisiti minimi organizzativi, la sola

presenza del fisioterapista, con esclusione dell’obbligo della presenza, presso

la struttura, della figura del medico, e ciò anche laddove nelle due strutture

vengano ad essere erogate le medesime prestazioni diagnostiche e

terapeutiche di particolare complessità o che comportano un rischio per la

sicurezza del paziente, quali quelle effettuate mediante le apparecchiature

elettromedicali.

7.1. Come già esposto, per le prestazioni riabilitative è previsto come

necessario dalla delibera n. 26/21 del 4 giugno 1998 (oltre che dal d.P.R. 14

gennaio 1997) che la struttura sia dotata di «un Direttore responsabile, specialista in

Fisiatria; deve inoltre assicurare, durante l’orario di servizio, la presenza di: a) un medico

specialista in fisiatria o in disciplina equipollente od affine, in relazione alla tipologia dei

casi trattati».

7.2. Dunque, l’incongruenza nella quale è incorsa l’Amministrazione regionale

risiede proprio nel non aver esternato le ragioni che la hanno indotta a non

ritenere che nelle due strutture in considerazione, da una parte lo studio del

fisioterapista, come disciplinato dalla delibera n. 13/17 del 2008, dall’altra

l’ambulatorio di medicina fisica e riabilitativa, si erogano medesime

prestazioni diagnostiche e terapeutiche di particolare complessità o che
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comportano un rischio per la sicurezza del paziente, effettuate mediante le

apparecchiature elettromedicali; e poiché in entrambi i casi è necessaria

l’autorizzazione, l’Amministrazione non ha motivato il perché allo studio

professionale del fisioterapista (comunque soggetto ad autorizzazione) sia

possibile riconoscere una disciplina più favorevole che consenta allo stesso di

prescindere dal possesso di una serie di requisiti.

7.3. Non è stata motivata, né risulta di per sé ragionevole, in particolare, la

ragione per la quale, nonostante tale sovrapponibilità e coincidenza di

prestazioni, solo nel caso dello studio professionale del fisioterapista sarebbe

possibile prescindere dalla presenza medica all’interno della struttura, la cui

assenza, in caso di effetti avversi, dovuti all’uso di apparecchiature

elettromedicali, comunque non consentirebbe al fisioterapista - non avendone

egli titolo e formazione - di intervenire con farmaci e manovre salvavita sul

paziente.

8. D’altra parte, dall’art. 8-ter del D.Lgs. n. 502/1992 e s.m.i., emerge che

l’autorizzazione è necessaria sia per le «strutture che erogano prestazioni di assistenza

specialistica in regime ambulatoriale, ivi comprese quelle riabilitative, di diagnostica

strumentale e di laboratorio», sia per «per gli studi odontoiatrici, medici e di altre

professioni sanitarie, ove attrezzati per erogare prestazioni di chirurgia ambulatoriale,

ovvero procedure diagnostiche e terapeutiche di particolare complessità o che comportino un

rischio per la sicurezza del paziente».

8.1. Dunque, il legislatore nazionale - di fronte a strutture che erogano

prestazioni identiche per complessità e rischi di salute - richiede per entrambe

l’autorizzazione, senza assolutamente prevedere un trattamento di maggior

‘favore’ quanto al possesso dei requisiti minimi tecnologici, strutturali ed

organizzativi nel caso in cui si sia in presenza di uno studio e non di un

ambulatorio. Quindi, nessun elemento consente di distinguere l’una dall’altra

struttura per la sola natura del soggetto erogatore di quelle identiche

prestazioni.
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8.2. E’ di rilievo considerare, inoltre, che l’art. 8 dello stesso D.Lgs. 502/1992,

nel prevedere l’emanazione di un atto di indirizzo e coordinamento con il

quale siano definiti «i requisiti strutturali, tecnologici e organizzativi minimi richiesti per

l'esercizio delle attività sanitarie da parte delle strutture pubbliche e private»,

espressamente impone, al comma 4, che l’atto in questione si ispiri ad una

serie di “criteri e principi direttivi” tra i quali, per quanto qui interessa, quello

di «prevedere l'articolazione delle strutture sanitarie in classi differenziate in relazione alla

tipologia delle prestazioni erogabili».

8.3. A sua volta, la ‘delega’ contenuta nell’art. 6 della L.R. n. 10/2006, con la

quale la giunta regionale è stata investita del compito di stabilire e aggiornare,

con propria deliberazione, i requisiti minimi strutturali, tecnologici e

organizzativi richiesti per l'esercizio delle attività sanitarie, contiene un

esplicito richiamo ai «principi e dei criteri direttivi contenuti nel comma 4 dell'articolo 8

del decreto legislativo n. 502 del 1992».

8.4. Infine, anche il citato d.P.R. 14 gennaio 1997 conferma quanto rilevato in

ordine alla possibile distinzione tra le diverse strutture solo ed esclusivamente

sulla base delle prestazioni erogate, laddove all’art. 4 espressamente prevede

che «Le regioni classificano le strutture in relazione alla tipologia delle prestazioni

contemplate dai livelli di assistenza» e, più in particolare, che «Le strutture che erogano

prestazioni di assistenza specialistica in regime ambulatoriale possono essere distinte a

seconda dell’entità e della tipologia delle prestazioni erogabili e delle dotazioni strumentale,

tecnologica ed organizzativa possedute».

9. Se solo la prestazione costituisce idoneo elemento di differenziazione del

regime normativo, appare oggettivamente censurabile ed illogica la distinzione

- contenuta nella delibera regionale gravata - tra l’utilizzo di apparecchiature

elettromedicali con parti applicate che possono comportare un «certo grado di

rischio» e quelle che, invece, comportano «un rischio» per la salute del paziente:

laddove solo le prime sarebbero consentite al fisioterapista, appunto per il

loro minor grado di rischio.
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9.1. Ed invero, come condivisibilmente dedotto dalla parte appellante,

ammesso che possa esistere una distinzione tra apparecchiature

elettromedicali a seconda del correlato rischio che ne deriva al paziente, la

delibera avrebbe quantomeno dovuto indicare le differenti tipologie di

apparecchiature e di metodiche di volta in volta consentite, così da permettere

all’utilizzatore di conoscere quelle alle quali egli, in base alla propria

professione, è abilitato.

9.2. Viceversa, lasciare all’interprete la distinzione tra tali apparecchiature e le

tecniche di impiego sulla base di un concetto del tutto vago di ‘rischio’

significa svuotare di contenuto le disposizioni, anche perché il necessario

controllo sulla loro corretta applicazione difetterebbe di criteri oggettivi ai

quali parametrare una verifica di ottemperanza.

9.3. Come già precisato, la documentazione scientifica versata in atti avvalora

la tesi secondo cui le terapie mediante attrezzature elettromedicali, siano esse

svolte dal fisioterapista o dal fisiatra, sono le medesime (laser, termoterapia,

correnti ed altro..) e comportano gli stessi ed identici rischi per il paziente.

9.4. Dunque, anche per tale ragione, l’asserita differenziazione dei rischi

connessi ad un uso differenziato della strumentazione da parte delle due

categorie professionali non appare dimostrata e motivata.

10. La persuasività delle censure mosse avverso la delibera impugnata non

viene meno facendo leva sul concetto di ‘autonomia professionale’ che

contraddistingue l’operato del fisioterapista.

10.1. Innanzitutto, l’entità di tale autonomia va precisata, nel duplice senso

che essa può esplicarsi solo nell’ambito del profilo e delle competenze

professionali proprie del fisioterapista e, comunque, in rapporto con le

diagnosi e prescrizioni di stretta competenza medica, cioè all’interno di una

preliminare individuazione del problema clinico e del tipo di risposta

riabilitativa necessaria, oltre che della verifica dei risultati.

10.2. Tali principi delimitativi sono desumibili dall’inciso «in riferimento alla

diagnosi ed alle prescrizioni del medico» contenuto nel D.M. 14 settembre 1994, n.
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741 (recante «Regolamento concernente l’individuazione della figura e del relativo profilo

professionale del fisioterapista») oltre che dal riferimento ai «profili professionali»

contenuto nell’art. 2 L. 251/2000 (relativa alla «Disciplina delle professioni

sanitarie, infermieristiche, tecniche, della riabilitazione, della prevenzione nonché della

professione ostetrica»).

10.3. Proprio facendo riferimento ai parametri normativi sopra richiamati,

questa stessa Sezione ha già ritenuto che:

(i) la normativa statale in materia riabilitativa attribuisce al medico un ruolo di

centralità e di responsabilità nel percorso terapeutico nell'area della

riabilitazione;

(ii) nel sistema sanitario vigente le funzioni del fisioterapista sono meramente

esecutive rispetto a quelle del medico fisiatra, al quale spetta la definizione del

programma riabilitativo del singolo paziente e la predisposizione dei singoli

atti terapeutici, di cui resta responsabile, anche se la loro esecuzione è frutto

del lavoro di un'equipe della quale fa parte anche il fisioterapista;

(iii) l'art. 1, comma 2, d.m. 14 settembre 1994, n. 741, va inteso nel senso di

consentire al fisioterapista di prestare la propria attività, prendendo a

riferimento le diagnosi e le prescrizioni del medico, sia autonomamente che in

équipe, ma solo in funzione esecutiva delle prescrizioni mediche;

(iv) non possono ritenersi lesive delle competenze professionali del

fisioterapista le delibere regionali che abbiano previsto che l'accesso alle

prestazioni riabilitative erogate dal S.s.n. avvenga sotto il controllo di un

medico fisiatra, non solo per il profilo della individuazione della terapia, ma

anche della sua esecuzione (Cons. Stato, sez. III, 12 febbraio 2015, n. 752).

10.4. Per quanto esposto, desumere da una generica postulazione di

autonomia professionale l’automatica abilitazione dei fisioterapisti all’utilizzo

di metodiche strumentali – senza adeguata motivazione - risulta

manifestamente illogico, se non previa definizione di un uso di tale

strumentazione rapportato agli interventi e alle competenze appropriate

all’ambito professionale proprio del fisioterapista.
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11. Nei limiti e nei termini innanzi precisati, il Collegio ritiene quindi fondati i

diversi profili di censura dedotti dalla parte appellante e sin qui esaminati, nei

quali confluisce anche l’ulteriore deduzione in ordine al mancato

coinvolgimento degli Ordini e delle Associazioni professionali specificamente

interessati dalle questioni in esame, secondo quanto imposto dagli artt. 8

quater del d.lgs. n. 502/1992 e s.m.i., e 6, comma 1°, della L.R. n. 10/2006.

Ed invero, tenuto conto della natura delle questioni di interesse, nell’ambito

dei soggetti meritevoli di essere coinvolti nel procedimento istruttorio

finalizzato a fornire dati di valutazione all'organo deliberante, andavano

incluse anche le rappresentanze dei medici fisiatri, le quali, al contrario, non

risultano essere state consultate.

12. Per quanto esposto e nei limiti sin qui precisati, l’appello risulta fondato e

va accolto.

12.1. Tuttavia, considerate le circostanze, si ritiene opportuno disporre con la

presente pronuncia unicamente effetti conformativi del successivo esercizio

della funzione pubblica, e non anche i consueti effetti ex tunc di annullamento,

demolitori degli effetti degli atti impugnati, né quelli ex nunc (per la possibilità

di escludere l’annullamento nel caso di fondatezza delle censure proposte

contro una norma regolamentare o un atto generale, cfr. Cons. Stato, sez. VI,

10 maggio 2011, n. 2755).

Infatti, la Sezione ritiene che non vada determinato un vuoto normativo

retroattivo, in grado di compromettere le attività espletate e i rapporti

negoziali e patrimoniali nel frattempo instaurati sulla base delle vigenti

disposizioni, essendo questa una conseguenza esorbitante la pretesa e

l’interesse azionati col ricorso di primo grado, volto alla definizione pro futuro

di un corretto assetto regolatorio delle condizioni di accesso alle professioni

sanitarie.

12.2.Si ritiene dunque necessario:

- disporre che la Regione Sardegna proceda alla approvazione di una delibera

sostitutiva – nelle parti sopra censurate (punti 4.1, 4.2 e 5 dell’allegato alla
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d.g.r. 13/17) – di quella qui impugnata, entro il termine di dieci mesi,

decorrente dalla notificazione o dalla comunicazione in via amministrativa

della presente sentenza, nel rispetto delle precedenti considerazioni;

- non statuire gli effetti di annullamento degli atti impugnati in primo grado e

disporre unicamente gli effetti conformativi delle statuizioni della presente

sentenza;

- disporre che i medesimi atti conservino i propri effetti sino a che la Regione

Sardegna li modifichi o li sostituisca;

- qualora il termine di dieci mesi decorra in assenza di determinazioni

regionali, nel caso di proposizione del giudizio di ottemperanza la Sezione

potrà valutare tutte le circostanze ed esercitare i poteri previsti dal Codice del

processo amministrativo, anche quelli riguardanti le misure dissuasorie della

eventuale inottemperanza;

- resta comunque inteso che, in attesa della rinnovata emanazione (con effetti

di per sé non retroattivi) della delibera sostitutiva, nel rispetto dei

procedimenti previsti dalle leggi, rimangono ferme tutte le previsioni

contenute nella delibera della giunta regionale n. 13/17 del 4 marzo 2008, così

come resta inteso che la presente sentenza non produce ulteriori

conseguenze, sulla legittimità e sulla efficacia di qualsiasi atto o

provvedimento che sia stato emesso in applicazione o a seguito della

medesima deliberazione.

13. Per le ragioni che precedono, l'appello in esame va accolto nei limiti sopra

precisati e con le conseguenze conformative sopra determinate.

14. La complessità delle questioni trattate giustifica la compensazione delle

spese di lite in entrambi i gradi di giudizio.

P.Q.M.

Il Consiglio di Stato in sede giurisdizionale (Sezione Terza), definitivamente

pronunciando sull'appello n. 10497 del 2010, come in epigrafe proposto, lo

accoglie e, per l’effetto, in riforma della sentenza appellata:

- accoglie il ricorso di primo grado, ai sensi e nei limiti di cui in motivazione;
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- mantiene fermi, come precisato in motivazione, tutti gli effetti dei

provvedimenti impugnati in primo grado e, in particolare, della delibera della

giunta regionale n. 13/17 del 4 marzo 2008, anche per la verifica della

legittimità e della efficacia degli atti conseguenti;

- dichiara il dovere della Regione Sardegna di procedere alla emanazione, con

effetti ex nunc, di una delibera sostitutiva - nei punti censurati nella presente

motivazione - di quella annullata, e di concludere il relativo procedimento

entro il termine di dieci mesi, decorrente dalla notificazione o dalla

comunicazione in via amministrativa della presente sentenza;

- compensa tra le parti le spese e gli onorari dei due gradi del giudizio.

Ordina che la presente sentenza sia eseguita dall'autorità amministrativa.

Così deciso in Roma, nella camera di consiglio del giorno 21 novembre 2017,

con l'intervento dei magistrati:

Luigi Maruotti, Presidente

Gabriele Carlotti, Consigliere

Giovanni Pescatore, Consigliere, Estensore

Solveig Cogliani, Consigliere

Antonella Manzione, Consigliere

 
 

L'ESTENSORE IL PRESIDENTE
Giovanni Pescatore Luigi Maruotti

 
 
 
 
 

IL SEGRETARIO
 
 



DECRETO DEL PRESIDENTE DEL CONSIGLIO DEI MINISTRI 12 gennaio 2017. 
Definizione e aggiornamento dei livelli essenziali di assistenza, di cui all’articolo 1, comma 7, del 
decreto legislativo 30 dicembre 1992, n. 502. 
 
Italian 
 
DECRETO DEL PRESIDENTE DEL CONSIGLIO DEI MINISTRI 12 gennaio 2017. 
Definizione e aggiornamento dei livelli essenziali di assistenza, di cui all’articolo 1, comma 7, del 
decreto legislativo 30 dicembre 1992, n. 502. 
 
Art. 44 point 2 
 
2. L’individuazione del setting appropriato di ricovero è conseguente alla valutazione del medico 
specialista in riabilitazione che predispone il progetto riabilitativo e definisce gli obiettivi, le 
modalità e i tempi di completamento del trattamento, attivando la presa in carico dei servizi 
territoriali domiciliari, residenziali e semiresidenziali per le esigenze riabilitative successive alla 
dimissione. 
 
English 
 
DECREE OF THE PRESIDENT OF THE COUNCIL OF MINISTERS January 12, 2017. 
Definition and updating of the essential levels of assistance, referred to in Article 1, paragraph 7, 
of the Legislative Decree of 30 December 1992, n. 502. 
 
Art. 44 point 2 
 
2. The identification of the appropriate setting of hospitalization is consequent to the evaluation 
of the medical doctor specialist in rehabilitation who prepares the rehabilitation project and 
defines the objectives, the procedures and the time for completing the treatment, activating the 
taking charge of the local, residential, residential services. and semi-residential ones for 
rehabilitation needs following discharge. 
 
Portuguese 
 
DECRETO DO PRESIDENTE DO CONSELHO DE MINISTROS 
12 de janeiro de 2017. 
Definição e actualização dos níveis essenciais de assistência, referidos no n.º 7 do artigo 1.º do 
Decreto Legislativo de 30 de Dezembro de 1992, n. 502. 
 
Art. 44 point 2 
 
2. A identificação da configuração apropriada de hospitalização é conseqüente à avaliação do 
especialista em reabilitação que prepara o projeto de reabilitação e define os objetivos, os 
procedimentos e o tempo para completar o tratamento, ativando a tomada a cargo dos serviços 
locais, residenciais e residenciais. e semi-residenciais para necessidades de reabilitação após a 
alta. 
 

























































































 

 

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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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 

Anno: 2011
Mese: December
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No: 4
Rivista: EUROPEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE
Cod Rivista: EUR J  PHYS REHABIL MED

Lavoro: 
titolo breve: Rehabilitation orientation national plan
primo autore: S.I.M.F.E.R.
pagine: 621-38

 

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, 
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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
eg
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21

Spinal unit

UGC

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 

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.



S.I.M.F.E.R. REHABILITATION ORIENTATION NATIONAL PLAN

634 EUROPEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE December 2011

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;
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a b s t r a c t
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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EuropEaN physical aNd rEhabilitatioN MEdiciNE bodiEs alliaNcE WhitE booK oN prM iN EuropE

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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WhitE booK oN prM iN EuropE EuropEaN physical aNd rEhabilitatioN MEdiciNE bodiEs alliaNcE

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 
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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)
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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)

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 141

WhitE booK oN prM iN EuropE EuropEaN physical aNd rEhabilitatioN MEdiciNE bodiEs alliaNcE

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

a b s t r a c t
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. 

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 159

dEfinitions and concEpts of prM EuropEan physical and rEhabilitation MEdicinE bodiEs alliancE

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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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
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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

a b s t r a c t
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 
doi: 10.23736/s1973-9087.18.05145-6online version at http://www.minervamedica.it
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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.

References

1. beyer h, beyer l, Ewert th, Gadomski M, Gutenbrunner chr, 
Kröling p, et al. Weißbuch physikalische Medizin und rehabilitation. 
physikalische Medizin: rehabilitationsmedizin Kurortmedizin. 2002 
M 1-M 30; 

2. deutscher bundestag. unterrichtung durch die bundesregierung: 
bericht der bundesregierung über die lage behinderter Menschen 
und die Entwicklung ihrer teilhabe. 4575 drucksache / : bundes-
druckerei, berlin; 2005;146. 

3. Ward ab, chamberlain Ma. disabled young adults. in rehabilita-
tion of the physically disabled adult. 2nd Ed. Evans cd, Goodwill J, 
chamberlain Ma, Eds. london: chapman & hall; 1996. 

4. dennis M, langhorne p. so stroke units save lives: where do we go 
from here? bMJ. 1994;1273-1277. 

5. brooks Jc, shavelle rM, strauss dJ, hammond fM, harrison-felix 
cl. long-term survival after traumatic brain injury part ii: life 
Expectancy. arch phys Med rehabil. 2015 Jun;96(6):1000-5. 

6. shavelle rM, strauss dJ, day sM, ojdana Ka. life expectancy: in: 
brain injury Medicine: principles and practice. Zasler nd, Katz di 
& Zafonte rd. demos, new york; 2007. 247-261 p. 

7. rice-oxley M, turner-stokes l. Effectiveness of brain injury reha-
bilitation. clin rehabil. 1999;13 suppl 1:7-24. 

8. redmond ad, Johnstone s, Maryosh J, templeton J. a trauma centre 
in the uK. ann r coll surg Engl. 1993 sep;75(5):317-20. 

9. templeton J. organising the management of life-threatening injuries. 
J bone Joint surg br. 1994 Jan;76(1):3-5. 

10. Kaste M, skyhoj olsen t, orgogozo J, bogousslavsky J, hacke W. 
organization of stroke care: education, stroke units and rehabilita-
tion. European stroke initiative (Eusi). cerebrovasc dis. 2000;1-11. 

11. anonymous. organised inpatient (stroke unit) care for stroke. stroke 
unit trialists‘ collaboration. cochrane database of systematic re-
views. 2002; 

12. national clinical Guidelines for stroke. clinical Effectiveness and 
Evaluation unit. 2nd Edition. royal college of physicians of lon-
don; 2004. 

13. turner-stokes l, nyein K, halliwell d. the northwick park care 
needs assessment (npcna): a directly costable outcome measure in 
rehabilitation. clin rehabil. 1999 Jun;13(3):253-67. 

14. livingston MG, brooks dn, bond Mr. patient outcome in the year 
following severe head injury and relatives’ psychiatric and social 
functioning. J neurol neurosurg psychiatry. 1985 sep;48(9):876-81. 

15. british society of rehabilitation Medicine. Working party report on 
traumatic brain injury. 1998 london; 

16. Mclellan dl. rehabilitation. british Medical Journal. 1991;355-357. 
17. bent n, tennant a, swift t, posnett J, scuffham p, chamberlain Ma. 

team approach versus ad hoc health services for young people with 
physical disabilities: a retrospective cohort study. lancet lond Engl. 
2002 oct 26;360(9342):1280-6. 

18. Martin J, Meltzer h, Eliot d. report 1 the prevalence of disability 
among Adults. Office of Population, Census and Surveys, Social Sur-
vey division. london: opcs surveys of disability in Great britain; 
1988. 

19. Who, World bank. World report on disability. 2011. 
20. united nations. standard rules to provide persons with disability full 

participation and equality. New York; 1994. 
21. united nations. convention on the rights of persons with disabili-

ties (crpd). new york; 2006. 
22. Gutenbrunner c, Ward a, chamberlain M. the White book on physi-

cal and rehabilitation Medicine in Europe. J rehabil Med. 2007 
Jan;(45 suppl). 

23. Gutenbrunner c, Ward ab, chamberlain Ma. the White book on 
physical & rehabilitation Medicine in Europe. Journal of rehabilita-
tion Medicine. 2006;287-333. 

24. report of the council of Europe. recommendation r (92) a coherent 
policy for people with disabilities. council of Europe. strasbourg; 
1992. 

25. skempes d, stucki G, bickenbach J. health-related rehabilitation 
and human rights: analyzing states’ obligations under the united na-
tions convention on the rights of persons with disabilities. arch 
phys Med rehabil. 2015 Jan;96(1):163-73. 

26. united nations. convention on human rights. united nations, new 
york; 2005. 

27. united nations. convention on the rights of persons with disabilities 
2005 & 2009. united nations, new york. 

28. belgian Eu presidency. report of the belgian Eu presidency, ad-
opted by the Eu council of Ministers of health. 2010. 

29. World health assembly resolution. innovative care for chronic con-
ditions: building blocks for action: global report. Who 2002. 2002. 

30. Global disability action plan 2014-2021: better health for all people 
with disabilities. 

31. Gutenbrunner c, negrini s, Kiekens c, Zampolini M, nugraha b. 
the Global disability action plan 2014-2021 of the World health or-
ganisation (Who): a major step towards better health for all people 
with disabilities. chance and challenge for physical and rehabilita-
tion Medicine (prM). Eur J phys rehabil Med. 2015 feb;51(1):1-4. 

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. turner-stokes l, Mccrone p, Jackson dM, siegert rJ. the needs 
and provision complexity scale: a multicentre prospective cohort 
analysis of met and unmet needs and their cost implications for pa-
tients with complex neurological disability. bMJ open. 2013;3(2). 

34. siegert rJ, Jackson dM, playford Ed, fleminger s, turner-stokes l. 
a longitudinal, multicentre, cohort study of community rehabilitation 
service delivery in long-term neurological conditions. bMJ open. 
2014 feb 28;4(2):e004231. 

35. Ward AB, Gutenbrunner C, Damjan H, Giustini A, Delarque A. Euro-
pean union of Medical specialists (uEMs) section of physical & re-
habilitation Medicine: a position paper on physical and rehabilitation 
medicine in acute settings. J rehabil Med. 2010 May;42(5):417-24. 

36. Ward AB, Gutenbrunner C, Giustini A, Delarque A, Fialka-Moser 
V, Kiekens c, et al. a position paper on physical & rehabilitation 
Medicine programmes in post-acute settings. union of European 
Medical specialists section of physical & rehabilitation Medicine 
(in conjunction with the European society of physical & rehabilita-
tion Medicine). J rehabil Med. 2012 apr;44(4):289-98. 

37. WHO. International Classification of Functioning, Disability and 
health Who Geneva 2001. 2001. 

38. Zaidi A, Burchardt T. Comparing incomes when needs differ: equiv-
alization for the extra costs of disability in the uK. review of income 
and Wealth; 2015. 

39. cullinan J, Gannon b, lyons s. Estimating the extra cost of living for 
people with disabilities. health Econ. 2011 May;20(5):582-99. 

40. braithwaite J, Mont d. disability and poverty: a survey of World 
bank poverty assessments and implications. European Journal of 
disability research. 2009;219-232. 

41. antón Ja, braña fJ, Muñoz de bustillo r. an analysis of the cost 
of disability across Europe using the standard of living approach. 
2016;281-306. 

42. European disability strategy 2010-2020, a renewed commitment to 
a barrier-free Europe, (2010). 

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

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



176 EuropEan Journal of physical and rEhabilitation MEdicinE april 2018

EuropEan physical and rEhabilitation MEdicinE bodiEs alliancE Why rEhabilitation is nEEdEd by indiVidual and sociEty

43. turner-stokes l, Williams h, bill a, bassett p, sephton K. cost-ef-
ficiency of specialist inpatient rehabilitation for working-aged adults 
with complex neurological disabilities: a multicentre cohort analysis 
of a national clinical data set. bMJ open. 2016 feb 24;6(2):e010238. 

44. cooney Mt, carroll Á. cost effectiveness of inpatient reha-
bilitation in patients with brain injury. clin Med lond Engl. 2016 
apr;16(2):109-13. 

45. Oddy M, da Silva Ramos S. The clinical and cost-benefits of invest-
ing in neurobehavioural rehabilitation: a multi-centre study. brain inj. 
2013;27(13-14):1500-7. 

46. busch h, bodin l, bergström G, Jensen ib. patterns of sickness 
absence a decade after pain-related multidisciplinary rehabilitation. 
pain. 2011 aug;152(8):1727-33. 

47. Evans Jr, benore E, banez Ga. the cost-Effectiveness of intensive 
interdisciplinary pediatric chronic pain rehabilitation. J pediatr psy-
chol. 2016 sep;41(8):849-56. 

48. Dendale P, Hansen D, Berger J, Lamotte M. Long-term cost-benefit 
ratio of cardiac rehabilitation after percutaneous coronary interven-
tion. acta cardiol. 2008 aug;63(4):451-6. 

49. Ehlken n, Verduyn c, tiede h, staehler G, Karger G, nechwatal r, 
et al. Economic evaluation of exercise training in patients with pul-
monary hypertension. lung. 2014 Jun;192(3):359-66. 

50. bültmann u, sherson d, olsen J, hansen cl, lund t, Kilsgaard 
J. coordinated and tailored work rehabilitation: a randomized con-
trolled trial with economic evaluation undertaken with workers on 
sick leave due to musculoskeletal disorders. J occup rehabil. 2009 
Mar;19(1):81-93. 

51. sahota o, pulikottil-Jacob r, Marshall f, Montgomery a, tan W, 
sach t. comparing the cost-effectiveness and clinical effectiveness 
of a new community in-reach rehabilitation service with the cost-ef-
fectiveness and clinical effectiveness of an established hospital-based 
rehabilitation service for older people: a pragmatic randomised con-
trolled trial with microcost and qualitative analysis - the Community 
in-reach rehabilitation and care transition (ciract) study. health 
services and delivery research; 2016. 

52. theodore br, Mayer tG, Gatchel rJ. cost-effectiveness of early ver-
sus delayed functional restoration for chronic disabling occupational 
musculoskeletal disorders. J occup rehabil. 2015 Jun;25(2):303-15. 

53. lord rK, Mayhew cr, Korupolu r, Mantheiy Ec, friedman Ma, 
palmer Jb, et al. ICU early physical rehabilitation programs: financial 
modeling of cost savings. crit care Med. 2013 Mar;41(3):717-24. 

54. Jones E, pike J, Marshall t, ye X. Quantifying the relationship be-
tween increased disability and health care resource utilization, quality 
of life, work productivity, health care costs in patients with multiple 
sclerosis in the us. bMc health serv res; 2016. 

55. laires pa, Gouveia M, canhão h, branco Jc. the economic impact 
of early retirement attributed to rheumatic diseases: results from a na-

tionwide population-based epidemiologic study. public health. 2016 
nov;140:151-62. 

56. lundström E, smits a, borg J, terént a. four-fold increase in direct 
costs of stroke survivors with spasticity compared with stroke sur-
vivors without spasticity: the first year after the event. Stroke. 2010 
feb;41(2):319-24. 

57. Verplancke d, snape s, salisbury cf, Jones pW, Ward ab. a ran-
domized controlled trial of botulinum toxin on lower limb spastic-
ity following acute acquired severe brain injury. Clin Rehabil. 2005 
Mar;19(2):117-25. 

58. fjaertoft h, indredavik b, Magnussen J, Johnsen r. Early support-
ed discharge for stroke patients improves clinical outcome. does 
it also reduce use of health services and costs? one-year follow-
up of a randomized controlled trial. cerebrovasc dis basel switz. 
2005;19(6):376-83. 

59. fadyl JK, Mcpherson KM, schlüter pJ, turner-stokes l. factors 
contributing to work-ability for injured workers: literature review 
and comparison with available measures. disability & rehabilita-
tion. 2010; 

60. Warner R. Stroke rehabilitation: benefits of educational initiatives. Br 
J nurs Mark allen publ. 2000 nov 9;9(20):2155-62. 

61. Grahn BEM, Borgquist LA, Ekdahl CS. Rehabilitation benefits high-
ly motivated patients: a six-year prospective cost-effectiveness study. 
int J technol assess health care. 2004;20(2):214-21. 

62. Wade d. investigating the effectiveness of rehabilitation professions-
-a misguided enterprise? clin rehabil. 2005 Jan;19(1):1-3. 

63. Quintard b, croze p, Mazaux JM, rouxel l, Joseph pa, richer E, 
et al. life satisfaction and psychosocial outcome in severe trau-
matic brain injuries in Aquitaine. Ann Readaptation Med Phys Rev 
sci soc francaise reeducation fonct readaptation Med phys. 2002 
nov;45(8):456-65. 

64. Mclellan dl. targets for rehabiliation. british Medical Journal. 
1985;1514. 

65. nybo t, sainio M, Muller K. stability of vocational outcome in adult-
hood after moderate to severe pre-school brain injury. Journal of in-
ternational psychological society. 2004;719-23. 

66. association of british neurologists, neuroconcern Group of Medi-
cal charities, british society of rehabilitation Medicine. neurologi-
cal rehabilitation in the united Kingdom. 1992. 

67. philp i, brainin M, Walker Mf, Ward ab, Gillard p, shields al, et 
al. development of a post-stroke checklist to standardize follow-up 
care for stroke survivors. Journal of stroke & cardiovascular dis-
eases. 2013;e173-80. 

68. Ward ab, chen c, norrving b, Gillard p, Walker Mf, blackburn s, et 
al. Evaluation of the post stroke checklist: a pilot study in the united 
Kingdom and singapore. int J stroke off J int stroke soc. 2014 oct;9 
suppl a100:76-84. 

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: anthony b. Ward, pedro cantista, 
Maria Gabriella Ceravolo, Nicolas Christodoulou, Alain Delarque, Christoph Gutenbrunner, Carlotte Kiekens, Saša Moslavac, Enrique 
Varela-donoso, Mauro Zampolini, stefano negrini

• the contributors: Pedro Cantista, Carlotte Kiekens, Anthony B. Ward, Mauro Zampolini Karol Hornáček, Aydan Oral, Lloyd Bradley, 
Rory O’Connor, Christoph Gutenbrunner, Andrew J. Haig, Géraldine Jacquemin, Vera Neumann, Peter Takáč

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 177

anno: 2018
Mese: april
Volume: 54
No: 2
rivista: European Journal of physical and rehabilitation Medicine
cod rivista: Eur J  phys rehabil Med

lavoro: 5146-Wb-EJprM
titolo breve: a primary medical specialty: the fundamentals of prM
primo autore: European physical and rehabilitation Medicine bodies alliance
pagine: 177-85
citazione: Eur J  phys rehabil Med 2018;54:177-85

White book on physical and rehabilitation Medicine (prM)  
in Europe. chapter 3. a primary medical 

specialty: the fundamentals of prM
European physical and rehabilitation Medicine bodies alliance

a b s t r a c t
in the context of the White book of physical and rehabilitation Medicine (prM) in Europe, this paper deals with the core concepts at the base 
of the prM specialty. these are the essential constituents that make prM a primary medical specialty, different from all the other medical spe-
cialties, and prM physician the primary medical specialist among the rehabilitation professionals. the core concepts that will be discussed in 
this section include:
– PRM is a person/functioning oriented specialty, and this makes the specialty different from the organ/disease oriented, or treatment/age specific 
medical specialties
– PRM physicians have medical responsibilities, like all the other medical specialists, but with an additional specificity of making a functional 
assessment
– like the other specialists, prM physicians provide 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 treatment tools (frequently provided by 
other rehabilitation professionals) and manages all persons’ morbidities (health conditions), since it focuses on decreasing impairments and 
activity limitations to allow the best possible 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 knowl-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 knowl-
edge, but it is also totally independent from all of them, since it is based on a different and transversal body of knowledge
– 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 realities: 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 
appropriate rehabilitation process.
(Cite this article as: European physical and rehabilitation Medicine bodies alliance. White book on physical and rehabilitation Medicine (prM) 
in Europe. chapter 3. a primary medical specialty: the fundamentals of prM. Eur J phys rehabil Med 2018;54:177-85. doi: 10.23736/s1973-
9087.18.05146-8)
Key words: physical and rehabilitation Medicine - Europe - diagnosis - person - patient care team.

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-

European Journal of physical and rehabilitation Medicine 2018 april;54(2):177-85 
doi: 10.23736/s1973-9087.18.05146-8online version at http://www.minervamedica.it
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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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where prM comes from
European physical and rehabilitation Medicine bodies alliance

a b s t r a c t
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.
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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

a b s t r a c t
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:

European Journal of physical and rehabilitation Medicine 2018 april;54(2):198-213 
doi: 10.23736/s1973-9087.18.05149-3
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 — 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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a b s t r a c t
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-
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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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ment of motor function after a musculo-skeletal and/
or nervous system damage. longitudinal studies about 
natural motor recovery after stroke showed that recov-
ery curves do not follow a linear process, but mainly 
proceed through a first phase (within 3 months) with 
fast recovery and a second phase with slower improve-
ment of motor function 19 or more rarely by steps and 
plateaus.20 

Motor recovery includes two components: the true 
recovery ‘per se’ and the compensation. in the mus-
culo-skeletal system recovery can imply a “restitutio 
ad integrum”, sometimes even anatomical, normally 
mostly functional (with some residual scars requiring 
prevention of future impairments). neurologically, the 
true motor recovery refers to the vicariant capacity of 
the human motor system to restore totally or partially 
motor function after lesion. it results from brain plas-
ticity mechanisms as regression of a diaschisis,21 reor-
ganization of the contralateral sensorimotor cortex and 
involvement of undamaged hemisphere,22 restoration of 
conduction in the corticospinal tract or in alternate mo-
tor fibres,23 recruitment of pre-existing parieto-frontal 
connections 24 and modifications of the inter-hemispher-
ic connectivity.25 

compensatory mechanisms are adopted to achieve 
the best possible functioning (activity and participation) 
when a complete anatomical recovery is not possible. 
the compensation can rely on the involvement of al-
ternative muscles to perform the movement (e.g. the 
shoulder and elbow muscles for grasp after stroke 26 or 
wrist muscles extensors for tenodesis grasp in c6 tet-
raplegia,27 the use of the contralateral unimpaired upper 
limb or the environmental changes. another possible 
compensation is the use of another body structure/func-
tion to compensate for the damaged one (e.g. proprio-
ception and vision for a damage of the internal ear in 
equilibrium and balance disorders). prosthesis and or-
thosis are compensatory devices widely used in prM, 
even if they require adequate training and the activation 
of compensatory and/or new motor functions to be ef-
fective.

Motor learning refers to the capability of the human 
motor system to learn through practice and experience. 
Motor learning includes motor adaptation, skill acquisi-
tion and decision-making.28 these capabilities may be 
mobilized in normal subject for acquiring new motor 
abilities and in patients for improving motor recovery. 

Motor adaptation

for a prM physician, motor adaptation must be un-
derstood in a broad sense. in biological terms, adapta-
tion is the process of change by which an organism or 
species becomes better suited to its environment. Mo-
tor adaptation appears as the process able to produce 
the better plan to minimize the energetic cost and op-
timize the efficiency of the movement, whatever is the 
environment and the state of the effector. a lot of en-
vironmental perturbations or biological changes, such 
as growth or ageing, needs such adaptation. Moreover, 
in prM practice, motor adaptation is needed because 
pathological process is responsible for skeletal, neuro-
logical, muscular lesions or bioenergetics impairment. 
in that view, motor adaptation is not only a form of 
motor learning in which the nervous system learns to 
predict and cancel effects of a novel environment, but 
rather a process developed to maximize performance in 
that environment.29 this view is in accordance with the 
icf considering all the contextual factors, associating 
environmental and personal factors in the limitation of 
the patients functioning. bearing that in mind, it would 
be useful to widen the sense of the term “motor adap-
tation,” which must involve both nervous system and 
musculoskeletal system strongly linked by cooperative 
interaction.30

the mechanisms involved are complex, eliciting a lot 
of behavioral or computational models of motor con-
trol and motor adaptation.31 these models implicate a 
wide range of disciplines notably neurosciences, psy-
chology, robotics, mathematics, or computer sciences. 
such models are useful for understanding motor behav-
ior in computational terms, but they are less successful 
when the link between computational and neurobiologi-
cal models is considered, or when they are applied to 
functional and pathological issues.32 however, we can 
emphasize the role of the plasticity of the motor func-
tion. if neuroplasticity is involved, notably in the synap-
tic function,33 we must remember that the plasticity is a 
general biological property concerning also the effector, 
with its different constitutive tissues, bones, joints, and 
skeletal muscles. 

the skeletal muscle plasticity is well understood, it 
is responsible for the conditioning resulting from physi-
cal training and for deconditioning appearing during 
chronic immobility or starvation. these conditions are 
frequent in patients with neurological, cardiovascular, 
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respiratory, or renal diseases. sometimes their indepen-
dence is severely compromised. however, using some 
endurance activity programs, it is possible to “maxi-
mize” their motor performances, avoiding a severe de-
pendency.34 

Motor strategies 

to achieve a particular goal, we can use more than 
one motor plan. theoretically there is an abundance of 
solutions more or less energetically economic and me-
chanically efficient, but among all these motor strategies 
practically we choose the best one. such skill depends 
from motor development and from motor learning, lead-
ing progressively to the construction of internal models 
that predict sensory consequences of motor commands. 
because of individual morphological and biological dif-
ferent characteristics, these models are specific for one 
person and sometimes they can be very unusual. tay-
lor based a review upon the role of strategies in motor 
learning on the fosbury flop, which led to an innovative 
paradigm shift in high jump.35 this example emphasizes 
the relativity of the concept of “normality”. Moreover, 
in PRM field the patients develop a learning character-
ized by a re-optimization process considering the new 
conditions imposed by their impairments. at that point 
it is necessary to put forward the idea that rehabilita-
tion has not to be “a particular ideal of health or perfor-
mance, determined externally” by the medical team.36

the main processes leading to neural functional rep-
resentations, so called internal models, have supported 
a new approach in rehabilitation of hemiplegic patients: 
the bilateral transfer.37 in patients with subacute stroke, 
a functional improvement in the affected hand by means 
of a training performed with the unaffected hand can 
be observed. the processes involved in this sensorimo-
tor learning are not definitively known, but it allows for 
important prospects for the prM specialty. 

Sensorimotor adaptation 

Motor adaptation may be induced in response to an 
external perturbation as a sensory conflict induced by 
prismatic lenses creating a shift of visual environment 
(figure 1a). this sensorimotor adaptation is produced 
after repeated rapid pointing movements in the direction 
of visual targets. their initial shift to the side of the opti-

cal deviation and towards the virtual target progressively 
decreased, reflecting the capability of the motor system 
to consider the spatial error consecutive to prism devia-
tion. the proprioceptive realignment corresponds to the 
displacement of the perceived position of the arm in the 
direction of the optical deviation. it is responsible for pro-
prioceptive straight-ahead estimation (i.e. pointing in the 
sagittal axis) in the direction opposite to the optical de-
viation after prism removal. the visual realignment cor-
responding to the displacement of the perceived direction 
of the gaze in the direction opposite to the optical devia-
tion. it is responsible for visual straight-ahead estimation 
in the direction of the optical deviation after prism re-
moval.38 the algebraic sum of proprioceptive and visual 
realignment was equal to the total realignment in the eye-
hand coordination, as measured by pointing to a visual 
target without visual feedback or knowledge of results.39 

the awareness of error pointing detection/correction 
during prism exposure is not necessary for sensorimo-
tor realignment. Experimental procedures, using grow-
ing optical displacements, allow significant realignment 
free of contamination by deliberate correction.40, 41 
likewise, neglect patients do not detect the visual dis-
turbance during prism exposure show substantial and 
long-lasting after-effects.38, 42 adaptation can even de-
velop during imagined visuo-manual pointing move-
ments (without any overt execution) during prism expo-
sure. therefore, when intersensory spatial discrepancy 
of the hand location (visual shifted location vs proprio-
ceptive non-shifted location) is available, motor prepa-
ration is sufficient to drive realignment.43

Sensorimotor adaptation and cognitive expansion

interestingly this visomotor adaptation induced by 
prismatic exposure can interact with higher brain func-
tions related to multisensory integration, as proved by 
surprising effects reported on left unilateral neglect af-
ter a rightward optical deviation of the visual field in 
right brain damaged patients (figure 1b).44 this im-
provement affects some symptoms, which are free from 
manual responses (auditory neglect, representational 
neglect) and others no neglect deficits such as construc-
tional deficits, navigation, and even reduction of com-
plex regional pain syndrome suggesting thus an expan-
sion of sensorimotor after-effects to spatial cognition 
through a bottom-up track.38, 45
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esting when considering that they cannot be explained in 
terms of sensorimotor after-effects but that they strictly 
depend on spatial realignment. furthermore, spatial re-
alignment must be strong enough (by using at least 10° 
optical deviation in both neglect patients and healthy in-
dividuals) to produce cognitive after-effects.45, 46

Other mechanisms of adaptation

apart from the direct neurophysiological adapta-
tions considered till now, there are adaptations that can 
be considered “external” to the anatomical site of the 
original lesion, and/or even external to the considered 

Mirror effects, i.e. simulation of neglect was also ob-
served in numerous cognitive functions in healthy indi-
viduals following prism adaptation. neglect simulation 
was not only described in peripersonal, extrapersonal and 
bodily space representation but also in the mental num-
bers and letters scales. The influence of prism adaptation 
extends also to spatial attention, hierarchical processing 
and spatial remapping.46 the term “cognitive” used to de-
pict after-effects, refers to the fact that effects take place 
beyond the usual framework of compensatory sensorim-
otor after-effects and involves mental abilities as judge-
ment, comparison or mental representation of space. the 
occurrence of cognitive after-effects is even more inter-

Figure 1.—Prism adaptation. Prism adaptation phases (A): The subject wears a pair of goggles fitted with prismatic lenses creating a rightward 
optical shift of 10° (pre-test). a shelf was placed under the patient’s chin to prevent viewing of the hand at its starting position, but allowing an 
unobstructed view of the targets and terminal pointing errors (suppression of visual feedforward of the movement). at the start of the process, the 
subject is asked to made rapid pointing movements (suppression of visual feedback of the movement) in the direction of a visual target (Exposure). 
pointings movements are shifted to the side of the optical deviation (black arrow) and towards the virtual target (initial errors). the motor system 
can then take into account the spatial error consecutive to prism deviation (adaptation), regardless of whether the subject shows phenomenologi-
cal awareness of the error, and finally compensate for the optical deviation (Compensation). Following removal of the prismatic glasses, when the 
subject is asked to once again rapidly point towards a target, the movement is shifted in the direction opposed to the optical deviation (leftward: red 
arrow) (After-effects). The relevant point for neglect rehabilitation is that after a rightward optical deviation of the visual field, subjects thus show a 
systematic leftward deviation of visuo-motor responses with the adapted limb without implication of voluntary attention of the patient i.e. according 
to a bottom-up track.
Improvement of spatial cognition deficits after prismatic adaptation in right-brain-damaged patients (B): visual neglect in drawing tasks from 
memory of daisy (1) and by copy (2); representational neglect assessed by mental evocation of map of france (3); auditory neglect assessed by a 
listening task (4); wheelchair navigation (5) and spatial dysgraphia (6).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 221

KnoWlEdgE and sKills of prM physicians EuropEan physical and rEhabilitation MEdicinE bodiEs alliancE

and the search of a rehabilitation treatment is the mean 
to gain back the best possible functioning. a prM physi-
cian is trained to see the patient not as a group of organs 
and systems with a certain preserved function or struc-
ture but as a whole with a certain level of functioning. 

the rehabilitation plan needs to start determining the 
premorbid functioning level but also needs to start with 
the image in mind of the final functioning. Longitudinal 
studies about natural history of diseases showed that re-
covery curves do not follow a linear process, but mainly 
proceed through a first phase with fast recovery and a 
second phase with slower improvement of motor func-
tion or more rarely by steps and plateaus. the length 
of the first phase is different in the various pathologies, 
and it is considered the most important for rehabilita-
tion: most of prM efforts should focus on this phase 
(post-acute rehabilitation), so to increase the quality and 
quantity of recovery.

in a prM perspective focused on the person beyond 
the disease, though, the prognosis is only partly based 
on this natural history of the original disease. on one 
side comorbidities must also be considered, and on the 
other the personal and environmental factor as barriers 
and/or facilitators of recovery. Moreover, the individual 
participation aims required high attention and contrib-
ute to determine the final prognosis and the entire reha-
bilitation treatment project.

nevertheless, in times of shrinking resources, it is 
mandatory to set appropriate goals for each patient ac-
cording to the disease related prognosis, and to the other 
concept of “rehabilitation potential”: will the patient 
be able to improve his condition to a better functional 
state? Will the rehabilitation intervention be able to re-
ally change the participation of the patient? in a purely 
“compassionate” model, rehabilitation is not denied to 
anybody; in an exclusively “disease-centered” model, 
rehabilitation is not given, since the patient is believed 
able to recover spontaneously without any intervention 
as soon as the disease has been treated. in a modern 
approach, though, rehabilitation should be given to pa-
tients really able to improve, in a specific period of time 
of the health condition, with a start and an end of treat-
ment (to be followed by maintenance, also called post-
rehabilitation).

Highly specific to PRM is the problem of commu-
nicating to patients the expectations (prognosis) due to 
medical factors, which is not done in many disabling 

person. the former includes the use of other body struc-
tures and functions to vicariate the damaged one; the 
latter, the use of prosthesis/orthosis to compensate the 
loss of function. in both cases a good prM approach 
and teaching process, including information, education 
and exercises, is necessary to optimize the adaptation 
and achieve the best possible functional results.

Adaptation, habilitation and rehabilitation

Adaptation processes, and firstly motor adaptation 
are important in prM. Motor adaptation involves sen-
sorimotor interactions solicited in response to an exter-
nal perturbation or changes in the body, and relied on 
practice of repeated exercises during a short duration. 
adaptation is learned implicitly without subject aware-
ness, making it an easy applicable method in patients 
with brain damage and attentional deficits. It involves 
long-lasting sensorimotor after-effects, but also cog-
nitive after-effects, showing thus that sensorimotor 
interactions may influence cognitive processes via a 
bottom-up track. the characteristics of adaptation and 
its beneficial effects should lead to promote more reha-
bilitation methods based on adaptation in prM. 

Even if they are used in the same way, these neuro-
physiological processes play a different role in rehabili-
tation (mainly related to the adults) and in habilitation 
(during growth). In the first the aim is to recover the 
best possible participation in front of what has been par-
tially or totally lost, in the latter the aim is to avoid a 
negative impact on the development of the intact body 
structures/functions due to the originally damaged ones, 
so avoiding secondary impairments, preserving the best 
possible activity achievements, and finally participa-
tion. during habilitation, growth can be considered a 
driving force leading to “natural” sometimes ineffective 
or even damaging compensations; but growth can also 
be a strong force that, if well guided through correct 
adaptation processes, can lead in time to good compen-
sations producing better functioning then what expected 
according to the natural history of the original disease.

Potential of recovery evaluation 
and prognosis in PRM

functional recovery is the aim of a person after facing 
a disease, an injury or other health condition (e.g. aging) 
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patients and improved productivity, but also increase 
satisfaction among patients and staff.51

traditionally, as many sociological studies show, 
physicians hold a negative attitude towards managerial 
practices, which probably is the result of a traditional 
paternalistic approach of practicing medicine. the em-
phasis on medical education has focused on increasing 
knowledge and apprenticeship instead of prioritizing ef-
ficiency and quality. Over many years in the history of 
practicing medicine, physicians were used to working 
in small individualized consults or centers, were used to 
leading an unquestioning team and practicing without 
regard for costs and other economic factors. 

this has now changed in the 21st century, where med-
icine faces several challenges such as:

 — the shift from the paternalistic approach of medi-
cine to a patient-centered approach, in which the pro-
fessional’s role becomes a provider of solutions for the 
patient’s problem and should be adapted according to 
the patient’s moral decisions and expectations.

 — the rise of new tests, new treatments, new drugs 
and, of course, the increase of longevity and the greater 
impact of several long-term conditions of certain dis-
eases are the responsible for the enormous cost of health 
services.

 — The financial threats to the survival of many health 
care systems is the result of the situation mentioned 
above and there is a trend to focus towards improving 
health care not only in medical results but in measuring 
quality of care, transparency, and efficiency.52

In the field of rehabilitation, the same pattern can 
be observed with even some paradigmatic consider-
ations. prM physicians treat patients who often have 
complicated conditions such as polytrauma, spinal 
cord injury, traumatic brain injury or chronic pain. 
they work leading multi-professional teams working 
in a collaborative way, in which good communication 
and coordination is essential for success. they also 
deal with the higher expectations of recovery by pa-
tients and their families. With internet access and the 
ease, with which patients can find information on their 
condition, it is now quite common for patients to seek 
multiple opinions on services within the same or dif-
ferent hospitals increasing also the cost of care. but 
also, many of the above-mentioned diseases with the 
scientific and technological advances become chron-
ic conditions which increase the demand of constant 

diseases by the medical specialist treating in the acute 
phase. this is itself one of the highest challenges in 
rehabilitation, especially nowadays, when medical 
and scientific developments have impact on a society, 
which believes that “anything is possible:” thus, reach-
ing a consensus of the aims of rehabilitation agreed by 
patient/ proxy and medical team can be stressing.47 the 
prM physician must be informed about the diseases 
that cause disability in order to have more information 
regarding the prognosis, but despite all the available 
medical information there are still some conditions (for 
example minimally conscious patients after tbi) whose 
prognosis is uncertain and proxies and patients will nor-
mally have an optimistic bias 48 towards their progno-
sis which means that they will demand for unrealistic 
objectives and treatments. in this sense the training in 
communicating skills of the prM physician as well as 
leadership skills will help in pursuing a better under-
standing of the rehabilitation planning.49 

prM physicians play an important role in the reha-
bilitation process, since they have been trained into the 
development of skills to lead multi-professional teams, 
closely collaborating with other disciplines and have 
the capacity to give a throughout assessment of the 
complex functional status of the patient and the possi-
bilities of acquiring a certain outcome in the future.50 it 
also faces with the responsibility of providing an image 
of the potential value of functional status to plan needs 
for the future, determine provision of services and allo-
cation of resources of treatment. in the current times in 
which health resources are limited, it is very important 
to give the accurate scientific evidence of the rehabilita-
tion methods and its impact in the patient, their families, 
and the society.

Management skills

prM physicians are responsible for facilitating the 
patients’ efforts to achieve as optimal as possible a life 
after illness or injury or in the development of someone 
with a health condition. being good prM physicians, 
requires excellent technical, scientific but also manage-
ment skills.

developing management skills has been a part of 
medical training over the last two decades and sever-
al studies have pointed out that those better managed 
health systems produce not only higher quality care of 
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or promote a team building session for conflict resolu-
tion.55

at the micro-level, the challenge for prM physicians 
is strictly related to patients’ long-term management, 
which may include long term care, including home ad-
aptations, long-term and post-rehabilitation care, adapt-
ed physical activity, continuous counselling. rehabili-
tation patients have needs of general management that 
goes beyond the simple management inside the prM 
facility, and this should be considered by prM physi-
cians.

finally, many patients needing rehabilitation may 
move through a series of prM facilities and services 
usually provided by different teams. In some specific 
areas, like stroke or spinal cord injury, specific pattern 
of coordinated care has been developed and proved ef-
fective, such as the stroke units or the spinal centers. 
nevertheless, it must be recognized that, beyond spinal 
cord or stroke, it is highly frequent that a rehabilitation 
patient moves from the acute hospital to a prM ward 
/ hospital, then finishing in long term treatment facili-
ties that could be outpatient ambulatory, home-care or 
long term hospitals. some of these patients can have 
new episodes due to the natural history of disease, and 
start the same circuit again perhaps with a different end. 
The problem is that usually there are not definite or-
ganizational pathways, and the different rehabilitation 
structures are usually managed as “silos”: each time 
new arrangements must be taken, always for the same 
patient with the same problem. Management solutions 
have been proposed, like prM loco-regional inter-fa-
cilities departments, to facilitate these pathways, and 
under development in some Eu regions.

in conclusion, prM physicians should be able to de-
velop good management skills within the reference of 
the needs of the current state of medicine and health 
care systems. they should be able to lead the multi-
professional team working in a collaborative way with 
other disciplines, to bring primary and secondary goals 
of rehabilitation together, plan interventions, delegate 
tasks for the different members of the team and com-
municate in an effective and empathic way to patients 
and their families. they should be able to manage pa-
tients in the long term, as well as in the short term in 
their individual pathways of care throughout different 
rehabilitation facilities, possibly through the creation 
of prM loco-regional departments. Within these cri-

care and constant demand of treatment, for example 
the need for physiotherapy, occupational therapy or 
speech therapy.

in this context, the need of good leadership adapted 
to the current societal changes and way of thinking is 
mandatory, otherwise there would be a management 
failure. as stated by the royal college of physicians 
of london in 2005, leadership skills should be incorpo-
rated in the doctor’s training in order to support profes-
sionalism and improve productivity. 

physicians need to learn having a macroscopic view 
on health provision and resource allocation.53 they need 
to be able to achieve a common goal, not only from and 
individual point of view of his or her patient but as the 
whole society. this implies a need to learn and under-
stand the political, economic, and social environment of 
the system as well as an ethical based decision making 
process.

a prM physician should actively take part in the de-
sign of healthcare pathways for the provision of care of 
people with disabilities and develop clinical guidelines 
to recommend treatments across the continuum of care, 
for example the needs in the acute, subacute, and long 
term phases of the diseases.

Within a rehabilitation service, at the meso-level, the 
prM physician should develop management skills to 
build an effective team. it is already known that team 
care approach is more effective than fragmented care 
for patients and the prM physician should coordinate 
the care of the patient throughout the different members 
of the team (physiotherapists, occupation therapists, 
social workers…etc.). typical leadership qualities 54 
should be encouraged to promote a better satisfaction 
and dynamic of the group. these qualities include good 
communication skills, the ability to encourage differ-
ent members of the team to participate and join in, sug-
gest aims and objectives of treatments, avoid personal 
criticism and reach the final aim through a majority 
consensus. these team meetings should result in the 
establishment of a care team individualized plan with 
specific objectives, with the determination of the clini-
cal interventions, duration of treatment and assignment 
of duties. the prM physician should be able to detect 
and arbitrate over conflicts that can emerge among the 
different team members and should be able to handle it 
in a successful way like for example opening a space for 
debate, trying to avoid personal details or accusations 
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through difficult decisions. On the other hand, in front 
of the poor prognosis of functional recovery (in spinal 
cord injury), that is much less understood and where 
hopes (and expectations) of recovery are bigger, the pa-
tient and caregivers may be unable to retain information 
provided when they are not ready.58 communication 
style is very important in this context; prM physicians 
should be trained on how to give information that may 
contradict the patient’s initial expectations.

impaired psychosocial adjustment to disability is 
more frequent in patients with evidence of a cognitive 
deficit.59 a patient who, due to a health condition, is dis-
abled, or may get disabled, should be informed how dis-
ability can lead to handicap or social withdrawal, how 
this process could be prevented, and about the rights of 
persons with disability.60 the relation between a health-
care provider and patient, his/her significant others and 
her/his caregivers should not be limited to unidirection-
al information flow, but rather warrant the process of 
reciprocal information exchange. Knowledge learned 
from the patient regarding their lived experience of dis-
ability is important for proper goal setting in rehabili-
tation, selection of adequate assistive technologies and 
appropriate social intervention. in the decision-making 
process, the perspective of a person experiencing or 
likely to experience disability allows integrating a mul-
titude of factors with the aim of opening a constructive 
discussion about the life plan.

Patient education

an important role of the prM physician is to respond 
to the patient’s demand for comprehensive information 
on the actual evidence of some methods and means of 
treatment (e.g. dietary supplements, certain comple-
mentary and alternative therapies) that are well adver-
tised, though usually with poor evidence. Much of the 
information on these methods that users are exposed to 
is commercial in intent and fraught with misinforma-
tion.61 

health education as an intervention addressed both to 
individuals and to society, is recognized by the council 
of Europe as a fundamental element in disability pre-
vention.60 Among many definitions of health-related pa-
tient education, a cochrane collaboration group agreed 
to launch “teaching or training of patients concerning 
their own health needs.” 62 

teria, the satisfaction with the treatment as well as an 
efficient and cost saving allocation of health resources 
should be warranted. 

Communication skills (including 
information and patient education)

Effective communication with patients and their 
caregivers, as giving adequate information and provid-
ing health education, play a central role in rehabilitation 
and is a determinant skill for prM physicians. 

core aims of communication between patient and re-
habilitation team include fostering of relationships, ex-
change of information, enhancement of the patient and 
caregivers participation in decision making, enabling of 
self-management, responding to emotions, and manag-
ing of uncertainty.56 the patient knows very well his 
disability: he chooses his future and for this reason must 
actively participate in the decision-making process. 

communication may be therapeutic itself when it 
leads to better management of emotions, social support, 
empowerment, and appropriate setting of rehabilitation 
goals. several randomized controlled and cross-chap-
tered studies have shown that patient-centered com-
munication (clear explanations, compassion, enhanced 
patient participation) have correlated with favorable 
biological effects (lower blood pressure, less anxiety, 
less organ damage in patients with systemic lupus ery-
thematosus, higher quality of life among breast cancer 
patients).57 

good collaboration within the multiprofessional 
team helps to avoid redundant and incoherent infor-
mation. team collaboration provides the patient with 
an adequate communication formulated by proper and 
competent professional. Moreover, a key point is the 
coherence of messages received, not to create in pa-
tients and their families’ confusion.

comprehensive information delivered by a prM phy-
sician regarding the cause, natural history and prognosis 
of a health condition, proposed therapy, its mechanisms 
of action, expected functional outcome and possible 
side effects helps the patient to form a rational attitude 
towards the treatment, favors compliance and promotes 
active participation in therapy. in the context of seri-
ous, potentially intractable illness (like cancer) with a 
poor prognosis related to the disease, individuals usu-
ally rely on others to help them think and feel their way 
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knowledge (motivation to self-performed exercising, 
conviction that cancer-related pain may be effectively 
controlled). during the chronic phase, education con-
tents should cover socially important issues as well as 
prevention of secondary conditions. 

long-term goals of patient education usually include 
social integration, independence, improved health risk 
profile, maintenance of physical and vocational activ-
ity, custom of protective health behaviors (e.g. regular 
exercising, adequate diet, foot protection in a diabetic), 
retention of adequate knowledge of the health condi-
tion, realistic expectations regarding outcome, active at-
titude towards therapy. a list of exemplary educational 
contents in selected health conditions is displayed in 
table i.76-101

the methodology of patient education should com-
plement the overall rehabilitation process, and be the re-
sult of multi-professional team collaboration. all team 
members are responsible for carrying out elements of 
patient education per their fields of competence. The 
prM physician, as team leader, is responsible for coor-
dination of the educative process, including delivering 
crucial information (regarding diagnosis and progno-
sis, particularly in a case of permanent functional loss) 
and assessing factors influencing patient’s abilities to 
set rehabilitation goals.69 Educative methods should be 
adapted to the patient’s experience and most common 
psychological profiles typical for a given health con-
dition.65 the intensity of education, expected imme-
diate effect and range of information provided should 
be adjusted to treatment phase and patient’s demand 
(for example, education regarding sexuality in acute 
rehabilitation of a paraplegic should be limited to sim-
ple information that the ability to achieve satisfaction 
has not been lost, whereas in chronic stage the con-
tent and form of education should fully comply with 
patient’s and partner’s needs).58 the process of edu-
cation should consist in the identification of learning 
barriers, gain of both knowledge and practical skills, 
evaluation, and positive reinforcement. application of 
modern educational methods (biofeedback, tele-ed-
ucation) and materials (interactive platforms, games) 
should correspond with methods used in biopsychoso-
cial interventions.58 prM societies and rehabilitation 
centers should publish educational evidence-based 
resources.65, 70 peer participation in patient education 
is increasingly popular in certain health conditions 

recent changes in healthcare and rehabilitation prac-
tice (reduced hospital length of stay, staff shortage, 
increasing the popularity of advanced technologies) 
increase the demand of effective patient education di-
rected on self-management and health promotion. di-
mensions of patient education include: 

 — knowledge, perception and beliefs of one’s health 
condition, its consequences, treatment, and preventive 
options. cognitive dimensions of health knowledge 
encompass: identity (name of a condition and self-per-
ceived severity), duration (chronic or acute problem), 
consequences (physical, social, and economic), cause 
(personal ideas about causes of the condition) and con-
trol (patient’s opinion on a capacity to control the ill-
ness);63

 — problem-solving abilities: problem orientation 
(motivation, attitudes, thinking styles) and solving skills 
(defining the problem, generating alternatives, decision-
making and solution implementation);64 

 — health locus of control and perceived self-effica-
cy;65 

 — health behaviors;
 — coping strategies. 

also families/caregivers play an important role in 
education of the patients. their inclusion into a group 
education for in-patients contributes in more realis-
tic discharge planning and increases participation of 
the caregivers in further care.66 interventions address-
ing families of patients with severe disability usually 
consist of individual counselling, education, and group 
support. Both education and counselling significantly 
improve caregiver’s knowledge and stabilize significant 
others functioning, though counselling is more effective 
than education alone.67 

timing in delivering educational content is impor-
tant. this also applies to giving information to the pa-
tient and caregivers.68 in early rehabilitation, when bio-
medical themes are prevalent, educational goals should 
mirror the therapeutic process. psychological and med-
ico-social aspects targeting health-related behaviors, 
every-day habits, vocational education, learning social 
skills should be commenced in post-acute rehabilitation 
considering the psychological processes of disability 
acceptance. immediate effects of education depend on 
the context of care. it may consist of skills (ability to 
use a wheelchair, communicate a need, caregiver’s abil-
ity for a performance of passive exercises) attitudes and 
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(spinal cord injury, limb loss). this approach raises the 
role of prM physician who should look at quality and 
substance of learning.71

systematic reviews and meta-analyses show that in-
terventions for encouraging patients to understand and 
manage their chronic conditions, enhancing patient’s 
compliance, contribution of caregiver’s in the continu-
ation of treatment, although promising and rational, 

appear to be inconsistently evidenced regarding the 
functioning, participation, quality of life, service use, 
reduction of direct and indirect costs of treatment. the 
effect of education appears to be more evident in com-
plex patients.62, 71, 72

health-related and personal factors hindering the ef-
ficacy of communication and patient education com-
prise speech, language, comprehension, perception and 

Table I.—�Examples of educational needs in selected health conditions.76-101

health condition Educational spectrum

neurologic disorders in children 
(cerebral palsy, abi) 

patient: forming and maintaining social relations, using assistive devices, participation in leisure activities
Caregivers: ability to reduce caregiver’s stress and burden, caregivers conflict, improving management of child 

behavior problem , exercise techniques 
Conditions with cognitive deficits (e.g. 

dementia, abi, mental retardation)
patient: communication (including non-verbal communication) , adl, leisure and vocational (if possible) 

activities
caregivers: nursing techniques, understanding patient’s needs, 

health conditions with depression patients: adl, expression of emotions, leisure and vocational activities 
caregivers: understanding the impact of the disease, patient’s needs

spastic disorders patient: daily stretching exercises, relaxation techniques
caregivers: nursing and exercise techniques, splint use (if indicated)

parkinson’s disease patient and caregivers: understanding the disease process, exercise techniques, maintaining social relations
Multiple sclerosis patient: adl, ergonomics, energy conservation techniques 

caregivers: nursing and exercise techniques
spinal cord injury, myelomeningocele patient: wheelchair and other assistive devices use, pain management, adl, vocational activities, 

patient and caregivers: pressure sore prophylaxis , bladder and bowel care , sexuality, fertility, exercise and 
nursing techniques 

Nonspecific back and neck pain 
disorders

patient: ergonomics (adl, workplace, leisure) , maintenance of activities, exercising, positioning techniques

limb loss patient and caregivers in pre-amputation stage: prognosis of functional gain expected during rehabilitation
patient in post-amputation stage: adl, locomotion, prosthesis and assistive devices use, pain control, social 

life, vocational activities
Osteoarthritis, inflammatory joint 

diseases
patient and caregivers: assistive devices use, bMi maintenance, joint protection, stress management, energy 

conservation techniques, maintenance of activities 
osteoporosis patient and caregivers: diet, physical activity, static and dynamic postural exercises, prevention of falls, proper 

use of medicines (e.g. bisphosphonates)
Myofascial pain patient: nature of the symptoms, treatment, and prevention strategies (ergonomics, self-stretching and 

strengthening techniques, self-massage, cold/heat self-applications), relaxation techniques
upper limb peripheral neuropathies patient: ergonomics (adl, work, leisure)
hypertension, coronary artery disease, 

diabetes, obesity
patient and caregivers: understanding risk factors of cardiac disease, prognosis of functional gain during 

rehabilitation, health awareness (to avoid hypervigilance). 
Patient: ADL, nutritional modification, physical activity, vocational activities, health-related behaviours 

(smoking cessation), foot care (in diabetes), 
chronic obstructive pulmonary disease patient and caregivers: respiratory exercises and airway self-clearance, prevention of exacerbations, 

patient: health-related behaviours (smoking cessation), maintenance of physical and vocational activities
cancer patient and caregivers: pain management, activity maintenance, exercising techniques, assistive devices use (if 

indicated), prevention of falls, 
lymphedema patient: prophylaxis of exacerbations, self-manual drainage techniques, injury prevention and skin care. 

Exercise performance and sport. correct use of compression garments and/or bandages
End-stage diseases patient and caregivers: pain control, assistive device use, nursing and exercising techniques,

caregivers: treatment plans and patient’s needs, 
Elderly patient and caregivers: exercising techniques, diet, pain control, prevention of falls, rationale of 

pharmacotherapy, use of assistive devices
caregivers: understanding of patient’s needs, 

tbi: traumatic brain injury; adl: activities of daily living.
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memory deficiencies, poor anger control, depression, 
history of learning disability, abuse, chronic pain.73 in-
tractable health conditions cannot always be addressed 
per patient’s demands: this can decrease trust in health-
care professionals.68 among environmental factors de-
creasing the efficacy of patient education the most im-
portant are lack of social support,73 and health provider 
related factors. these include: availability unmatched 
with the time when the patient and caregivers fully un-
derstand their educational needs;58, 74 being less coop-
erative or using controlling behavior; lack of adequate 
knowledge or noncompliance with guidelines (e.g. in 
assistive devices provision);74,75 negative attitudes and 
beliefs concerning a subject of education (e.g. sexu-
ality);58 providing the patient with inadequately good 
feeling about his health;62 neglecting broader environ-
mental context of care, patient’s knowledge, values, ex-
perience and preferences.
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prM in practice
European physical and rehabilitation Medicine bodies alliance

a b s t r a c t
in the context of the White book on physical and rehabilitation Medicine (prM) in Europe this paper deals with the scope and competencies of 
PRM starting from its definition as the “medicine of functioning.” PRM uses the rehabilitative health strategy as its core strategy together with 
the curative strategy. according to the complexity of disabling health conditions, prM also refers to prevention and maintenance and provides 
information to the patients and other caregivers.
The rehabilitation process according to the so-called rehabilitation cycle including an assessment and definition of the (individual) rehabilitation 
goals, assignment to the rehabilitation program evaluation of individual outcomes.
prM physicians treat a wide spectrum of diseases and take a transversal across most of the medical specialties. they also focus on many func-
tional problems such as immobilization, spasticity, pain syndromes, communication disorders, and others.
The diagnosis in PRM is the interaction between the medical diagnosis and a PRM-specific functional assessment. The latter is based on the ICF 
conceptual framework, and obtained through functional evaluations and scales: these are classified according to their main focus on impairments, 
activity limitations or participation restrictions; environmental and personal factors are included as barriers or facilitators.
interventions in prM are either provided directly by prM physicians or within the prM team. they include a wide range of treatments, in-
cluding medicines, physical therapies, exercises, education and many others. standardized prM programs are available for many diseases and 
functional problems. in most cases rehabilitation is performed in multi-professional teams working in a collaborative way, as well as with other 
disciplines under the leadership of a prM physician and it is a patient-centered approach.
outcomes of prM interventions and programs, showed reduction of impairments in body functions, activity limitations, and impacting on par-
ticipation restrictions, and also reduction in costs as well as decrease in mortality for certain groups of patients.
(Cite this article as: European physical and rehabilitation Medicine bodies alliance. White book on physical and rehabilitation Medicine (prM) in 
Europe. Chapter 7. The clinical field of competence: PRM in practice. Eur J Phys Rehabil Med 2018;54:230-60. DOI: 10.23736/S1973-9087.18.05151-
1)
Key words: physical and rehabilitation medicine - field of competence - prM diagnosis - prM assessments - prM treatments - rehabilitation 
process - prM team.

Introduction

the White book (Wb) of physical and rehabilitation 
Medicine (prM) in Europe is produced by the 4 Eu-

ropean prM bodies and constitutes the reference book 
for prM physicians in Europe. it has multiple values, in-
cluding to provide a unifying framework for the Europe-
an countries, to inform decision-makers at the European 
and national level, to offer educational material for prM 
trainees and physicians and information about prM to 
the medical community, other rehabilitation profession-
als and the public. the Wb states the importance of prM 
specialty, that is a primary medical specialty. the con-
tents include definitions and concepts of PRM, why re-

habilitation is needed by individuals and society, the fun-
damentals of prM, history of prM specialty, structure 
and activities of prM organizations in Europe, knowl-
edge and skills of PRM physicians, the clinical field of 
competence of prM, the place of prM specialty in the 
healthcare system and society, education and continuous 
professional development of PRM physicians, specifici-
ties and challenges of science and research in prM and 
challenges and perspectives for the future of prM.

this paragraph systematically presents the practical 
work of prM physicians describing:

 — the scope and competencies of prM starting from 
its definition as the “medicine of functioning” respon-
sible of the rehabilitative strategy to be applied together 
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with the curative strategy when the latter is not enough 
for the best recovery of patients’ participation; accord-
ing to the complexity of the health condition, prM also 
refers to prevention and maintenance, as well as to reha-
bilitation training for other health professionals and to 
management of patients and caregivers;

 — the rehabilitation process according to the so-
called rehabilitation cycle: all patients require an as-
sessment with definition of their individual goal(s) be-
fore providing the intervention(s); 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 phy-
sicians: a comprehensive but not exclusive list of the 
most important individual health conditions is given. 
the transversal role of prM across most of the medi-
cal specialties is clear, but the overlap is only appar-
ent, since the focus of prM is rehabilitation (sometimes 
also improperly called “conservative treatment”). Also, 
the most common general problems such as immobili-
zation, spasticity, pain syndromes, communication dis-
orders etc, are presented;

 — the diagnosis in prM is the interaction between 
the classical medical diagnosis (that uses all the typical 
tools of the profession) and the PRM specific functional 
assessment. the latter is based on the icf conceptual 
framework, and obtained through functional evalua-
tions and scales: these are classified according to their 
main focus on impairments, activity limitations or par-
ticipation restrictions; environmental and personal fac-
tors are included as barriers or facilitators;

 — the interventions in prM, provided directly by 
prM physicians or indirectly through the prM team; 
in this respect, standardized prM programs have been 
recognized by the uEMs prM section;

 — the multi-professional prM team is one of the 
way with which prM physicians provide treatments, 
particularly in the most complex rehabilitation settings; 
the team works collaboratively, as well as with other 
disciplines and is led by the prM physician; 

 — the outcomes of prM interventions and pro-
grams, that are patient-centred, and include functional 
and personal outcomes (reducing impairments in body 
functions, activity limitations, and impacting on par-
ticipation restrictions), reduction in costs as well as de-
crease in mortality for certain groups of patients.

Scope of competencies of PRM

physical and rehabilitation Medicine (prM) physi-
cians are involved in the management of patients with a 
multitude of different health conditions. they are con-
cerned with the impact of these conditions on personal 
functioning and participation.1, 2 the medical specialty 
of PRM is conceptually described as the “medicine of 
functioning” 3, 4 based on the Who’s integrative Model 
of functioning (appendix 1). problems in functioning 
involve impairments in body functions and/or struc-
tures, activity limitations and participation restrictions 
which are represented by the umbrella term “disability,” 
as specified in the International Classification of Func-
tioning, disability and health (icf).5 

to better understand the scope of competencies of 
prM, the interaction between the curative and the re-
habilitation strategy is demonstrated in figure 1.6 if a 
patient with a health condition reports no relevant limi-
tations in functioning, curing the disease is sufficient 
to solve the problem. if a patient experiences disability 
related to his or her health condition, a second strategy 
must be applied in order to reduce disability or sup-
porting functioning respectively. this strategy has been 
described as rehabilitation strategy.3, 4 in this case the 
sole application of curative strategies may not solve the 
problem and some exclusion from society may remain. 
It is specific for PRM to combine therefore the curative 
and rehabilitative strategy by applying a multitude of 
interventions aiming at both, treatment of the pathology 
and overcoming disability.7 

however, prM treatments and programs may also re-
fer to other health strategies, such as prevention (e.g. of 
complications of immobilization or treatments, diseases 
related to lack of physical activity), as well as mainte-
nance and support (e.g. provision of assistive devices 
for long-term use, palliative care). in many cases these 
interventions and programs combine these strategies ac-
cording to the individual needs of the patient.8

this chapter predominantly describes the clinical ap-
proach of prM physicians with the disease or impair-
ment as starting point. However, the field of competence 
includes education and training as well as management, 
coordination and advice. the complexity of tasks in re-
habilitation is demonstrated in figure 2 9 by a hierarchi-
cal structure with increasing complexity (levels 1 to 5). 
While at levels 1 and 2 the immediate environment and 
primary health care works have a strong role, prM phy-
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sicians should take care, either alone or within a multi-
professional team, in more complex situations (levels 
3 and 4). the top of the pyramid describes very highly 
specialized services for patients with complex rehabili-
tation needs and goals and/or less prevalent health con-
ditions early in specific circumstances, rehabilitation 
for health conditions (e.g. spinal cord injury, traumatic 
brain injury, chronic pain, growing age). 

at levels 3 to 5 prM physicians are delivering treat-
ments and services by themselves. however, prM phy-
sicians may also contribute to levels 1 and 2, in particu-
lar by providing education and training to other health 
care providers. as in many cases, different levels of re-
habilitation care may be needed, and the process must 

be coordinated. such coordination is a main competen-
cy of prM physicians, too, and may also be relevant for 
health care planners in need of advice from an expert’s 
perspective. 

The rehabilitation process: assessment,  
goal-setting, intervention, and evaluation

as mentioned above, prM physicians manage, lead 
and coordinate the rehabilitation process within a prob-
lem-oriented, patient-centered and holistic approach. 
depending on the characteristics and the requirements 
of the patient, prM physicians might carry out the pro-
cess alone or within a team of rehabilitation profession-
als. the rehabilitation process starts with the medical 
diagnosis and continues as long as the person needs re-
habilitation interventions.10 the rehabilitation process 
regularly comprises 4 stages (figure 3): 

 — assessment;
 — goal-setting; 
 — intervention; 
 — evaluation.11

they can be described as follows (box 1):
 — Assessment: In the first stage, the presence and 

the severity of the patient’s problems are identified. 
This identification includes the assessment of function-
ing based on the icf framework and therefore lists the 
impairments of body functions and structures, activity 
limitations, and participation restrictions.12 in addition, 
environmental factors (such as support and attitudes of 
family, friends, employer or community, physical envi-
ronment, health and other services, etc.), personal fac-
tors (such as lifestyle, habits, education, race/ethnicity, 

figure 2.—pyramid of the levels of specialization in health related reha-
bilitation as well as the role of prM in service delivery, coordination of 
services, and education and training (from Gutenbrunner et al.).9

Figure 3.—The rehabilitation cycle (modified from Stucki et al.12 and 
rauch et al.14).

figure 1.—interactions of the curative and rehabilitative strategies and 
the integrative role of PRM (modified from Reinhardt et al.).6
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capacity performance

d420 transferring oneself 2 1 physical therapist Exercises
d440 fine hand use 3 3 physical therapist

occupational therapist
Exercises, 
training

d445 hand and arm use 2 2 physical therapist
occupational therapist

Exercises, 
training

d450 Walking 3 1 physical therapist Exercises
d455 Moving around 4 3 physical therapist Exercises
d510 Washing oneself 1 0 occupational therapist Exercises
d520 caring for body parts 1 0 occupational therapist Exercises
d530 toileting 1 0 occupational therapist Exercises
d540 dressing 2 0 occupational therapist Exercises
d550 Eating 1 0 speech and language 

therapist
Exercises

d560 drinking 2 0 speech and language 
therapist

Exercises

after a period of rehabilitation program, it is possible to evalu-
ate the progress and eventually define another cycle of rehabilita-
tion.

basal assessment
Evaluation of 
the progress 
after a period

severity severity

b140 attention functions 2 1
b144 Memory functions 3 3
b280 sensation of pain 3 1
b710 Mobility of joint functions 2
b730 Muscle power functions 2 1
b735 Muscle tone functions 2 1
b740 Muscle endurance functions 3 2
b750 Motor reflex functions 2 1
b770 Gait pattern functions 3 2

capacity perfor-
mance capacity perfor-

mance

d132 acquiring information 3 2 3 1
d410 changing basic body position 2 1 1 0
d415 Maintaining a body position 2 1 1 0
d420 transferring oneself 2 1 1 0
d440 fine hand use 3 3 3 2
d445 hand and arm use 2 2 2 1
d450 Walking 3 1 2 1
d455 Moving around 4 3 3 2
d510 Washing oneself 1 0 0 0
d520 caring for body parts 1 0 0 0
d530 toileting 1 0 1 0
d540 dressing 2 1 1 0
d550 Eating 1 1 1 0
d560 drinking 2 2 1 1

Box 1.—Patient case: application of the four phases  
of the rehabilitation cycle

a patient suffering from traumatic brain injury is admitted to a 
rehabilitation facility to start the rehabilitation program. The first 
step of rehab-cycle is the assessment aimed to define the problem 
correlated to the disability. We can identify a partial loss of the 
strength of the muscles in the 4 limbs (b730.2), he has impaired 
attention (b140.2) and severe memory deficit (b144.3). He refers 
pain in the mobilization of right hip. these impairments lead to a 
decreased capacity in acquiring information that, with the help of 
facilitation by person and technologies could give a good perfor-
mance (d132.23). there are problems in changing and maintain-
ing body position (d410-d429), Carrying, moving and handling 
objects (d430-d449), Walking and moving (d450-d469), Washing 
oneself with good performance with help (d510.12).

the second step is the assignment to manage the problem by the 
health professionals of the team. the third phase is the type of in-
tervention. the prM physician coordinates these phases discuss-
ing with the team the priority of the intervention and the purpose 
of the modification.

a summary of the 3 phases can be found below. 

icf item severity assignment intervention

b140 attention functions 2 neuropsychologist
prM doctor

attention 
training

amantadine
b144 Memory functions 3 neuropsychologist
b280 sensation of pain 3 physical therapist

prM doctor
Exercises
pain killer 

drugs
b710 Mobility of joint 

functions
2 physical therapist Exercises

b730 Muscle power 
functions

2 physical therapist Exercises

b735 Muscle tone 
functions

2 physical therapist
prM doctor

Exercises
antispastic 

drugs
b740 Muscle endurance 

functions
3 physical therapist Exercises

b750 Motor reflex 
functions

2 physical therapist
prM doctor

Exercises, 
antispastic 

drugs
b770 Gait pattern functions 3 physical therapist

prM doctor
Exercises, 
antispastic 

drugs
capacity performance

d132 acquiring 
information

3 2 physical therapist Exercises

d410 changing basic body 
position

2 1 physical therapist Exercises

d415 Maintaining a body 
position

2 1 physical therapist Exercises
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life events or social background), prognostic factors, 
the individual’s rehabilitation potential and needs, as 
well as his/her wishes and expectations are identified. 
different members of the collaborative prM multi-pro-
fessional team (under the leadership of the prM physi-
cian) may contribute to this assessment stage with their 
specific professional knowledge of the person and his/
her functioning (table i). 

 — Goal setting: considering the problems and po-
tentials identified at the assessment stage, a rehabilita-
tion plan, specific for the individual rehabilitation plan, 
is established at the goal-setting stage. this plan com-
prises short-term and long-term goals for the patient 
proposing the time-frame in which it should be deliv-
ered. Involvement of the patient and the family/carer in 
the goal-setting stage in order to set realistic and achiev-
able goals is of paramount importance. this stage also 
includes the assignment of established goals to spe-
cific interventions and subsequently to the responsible 

member(s) of the multi-professional prM team (with 
the leadership of a prM physician) to carry out the in-
terventions.13 the selection of interventions is greatly 
facilitated using the icf model.14 

 — intervention: at the intervention stage, all thera-
peutic, educational and supportive interventions speci-
fied in the rehabilitation plan are undertaken according 
to the goals set (see below). interventions should aim 
to prevent, stabilize, improve or restore impairments of 
body functions and structures, and to optimize activities 
and participation taking into account the individual’s 
capacity and performance as well as the relevant envi-
ronment.4 

 — Evaluation: finally, the effects of intervention 
programs vs the goals set are evaluated. in other words, 
outcome assessment is done in order to evaluate goal 
achievement. at this point, the prM team needs to de-
termine whether there are still unresolved but resolvable 
problems and in which case the rehabilitation process 

Table I.—�Examples of some of the problems addressed in a rehabilitation plan.
problem Goal possible interventions

Impairments of body functions and structures
pain reduce pain analgesic drugs; physical therapy modalities; stress 

management; improvement of coping and other strategies
Muscle weakness increase muscle strength strengthening exercises; electrical stimulation for muscle 

strengthening
aphasia assess speech and language functions in detail, promote 

speech and language functions
speech and language training

depression Manage depression, normalize and monitor for mood 
disturbance in order to enhance participation to physical 
and occupational therapy sessions 

antidepressant medication for depression; psychotherapy; 
cognitive and behavioral therapy; counselling

urinary and bowel 
dysfunction, pelvic 
floor pain syndrome

diagnostic assessment & tests for bladder and bowel 
function (e.g. physical assessment, bladder & bowel 
diary, urine analysis, urine culture, urinary ultrasound, 
urodynamic tests, neurophysiological tests), promote 
independency for bladder & bowel management, promote 
management of chronic pelvic floor pain syndrome

Bladder & bowel retraining; pelvic floor exercises for 
strengthening & relaxing muscles; EMG or pressure 
biofeedback; medication; intermittent catheterization; electrical 
stimulation for strengthening pelvic floor muscles and 
modulating pain; electrical stimulation for managing detrusor 
muscle overactivity or underactivity

Activity limitations and participation restrictions

Difficulty in getting 
dressed, and toileting 

promote and ensure independency in self-care activities Balance, transfer and mobility training; task specific training for 
dressing and toileting; environmental adaptations for toilet 

Difficulty in walking promote and ensure independency in walking balance, transfer and mobility training; prescription, training and 
supervision for assistive device for walking 

inability to manage 
household activities

assess individual’s capacity and performance in household 
activities; promote and ensure independency in household 
activities 

training of household activities (prepare and cook meal, 
washing, cleaning and others); promotion of ability using 
alternative methods or sources and/or assistive equipment; 
house and other environmental adaptations 

loss of employment return to work assessment of vocational capacity of the individual and 
workplace; restoration of vocational abilities; job adaptation; 
work retraining; workplace adaptations and equipment; 
improvement in access to and support at work
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should continue. to do so, the existing prM program 
is reviewed and re-planned according to the new goal, 
or if the rehabilitation process will be completed.11 
This process is iterative and if there are still problems/
issues requiring intervention, the cycle continues un-
til the goals are achieved (figure 1). at most stages of 
this rehabilitation process, the prM team uses various 
assessment tools to establish the presence and the se-
verity of problems, to inform intervention planning, to 
monitor progress, and to predict recovery and discharge 
planning.15 using standard assessment tools (outcome 
measures) within an icf-based assessment procedure 
enhances the communication among the team members. 
at the end of the rehabilitation process, the patient and 

his/her family/carer should be informed about further 
maintenance of health, follow-up visits if needed and 
how to re-access services. 

prM management also includes management of re-
ferral and transition between services. the use of icf 
may enhance a structured approach to rehabilitation 
process and ease the communication of the prM team 
with respect to the problems, goals, and interventions.6 
Goal-setting helps patients achieve a higher quality of 
life or sense of well-being and a higher self-efficacy.16 
the evaluation of changes in the functioning state and 
goal achievement are important outcome measures in 
clinical practice to demonstrate effectiveness of ser-
vices.17

Table II.—�Conditions PRM physicians treat or can be involved in (a comprehensive list can be found in Appendix 2).

•	 traumatic diseases, e.g. traumatic brain injury, spinal cord injury, multiple trauma, plexus and peripheral nerve injuries, sports trauma/injuries, 
work-related trauma, bone fractures traumatic rupture of tendons or ligaments, burn injury, and consequences of surgery and other treatments (e.g. 
limb amputation, radiation associated contractures)
•	 non-traumatic diseases of the nervous system: e.g. stroke extrapyramidal and movement disorders including parkinson disease dystonias, multiple 
sclerosis, infections (incl. poliomyelitis) and tumors of the cns, complex consequences of neurosurgery, muscular dystrophy and neuromuscular 
disorders, systemic atrophies affecting the cns (e.g. ataxias, spinal muscular atrophies, motor neuron disease including amyotrophic lateral sclerosis, 
post-polio syndrome), other degenerative diseases of the nervous system (e.g. alzheimer disease)
•	 acute or chronic pain from various causes: such as amputation, post-surgical care, critical illness polyneuropathy, and chronic widespread pain 
(incl. fibromyalgia)
•	 non traumatic diseases of the musculo-skeletal system: spinal column (chronic and acute low back pain, cervical or dorsal pain), infectious, func-
tional, degenerative and inflammatory arthropathies (e.g. osteoarthritis, rheumatoid arthritis, ankylosing spondylitis, spinal stenosis, temporomandibu-
lar joint disorders), soft tissues disorders (e.g. tenditinis, tenosynovitis), fibroblastic disorders (e.g. dupuytren disease, plantar fasciitis), shoulder le-
sions (e.g. adhesive capsulitis, rotator cuff syndrome), enthesopathies of limbs (e.g. epicondylitis, tendinitis, iliotibial band syndrome, calcaneal spur, 
metatarsalgia), other soft tissue disorders (e.g. myalgia, fibromyalgia), disorders of bone density and structure (e.g. osteoporosis, osteomalacia), and 
other disorders of bone (e.g. Sympathetic reflex dystrophy/Complex regional pain syndrome), other joint disorders including acquired deformities, 
and deforming dorsopathies (e.g. scoliosis).
•	 Mental and behavioral disorders with relevance to rehabilitation: e.g. dementias, bipolar affective disorder, post-traumatic stress disorder, depres-
sion, anxiety disorder, mental disorder in childhood (e.g. childhood autism, Rett syndrome, attention deficit hyperactivity disorder)
•	 cardiovascular diseases: e.g. ischemic heart diseases, acute myocardial infarction, heart failure, lower limb atherosclerosis, myocarditis, high 
blood pressure.
•	 diseases of the lymphatic system: e.g. breast cancer related lymphoedema and other lymphoedema
•	 diseases of the respiratory system: asthma, chronic obstructive pulmonary disease, pulmonary hypertension, lung transplant
•	 Endocrine, nutritional, and metabolic diseases: diabetes mellitus, complications of the metabolic syndrome, obesity, malnutrition
•	 hematological diseases: functional consequences of leukemia, lymphoma, transplant of the bone marrow
•	 diseases of the gastrointestinal system: e.g. noninfective inflammatory bowel disease
•	 diseases of the genito-urinary & gastrointestinal system: e.g. vesico-sphincter disorders, stress urinary or fecal incontinence, neurogenic bladder 
and bowel dysfunction, pelvic floor pain syndromes, genito-sexual disorders, chronic renal failure
•	 disorders of vestibular function relevant to rehabilitation: e.g. vertigo, tinnitus aurium
•	 disorders of the skin and subcutaneous tissue: e.g. decubitus ulcers, psoriasis)
•	 Functional consequences of cancer: including head/neck cancer, breast cancer, corpus uteri cancer, ovary cancer, pancreas cancer, prostate cancer, 
esophagus cancer
•	 sequelae of certain infectious and parasitic diseases: e.g. sequelae of leprosy, sequelae of poliomyelitis, lymphatic filariasis, HIV disease, brucel-
losis
•	 age-related disorders: e.g. muscle wasting and atrophy-sarcopenia, senile asthenia and debility
•	 diseases in children: e.g. congenital scoliosis, juvenile osteochondrosis of spine, congenital malformations (e.g. cleft lip, cleft palate, congenital 
heart anomalies), chromosomal abnormalities (e.g. down syndrome)
•	 complex status of various and multiple cause: bed rest syndrome, effort deconditioning, multisystem failure

P
R
O
O
F

M
IN

ERVA
 M

EDIC
A

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



236 EuropEan Journal of physical and rEhabilitation MEdicinE april 2018

EuropEan physical and rEhabilitation MEdicinE bodiEs alliancE thE clinical fiEld of coMpEtEncE: prM in practicE

Spectrum of health conditions 
treated by PRM physicians

in accordance with the conceptual description of 
prM,3, 4 any disease, pathology, or health condition 
causing impairments of body functions and/or struc-
tures, activity limitations, or participation restrictions 
is in the scope of prM. the most important groups of 
health conditions (diseases and disorders, including 
congenital anomalies, stress, and age-related problems, 
as well as injuries and trauma) which prM physicians 
treat are listed in table ii (a comprehensive list can be 
found in appendix 2).1, 2, 18 the list refers to the most 
current version of the International Statistical Classifi-
cation of diseases and related health problems (icd) 
of the World health organization (Who).19 the list has 
been expanded based on the results of a workshop held 
by the international society of physical and rehabilita-
tion Medicine (ISPRM) which identified health condi-
tions requiring rehabilitation 20, 21 (box 2). 

the involvement of prM physicians in these condi-
tions are mainly related to the promotion of functioning 
and reduction of unfavorable functional consequences 
arising in acute or post-acute phases as well as for pa-
tients with long-term conditions.18 

prM physicians may also provide treatments for cer-
tain gynecological and urological conditions 1, 2 or dis-
orders of the skin and subcutaneous tissue relevant to 
prM (e.g. decubitus ulcers, skin breakdown secondary 
to contractures).

there is a number of general problems across the 
many health conditions, which prM physicians face on 
a daily basis.1, 2 these may include:

 — prolonged bed rest and immobilization, decon-
ditioning patients and causing loss of physical and psy-
chological functioning;

 — motor deficits producing weakness and/or sen-
sory deficits with loss of personal functioning;

 — spasticity leading to limb deformity and self-im-
age problems;

 — pain syndromes;
 — communication difficulties;
 — mood, behavior, and personality changes;
 — bladder and bowel dysfunctions commonly found 

in disabled patients;
 — pressure ulcers as a risk of immobility in spinal 

cord injured, diabetic, deconditioned and elderly pa-
tients;

 — dysphagia — people with swallowing disorders 
who lose the enjoyment of eating and who are also at 
risk of aspiration pneumonia and malnutrition;

 — sexual dysfunction covering identity and self-im-
age issues as well as organ functioning;

 — changes to family dynamics, personal relations, 
career opportunities and financial security.

as reported in the World report on disability,22 dis-
ability is expected to increase worldwide, and it remains 
a challenge for prM physicians to be able to intervene 
in a wide variety of rehabilitation-relevant health condi-
tions. this increase affords an opportunity for promot-
ing the prM medical specialty and emphasizing its im-
portance. 

the importance of prM in the treatment of vari-
ous diseases sometimes is neglected with regard to the 
tasks of prM in rehabilitation. however, prM in most 
countries is the specialty that treats acute and chronic 
musculoskeletal diseases (e.g. low back pain, neck and 
shoulder pain, pelvic and knee pain and many others), 
disorders of the nervous system (e.g. spasticity, imbal-
ance, ataxia) chronic widespread pain syndromes, as 
well as cardiovascular, metabolic and respiratory dys-
function, lymphatic disease and bladder and bowel dys-

Box 2.—Patient example with health condition 
and need for PRM treatment

a 25-year-old man suffered a very severe traumatic brain injury 
following a road traffic accident. His impairments included confu-
sion, disorientation, agitation and an inability to swallow. he was 
therefore at serious risk of developing a life- threatening aspiration 
pneumonia, which could impair the recovery of his cerebral func-
tioning further. in addition, he quickly developed lower limb con-
tractures as a result of immobilization and muscular over-activity 
(spasticity). 

appropriate, coordinated rehabilitation ensured that he was pro-
vided with a quiet environment and helped to communicate and 
understand his situation. treatment was aimed at lowering his anx-
iety through a behavior management approach. He was fitted with 
a percutaneous endoscopic gastrostomy (pEG) feeding tube to 
prevent aspiration pneumonia and ensure adequate nutrition. the 
treatment of his contractures included the reduction of his spastic-
ity, physical therapy and serial splinting. after many months of 
intensive rehabilitation, he was able to return home with improving 
behavior. his swallowing recovered so that he could eat normally 
and his pEG was removed. he began to walk and he was later able 
to return to paid employment. 
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radiation exposure, it is non-invasive and above all 
there are no known contraindications. besides, there is 
a possibility of repeated ultrasound examination and it 
is highly sensitive on changes. it allows potential use 
of ultrasound in monitoring disease progression and in 
evaluating therapeutic efficacy of local and systemic 
treatment. in addition to a standard ultrasound examina-
tion, there is a growing use of color and power doppler 
ultrasound in the diagnosis of synovitis, tenosynovitis, 
enthesitis and bursitis. power doppler, which is very 
sensitive in illustrating inflammation, is usually used 
in rheumatic diseases, for diagnosis and monitoring of 
synovitis, traumatic injuries, e.g. during tendinitis treat-
ment, or in evaluating mass lesions (comparison of be-
nign and malignant changes).25

computerized tomography (ct) is highly sensitive, 
modern diagnostic method. it is painless and of satisfac-
tory accuracy, but it exposes patient to X radiation. it is 
superior to MRI in diagnosis of bleeding, calcification 
and changes in head bones. Magnetic resonance imag-
ing (Mri), together with computerized tomography, is 
one of the most important medical innovations in terms 
of patient’s care improvement.27 if clinical examination 
indicates neuromuscular disease or bladder dysfunc-
tion, complete evaluation of these patients includes 
electrodiagnostic or urodynamic testing respectively. in 
order to obtain most likely diagnosis and exclude oth-
ers, testing should be conducted in technically compe-
tent manner and results should be correctly interpreted. 
Results of this analysis should enable identification of 
the basics of pathological processes such as, in case of 
neuromuscular disease: sensory, motor, or sensorimotor 
polyneuropathy, mononeuropathy, multiple mononeu-
ropathy, polyradiculoneuropathy, radiculopathy, my-
opathy, disturbances at the level of the neuromuscular 
junction; in case of bladder dysfunction: detrusor over-
activity or underactivity or contractile detrusor, incom-
petent sphincter mechanism, detrusor-sphincter dyssyn-
ergia, sensory dysfunction. in certain cases, physical 
examination, urodynamic and electrodiagnostic data 
can be used to evaluate the prognosis of recovery or for 
assessing disease progression or management approach 
itself.28 if clinical examination indicates bladder dys-
function, complete evaluation of these patients includes 
in some cases, usually in neurogenic disorders, urody-
namic tests and in rarer cases electro-diagnostic testing 
focused on thoraco-lumbar and sacral neurotomes and 

functions. Additionally, PRM has specific competence 
in the treatment of specific syndromes such as burn-out 
syndrome, sleep disorders, fatigue, as well as dysfunc-
tion of abdominal and pelvic organs (chronic pelvic 
pain syndrome, irritable bowel syndrome and others).23 

Diagnosis of diseases in PRM (medical diagnosis)

diagnosis in prM includes medical diagnosis and 
functional assessment. health condition is an umbrella 
term for disease, disorder, injury, or trauma as well as 
other circumstances such as pregnancy, ageing, con-
genital anomaly or genetic predisposition.12 as a broad 
range of health conditions are covered by the prM, the 
prM physician recognizes the need for a (or several) 
definite medical diagnosis prior to treatment and prob-
lem-oriented prM interventions. 

for medical diagnosis, prM physician focuses on 
patient’s history and clinical examination as well as the 
clinical diagnostic procedures such as laboratory tests, 
imaging techniques, electrophysiological tests, etc. the 
International Classification of Diseases and Related 
Health Problems (ICD-10) is the current used classifi-
cation system for coding the diagnosis of health condi-
tions.19 

prM physicians take a detailed history about the 
present health condition, past medical conditions, re-
view of systems as well as functional status (mobility, 
self-care activities, cognition, communication, voca-
tional and recreational activities), and family and social 
history.24 a thorough physical examination including 
general medical, neurological and musculoskeletal ex-
amination is of paramount importance. special tests or 
provocative maneuvers, such as shoulder impingement 
tests, finkelstein test, McMurray test or others, might 
be necessary for the diagnosis of some musculoskeletal 
conditions.24 

for the diagnosis of many health conditions, imag-
ing techniques are of major relevance. one of the com-
mon methods is X-ray imaging. it enables diagnosis 
and monitoring inpatients. primarily, X-rays provide 
information on bone lesions, but also on calcifications 
on tumors, soft tissue, blood vessels and so on. because 
of its many advantages, ultrasound of the locomotor ap-
paratus plays a significant role in diagnosis, but also in 
monitoring of various disorders of the musculoskeletal 
system. unlike X-ray and ct scan, it does not require 
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tions and functional potential with respect to the prM 
program constitute a major part of diagnostics in prM. 
these measurements may include muscle function 
analysis (strength, electrical activity and others), goni-
ometry for joint range of motion, testing of circulatory 
functions (blood pressure, heart rate, exercise stress 
test), pulmonary function, balance and gait, hand grip 
and others.18 

Multidimensional assessment  
of functioning (functional assessment)

in addition to medical diagnosis, functional assess-
ment as medical specialty mainly focusing on the im-
provement of functioning is a prerequisite for the prM 
physician.4 diagnostic process in rehabilitation has tra-
ditionally been termed as “assessment,” 26 thus “assess-
ment of functioning” is the preferred term for functional 
assessment.4 table iii gives an overview of frequently 
used tests and assessment tool in prM. 

functioning is the lived experience of human being, 
in which body, person and society are intertwined.12 ac-
cording to the Who’s conceptual model of the inter-
national Classification of Functioning, Disability, and 
health (icf), functioning is an umbrella term including 
body functions and structures, and activities and par-
ticipation.5 assessment of functioning should be per-
formed based on the conceptual framework provided by 
the icf and should include body functions and struc-
tures, as well as activities and participation 3 (box 3). in 
order to fully depict functioning of a specific individual, 
there is a need for assessment data of the dimensions of 
functioning, including impairments of body functions 
and structures, activity limitations, participation restric-
tions, environmental barriers and facilitators, as well as 
individuals’ perceptions and expectations.26 

Body functions and body structures are classified sys-
tematically in eight corresponding sections in the icf.5 
body functions requiring assessment in most musculo-
skeletal conditions are pain, mobility of joints, stability 
of joints, muscle power, muscle tone, muscle endur-
ance, energy, sleep, emotional functions, exercise toler-
ance, gait pattern and sexual functions. assessments of 
body functions in neurological conditions should also 
include cognitive functions (consciousness, orienta-
tion, attention, memory, language, perception), touch 
and other sensory functions, voice and speech func-

roots as well. in order to obtain most likely diagnosis 
and exclude others, testing should be conducted in tech-
nically competent manner and results should be cor-
rectly interpreted. results of this analysis should enable 
identification of the basics of pathological processes 
such as: detrusor overactivity during filling phase of the 
bladder, incompetent sphincter mechanism during fill-
ing phase of the bladder, detrusor hypoactivity or acon-
tractile detrusor during emptying phase of bladder, de-
trusor-sphincter dyssynergia during emptying phase of 
bladder, sensory dysfunction during filling & emptying 
phase of the bladder. in certain cases, physical examina-
tion, urodynamic & electrodiagnostic data can be used 
to evaluate the prognosis of recovery, or the progression 
of bladder dysfunction or for assessing the results of the 
management approach itself. 

To improve the efficiency of the diagnosis and defini-
tion of the patient’s condition and his/her physical ca-
pacities, the prM physician can use a validated set of 
technologies which inform with remarkable precision 
about basic features like muscle strength (power, work), 
of most muscle groups, three-planar range of motion of 
body segments, the way of walking (kinetic and kine-
matic analysis), equilibrium capacity in different con-
ditions and muscular electrical activity with surface or 
needle electrodes during motion or rest. all these stud-
ies prove to be excellent tools to define the status and 
for monitoring the therapeutic process engaged. taking 
into account characteristics of most commonly used di-
agnostic methods in injuries and diseases of locomo-
tor apparatus, the prM physician has considerable re-
sponsibility when choosing them. She/he has the task 
to diagnose the problem as precisely as possible, but 
at the same time not to harm the patient. in addition, 
upon completion of the rehabilitation program and ex-
haustion of all further treatment possibilities, special-
ist in physical and rehabilitation medicine has to give 
a final assessment of the functionality of the patient. 
based on that information, estimation of the patient’s 
independence in daily living activities is made, i.e. need 
for someone else’s care and work capacity assessment 
i.e. need to change the job or go to disability pension. 
It is of big health significance, but also of social and 
economic one. the large spectrum of laboratory testing 
may be used by prM physicians as well. 

in addition to clinical examination, imaging and 
laboratory testing, measurement of functional restric-
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e.g. dysphagia evaluation in stroke, electro-diagnostic 
tests in peripheral nerve injury, urodynamic measure-
ments in spinal cord injury, or cognitive function tests 
in brain injury.1, 2

“Activities and participation” are presented in 9 do-
mains as a single list in the icf.5 activities are basic 
tasks or actions which represent the individual perspec-
tive of functioning. in prM, it would be reasonable to 
operationalize ‘activities’ as a separate level of assess-
ment. in this case, the domains, learning and applying 
knowledge, general tasks and demands, communica-
tion, mobility, self-care and to some extent domestic 
life could be considered as “activities.” “Participation” 
represents the societal perspective of functioning and 
includes interpersonal interactions and relationships, 
life activities such as domestic life, education, work and 
employment, and community, social and civic life.28 
the term ‘functional assessment’ used in the medical 
literature corresponds to assessing “activities and par-
ticipation.” Assessments can be made of performance, 
describing what an individual is doing in his or her cur-
rent environment, or on capacity, which describes an 

tions, control of voluntary movement, defecation and 
urination. Joint deformities, muscle atrophy, structural 
impairments of various musculoskeletal regions deter-
mined by X-rays or other imaging methods, structural 
impairments of brain or spinal cord demonstrated by 
various imaging techniques and pressure ulcers of the 
skin are examples of impairments of body structures 
usually assessed in the field of PRM. Body functions 
and body structures can be assessed by means of history 
taking, physical examination, laboratory investigations, 
imaging techniques, some clinical, electrophysiologi-
cal or neurophysiological tests or self-report question-
naires. beck depression inventory for depression, Mini 
Mental state Examination for some cognitive functions, 
and the Modified Ashworth Scale for muscle tone are 
examples of widely used assessment instruments of 
body functions.27

prM physicians may also use standardized technical 
assessments of performance such as gait analysis, dy-
namometric muscle testing and other movement func-
tions. in the prM process of patients with certain condi-
tions, specialized diagnostic measures will be required, 

Table III.—�Diagnostic Tools and Assessments in Physical and Rehabilitation Medicine: activities, participation and contextual factors.
special clinical and technical assessments of activities and participation

•	 dexterity: nine hole peg test, box & block test, Jebsen-taylor hand function test
•	 hand and arm use: Motor activity log, abilhand, action research arm test, cochin hand scale, the disabilities of the arm, shoulder and 
hand (dash) score, and other scales
•	 Balance: Berg Balance Scale, Timed “Up and Go Test”, Functional Reach Test, Balance Subscale of the Fugl-Meyer test, Postural Assessment Scale 
for stroke, static and dynamic posturography, wearable inertial sensors, and other performance scales
•	 Mobility: functional ambulation category, 10-Meter Walking test, 6-MinuteWalking test, rivermead Mobility index, and others 
•	 activities of daily living: health assessment Questionnaire, barthel index, functional independence Measure (fiM™)
•	 Instrumental/extended activities of daily living: Frenchay Activities Index, Rivermead ADL Scale, and others.
•	 Activities & participation: World Health Organization Disability Assessment Schedule II (WHODAS II), Modified Rankin Scale, London Handicap 
Scale, Impact on Participation and Autonomy Questionnaire, Participation Profile, Participation Scale, Keele Assessment of Participation, LIFE-H, Eu-
roQol 5 and other self-report scales
•	 telemonitoring systems for rehabilitation
•	 Electromyographic devices
•	 diagnostic ultrasounds devices
•	 Work: assessment of work and productive activities (including functional capacity evaluation and job site analysis), self-report questionnaires (e.g. 
Work limitations Questionnaire, World health organization health and Work performance Questionnaire, Workplace activity limitations scale, etc.)
•	 driving assessment

assessment of contextual factors and needs

•	 Relevant environmental factors: Products and technology for personal use in daily living, indoor/outdoor mobility and transportation; natural and 
physical environment; support from family, friends, caregivers, community, health professionals, employer etc.; attitudes of individuals and society, 
services, systems and policies 
•	 Personal factors: lifestyle, habits, education, race/ethnicity, life events or social background care needs 
•	 Equipment needs, personal transportation (e.g. wheelchairs)
•	 Environmental adaptation needs (e.g. accommodation)
•	 access to information technology, health literacy
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tivities.30, 31 the assessment may focus upon a special 
activity such as mobility or dexterity or a combination 
of such activities. for example, the rivermead Mobility 
index assesses mobility whereas the nine hole peg test 
evaluates dexterity. the barthel index and the function-
al independence Measure (fiM™) are commonly used 
generic activity limitation scales, the former assessing 
physical activities of daily living, the latter evaluating 
both physical and cognitive aspects of daily life 32 (a 
comprehensive list of questionnaires and other assess-
ment tools used in prM can be foundin appendix 3).

due to their impact on functioning, environmental 
and personal factors should certainly be assessed in the 
prM process either as a barrier or facilitator. assess-
ment of environmental factors can be considered ac-
cording to the framework of ICF, being listed in five 
sections as products and technology, natural environ-
ment and human-made changes to environment, support 
and relationships, attitudes, and services, systems and 
policies.5 personal factors such as lifestyle, habits, edu-
cation, race/ethnicity, life events or social background 
should also be noted, although not listed in the icf. the 
relevant contextual factors with respect to the social 
and physical environment are evaluated by interviews 
or standardized ICF-based checklists. For the identifi-
cation of personal factors, standardized questionnaires 
may be used (e.g. assessment of coping strategies).18

While medical and functional assessment (assessment 
of functioning) are discussed separately in this chapter, 
the two-way interaction between a health condition and 
functioning properties is well established in the icf.5 
the impact of a health condition on functioning is un-
questionable and functioning is an inseparable part of 
our health perception.33 the World health organization 
is pursuing the goal of the integration of the icd and 
icf during the icd revision process (icd-11).34 the 
joint use of the icd and icf in the icd-11 will make 
holistic information available regarding a medical diag-
nosis and its impact on the functioning (i.e. functional 
assessment) at the same time in a common framework.35

Interventions in PRM

physical and rehabilitation Medicine uses a wide 
range of biomedical and technological interventions. 
PRM interventions, which fit to the International Classi-
fication of Health Interventions (ICHI) (under develop-

individual’s ability to execute a task or an action and 
ought to be done in a “standardized” environment.28 
although moderate to high correlations have been ob-
served between capacity and performance, environ-
mental and personal factors (such as motivation) have a 
great impact on the performance of activities.29 

assessment of activities and participation can be 
performed by various methods including directly ques-
tioning the functional history, observing the activity, 
standardized functional scales (questioning activities of 
daily living, instrumental activities of daily living, cogni-
tive functioning, participation etc.) or by special perfor-
mance tests such as dexterity, balance or walking. Most 
of the assessment tools used in the PRM field assess ac-

Box 3.—Example for testing of functions and capacity 
as well as multidimensional assessment of functioning

a 55-year-old man with parkinson’s disease visited the out-
patient multi-professional prM team service. he was sent by his 
family doctor to assess if additional rehabilitation treatments may 
improve his daily activities and if he had a chance to go back to-
work after vocational rehabilitation. 

after clinical examination by the prM physician, the patient 
filled in a set of assessment questionnaires including the Pain Dis-
ability scale, the Multidimensional assessment of fatigue scale, 
the Hospital Anxiety Depression Scale, the Unified Parkinson Dis-
ease rating scale, and the Medical outcomes study short form 
36, and the Work ability index. 

following the European physiotherapy Guidelines for parkin-
son’s disease, the physiotherapist (pt) assessed body functions 
and activities such as balance, exercise tolerance, changing body 
position, and walking. she performed the timed-up and go-test 
and a gait analysis. the occupational therapist (ot) tested hand 
function with the nine-hole-peg test and performed daily activities 
such as eating, toileting dressing and washing. additionally, he did 
assessed functions relevant for his vocational participation as an 
administrator such as writing, using a computer and handling of 
paper files. The Psychologist tested the concentration ability and 
explored the mental problems. last but not least the social Worker 
explored the patient’s social situation and the possibilities for so-
cial compensation and work place adaptation. 

the results of the assessment were discussed in the prM team 
meeting together with the patient and under the leading of the prM 
physician. it was concluded that a 6-weeks multi-professional re-
habilitation including pt, ot, psychotherapy may improve the 
patient’s overall fitness and work ability. It was seen realistic that 
the patient could return-to-work, but most probably with reduced 
daily working hours. the patient was instructed where and how to 
apply for social compensation and a program for part-time work 
integration. 
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a comprehensive strategy, the achievement of personal 
intervention and the supervision of team or network co-
operation. It ends after a final assessment of the overall 
process. Such process can be named a “PRM Program 
of Care.” 

the clinical affairs committee of the uEMs-prM 
section developed standards for accreditation of such 
programs and published a series of those already ac-
credited (table V). such accreditation is based on the 
following (appendix 5):

 — epidemiological needs and scientific evidence 
sustaining the program design;

 — a target population, with inclusion and exclusion 
criteria;

 — general goals, expressed with respect to the icf;
 — a well-structured content, with details about its 

agenda with possible stages, diagnosis and assessment 
tools (for the initial, follow up and final periods), sched-
uled interventions (direct treatment, education and 
training, rehabilitation), and the exact role of each par-
ticipant in the program;

 — adapted equipment and manpower, with relevant 
team management. assessment tools should help to 
make individual decisions and to provide objective data 
for the overall assessment of the program;

 — discharge criteria and final report, with recom-
mendation for long-term follow-up.

prM programs of care are a good basis for a quality 
approach. Defining a Program of Care leads to empha-
size the strong points of prM activity, but also raising 
some points that may be improved through a further ac-
tion plan. structured assessments will produce interest-
ing data about outcomes in real life conditions. 

prM programs of care can adapt general principles 
to any local need and condition. for instance, prM 
early intervention in an acute care hospital will make a 
different program for brain injured people than a com-
munity based unit, dealing with people suffering from 
brain damage. and a posture and Movement analysis 
unit will provide a third kind of additional assessment 
and advisory program. in some cases, prM programs 
may address a very specific population, referred by 
other specialists. on the opposite, you may have to sat-
isfy the various needs with less technology, but more 
personal relationship. therefore, any kind of program is 
worth being considered with the same attention.

Programs of Care must address one specific issue, 

ment) 36 include medical interventions (e.g. medication 
and practical procedures), physical treatments and phys-
iotherapy, occupational therapy, speech and language 
therapy, dysphagia management, neuropsychological 
interventions, psychological interventions (including 
counselling of patients, families, and caregivers), nutri-
tional therapy, assistive technology, prosthetics, orthot-
ics, technical supports and aids, patient education, and 
PRM/rehabilitation nursing (Box 4). More details are 
shown in table iV (a comprehensive list of interven-
tions can be found in appendix 4). 

There is growing scientific evidence on efficacy and 
effectiveness of most of the applied interventions. the 
new Cochrane field of rehabilitation aims at being a 
bridge between the available evidence and the field of 
PRM practice (http://rehabilitation.cochrane.org/).

Standardized PRM programs

as mentioned above, physical and rehabilitation 
Medicine physicians play a complex role in health-
related rehabilitation programs. it starts with a clear 
medical diagnosis, a functional and social assessment 
and continues with the definition of different goals to 
achieve, according to the patient needs, the set-up of 

Box 4.—Example for treating a patient  
with diabetes mellitus treated in a PRM program

a 52-year-old man with type 2 diabetes mellitus and a gangre-
nous foot had a trans-tibial amputation. he was given preoperative 
counselling to allow him to cope with the coming changes to his 
body and lifestyle. this included measures to prepare him for deal-
ing with sensory changes, body image and balance alterations and 
enable him to engage in rehabilitation. 

physiotherapy started in the early postoperative phase with res-
piration therapy and prevention of thrombosis and contractures. 
attention was given to the production of an adequate stump with 
bandaging and reduction of stump edema. he began walking with 
a temporary prosthesis and was measured for a permanent one. 
this was done with discussion with the patient on the level and 
nature of his physical requirements and goals. consideration was 
given to the possible need for home, workplace or car adaptations. 
his journey to work parking, distance walked at work and other 
relevant factors such as leisure and family activities were explored. 
the patient was taught how to manage the stump and the pros-
theses. three months after the amputation, he was independent in 
self-care, including monitoring of his residual limb. he was able 
to return to work and will be followed up for the rest of his life. 
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Table IV.—�Interventions in PRM.

Medical interventions Medication aiming at restoration or improvement of body structures and/or function, e.g. pain therapy, inflammation 
therapy, regulation of muscle tone, improvement of bone health, treatment of depression, and others

practical procedures, e.g. injections (e.g. anesthetics, corticosteroid, hyaluronic acid injections-intra-articular or epidural 
or trigger point injections, botulinum toxin), neural therapy, regenerative injection therapies (e.g. dextrose prolotherapy, 
platelet rich plasma), nerve blocks, and other techniques of drug administration (e.g. iontophoresis, phonophoresis, use 
of intrathecal pumps-baclofen pumps etc.)

prM interventions with 
physical agents and 
therapeutic exercises

Kinesiotherapy and exercise therapy
neurofacilitation techniques, e.g. neurodevelopmental treatments (e.g. bobath, brunnstrom approach), proprioceptive 

neuromuscular facilitation and sensory integration therapy as well as repetitive task practice (e.g. constraint-induced 
movement therapy) 

Manual therapy techniques for reversible stiff joints and related soft tissue dysfunctions as well as manual traction 
(traction with devices is also possible)

respiratory physical therapy (methods and techniques for respiratory pathway hygiene, inhalation therapies, breathing 
exercises)

Massage therapy and vibration therapy (e.g. whole-body vibration) 
Electrotherapy (e.g. electrostimulation techniques-tEns, fEs, nMEs, spinal cord stimulation)
Neuromodulation/non-invasive brain stimulation techniques (e.g. tdcs, rtMs)
Magnetic therapy
lymph therapy (e.g. manual lymphatic drainage, bandaging)
Meditative movement therapies (e.g. qigong, yoga, and tai chi)
Maneuvers (e.g. specific repositioning maneuvers, physical counter-maneuvers for the management of orthostatic 

hypotension)
other physical therapies including ultrasound, extracorporeal shock wave therapy, heat and cold applications, short wave 

diathermy, tecartherapy, ozontherapy, etc. 
Exergaming using virtual reality systems/game consoles/video games
phototherapy (e.g. uV therapy, bright light therapy, laser therapy)
hydrotherapy and balneotherapy
climatotherapy
acupuncture 
animal-assisted activities and animal-assisted therapy (e.g. hippotherapy, use of service animals)
hyperbaric oxygen therapy 

occupational therapy analyzing and training of activities of daily living and occupation and teaching the patient to develop skills to overcome 
barriers to activity of daily living

training of cognition and teaching strategies to circumvent cognitive impairments
return-to-work interventions and ergonomic interventions to facilitate functioning
driving rehabilitation interventions (e.g. driving simulator evaluations)
splinting 
adjusting work & home environments
facilitating access to and use of information technology including telerehabilitation interventions

speech and language therapy in addition to conventional speech-language therapies, innovative approaches to speech-language pathologies (e.g. 
telehealth technology applications)

dysphagia management interventions to facilitate swallowing, and adaptation aids (e.g. the use of specific postures, swallowing maneuvers, 
consistency and bolus size modifications)

neuropsychological 
interventions

cognitive retraining, cognitive stimulation, and computer-based interventions in the context of cognitive rehabilitation

psychological interventions 
and counselling 

cognitive or behavioral techniques (e.g. cognitive behavioral therapy, relaxation strategies, mind-body therapies, 
meditation, biofeedback, mirror therapy, guided imagery)

nutritional therapy dietary interventions including advice and counselling on nutrition
assistive technology, 

prosthetics, orthotics, 
technical supports, and aids

assistive technology (appendix 5) ranging from low technology aids such as canes to high technology equipment or 
systems such as motorized wheelchairs or computerized systems (communication systems; e.g. telemonitoring or 
telerehabilitation-mentioned above) and others in rehabilitation practice including robot-assisted therapies (robotic 
rehabilitation)

Patients, families/caregivers, 
professionals’ education 
including self-management 
education

Educational interventions for patients including self-management education (e.g. back schools)
Educational interventions for families/caregivers (e.g. family-centered interventions)
Educational interventions for professionals (e.g. evidence-based medicine training, research training, CME/CPD)

PRM/rehabilitation nursing care, education, and assistance on safety (e.g. prevention of in-hospital falls), skin, bladder and bowel management, 
nutrition, sleep)

case managing through communication between the rehabilitation team, patient and the family
Facilitating discharge/care transitions
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rather than describe the overall activity of a prM de-
partment. For example, the focus may be on a “stroke 
program” instead of speaking about “neurological condi-
tions” at large. The main entrance to the program may be:

 — an impairment (as a consequence of a health 
condition): hemiplegia, amputation, spinal cord injury, 
knee ligament reconstruction, low back pain and others;

 — an activity limitation and participation restriction: 
walking disability, limitation in self-care, not being able 
to perform household, leisure or sports activities and 
others;

 — a vocational goal or independent living for brain 
injured people;

 — a period of life, with some specific features: chil-
dren with cerebral palsies, athletes with musculoskele-
tal injuries, manual workers with low back pain, elderly 
people with falling hazards and others.

the number of accredited prM programs is continu-
ously growing.

another approach for more standardization of prM 
interventions in treatment and rehabilitation programs 
for specific health conditions is given by the Profes-
sional practice committee of the uEMs-prM section. 
It described the Field of Competence of PRM in specific 
areas in detail. the results of this effort are published in 
an E-book of the field of competence of prM which 
is available from the uEMs-prM section and board 
website.37

Management skills and advisory role of PRM 

physical and rehabilitation Medicine physicians 
have a wide range of management skills. those include:

 — at the micro-level of care provision: to manage a 
patient-case in its complexity and, in particular, to sup-
port the patient/client to choose the right services, to get 
social and legal support, to adapt the environment etc. 
this also includes the management of the multi-profes-
sional rehabilitation team, e.g. in organizing meetings, 
documentation of outcomes, follow-up of decisions. 

 — at the meso-level of service organization: to 
manage a rehabilitation hospital or other service, to 
run a prM department in a bigger institution. this also 
includes the implementation and follow-up of quality 
management programs. Aspects of qualification of team 
members, appropriate technical equipment and finan-
cial resources are part of this area of work.

 — at the macro-level of health systems and policies: 
to influence health policies and environmental design to 
facilitate participation of persons with disabilities and 
disabling conditions, including access to rehabilitation 

Table V.—�PRM programs accredited by the UEMS-PRM Sec-
tion Clinical Affairs Committee (from: www.euro-prm.org/index.
php?option=com_content&view=article&id=33&Itemid=187&
lang=en).

accredited programs

n012 - prM program for patients with spinal cord injury in the post-
acute phase - anda nulle (latvia)

n011 -prM program for patients with increased fall risk - andreas 
dinsenbacher (luxemburg)

n010 - prM program for peripheral nerves injuries - primoz novak 
(slovenia)

N009 - PRM Program for patients with Traumatic Brain Injury - Klemen 
Grabljevec (slovenia)

n008 - Myotel: a myorelaxation-feeback based tele-treatment for neck 
and shoulder pain - daniel Wever (the netherlands)

n007 - Multi-professional management of the diabetic foot - Martinus 
terburg (the netherlands)

n006 - saMsah tc-cl 13: prM program for the long-term 
accompaniment of patients with acquired brain lesions - alain delarque 
(france)

n005 - prM program for spinal cord injury and trauma - rajmond 
Šavrin (slovenia)

n004 - prM program for patients with spinal cord injury - sasa 
Moslovac (croatia)

n003 - prM pc for patients with low back pain and lombo-sacral 
radiculopathy - svetlana lenickiene (lithuania)

n002 - prM program after hip and knee arthroplasty - ieva 
Michailoviene (lithuania)

N001 - PRM follow up after ACL reconstruction - Georges de Korvin 
(france)

programmes from the trial phase

p2 (2008) - post-traumatic Geriatric rehabilitation. M. Quittan (austria)
p3 (2008) - rehabilitation of oncological patients. V. fialka-Moser 

(austria)
P4 (2008) - General Physical and Rehabilitation Medicine. G. de Korvin 

(france)
p5 (2008) - prM and patients with stroke. nika Goljar (slovenia)
p8 (2008) - prM and patients with neurological disorders. Zoltan denes 

(hungary)
P9 (2008) - PRM and patients with neurological disorders. A. Giustini 

(italy)
p17 (2008) - assessment and treatment of patients with walking troubles 

in a day hospital in acute settings. a. dElarQuE (france)
P18 (2008) - PRM and patients with a spinal cord injury. Jurate Kesiene 

(lithuania)
P19 (2008) - Rehabilitation of people after amputation. Metka Presern-

strukelj (slovenia)
p21 (2008) - inpatient programme of rehabilitation of children. hermina 

damjan (slovenia)
p22 (2008) - prM and patients with stroke. tomas sinocevicius 

(lithuania) 
P24 (2008) - PRM and patients with osteoporosis. Katalin Bors (Hungary)
p26 (2008) - prM program for adults with neurological disorders. 

Erzsebet boros (hungary)
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rehabilitation team consisting of different rehabilitation 
professionals collaboratively working under the lead-
ership of a PRM physician, 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. 

as mentioned before, prM treatment goals, assess-
ments and interventions are multidimensional and very 
complex. thus, they must be carried out on the basis of 
professional knowledge and responsibility requiring the 
involvement of other health professionals such as phys-
iotherapists, occupational therapists, nurses, speech 
therapists, orthotist, prosthetist and/or other health pro-
fessionals. Each of them contributes with his/her spe-
cific competences, however, in most cases the medical 
responsibility for the patient will remain on the prM 
physician.

depending on the phase (acute, post-acute or long-
term rehabilitation) and the setting (hospital, rehabili-
tation center, outpatient service or community based 
rehabilitation) the collaboration modalities may dif-
fer. in most cases, structured multi-professional teams 
working collaboratively under the leadership of prM 
physicians, based on shared ethical and scientific bas-
es as well as common methodology and language, are 
needed. this is fundamental to achieve optimal level of 
outcome. 

Multi-professional team work is essential for the di-
agnosis and assessment of impairments, activity limi-
tations and participation restrictions, selection of treat-
ment options, co-ordination of varied interventions to 
achieve agreed goals, and critical evaluation and revi-
sion of plans/goals to respond to changes in the patient’s 
health and function (box 5). 

in many cases, rehabilitation requires interdisciplin-
ary counselling with other specialized physicians, in 
particular after surgery, in the diagnostic phase of a 
disease and for planning a multidimensional treatment 
plan. the medical specialists need to agree a common 
strategy, which incorporates all their interventions at the 
right times to achieve a common approach to the over-
all treatment strategy. continued input may be required 
from other medical specialists either in acute rehabilita-
tion wards, or in long term rehabilitation (mainly coop-
eration with the primary care physician).

services. to manage this part of the environment is an 
important factor for successful rehabilitation. in most 
cases this will not be done by an individual practicing 
prM physician but will be done in context of prM so-
cieties or responsible committees and other stakeholder 
bodies 

To fulfil these tasks PRM training includes many as-
pects of management skills: team work, planning skills, 
health systems knowledge, process management, prin-
ciples of service provision including financial aspects, 
basics of health policies and others. 

Multi-professional collaboration 
and collaborative teamwork

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, nurses and/or others);

 — inter-disciplinary collaboration: collaboration 
among different medical specialties (e.g. prM, trauma 
surgeon, neurologist, cardiologist and/or others). 

 — in team theory, the terms are used to describe the 
way of collaboration and the interaction between team 
members irrespective of their professional background:

 — multi-disciplinary team work: team work without 
systematic structure and without an organized decision-
making process. such teams are mostly based on hier-
archy, do not meet regularly, discuss only parts of work 
(or specific patients), have less room for discussion and, 
in many cases, communicate bilaterally;

 — inter-disciplinary team work: collaboration of 
team members with different backgrounds putting to-
gether their knowledge, expertise and experience to 
solve problems together. such teams gather regularly, 
discuss all problems and work based on equality of con-
tribution of every team member. decisions are taken as 
a team (mostly based on consensus). communication is 
always multilateral. 

The term “multi-professional team” will be used for a 
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ing in a multi-professional team (under the leadership 
of a prM physician) and understanding the roles and 
values of the colleagues. the team works to set goals 
adjusted over time and according to clinical and func-
tional progress of the patient. Most important principles 
of successful team work are:38

 — appropriate range of knowledge and skills for the 
agreed task;

 — mutual trust and respect;
 — willingness to share knowledge and expertise;
 — speak openly.

The team involves directly the patient and his/her 
significant others/family to establish appropriate and 
realistic treatment goals within an overall coordinated 
rehabilitation program. these goals should be patient-
centered, endorsed by the team and adjusted repeatedly 
as the prM program proceeds.

cooperation within the rehabilitation team is ensured 
by structured team communication and regular team 
meetings, discussing the diagnosis, the functional im-
pact on functioning and activities, the ability of the pa-
tient to participate in the society as well as the possible 
risks and the prognosis of the disease. the team mem-
bers’ assessments are incorporated into the rehabilita-
tion plan, which is reviewed regularly.

successful teams will need to include a wide range of 
knowledge, aptitudes and professional skills, and mem-
bers will primarily include: prM physicians, nurses 
with rehabilitation expertise, physiotherapists, occupa-
tional therapists, speech and language therapists, clini-
cal psychologists and neuropsychologists, social work-
ers, prosthetists and orthotists, bioengineers as well as 
dieticians.39 the structure of the teams may vary in dif-
ferent European countries and depends on specificity of 
each rehabilitation department. 

Team members must be appropriately qualified with 
a focused scientific and professional education (basic 
and continuous). Knowledge and respect for the skills 
and aptitudes of the other team members is required. 
prM physicians have a duty to provide adequate infor-
mation, training and clinical support, but each health 
professional has an individual responsibility to uphold 
his or her profession’s standards.

the competencies of the members of the team should 
be:39

 — physicians: diagnosing the underlying pathology 
and impairments, prognosis, medical assessment and 

prM teams not only comprise members from many 
different professional backgrounds, but also work to-
wards agreed aims by using shared strategies. it is more 
than adding different health professionals work if work-

Box 5.—Example for patient-centered decision making 
in a multi-professional rehabilitation team

Michael is a 48-year-old informatician, married and father of 3 
teenaged daughters. on the way to work, on his motorbike, he is 
hit by a truck and sustains a complete paraplegia t10. prognosis of 
recovery is very reserved, as Michael is being told quite soon by 
the surgeon. after a 2 week stay at the acute hospital he is admitted 
to the rehabilitation center. the rehabilitation team members (prM 
physician, rehabilitation nurse, physiotherapist, occupational ther-
apist, psychologist, social worker and sports therapist), under the 
leadership of the prM physician, complete the assessment and set 
short term goals for the first weeks: verticalization on the tilting 
table, sitting in a modular wheelchair, strengthening of the upper 
limbs, upper body ADL training, bladder/bowel scheme by the 
nurses. Michael is quite distressed, sleeps little and motivation for 
therapy is low. in the second team meeting the psychologist shares 
with the team that the patient is in a depressive mood, misses his 
family and sees no point in the future. he states life has no sense 
and asks questions about end of life possibilities. On the “what 
matters to you” question he replies being home and cooking for 
his family during the weekends is very important. cooking is his 
great passion and hobby. With three old school-friends they have 
a “cooking club” one Saturday a month at their respective homes, 
and in the evening their wives join for dinner. 

a new team meeting together with Michael and his wife is 
scheduled rapidly in order to set common goals. there, he can ex-
press his feelings and lived experience at the sci unit. new goals 
are being set for the short as well as the long term. on the long-
term, home adaptations are being proposed, including the kitchen 
infrastructure. return to work seems feasible considering the in-
stallation of a wheelchair accessible toilet at his company. as the 
family went skiing twice per year, some indoor ski sessions with 
the sports therapist will be scheduled as soon as his condition al-
lows, and if successful a sit-ski will be added to the list of assis-
tive devices for the insurance company of the truck driver, whose 
responsibility for the accident has been pronounced. as Michael 
very much wants to participate in the cooking club also when at 
his friends, with this objective, gait/standing training will be pro-
vided, first with circular casts of the legs, then with knee-ankle-
foot orthoses and a Walkabout. on the short term, the nurses will 
teach him clean intermittent self-catheterization, physiotherapists 
will focus on wheelchair and transfer training and occupational 
therapists on independence for personal activities of daily life. 
A home visit with the occupational therapist and a first weekend 
home are scheduled after some weeks, followed by a second round 
table, attended also by the couple’s daughters.

thanks to the close involvement of Michael and his family with 
goal setting, therapy becomes much more meaningful to Michael 
and he finds the energy to participate actively.
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sibility. for this reason, a thorough medical diagnosis 
and assessment is essential prior to every rehabilitation 
intervention.

for optimizing prM programs, team members must 
understand their specific contribution to the collabora-
tive team, but prM physicians have the responsibility 
for providing an integrated description of each indi-
vidual’s pattern and care pathway, leading the decision-
making process.

collaborative team working establishes a strong re-
lationship with all stakeholders of the prM team based 
on open and mutual respect and considering the techni-
cal skills of each other. the team’s success lies in the 
communication established, making efforts in order to 
overcome the difficulties experienced by the patient.

prM physicians have an essential role to play in col-
laborative teams: they lead it, diagnose, promote dis-
cussion, develop and evaluate new management strate-
gies, in order to lead the rehabilitation plan and ensure 
the clinical success. 

Ethics in clinical PRM practice

prM professionals centrally involve patients, fami-
lies and caregivers in the goal setting process and ad-
dress ethical dilemmas as part of this. this also applies 
for end of life decisions for which each specific country 
has its legal framework. for instance, in belgium and 
the netherlands patients in unbearable suffering due 
to a severe incurable health condition can choose for 
euthanasia if they comply with the prescriptions of the 
law.

prM physicians thus routinely consider the rights 
of their patients in their daily practice and ethical and 
moral decisions are made on a daily basis in the field 
of prM. Many of these are minor, such as the decision 
to explain the risks and obtain consent for a joint injec-
tion or electrodiagnostic procedure. others, however, 
are more complex and difficult, and may involve the 
participation of several different people. some issues 
are fairly specific to the specialty. Keeping in mind the 
ethical principles just mentioned, ethical issues in three 
settings commonly encountered in rehabilitation medi-
cine will be discussed: resource allocation and patient 
selection, the ethics of team care and ethical issues in 
goal setting. The aim is not necessarily to provide firm 
answers, but to consider the issues and the various pos-

treatment, setting-up treatment and rehabilitation plan, 
prescription of pharmacological and non-pharmacolog-
ical treatments and assessment of response to these;

 — rehabilitation nurses: addressing and monitoring 
day-to-day care needs. Expertise in the management 
of tissue viability and continence problems. providing 
emotional support to patients and their families. Educa-
tion to patients and their families;

 — physiotherapists: detailed assessment of posture 
and movement problems, administering physical treat-
ments including exercise to restore movement and al-
leviate pain, etc.;

 — occupational therapists: assessing the impact of 
physical or cognitive problems on activities of daily 
living, return to work, education and/or leisure activi-
ties, etc. providing expertise on strategies that can be 
used by the patient and his/her family, use of assistive 
technology and environmental adaptations to facilitate 
independence;

 — speech and language therapists: assessing and 
treating cognitive, communication, orofacial motility 
problems and swallowing disorders;

 — clinical psychologists and neuropsychologists: 
detailed assessment of cognitive, perceptual and emo-
tional/behavioral problems. Development of strategies 
to manage these with the patient, his/her family and 
with other health professionals;

 — social workers: promoting participation, commu-
nity reintegration and social support;

 — prosthetists and orthotists: expertise in the provi-
sion of technologies ranging from splints and artificial 
limbs to environmental controls;

 — bioengineers and rehabilitation engineers: regard-
ing technologies and data collection;

 — dieticians: assessing and promoting adequate nu-
trition.

the prM physician’s role in the team is essential 
for establishing the medical diagnosis, the functional 
evaluation, the prescription, the treatment plan and the 
leadership of the team. this is based on medical and 
ethical principles, the icf-model of body function and 
structure, activities, participation and contextual factors 
as well as scientific results (evidence-based healthcare). 
the clinical intervention has to address the health condi-
tion, impairments, activity limitations and participation 
restrictions. however, virtually every rehabilitation in-
tervention has risks that must be assumed with respon-
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core strategy,3, 4, 43 “functioning” as well as various as-
pects of quality of life and the perception of health and 
well-being 4, 44 are most important goals of prM treat-
ments and programs. therefore, the essential outcome 
specific to PRM is “functioning.” 

there are extensive examples where the prM pro-
grams and rehabilitation services have been shown to 
be effective in improving functioning (functional out-
comes) and reducing disability.

The importance of functional outcomes

functional outcomes relate to three dimensions 
including body functions and structures, activities, 
and participation as defined under the umbrella term, 
“functioning,” in the International Classification of 
functioning, disability and health (icf),5 covering 
domains of life including understanding and com-
municating, mobility, self-care, interacting with other 
persons, domestic life, work/employment, school, lei-
sure, and joining in community activities/participa-
tion in society.5, 45 functioning is experienced by all 
humans and any person may experience problems in 
functioning, ranging from mild to severe, in his/her 
lifespan.46 the consensus view of the World health 
organization (Who) is that health is not merely non-
occurrence of a certain disease or injury, but it con-
tains functioning (i.e. capability to perform physical 
and mental actions/tasks).47 hence, functioning is a 
core element of health and improvement in functional 
outcomes is a vital goal. 

indeed, evidence suggests that an individual’s level 
of functioning in interaction with the current environ-
ment, termed as “lived health,” is more important than 
biological health. self-reported general health has 
been demonstrated as highly relevant in large cohort 
of about eighteen thousand community-dwelling and 
about ten thousand institutionalized individuals. the 
perception of general health in the institutionalized 
population with a lower level of biological health is 
closer to those of the community-dwelling population 
when assistive devices and/or personal assistance was 
provided.48 This finding clearly points to the value 
and importance of functional outcomes specifically 
relevant to prM on the evaluation of health from the 
perspectives of individuals. To conclude, real benefit 
to functional outcomes provided by prM approaches 

sibilities that may be used to assist the decision-making 
process. this text cannot go into this in great detail, but 
two examples are patient selection and resource alloca-
tion. Who decides on which patients should be admitted 
to rehabilitation facilities and which should not and how 
do clinicians deal fairly with the allocation of limitation 
of stretched resources? 

siegert, et al.40 looked at the way that rehabilitation 
professionals were protecting their patients’ human 
rights and dignity amid the rapidly growing literature 
on human rights particularly as it relates to health and 
rehabilitation. this article aimed to introduce rehabili-
tation professionals to the place of human rights in re-
habilitation practice and to stimulate further discussion 
and debate. it highlighted some important milestones in 
the recent history of the human rights movement and 
explained some important terms in the rights literature. 
it described the Ward and birgden model of the struc-
ture of human rights as an example of a rights perspec-
tive that might have particular relevance for health and 
social services and rehabilitation.41

ultimately, the goal of rehabilitation medicine is to 
ensure patient autonomy, beneficence and justice, while 
striving to give the best care possible, at the same time 
as respecting the wishes and guidelines of society as a 
whole within the restraints of the available resources. 
other factors include the selection of patients for reha-
bilitation, the prM team’s activities & competencies, 
goal setting in context of prM, and resource allocation.42

in conclusion, in rehabilitation practice, we are in-
creasingly confronted with often very delicate ethical 
questions. the macro level exists as a framework, but 
decisions are taken daily on the micro- and meso-levels. 
this evolution is the consequence of a number of sig-
nificant medical, technical and societal evolutions dur-
ing the last decades. Ethical values and cultural beliefs 
of professionals as well as patients influence choices in 
rehabilitation. We need to be aware that cultural differ-
ences can affect outcome of treatment. Ethical and cul-
tural issues should be part of rehabilitation curricula and 
postgraduate training. professionals delivering prM 
services should take time to reflect on these issues.

Outcomes of PRM interventions and programs

As Physical and Rehabilitation Medicine is defined 
as “medicine of functioning” with “rehabilitation” as its 
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important to show the evidence of the effectiveness 
of particular rehabilitation interventions and services. 
these outcome measures have to relate directly to the 
specifically set goals addressed in the rehabilitation 
plan. the evaluation of rehabilitation has fundamental 
differences from the evaluation of disease-orientated 
medical treatments aimed at limiting pathology or cur-
ing disease.1, 2 it is important to determine which out-
come to measure in person-centered outcome measure-
ment approach to see whether specific goals set for a 
particular individual were achieved. if the problem of 
an individual is an impaired function, then the primary 
outcome should relate to that function. if the goal is 
the achievement of “participation in society,” which 
is the ultimate goal of rehabilitation, then participa-
tion restrictions should be measured as the primary 
outcome.28 patient-centered outcome measurements 
in research serve as cornerstones for evidence-based 
medicine defined as “the integration of best research 
evidence with clinical expertise and patient values.” 52 
Evidence-based practices do improve outcomes of 
care if the best compromise between person deemed 
goals (goals which are important and meaningful to 
the persons) and rehabilitation plan can be achieved. 

in summary, rehabilitation has the ability to reduce 
the burden on disability both for individuals and for 
society. it is shown to be effective in enhancing indi-
vidual functioning and independent living by achieving 
greater activity, better health and by reducing compli-
cations and the effects of comorbidities. This benefits 
the individual and society to include greater personal 
autonomy, improved opportunities for employment and 
other occupational activity. While many societal factors 
are involved in return to independent living and work, 
PRM can prepare the individual and families/carers to 
take maximal advantage of the opportunities that are 
available.1, 2

Cost-effectiveness outcomes

the effectiveness of rehabilitation is not only asso-
ciated with enhanced functioning and living indepen-
dently but also with reduced costs of dependency due 
to disability.1, 2 the effects of prM on cost-savings has 
been discussed in the chapter on economic burden of 
disability. 

focusing on function seems to be the entity that mat-
ters most for individuals. the initiative of the Who on 
the integrated use of the international statistical clas-
sification of Diseases and Related Health Problems 
(icd) 19 and the icf 5 in the icd revision process aim-
ing to represent the effect of the health condition on 
functioning is an important endeavor (35) underlining 
the importance of functional outcome in prM.

Person-centered outcomes

the primary responsibility of prM physicians is to 
produce treatment outcomes to affect persons’ lives in 
accordance with their valued aspects. it may be argued 
that despite the notion that prM physicians pay atten-
tion to quality of life of the person as a whole, prM 
targets health-related quality of life which forms an im-
portant portion of whole quality of life.49

therefore, prM outcomes are associated with vari-
ous aspects of health-related quality of life resulting 
from improvements in functioning and/or perceptions 
of health and well-being.4, 44 demonstrating a person’s 
well-being and social participation is an important fea-
ture of the fundamental outcome of patient-centered 
rehabilitation.50 Well-being is probably a more secure 
indicator of success than quality of life. Many current 
quality of life measures implicitly make judgments 
about the relevance of specific objective factors, such as 
the ability to climb stairs, which may not be perceived 
as equally important by all people with disabilities.1, 2 

to meet persons’ outcome expectancies, shared 
goal-setting is a central issue in prM and a core com-
petency of prM physicians and the rehabilitation team. 
Goal-setting is associated with improvement in prM 
outcomes enhancing persons’ functioning as well as 
evaluation of treatment outcomes.51 Mutually agreed 
goals and outcomes are essential in person and goal 
oriented rehabilitation process prioritizing functional 
outcomes. ICF tools such as ICF Categorical Profile, 
icf Evaluation display, and icf assessment sheets 
can be used for the identification, definition, and il-
lustration of rehabilitation goals, intervention targets, 
and goal achievement.13 the assessment of changes in 
functioning after a goal and outcome oriented reha-
bilitation intervention and goal achievement are sig-
nificant outcome measures in rehabilitation settings.17 
at an individual level, outcome measures are very 
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Survival outcomes

finally, prM outcomes are also associated with sur-
vival. there is considerable evidence that rehabilitation 
reduces the risk of mortality in certain groups of pa-
tients as can be exemplified for exercise-based cardiac 
rehabilitation for coronary heart disease which leads to 
a decrease in cardiovascular mortality.53 there are other 
examples where rehabilitation has been shown to be ef-
fective in improving survival.

rehabilitation can be successfully achieved in condi-
tions where there is no biological recovery and indeed 
in conditions that are intermittently or steadily deterio-
rating. in the latter, rehabilitation may need to be deliv-
ered in a continuing program that enables the patient 
to maintain levels of participation and well-being that 
would otherwise not have been achieved. it should be 
standard practice to audit services.1, 2

in conclusion, prM programs and rehabilitation ser-
vices for persons with disabilities produce concrete ben-
efits including improvement in functioning (via reduc-
ing impairments in body functions, activity limitations, 
and participation restrictions) and reduction in costs as 
well as decrease in mortality for certain groups of pa-
tients which justify the importance of prM outcomes. 
the outcome measures related to functioning, patient-
centered, should be considered as primary outcome in 
rehabilitation clinical studies.
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Appendix 1.—ICF-based Conceptual Description of Physical and Rehabilitation Medicine

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,
diagnoses health conditions,
assesses functioning in relation to health conditions, personal and environmental factors,
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,

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,
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,
provides education to patients, relatives and other important persons to promote functioning and health,
manages rehabilitation and health across all areas of health services,
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,

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.
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Appendix 2.—Comprehensive list of conditions PRM physicians treat or can be involved in 

the table is adapted from the White book on physical and rehabilitation Medicine in Europe 1, 2 and from the 
paper demonstrating the field of competence of PRM physicians 18 and expanded using the list created in a work-
shop of conditions relevant to the icd-11.20, 21 publications relevant to the rehabilitation needs of persons with 
some health conditions and research activities of prM physicians can be found in supplementary references. 

Traumatic diseases: Traumatic brain injury, spinal cord injury, multiple trauma, plexus and peripheral nerve injuries, sports trauma/injuries, trauma during 
long-term disabling disease, work-related trauma, traumatic amputations involving multiple body regions, birth injury, injuries to body regions (e.g. 
fracture of femur and other lower limb fractures, vertebral fractures, upper limb fractures, traumatic rupture of tendons or ligaments, strains and sprains 
involving ligaments, and others), burn injury

non traumatic diseases of the nervous system: stroke- including subarachnoid hemorrhage, extrapyramidal and movement disorders including parkinson 
disease and parkinsonism, dystonias (e.g. spasmodic torticollis and others, restless legs syndrome, stiff-man syndrome), multiple sclerosis, infection 
or abscess of the central nervous system (cns) including sequelae of central nervous system tuberculosis, poliomyelitis), tumors of the cns, spinal 
cord paralysis whatever the cause, complex consequences of neurosurgery, muscular dystrophy and neuromuscular disorders, systemic atrophies 
affecting the cns (e.g. ataxias, spinal muscular atrophies, motor neuron disease including amyotrophic lateral sclerosis, post-polio syndrome), other 
degenerative diseases of the nervous system (e.g. alzheimer disease), other paralytic syndromes (e.g. locked-in syndrome, peripheral neuropathies 
(among them Guillain-Barré polyradiculopathy), nerve entrapment /compression, congenital diseases (cerebral palsy, spina bifida, and others), episodic 
and paroxysmal disorders relevant to rehabilitation (e.g. epilepsy, vertebro-basilar artery syndrome, sleep disorders), metabolic or biochemical genetic 
diseases

Mental and behavioral disorders with relevance to rehabilitation (e.g. dementias, bipolar affective disorder, post-traumatic stress disorder, depression, 
schizophrenia)

disorders of psychological development relevant to rehabilitation (e.g. childhood autism, rett syndrome)
behavioral and emotional disorders with onset usually occurring in childhood relevant to rehabilitation (e.g. Attention deficit hyperactivity disorder)
acute or chronic pain from various causes such as amputation, post-surgical care, critical illness polyneuropathy
some general symptoms and signs relevant to prM (e.g. chronic intractable pain, other chronic pain, fatigue, localized hyperhidrosis)
complex status of various and multiple cause: bed rest syndrome, effort deconditioning, multisystem failure
non traumatic diseases of the musculo-skeletal system: spinal column (chronic and acute low back pain, cervical or dorsal pain), infectious, degenerative 

and inflammatory arthropathies (mono and poly arthritis) (e.g. osteoarthritis, rheumatoid arthritis, ankylosing spondylitis and other spondylopathies 
including spinal stenosis or spondylopathies in diseases such as pott curvature or brucella spondylitis), vascular amputation, soft tissues disorders 
including disorders of synovium and tendon (e.g. calcific tenditinis, trigger finger, DeQurvain tenosynovitis), soft tissue disorders related to use, 
overuse and pressure (e.g. bursitis, chronic crepitant synovitis of hand and wrist), fibroblastic disorders (e.g. dupuytren disease, plantar fasciitis), 
shoulder lesions (e.g. adhesive capsulitis, rotator cuff syndrome, bicipital tendinitis, calcific tendinitis), enthesopathies of limbs (e.g. epicondylitis, 
tendinitis, iliotibial band syndrome, calcaneal spur, metatarsalgia), other soft tissue disorders (e.g. myalgia, fibromyalgia), disorders of bone density and 
structure (e.g. osteoporosis, osteomalacia), disorders of continuity of bone (e.g. delayed union of fracture), other disorders of bone (e.g. sympathetic 
reflex dystrophy/Complex regional pain syndrome), other joint disorders including acquired deformities affecting limbs/limb regions, unequal limb 
length, patellofemoral disorders, chondromalacia patellae, internal derangement of knee (e.g. meniscus derangements), chronic instability, ligament 
disorders, spontaneous rupture/disruption of ligaments or tendons, dislocation, subluxation, contracture of joints, hemarthrosis, joint effusions), 
systemic connective tissue disorders including other rheumatic disorders and hypermobility syndrome), benign myalgic encephalomyelitis (chronic 
fatigue syndrome), occupational exposure to vibration (e.g. hand-arm vibration syndrome), deforming dorsopathies (e.g. kyphosis and lordosis, 
scoliosis, spondylolysis, spondylolisthesis, torticollis).

disorders of vestibular function relevant to rehabilitation (e.g. vertigo)
cardiovascular diseases: ischemic heart diseases, acute myocardial infarction, heart failure, valve diseases, lower limb atherosclerosis, myocarditis, high 

blood pressure, atrial fibrillation, heart transplant, Chagas disease with heart involvement, rheumatic heart disease
diseases of the lymphatic system relevant to rehabilitation (e.g. breast cancer related lymphoedema and other lymphoedema). 
Diseases of the respiratory system: asthma, chronic obstructive pulmonary disease, pulmonary hypertension, pulmonary fibrosis, lung transplant, 

pneumoconiosis, asbestosis
Endocrine, nutritional, and metabolic diseases: diabetes mellitus, complications of the metabolic syndrome, obesity, protein-energy malnutrition) 
diseases of the genito-urinary and gastrointestinal system: e.g. vesico-sphincter disorders, stress urinary or bowel dysfunction, neurogenic bladder and 

bowel dysfunction, pelvic floor pain syndromes, genito-sexual disorders, chronic renal failure
diseases of the gastrointestinal system relevant to rehabilitation (e.g. noninfective inflammatory bowel disease)
hematological diseases: functional consequences of leukemia, lymphoma, transplant of the bone marrow
Functional consequences of cancer including head/neck cancer, breast cancer, corpus uteri cancer, ovary cancer, pancreas cancer, prostate cancer, 

esophagus cancer)
sequelae of certain infectious and parasitic diseases relevant to rehabilitation (e.g. Sequelae of leprosy, sequelae of poliomyelitis, lymphatic filariasis, 

hiV disease resulting in multiple other diseases, brucellosis).
diseases of jaws relevant to prM (e.g. temporomandibular joint disorders)
complications of medical and surgical care relevant to rehabilitation (e.g. radiotherapy leading to contractures)
age-related disorders (e.g. muscle wasting and atrophy-sarcopenia, senile asthenia and debility)
other diseases in children: congenital scoliosis, juvenile osteochondrosis of spine (e.g. scheuermann disease), congenital malformations (e.g. cleft lip, 

cleft palate, congenital heart anomalies), chromosomal abnormalities (e.g. down syndrome)
disorders of the skin and subcutaneous tissue relevant to prM (e.g. decubitus ulcers)
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Appendix 3A.—An overview of assessment in osteoarthritis 

From the taxonomy of International Classification of Functioning, Disability, and Health (ICF) and Quality of Life.

assessment domain Assessment method/tool

Body functions
sensation of pain Visual analogue scale, numerical rating scale, Verbal rating scale, WoMac-pain, 

Multidimensional pain inventory, McGill pain Questionnaire, aiMs2-pain, nhp-pain, sf-
36 pain, auscan-pain

Mobility of joint functions Joint range of motion measured by goniometry
Muscle power functions Grip strength, manual muscle test, isokinetic test
sensation of muscle stiffness duration of morning stiffness, WoMac-stiffness, auscan-stiffness
Energy and drive functions Multidimensional assessment of fatigue scale, Vas
Gait pattern functions Gait analysis
sleep functions Medical outcomes study (Mos) sleep measure
Emotional functions hospital anxiety depression scale, beck depression inventory
Body structures  
structures related to movement Joint deformity by physical exam or imaging 
 Joint damage by imaging (Kellgren-Lawrence grading scale)
BF/BS/Activities/Participation  
Disease severity/status patient global assessment
composite WOMAC, Harris Hip Score, KOOS, Lequesne Index, AUSCAN, Oxford Knee Scale, Oxford 

hip scale, 
Activities and participation  
activities WoMac-function, health assessment Questionnaire, aiMs2-Mobility, aiMs2-

walking&bending, AIMS2-hand&finger function, AIMS2-arm function, AIMS2-selfcare, 
aiMs2-household tasks, cochin hand scale, auscan-physical, functional index for 
hand osteoarthritis

participation aiMs2-social activity, aiMs2-support, aiMs2-work, Work limitations Questionnaire
activities and participation london handicap scale, Whodas ii 
Environmental factors
immediate family social history
products and technology for personal use in daily living functional history 
health services, systems and policies social history
design, construction and building products and 

technology of buildings for public use
social history

QoL / Health-related QoL  
Qol SF-36, NHP, EuroQoL, WHOQOL-BREF, OAKHQOL, OAQoL
WOMAC: Western Ontario and McMaster Universities Arthritis Index; AIMS2: Arthritis Impact Measurement Scales 2; NHP: Nottingham Health Profile; SF-
36: Medical Outcomes Study Short Form 36; AUSCAN: Australian/Canadian Hand Osteoarthritis Index; KOOS: Knee injury and Osteoarthritis Outcome Score; 
WHODAS II: World Health Organization Disability Assessment Schedule II; WHOOQOL-BREF: World Health Organization Quality of Life-BREF; OAKHQOL: The 
osteoarthritis knee and hip quality of life questionnaire; oaQol: osteoarthritis Quality of life scale.
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Appendix 3B.—An overview of assessment in stroke 

From the taxonomy of International Classification of Functioning, Disability, and Health (ICF) and Quality of 
life.

assessment domain Assessment method/tool

Body functions  
consciousness functions Glasgow coma scale 
Global cognitive functions Mini-mental state Examination, neurobehavioral cognitive status Examination 
Memory functions rivermead behavioral Memory test 
attention functions behavioral inattention test, star cancellation test
Visual perception functions Motor-free Visual perception test
Mental functions of language boston diagnostic aphasia Examination 
Emotional functions beck depression inventory, hospital anxiety and depression scale 
Muscle power functions Manual muscle test 
Muscle tone functions Modified Ashworth Scale, Tardieu Scale 
control of voluntary movement functions fugl-Meyer assessment, brunnstrom’s stages of motor recovery
Body structures
structures of brain imaging: Mri, ct
structure of upper extremity Joint contractures detected by physical exam
structure of areas of skin pressure ulcer grading
structures of muscles Muscle atrophy detected by physical exam
BF/BS/Activities/Participation
composite neurological functions national institutes of health stroke scale, canadian neurological scale 
Activities and participation  
activities of daily living barthel index, fiM
instrumental activities of daily living frenchay activities index, rivermead adl scale 
Mobility berg balance scale, rivermead Mobility index, timed up and Go test 
dexterity nine hole peg test 
upper limb function Motor activity log, abilhand
activities and participation Modified Rankin Scale, London Handicap Scale, WHODAS II, Impact on Participation and 

Autonomy Questionnaire, Participation Profile, Participation Scale, Keele Assessment of 
participation

Environmental factors
immediate family social history
products and technology for personal use in daily living functional history
design, construction and building products and 

technology of buildings for private use
social history

QoL / Health-related QoL  
Qol SF-36, NHP, EuroQoL, Stroke Impact Scale, Stroke Specific Quality of Life Scale, Stroke 

Adapted Sickness Impact Profile 

Mri: magnetic resonance imaging; ct: computed tomography; fiM: functional independence Measure; adl: activities of daily living; Whodas ii: World health 
Organization Disability Assessment Schedule II; SF-36: Medical Outcomes Study Short Form 36; NHP: Nottingham Health Profile.
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(To be continued)

Appendix 3C.—Activities and participation assessment/measurement instruments

instruments features reference

activity and participation 
Questionnaire (apQ-6)

an 11-item instrument with 6 main questions assessing educational, vocational, and social 
participation

stewart et al.54

activity card sort (acs) an instrument assessing a person’s participation in domestic, leisure and social activities 
(e.g. cleaning, shopping, driving)

baum et al.55

assessment of life habits (lifE-h) a 77-item instrument with 12 domains, 6 of which covering social roles (responsibilities, 
interpersonal relationships, community life, education, employment, and recreation) and 
others covering communication, nutrition, personal care, mobility, fitness, and housing 
with 92.7% of items linked to the “Activities and participation” component of the ICF

fougeyrollas et al.56

australian community participation 
Questionnaire (acpQ)

a 30-item instrument with 14 domains (contact with immediate, extended family, 
friends, neighbors, and workmates, learning, religion, organized community, voluntary 
sector, and charity activities, interest in current affairs, public expression of opinions, 
community activism, and political protest with 97.6% of items linked to the “Activities 
and participation” component of the ICF

berry et al.57

child and adolescent scale of 
participation (casp)

a 20-item scale assessing social participation (immediate environment, school, and 
community in children over the age of three and adolescents with acquired brain injury

bedell 58

community integration Questionnaire 
(ciQ) 

a 15-item instrument with 3 subscales including home integration, social integration, and 
productive activities (school, work, or voluntary activities in those with traumatic brain 
injury

Willer et al.59

community living skills scale 
(clss)

a 57-item scale assessing functioning properties in chronically mentally ill individuals in 
the community

smith et al.60

community reintegration of service 
Members (cris)

a 28-item instrument assessing extent of, limitation and satisfaction in participation with 
83.1% of items linked to the “Activities and participation” component of the ICF as well 
as some items relevant to environmental factors

resnik et al.61

frenchay activities index (fai) A 15-item instrument with 3 subscales (work/leisure, outdoors, and domestic activities) 
covering 100% of the ‘activities and participation’ component of the ICF

holbrook et al.62

icf Measure of participation & 
activities screener (iMpact-s) 

A 33-item ICF-based instrument covering all 9 sections in the “Activities and 
participation” component of the ICF

post et al.63

impact on participation and autonomy 
Questionnaire (ipaQ) 

a 41-item instrument with 5 subscales (autonomy indoors, autonomy outdoors, role in 
the family, relationships and social life, and Education and work) assessing perceived 
disability and autonomy with 94.3% of items linked to the “Activities and participation” 
component of the icf along with some items relevant to environmental factors

cardol et al.64

Keele Assessment of Participation 
(KAP)

an 11-item instrument assessing getting around, self-care, activities of daily living, 
education and social activities with 92% of items linked to the “Activities and 
participation” component of the ICF

Wilkie et al.65

late life function and disability 
instrument (llfdi)

A 48-item instrument covering function and disability domains with 81.9% of items linked 
to the “Activities and participation” component of the ICF

haley et al.66

Maastricht Social Participation Profile 
(Mspp)

a 26-item instrument including 4 subscales (consumptive, formal, informal social 
participation-relevant to family and acquaintances) with 88.6% of items linked to the 
“Activities and participation” component of the ICF

Mars et al.67

Mayo-portland adaptability 
inventory-4 (Mpai-4)

A 37-item instrument assessing ability, adjustment, and participation with only 46.9% of 
items linked to the “Activities and participation” component of the ICF; however, with 
some items relevant to environmental and personal factors

Malec et al.68

Measurement of a person’s habitual 
physical activity (Mphpa)

A 22-item instrument with 3 subscales (work, sports, and leisure activities with 90.9% of 
items linked to the “Activities and participation” component of the ICF

baecke et al.69

nordic Mobility-related participation 
outcome Evaluation of assistive 
device intervention (noMo)

a 28-item instrument rating mobility in relation to dependence, assistance, frequency, 
difficulty, and participation with 84.4% of items linked to the “Activities and 
participation” component of the ICF

brandt et al.70

norwegian function assessment scale 
(nfas)

A 39-item instrument covering 7 domains (standing/walking, picking/holding, lifting/
carrying, sitting, managing, communication/cooperation, and senses with 97.7% of items 
linked to the “Activities and participation” component of the ICF

bushnik 71

participation and Environment 
Measure for children and youth 
(pEM-cy)

an instrument assessing participation and environmental factors in children and 
adolescents aged between 5 and 17 years with or without disability

coster et al.72

participation assessment with 
recombined tools-objective 
(part-o)

a 17-item instrument comprising of 3 subscales relevant to productivity, social 
relationships and outdoor activities originally developed for individuals with traumatic 
brain injury with 89.7% of items linked to the “Activities and participation” component 
of the icf

Whiteneck et al.73
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instruments features reference

participation Enfranchisement (pE) A 19-item questionnaire assessing getting around, community activities considering 
choices, expectations, responsibilities, and values with 85.7% of items linked to the 
“Activities and participation” component of the ICF

heinemann et al.74

participation Measure for post-acute 
care (pM-pac) 

A 51-item instrument including 9 domains (Mobility, Role functions, Domestic life/
self-care, interpersonal relationships, community, social and civic life, Major life areas, 
Communication, Education and work) with 91.5% of items linked to the “Activities and 
participation” component of the ICF

Gandek et al.75

participation objective, participation 
subjective (pops)

a 26-item icf-based instrument comprising of 5 subscales (domestic life, interpersonal 
interactions and relationships, major life areas, transportation, and community, 
recreational and civic life covering 100% of the “Activities and participation” 
component of the icf

brown et al.76

Participation Scale/P-scale An 18-item instrument assessing social participation with 88.9% of items linked to the 
“Activities and participation” component of the ICF

Van brakel et al.77

Participation Survey/Mobility 
(PARTS/M)

a 161-item instrument including 6 domains (self-care, Mobility, domestic life, 
interpersonal interactions and relationships, Major life areas, and community, 
social and civic life with 82.7% of items linked to the “Activities and participation” 
component of the icf

Gray et al.78

pepper assessment tool for disability 
(pat-d)

A 19-item instrument with 3 subscales (basic and instrumental activities of daily living, 
and mobility covering 100% of the “Activities and participation” component of the ICF

rejeski et al.79

Perceived Impact of Problem Profile 
(pip)

a 23-item instrument including 5 sub-scales (self-care, mobility, relationships, 
participation, and psychological well-being with 80.6% of items linked to the ‘activities 
and participation’ component of the icf

pallant et al.80

psychosocial adjustment to illness 
scale (pais)

a 46-item instrument with 7 domains (health care, vocational activities, domestic life, 
relationships- immediate and extended family, social environment, and psychological 
distress) developed for individuals with chronic health conditions

derogatis 81

rating of perceived participation 
(ropp)

A 16-item instrument covering 100% of the “Activities and participation” component of 
the icf

sandström et al.82

Rehabilitation Activities Profile (RAP) a 71-item instrument comprising of 5 domains (communication, mobility, self-care, 
occupation, and relationships with 93.8% of items linked to the “Activities and 
participation” component of the ICF

Jelles et al.83

social-functional autonomy 
Measurement system (social sMaf)

a 35-item instrument assessing mental functions, communication, mobility, basic and 
instrumental activities of daily living, and social functioning with 80.5% of items linked 
to the “Activities and participation” component of the ICF

pinsonnault et al.84

social participation Questionnaire 
(spQ)

a 22-item questionnaire assessing social relationships and involvement in social activities 
with 90.3% of items linked to the “Activities and participation” component of the ICF

densley et al.85

Socially Valued Role Classification 
scale (srcs)

a 25-item instrument comprising of 5 domains (home tasks and self-care, personal 
development and rehabilitation, caring for others, formal education and training, and 
employment with 85.7% of items linked to the “Activities and participation” component 
of the icf

harris et al.86

stroke impact scale (sis) a 64-item instrument developed for patients with stroke covering 8 domains (strength, 
hand function, communication, memory, emotions, reasoning, activities of daily living, 
and participation)

duncan et al.87

sydney psychosocial reintegration 
scale Version 2 (sprs-2)

A 12-item instrument comprising of 3 domains (work/leisure, interpersonal relationships, 
and independent living skills) originally developed for traumatic brain injury with 96.2% 
of items linked to the “Activities and participation” component of the ICF

tate et al.88

time organisation and participation 
scale (tops)

a 32-item instrument including 3 subscales (performance of daily tasks, organization of 
activities, and emotional responses) with 86.7% of items linked to the “Activities and 
participation” component of the ICF

rosenblum 89

utrecht scale for Evaluation of 
rehabilitation-participation (usEr-
participation)

A 32-item instrument covering 100% of the “Activities and participation” component 
of the icf and assessing with rating scales in terms of frequency, restrictions, and 
satisfaction

post et al.90

Who disability assessment schedule 
2.0 (Whodas 2.0)

a wholly icf-based instrument with 36 items in 6 domains (understanding and 
communicating, getting around, self-care, getting along with others, life activities, and 
participation in society

Üstün et al.91

recently-developed instruments
oxford participation and activities 

Questionnaire (ox-paQ)
a 23-item icf-based instrument with 3 domains assessing routine activities, emotional 

well-being, and social engagement
Kelly et al.92

Morley et al.93

Ghent participation scale (Gps) an icf-based instrument including 15 subjective components relevant to activities 
significant for the individual and 2 objective components relevant to activity limitations

Van de Velde et al.94

source for content coverage percentage values in relation to the icf: ballert et al.95
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Appendix 4A.—Interventions in PRM

Medical interventions Medication aiming at restoration or improvement of body structures and/or function, e.g. pain therapy, inflammation 
therapy, regulation of muscle tone, improvement of cognition, improvement of physical functioning, improvement of 
bone health, treatment of depression or mood disturbances, treatment of bladder, bowel or sexual dysfunction or other 
sequelae or complications of disabling neurological conditions (e.g. heterotopic ossification, autonomic dysreflexia, 
orthostatic hypotension)

practical procedures, including injections — e.g. anesthetics, corticosteroid, hyaluronic acid injections-intra-articular 
or epidural or trigger point injections), neural therapy, regenerative injection therapies/tissue engineering approaches/
biological therapies (e.g. dextrose prolotherapy, platelet rich plasma, autologous conditioned serum, autologous 
protein solution, autologous mesenchymal or other stem cells), botulinum toxin injections, ozone-oxygen therapies/
injections —, nerve blocks, and other techniques of drug administration (e.g. iontophoresis, phonophoresis, use of 
intratechal pumps-baclofen pumps etc.)

assessment and review of interventions, including electromyography and diagnostic ultrasounds
prognostication 

prM interventions with 
physical agents and 
therapeutic exercises

Kinesiotherapy and exercise therapy
neurofacilitation techniques (e.g. neurodevelopmental Treatment/Bobath, Brunnstrom approach, Rood technique, 

proprioceptive neuromuscular facilitation, sensory integration therapy, Vojta therapy) and repetitive task practice (e.g. 
constraint- induced movement therapy) 

Vibration therapy as an exercise intervention (e.g. whole-body vibration) 
Exergaming using virtual reality systems/game consoles/video games
Meditative movement therapies (e.g. qigong, yoga, and tai chi)
Manual therapy techniques for reversible stiff joints and related soft tissue dysfunctions as well as manual traction 

(traction with devices is also possible)
Maneuvers (e.g. specific repositioning maneuvers — Epley, Liberatory, Semont in the context of vestibular/vertigo 

rehabilitation; physical countermaneuvers for the management of orthostatic hypotension)
respiratory physical therapy — methods and techniques for respiratory pathway hygiene, inhalation therapies, breathing 

exercises
Massage therapy
Electrotherapy (e.g. electrostimulation techniques-tEns, fEs, nMEs, spinal cord stimulation
Neuromodulation/noninvasive brain stimulation techniques (e.g.tdcs, rtMs, cEs, rincE)
Magnetic therapies (e.g. pEMf for pain relief, bone and cartilage repair, wound healing; use of magnetic chairs in the 

context of urogynecological rehabilitation)
other physical therapies including ultrasound, extracorporeal shock wave therapy, heat and cold applications, short wave 

diathermy, tecartherapy, ozontherapy etc.
phototherapy (e.g. uV therapy, laser including low level laser therapy [lllt] and high-intensity laser therapy [hilt])
hydrotherapy and balneotherapy
climatotherapy
animal-assisted activities and animal-assisted therapy (e.g. hippotherapy, use of service animals
lymph therapy (manual lymphatic drainage, intermittent pneumatic compression, bandaging, kinesiotaping)
hyperbaric oxygen therapy for pressure ulcers, digital ulcers, fracture healing and ischemic neurological conditions 

(stroke, tbi, bell’s palsy)
acupuncture and others including complementary and alternative medicine approaches (e.g. cupping therapy)

occupational therapy analyzing and training of activities of daily living and occupation
teaching the patient to develop skills to overcome barriers to activity of daily living
training in the presence of impaired function and cognition
teaching strategies to circumvent cognitive impairments
driving rehabilitation interventions (e.g. driving simulator evaluations, in-vehicle evaluations-behind the wheel tests, 

retraining)
support of impaired body structures (e.g. splints)
Ergonomic interventions to facilitate functioning
adjusting work & home environments
Return-to-work interventions/ work disability management interventions (person or work directed) in the context of 

vocational or occupational rehabilitation, e.g. counselling, encouraging, education, job coaching, on-the-job support, 
psychosocial consulting, training in coping skills, problem solving therapy, and vocational/occupational training 
interventions as well as communication with or between employers/managers, peers, and health professionals in 
addition to other interventions aiming to reduce activity limitations and participation restrictions, assistive technology, 
and workplace adjustments

(To be continued)
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occupational therapy 
(continues)

Nature-assisted therapies/horticultural therapy
Art/music/dance therapy
facilitating access to and use of information technology including telemonitoring and telerehabilitation interventions
smart home technologies
Enhance motivation

speech and language therapy 
within the framework of 
complex specialized prM 
programs

in addition to conventional speech-language therapies, innovative approaches to speech-language pathologies (e.g. 
telehealth technology applications)

dysphagia management improving impaired functions, using compensating interventions to facilitate swallowing, and adaptation aids (e.g. the 
use of specific postures, swallowing maneuvers, consistency and bolus size modifications, exercises for structures 
involved, thermal/tactile stimulation, NMES, feeding tubes, intraoral prosthetics)

neuropsychological 
interventions

cognitive retraining, cognitive stimulation, and computer-based interventions in the context of cognitive rehabilitation

psychological interventions 
including counselling of 
patients and their families/
caregivers

cognitive or behavioral techniques including complementary and alternative medicine interventions (e.g. cognitive 
behavioral therapy, acceptance and commitment therapy, relaxation strategies, mind-body therapies [mindfulness], 
meditation, hypnosis, biofeedback, mirror therapy, guided imagery)

nutritional therapy dietary interventions
advice and counselling on nutrition

disability equipment, 
assistive technology, 
prosthetics, orthotics, 
technical supports, and aids

assistive technology* ranging from low technology aids such as canes to high technology equipment or systems such 
as motorized wheelchairs or computerized systems (communication systems; e.g. telemonitoring or telerehabilitation-
mentioned above) and others in rehabilitation practice including robot-assisted therapies (robotic rehabilitation)

Patients, families/caregivers, 
professionals’ education 
including self-management 
education

Educational interventions for patients including self-management education (e.g. back schools)
Educational interventions for families/caregivers (e.g. family-centered interventions)
Educational interventions for professionals (e.g. evidence-based medicine training, research training, CME/CPD)

PRM/rehabilitation nursing care, education, and assistance on safety (e.g. prevention of in-hospital falls), skin, bladder and bowel management, 
nutrition, sleep, and adaptation to a changed lifestyle

case managing through communication between the rehabilitation team, patient and the family
Facilitating discharge/care transitions

*Definition of assistive technology: “Any item, piece of equipment, or product, whether it is acquired commercially, modified, or customized, that is used to increase, 
maintain, or improve the functional capabilities of individuals with disabilities.” (Assistive Technology Act. United States Congress 2004. Public Law 108-364. 
Available from: www.ataporg.org/atap/atact_law.pdf)
cbt: cognitive behavioral therapy; cEs: cranial electrotherapy stimulation; cME: continuous medical education; cpd: continuous professional development; 
fEs: functional electrical stimulation; nMEs: neuromuscular electrical stimulation; rincE: reduced impedance non-invasive cortical electrostimulation; tEns: 
transcutaneous electrical nerve stimulation; PEMF: pulsed electromagnetic field; tDCS: transcranial direct-current stimulation; TBI: traumatic brain injury; rTMS: 
repetitive transcranial magnetic stimulation; uV: ultraviolet.
there may be overlapping of the listed interventions as to the subheadings at the left-hand column (i.e. some physical treatments may relate to occupational therapy or 
vice versa; psychological interventions may also relate to various practice areas).
Adapted/revised/extended/expanded from the White Book on PRM in Europe,1, 2 as well as from later publications regarding the field of competence of PRM 
physicians.18 the literature which serves as a proof of concept on the use of prM interventions added to the previous list of interventions in the White book 1, 2 can be 
found in supplementary references including selected reviews/systematic reviews (and few other types of trials setting good examples on the specific intervention in 
case of unavailability of reviews).P
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Appendix 4B.— Neuromodulation 

neuromodulation as an important prM intervention which targets functioning properties at different levels 
including impairments, activity limitations and participation restrictions (from Grabljevec).98

Neuromodulation presents any method used with non-invasive or invasive approach, aiming to influence adaptation, plasticity, structural change of 
central or peripheral nervous system. Variety of methods are used in different stages after neuronal injury with different goals of therapies that work 
on the level of body structures and functions as well as activities and participation.

Targeting specific / single part / center in the brain for treatment of movement disorders
– deep brain stimulation (dbs)
Targeting greater areas of cortical and subcortical brain tissue, with the aim of induction of “modulation” across cortico-subcortical and cortico-cortical 

networks by means of transsynaptic spread, resulting in distant but specific changes in brain activity along functional networks
– transcranial magnetic stimulation (tMs)
– transcranial direct current stimulation (tdcs)
– low-level laser therapy (lllt)
deliver drug in the intrathecal space to induce changes at the synaptic level (treatment of intractable spasticity and pain)
– intrathecal drug delivery (idd)
Targeting spinal cord to relieve chronic, intractable pain of the trunk and/or limbs
– spinal cord stimulation (scs)
Stimulation of the sacral nerves or afferent fibers of tibial nerve to modulate the neural activity that influences the behaviour of the pelvic floor, lower 

urinary track, urinary and anal sphincters and colon.
– sacral neurostimulation
– percutaneus tibial neurostimulation, intravescical neurostimulation

Appendix 5.—Criteria for accreditation of PRM programmes 

criteria for accreditation of prM programmes (uEMs-prM section clinical affairs committee (from: www.
euro-prm.org/index.php?option=com_content&view=article&id=33&Itemid=187&lang=en)

the following set of criteria will be displayed on the website and added to the template in order to inform both the applicant and the reviewers. 
Reviewers will have to check that those items have been fulfilled.

– providing relevant information on each item of the template
– the program must be under the responsibility of a prM doctor
– Foundations of the program must be linked to EBM and/or official data and/or official documents
– prM care principles must not be confused with the description of the program content
– Environment description should be brief and not redundant with other chapters
– icf terms have to be used in expressing the goals; the goals should also be summarized in a brief text
– In the PRM organization chapter, a difference should be made between the staff of the facility and those specifically involved in the program
– number of prM physicians involved in the prM program should be mentioned
– comparison with legal national standards or other available standards should be made for staff devoted to the program and team management
– patients records are mandatory
– statistics about general organization are required
– References must be cited within the description of the program; they must be freely accessible on the Internet or provided to the reviewers in a “pdf” 

file
– a short summary in English should be provided for the documents in other languages
– Additional requirement: prior to final accreditation by the UEM PRM Section, a program of care should be submitted at a national level, at least as an 

oral paper in a PRM congress. (This requirement does not apply to the preliminary oral presentation in CAC workshop where the author can benefit 
from the questions and comments of his/her European colleagues)

– approved references
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a b s t r a c t
in the context of the White book of physical and rehabilitation Medicine (prM) in Europe, this paper deals with a global overview of the role 
of prM in healthcare systems in Europe. several documents and reports by Who and the uN call for the worldwide strengthening of rehabilita-
tion as a key health strategy of the 21st century. therefore, further implementation of prM in healthcare systems is crucial. Many aspects need 
to be considered when implementing PRM in a health system. Since PRM should be provided along the whole continuum of care, a specific 
phase model has been developed. those phases depend on patients’ functional needs as well as on temporal aspects of a health condition: it can 
be congenital or acquired, and the disorder can have an acute onset or a progressive or degenerative course. the following phases are described 
in the paper: habilitation, prehabilitation, prM in acute settings, in post-acute and in long-term settings. regular triage and reassessment to 
assign the patient to the appropriate level and setting of rehabilitation care is mandatory. Therefore, rehabilitation services should be stratified 
and organized in networks, in order to allow for the best possible care adapted to the individual’s needs and goals, over the continuum of care. 
providing correct prM services requires good planning of service delivery, capacity building and resource allocation. the needed resources are 
human (with complex multi-professional teams), technical (diagnostic and therapeutic equipment, equipment for performing complementary 
diagnostic means, rehabilitation technology and assistive devices), and financial. Decisions on the allocation of the usually limited resources 
require a reasoned process and clear and fair criteria. principles of clinical governance must be respected, and appropriate competencies are 
required. disease prevention (primary, secondary and tertiary), health maintenance and support in chronic conditions as well as global health 
promotion are gaining growing importance in prM. they include encouraging physical activity and promoting healthy behavior aiming at the 
maintenance of maximum function and avoiding complications in disabling or progressive conditions. this is discussed in the paper together 
with some ethical reflections on the choices PRM physicians continuously have to make during service delivery. 
(Cite this article as: European physical and rehabilitation Medicine bodies alliance. White book on physical and rehabilitation Medicine (prM) 
in Europe. chapter 8. the prM specialty in the healthcare system and society. Eur J phys rehabil Med 2018;54:261-78. doi: 10.23736/s1973-
9087.18.05152-3)
Key words: physical and rehabilitation medicine - Europe - delivery of health care - health plan implementation.

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 rehabilita-
tion professionals and the public. the Wb states the im-
portance of the prM specialty, that is a primary medical 
specialty. The contents include definitions and concepts 
of prM, why rehabilitation is needed by individuals 

and society, the fundamentals of prM, history of prM 
specialty, 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.

a healthcare system is the organization of people, in-
stitutions, and resources that deliver health care services 
to meet the health needs of target populations. accord-
ing to Who its primary intent is to promote, restore or 
maintain health.

the place of prM relates to different aspects and 

European Journal of physical and rehabilitation Medicine 2018 april;54(2):261-78 
doi: 10.23736/s1973-9087.18.05152-3online version at http://www.minervamedica.it
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phases of healthcare for people with many different 
health conditions. this chapter gives a global over-
view of the role of prM in healthcare systems in Eu-
rope, more specifically with regard to: implementation 
of prM in a healthcare system, capacity building and 
resource allocation, clinical governance and competen-
cies, the different phases of the PRM process and finally 
disease prevention, health maintenance and health pro-
motion in prM.

Implementation of PRM in healthcare systems

according to Who, rehabilitation is part of univer-
sal health coverage and should be incorporated into the 
package of essential services along with prevention, 
promotion, treatment and palliation.1 physical and re-
habilitation Medicine has to take an important role in 
health systems, in particular in rehabilitation, but also in 
prevention, treatment and support.2 the World report 
on disability describes the central role of the specialty 
as “improving functioning through the diagnosis and 
treatment of health conditions, reducing impairments, 
and preventing or treating complications.” 3 conse-
quently, the Who Global disability action plan 2014-
2021 4 defines the “number of graduates from educa-
tional institutions per 10,000 population — by level and 
field of education (for example, physical and rehabilita-
tion medicine, physical therapy, occupational therapy, 
and prosthetics and orthotics)” as one of the success 
indicators for the implementation of rehabilitation ser-
vices. as some rehabilitation interventions are applied 
by other medical specialties and health professionals, 
the role of prM in health and rehabilitation systems 
must be considered carefully.1

like rehabilitation in general, prM has to take a role 
at all levels of the healthcare system and along the con-
tinuum of care (table i). these rehabilitation services 
are categorized as following (the subgroups of services 
not taken into consideration), more details are described 
below in the paragraph on the different phases of the 
prM process: 

a. acute rehabilitation services are delivered in hos-
pitals at the secondary and tertiary levels. acute reha-
bilitation services should start even during intensive care 

1 For the specific role of PRM in the prevention, treatment and rehabilitation 
in specific disorders or disabilities see the Book on the Field of Competence of 
prM, edited by the professional practice committee of the uEMs-prM section 
(www.euro-prm.org)

and should be performed in multi-professional teams 
(including prM physician, pt, ot, and other rehabilita-
tion professionals) working in a collaborative way under 
the leadership of the prM physician. acute rehabilitation 
services may be delivered in specialized acute rehabilita-
tion wards or by mobile acute rehabilitation teams.

b. post-acute rehabilitation services: post-acute re-
habilitation services are being delivered immediately or 
shortly after discharge from acute care units. for more 
severe cases (substantial nursing and medical needs, 
important limitations in mobility and activities of daily 
living) post-acute rehabilitation should be done in in-
patient post-acute rehabilitation units. patients with less 
restrictions also can be referred to out-patient post-acute 
rehabilitation services. For patients with minor deficits 
more simple interventions may be sufficient, even at the 
primary healthcare level. post-acute rehabilitation ser-
vices at secondary/tertiary level should be specialized 
for the specific health condition (disease or trauma) and 
also must have a multi-professional rehabilitation team. 

c. long-term rehabilitation services: long-term re-
habilitation services aim to maintain (and improve) 
functioning for persons with long-term disability or dis-
abling health conditions including congenital disability, 
acquired disability and chronic disease. they can be 
an entrance point for more specialized rehabilitation if 
needed. long-term rehabilitation must be under the pre-
scription and coordination of a prM physician, even in 
primary health scenarios. there is growing evidence for 
the benefit of exercise and adapted physical activity in 
this phase (see below under the paragraph “prevention, 
health maintenance and health promotion in prM”). if 
no specialized rehabilitation exists, community based 
rehabilitation (cbr) is a model to provide minimum 
rehabilitation services to persons in need. it should be 
closely connected to an inclusive community develop-
ment policy (cbp). intermittent in-patient rehabilitation 
services can be used to induce and boost rehabilitation 
effects in patients with chronic health conditions, also 
if they are related to psychosocial stress and vocational 
problems. 

To fulfil their tasks in the different phases of the reha-
bilitation trajectory prM physicians may work in many 
settings such as acute, general or university hospitals, 
rehabilitation centers (for in-patients and/or out-pa-
tients) as well as in private practices, community health 
centers and others. Models of prM delivery may vary 
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in organizational details within different countries but 
the essential elements have to be availability, accessibil-
ity, acceptability and scientifically and clinically appro-
priate quality. in principle, all kinds of care provision 
should be open for prM physicians too. last but not 
least it should be mentioned that the expertise of prM 
physicians can be of importance for advice in decision 
making for policy makers, insurance institutes and com-
panies, city planners and many other professions and 
institutions in the field of health and disability as well 
as designing the environment. 

When it comes to the actual implementation of prM 
in a health system, the uN convention on the rights of 
persons with disabilities calls on state parties to orga-
nize, strengthen and extend comprehensive habilitation 
and rehabilitation services and programs, particularly in 
the areas of health, employment, education and social 
services (art. 26).5

strengthening health-related rehabilitation services is 
one of the aims of the Who’s Global disability action 
plan.5 for this purpose, and as part of the Who-isprM 
collaboration plan 2014-2017, Gutenbrunner et al. pro-
pose the following activities:6

 — to develop a matrix and checklists to analyze ex-
isting rehabilitation services as well as to identify gaps 
in service provision;

 — to establish a rehabilitation services advisory 
team (rat) of experts with global and regional health 
systems understanding who can provide guidance;

 — to provide advice to the requesting country by 
rapid response projects providing support to build up 
rehabilitation services and educational programs for the 
rehabilitation workforce, as requested by the Who.

an essential issue when strengthening health systems 
to respond to patients’ health and rehabilitative needs is 
information on functioning. health systems should ad-
dress what matters to people about their health, their 
“lived health” and not only the “biological health.” so 
functioning is the third health indicator, beyond morbid-
ity and mortality. the icf is the best prospect for the 
documentation and collection of functioning informa-
tion.7 Health systems can profit from using functioning 
information to improve interprofessional collaboration 
and achieve cross-cutting disease treatment outcomes.8

an example of this way of collecting data is the inter-
national spinal cord injury survey (insci), which is at 
the core of the ‘learning health system for spinal cord 
injury initiative.9

in february 2017, Who launched “rEhabilita-
tioN 2030: a call for action.” this is an important ini-
tiative with the objective to scale up rehabilitation ser-
vices in countries around the world in light of current 
global trends in health (rising prevalence of noncom-
municable diseases and injuries) and ageing. the extent 
of disability worldwide has been studied in the Global 
burden of disease study 2013.10 

to ensure that rehabilitation is available and afford-
able for those who need it, Who made seven recom-
mendations on rehabilitation in health systems:

1. rehabilitation services should be integrated into 
health systems;

2. rehabilitation services should be integrated into 
and between primary, secondary and tertiary levels of 
health system;

3. a multi-disciplinary rehabilitation workforce 
should be available (NotE: multi-disciplinary has been 

Table I.—�Matrix of rehabilitation services.

healthcare level
types of services

a. acute care b. post-acute care c. long-term care

tertiary level  
of healthcare

a.1: acute rehabilitation wards
a.2: Mobile acute rehabilitation teams

b.1: in-patient post-acute rehabilitation units c.1: intermittent in-patient rehabilitation 
services 

secondary level  
of healthcare

a.1: acute rehabilitation wards
a.2: Mobile acute rehabilitation teams

b.1: in-patient post-acute rehabilitation units 
b.2: out-patient post-acute rehabilitation units
b.3: Mono-professional post-acute services under 

supervision/leadership of a prM physician

c.1: intermittent in-patient rehabilitation 
services

primary level  
of healthcare

– b.2: out-patient post-acute rehabilitation units
b.3: Mono-professional post-acute services under 

supervision/leadership of a prM physician

c.2: primary care rehabilitation centers 
c.3: Mono-professional long-term services 

under supervision/leadership of a prM 
physician

c.4: community-based rehabilitation 
(cbr) services
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defined by the WHO, while the term multi-professional 
is the correct one- see glossary);

4. both community and hospital rehabilitation ser-
vices should be available;

5. hospitals should include specialized rehabilitation 
units for inpatients with complex needs;

6. financial resources should be allocated to rehabili-
tation services to implement and sustain the recommen-
dations on service delivery;

7. where health insurance exists, or is to become 
available, it should cover rehabilitation services.

Within the disability and rehabilitation department 
of Who, guidelines on health-related rehabilitation are 
under development, which will provide recommenda-
tions to assist Member states and relevant stakeholders 
to make informed decisions when building or strength-
ening rehabilitation systems.11 the research questions 
and subsequent recommendations of the guidelines are 
based on the six building blocks of the health system: 
leadership and governance, service delivery, workforce, 
information systems, access to essential medicines/as-
sistive technologies, and financing. The Guidelines on 
health-related rehabilitation therefore will provide rec-
ommendations about systems-level implementation of 
rehabilitation as a health strategy, rather than specific 
rehabilitation interventions.

service delivery is one of these six building blocks 
of health systems. so for the area of health-related re-
habilitation, a conceptual description of rehabilitation 
services has been proposed.12 in order to close gaps in 
national and/or regional rehabilitation systems and to 
further develop appropriate rehabilitation services, it is 
crucial to define uniform criteria and a widely-accepted 
language to describe and classify rehabilitation services. 
a working group of the isprM-Who-liaison commit-
tee is developing a list of dimensions and categories to 
describe the organization of health-related rehabilitation 
services within an International Classification System 
for service organization in health-related rehabilita-
tion (icso-r).13 in a European initiative for the imple-
mentation of icf and icso-r in a rehabilitation quality 
management system, a workshop of experts of the uEMs 
prM section and board was held in Nottwil, switzer-
land, in January 2016. during this workshop feasibility 
and applicability of icso-r to describe health-related 
rehabilitation was clearly demonstrated.14 the use of 
icso-r leads to more precise and comparable descrip-

tion of rehabilitation services as compared to a narrative 
approach. thus, it is recommended to use the icso-r to 
describe and compare existing rehabilitation services as 
well as model services for benchmarking, implementa-
tion of rehabilitation services into health systems, and 
within a clinical quality management schedule.

in most European countries prM — as a medical 
specialty — and rehabilitation services are quite well 
developed over the continuum of care for patients with 
rehabilitation needs and goals. however, some gaps re-
main. as such, the specialty is currently absent in one 
European union (Eu) country (denmark) as well as in 
some European countries that are not Eu members. 

in russia, and now also in ukraine a taskforce of the 
uEMs prM section is supporting the development of 
the prM specialty. in russia, an implementation pilot 
project has recently been set up: “development of the 
system of Medical rehabilitation in the russian feder-
ation (doME).” the main goal is to demonstrate the ef-
fectiveness of the “new” model of the medical rehabili-
tation system compared to the traditional model in three 
categories of patients (with acute cerebrovascular event, 
acute coronary syndrome and after hip arthroplasty).

up to now, there has been very little literature avail-
able on the implementation of rehabilitation projects in 
high and middle-income countries. in 2013, an australian 
agency for clinical innovation published a very detailed 
“rehabilitation implementation toolkit” that can be con-
sulted as a reference model describing six care settings in 
which rehabilitation services are delivered.15 they state 
that it is fundamental to the effective and efficient deliv-
ery of rehabilitation services, that the patient receives 
“the right care in the right place at the right time” with 
overarching key components of the patient journey com-
mon to all care settings. as a patient enters rehabilitation 
and transitions between care settings there is a repeating 
pattern of the following stages: referral/admission, as-
sessment/service delivery and discharge/transfer of care.

some other important building blocks for implemen-
tation of prM in a health system will be discussed in 
the next chapters (workforce, financing and clinical 
governance including accreditation).

lastly, the implementation of prM in health care 
systems needs to be context-specific, based on evidence 
informed decision making including best practices and 
in close collaboration with all stakeholders, including 
the patients or other consumers.

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 265

thE prM spEcialty iN thE hEalthcarE systEM aNd sociEty EuropEaN physical aNd rEhabilitatioN MEdiciNE bodiEs alliaNcE

Capacity building and resource allocation in PRM

Capacity building can be defined as interventions 
which have changed an organization’s or community’s 
ability to address health issues by creating new struc-
tures, approaches and/or values.16 

It is any specific action or series of actions that im-
proves the effectiveness of individuals, organizations, 
or systems — including organizational and financial 
stability, program service delivery, and program qual-
ity — to create positive change and perform better for 
improving public health results.17

in some European settings, medical and rehabilita-
tion services for people with disabilities or disabling 
heath conditions are still less than optimal. articles 20, 
25 and 26 of the convention on the rights of persons 
with disabilities 4 require Member states to develop ini-
tial and continuing training for professionals and staff 
to improve access to disability-inclusive health care, 
assistive devices and technologies and rehabilitation 
services. the objectives of the Who Global disability 
action plan 2014-2021 also call for Member states to 
strengthen and improve access to rehabilitation servic-
es, assistive technology and community-based rehabili-
tation (cbr). building these capacities is of growing 
importance in light of the rising trends of noncommu-
nicable diseases, ageing populations and the increasing 
number of people living with the consequences of in-
juries.18 to build and plan the appropriate prM capac-
ity in the different European countries different types 
of resources are needed, such as human resources and 
technical resources.

Concerning the human resources there are first of 
all the prM physicians, who need to be trained prop-
erly (chapter 9). the number of prM physicians in a 
country needs to be sufficient to cover the rehabilita-
tion needs of the population but should not exceed this 
number in order to avoid overconsumption of rehabili-
tation care. policy makers need to make evidence in-
formed decisions based on correct data and prognoses. 
this obviously also applies to the other rehabilitation 
health professionals composing the rehabilitation teams 
(chapters 3 and 7). Not all professions are yet well rep-
resented in all countries and this issue should be tack-
led on a European level by the European bodies. prM 
physicians have an important role in the training cur-
ricula of rehabilitation health professionals such as for 
example physiotherapists or occupational therapists.

technical resources comprise facilities, equipment 
and rehabilitation technologies, dependent on the type 
of health condition and specific rehabilitation goals of 
the patients.

The way financial resources are provided to rehabili-
tation services are different across the European coun-
tries (chapter 2). in most of the European countries, 
prM interventions are covered by the public insurance 
package, especially for acute specialist rehabilitation, 
often completed with an out of pocket supplement for 
the patient, usually largest in more chronic and long-
term care. so, resource allocation towards prM activi-
ties is mostly being decided by health policy makers. 
adequate data collection as well as research on the ef-
fectiveness of rehabilitation interventions is crucial to 
help politicians and administrators make equitable and 
evidence informed budgetary decisions. research that 
is likely to enhance clinical practice presupposes the 
existence of a critical mass of investigators working as 
teams in supportive environments. unfortunately, far 
too little research capacity of that kind exists in rehabili-
tation medicine to ensure a robust future for the field. So 
also in the field of rehabilitation science capacity build-
ing is an important issue.19

deciding on the macro-level how to allocate resourc-
es for rehabilitation versus other health care foci — 
mainly treatment and (primary) prevention — and how 
to allocate resources among the various areas of reha-
bilitation — amputation rehabilitation, stroke rehabili-
tation, cardiac rehabilitation, spinal injury rehabilita-
tion, and more — requires a reasoned process. there 
is more than one way of determining what is fair, e.g. 
according to severity of a health problem (whereupon 
the more severely health-challenged a population is, the 
more deserving it is) versus according to prospects of 
(healthcare) success. different values underlie such dif-
ferent ways of determining fairness, e.g. need underlies 
severity, implying a welfare theory of justice, whereas 
outcome underlies success, implying a utilitarian theory 
of justice (recognizing that these approaches are not 
mutually exclusive or exhaustive). the solution to this 
and other such problems of resource allocation in re-
lation to rehabilitation may require policy making that 
is highly informed by formal public debate, grounding 
ethics in the political realm in a broad sense.20

at the meso- and micro-level selection of patients 
who are to be admitted to a rehabilitation service should 
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be made by the prM physician. because in many cen-
ters demand for admission exceeds the number of avail-
able beds, difficult decisions have to be made daily. 
prM physicians often are forced to play the role of 
gatekeeper to the rehabilitation center. if patients’ needs 
exceed available resources, then resource allocation de-
cisions must be made. the prM physician must attempt 
to strike a balance between beneficence and justice.21

Clinical governance and competencies in PRM

physical and rehabilitation Medicine is a medical 
specialty that focuses on the successful management, 
from an individual’s perspective, of change and loss. 
prM is most distinctive when it teaches and dissemi-
nates a way of thinking that equips patients and clini-
cians to manage disabling situations rather than focus-
ing on the treatment of the underlying condition.22 prM 
physicians are most effective and necessary in the man-
agement of more complex and disabling conditions, in 
such a context the PRM physician will fulfil several 
roles including a public health role that addresses mar-
ginalization and disempowerment from environmental 
or social structures and establishes rehabilitation as a 
key part of all medical interventions. disabled people 
and people with disabling health conditions are at par-
ticular risk for poor quality healthcare.23

Clinical governance

clinical governance is a transparent and accountable 
process that scrutinizes both individual and service per-
formance in order to prevent or remedy problems before 
patients suffer injury or staff are disciplined. it should 
enhance the quality of person-centered care and dem-
onstrate to both commissioners, managers and patients 
that the service meets acceptable standards.24 it depends 
upon:

 — the implementation of national and international 
standards and guidelines;

 — the design, undertaking and dissemination of au-
dits conducted against such standards, the implementa-
tion of recommendations and subsequent re-audit (the 
audit cycle);

 — institutional visits to ensure that the needs of vul-
nerable people attending rehabilitation services are be-
ing met (table ii);

 — the collection of nationally agreed performance 
data for rehabilitation services within such institutions 
(table ii). larger services may seek individual accredi-
tation by international bodies such as the clinical af-
fairs committee of the uEMs prM section or carf;

 — regular supported appraisal of the performance 
and development needs of prM physicians (table iii);

 — peer review. the performance of a prM physi-
cian cannot be separated from the performance of a 
rehabilitation team. a multi-professional visit that in-
cludes a prM physician, a nurse, a manager and thera-
pists can assess how both a whole team or service are 
functioning and the prM physicians within it;

 — patient and family feedback. prM should be a 
highly person-centered discipline with due weight giv-
en to capturing the lived experience of both patients and 
families.

prM physicians work in relative medical isolation 
in some countries and have to address a broad range 
of complex medical conditions. Governance arrange-
ments should ensure that senior clinicians are in regu-
lar professional contact with other prM physicians and 
integrated with, and supported by, colleagues in other 
specialties 25 so that they do not need to practice beyond 
the limits of their expertise.

in order to achieve this, it is recommended that each 
service identifies a lead clinician who has particular re-
sponsibility for governance. this clinician would:

1. identify relevant guidelines and standards;
2. organize and lead regular local and regional gov-

ernance meetings and promote contact with linked spe-
cialties;

3. describe governance activity to relevant bodies 
and report adverse incidents and complaints together 
with a proposed plan to address perceived difficulties;

4. promote quality improvement throughout the ser-
vice. this is only feasible if there is a common manage-
ment structure and budget. services should avoid team 
members being employed by different agencies and 
having multiple line managers.

prM depends upon the application of multiple skills 
in a customized and coordinated way to address com-
plex and individual problems. as such, it depends for 
its success on good communication and relationships 
within the rehabilitation team and on the confident trust 
by the patient in the expertise of those given responsi-
bility for their treatment.
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the competencies and clinical governance structures 
described in this chapter should go some way to ensure 
that this trust is not misplaced.

Different phases of the PRM process

the phase model of the prM process comprises phas-
es over the continuum of care. these different phases of 
the prM process depend on the temporal aspects of a 
health condition: congenital or acquired, and if acquired 
whether it is acute or rather progressive or degenerative.

during growth, the term ‘habilitation’ is used. habili-
tation refers to a process aimed at helping disabled people 
attain, keep or improve skills and functioning for daily 
living (rehabilitation international: www.riglobal.org/
projects/habilitation-rehabilitation/).25 this term comes 
from the high adaptability and connection of all body 
functions during growth, and includes: the best possible 
residual development of the impaired function, the acqui-
sition of new (compensatory) skills, and avoiding inter-
ference with the normal development of functions not di-

rectly affected. habilitation in children with a (congenital 
or early acquired) impairment or disability consists of a 
continuous process, with more intensive phases accord-
ing to the developmental milestones. these services are 
often provided within child development services.

When a health condition is acutely acquired the phas-
es of prM are traditionally divided in an acute, a post-
acute and a long-term phase. More recently also “pre-
habilitation” has been developed as a prM strategy. it 
consists of an educational program and pre-operative 
physical and/or psychological conditioning enhancing 
functional and mental capacity aimed at improving post-
operative functional outcomes. literature, mostly in the 
field of orthopedic or oncologic surgery, provides early 
evidence that prehabilitation may reduce length of stay 
and possibly provide postoperative physical benefits.26

PRM in acute settings 

acute or early prM consists of a program of spe-
cialist medical rehabilitation during an acute hospital 

Table III.—�Service reporting.

underlying values  
(respect, compassion, care)

core behaviors  
(safe, Effective, caring, responsive and Well-led)

documentation and assessments

1. National standards for that particular rehabilitation service with regard 
to staffing, facilities and training

2. National outcome measurement (this may require reporting to a 
national database)

case mix
wait times
length of stay
rehabilitation inputs
rehabilitation outcomes
discharge location and long-term outcome
at a minimum it is suggested that all patients should have at 
least one agreed outcome measure assessed on admission and 
discharge from a program

3. Goal negotiation and achievement
at a minimum it is suggested that all patients entering into a 
rehabilitation program should have a set of goals established and 
agreed between the team and the patient/family within a defined 
time from admission

4. untoward event reporting, near misses and other adverse patient 
experiences

5. real-time patient feedback, patient satisfaction on discharge from 
the rehabilitation program or at clinic, reports of focus groups, 
compliments and complaints

Table II.—�Appraisal of PRM physicians.

relevant skills and behaviors

1. communication and interpersonal skills
2. respect, courtesy and compassion towards staff, patients and 

families
3. the effective management of prM inpatients
4. Effective prM as practiced in clinic and in the community
5. procedural skills and prescribing
6. team development
7. service development
8. appropriate response and learning from complaints and adverse 

incidents
9. participation in continuing professional development, clinical 

governance and quality improvement
10. participation in multi-professional teaching and research

relevant documentation and assessment methods

1. Self-appraisal and individual reflection
2. service reports: activity and outcomes
3. Multi-source feedback
4. audit reports, anonymized clinic letters and discharge summaries
5. patient satisfaction
6. adverse incident reporting
7. complaints and compliments
8. Education record
9. teaching record and feedback
10. Grant applications, research output and publications
11. Multi-professional peer review
12. personal development plan
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admission following injury or illness or in response 
to complex medical treatment or its complications. it 
can also apply to an acute event in a person with an 
established disability (for example a sudden Multiple 
sclerosis relapse, but also a hip fracture in a stroke pa-
tient, or a severe infection in a spina bifida patient). The 
rehabilitation activities are under the clinical responsi-
bility of a prM physician, including the contribution 
of the multi-professional rehabilitation team as well as 
other relevant medical and surgical specialties, starting 
as from the intensive care episode. this has extensively 
been described by Ward, and the clinical activities have 
been detailed by stam.25, 27 acute rehabilitation aims to 
prevent complications of immobilization (e.g. sarcope-
nia, orthostatic dysfunction, contractures, thrombosis) 
and of secondary conditions (e.g. neurogenic bladder 
and bowel, heterotopic ossification or spasticity) and 
improve functions and activities (e.g. mobility, coor-
dination, activities of daily living). the emphasis of 
rehabilitation therapy also includes pain management, 
informing and educating patients and their families, ed-
ucating acute care staff, prognostication and establish-
ing a rehabilitation plan in order to provide a triage for 
further rehabilitation programs. so the role of the prM 
physician in acute rehabilitation is to assess and monitor 
the health status of the patients (e.g. respiration, swal-
lowing, motor functions or autonomic nervous system 
functions, cardio-vascular, bladder or bowel and Gi 
functions, swallowing disorders) applying pharma-
ceutical and physical treatments and coordinating the 
multi-professional rehabilitation team.25 this requires a 
high level of training in acute medicine and intensive 
care and must be done in close collaboration with other 
medical specialists. team work with regular consulta-
tions and team meetings is crucial for a successful acute 
rehabilitation care.25, 28 in many European countries 
such as Germany the leadership of acute rehabilitation 
teams by a prM physician is mandatory due to health 
care regulations.29

acute rehabilitation can be delivered in several ways 
which can also be combined, depending on the size and 
context of the hospital:

 — transfer of patients to prM beds or to a prM unit 
in the acute hospital (acute rehabilitation unit or aru);

 — prM department with mobile visiting prM 
teams under the responsibility of the prM physician 
(acute rehabilitation team or art) while the patient re-

mains in the referring specialist’s bed. prM diagnostic 
procedures and treatment can be performed in the prM 
department or at the ward, depending of the general and 
medical condition of the patient;

 — mobile visiting prM team under the responsibil-
ity of a prM physician, while the patient remains in the 
referring specialist’s bed (acute rehabilitation team or 
art);

 — daily visits to the acute wards by prM physicians 
from a standalone prM facility;

 — acute facilities in prM centers or rehabilitation 
hospitals able to treat patients with persisting acute 
medical treatment, to accept patients very early to start 
their prM program;

 — in university hospitals and larger acute hospitals, 
a prM unit or department should be present to provide 
acute phase rehabilitation.

acute and early acute setting prM programs acceler-
ate the rate of recovery of independence and result in an 
earlier discharge. furthermore, they reduce complica-
tions and pain, optimize functioning, identify cognitive 
and emotional problems of tbi in the absence of physi-
cal impairments, and improve chances of living inde-
pendently and returning to work.

there is an increasing trend for “early acute rehabili-
tation.” recent studies evaluating the early introduction 
of rehabilitation in the intensive care unit (icu) have 
demonstrated improvements in physical function and 
quality of life, and in post-hospital readmissions, insti-
tutionalization, and mortality, as well as reductions in 
mechanical ventilation duration and icu and hospital 
length of stay (los).30 cost savings or neutral cost may 
be attained with early rehabilitation programs in icu. 
the reader is referred to bailey et al.31 for a selection 
strategy on good candidates for early rehabilitation to 
combat icu-acquired comorbidities. in academic ter-
tiary centers, acute prM beds or units are sometimes 
installed close to or alongside icu.32, 33

PRM in post-acute settings 

patients with (potential) residual disability after an 
acute illness or injury and/or remaining rehabilitation 
needs and goals will be referred for further prM inter-
ventions after the acute phase to a post-acute prM ser-
vice. this can be an inpatient rehabilitation facility or 
an ambulatory facility in prM departments.34 patients 
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in post-acute rehabilitation services, prM physician 
will take care of the comprehensive rehabilitation pro-
cess.34 this includes continuing the treatment of the un-
derlying health condition and/or consequences of sur-
gery or other invasive therapies, as well as training of 
body functions and activities. in the post-acute phase, 
to plan and prepare for reintegration into society moves 
into the foreground more and more. this includes inde-
pendent living, employment, education and other par-
ticipation areas. this also means working with families, 
social services and employers as well as education and 
training of the patient.

PRM in long-term settings

after a period of post-acute care, whether inpatient 
or outpatient based, some patients may need long-term 
care. long-term rehabilitation is assistance given over a 
long-term period of time to people who are experienc-
ing long-term disabilities or difficulties in functioning. 
long-term care may also be associated to chronic dis-
ease.37 long-term rehabilitation services can be provid-
ed in the form of intermittent inpatient care, or continu-
ous outpatient/community/home based rehabilitation. 

in long-term care, prM can provide many important 
rehabilitation services. the spectrum reaches from the 
continuous monitoring of functioning and disability, 
long-term medication, prescription of therapies (e.g. 
physical, occupational, speech and language therapy 
or (neuro-psychology) provision or assistive devices. 
prM physicians are also trained to give advice to pa-
tients, families and caregivers as well as to employers 
and other society institutions. prM physicians should 
participate in cbr programs, e.g. as advisor and/or 
trainer of community rehabilitation workers. prM phy-
sicians can support general practitioners and other med-
ical specialists by giving advice and/or coordinating 
rehabilitation networks. this is of particular importance 
in rare diseases or disabilities respectively.

in the long-term phase of prM care special emphasis 
lays on maintenance and secondary prevention activi-
ties but this will be further explained in the next chap-
ters.

the following case history gives an example of a pa-
tient throughout the different phases of the prM pro-
cess:

enter a program of goal-oriented multi-professional re-
habilitation under the responsibility of a prM physician. 
prM services should be planned and delivered through 
coordinated networks (“hub and spokes”), in order to 
cover the whole continuum of care, based on the triage 
process. the patient should be assigned to the appropri-
ate level of rehabilitation care, based on the results of 
the triage assessment using a patient classification sys-
tem (figure 1). these levels depend on the complexity 
of the rehabilitation needs and goals as well as on the 
incidence/prevalence of the health condition: general or 
primary, specialized or secondary and highly special-
ized or tertiary level.35, 36 after triage, a rehabilitation 
program will be defined, based on the assessment, and 
then interventions are being delivered. on a regular ba-
sis evaluation needs to be performed in order to define 
new targets, to be achieved either in the same service, or 
at another level of care if appropriate. this reiterating 
process is also called rehab-cycle (see chapter 7). pa-
tients can be admitted to a post-acute care setting when: 
1) medically sufficiently stable and fit to actively partici-
pate in a PRM program; 2) they can benefit from a multi-
professional approach; 3) defined goals, motivation and 
enough learning potential are present. the prM physi-
cian will refine the diagnosis, communicate the progno-
sis to patient, family and caregivers, and lead the team 
and service in all aspects. post-acute settings will treat 
mostly patients with sudden onset conditions. however 
also patients with intermittent, progressive or stable con-
ditions can benefit in phases of changing needs. 

Figure 1.—Stratified rehabilitation model.93

PCS: patient classification system.
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health can be seen as a continuum with neutral health 
in the middle, negative health (illness) at the left and 
positive health (wellness) at the right and relate respec-
tively to each of the three concepts.38

disease prevention involves actions to reduce or 
eliminate exposure to risks that might increase the 
chances that an individual or group will incur disease, 
disability, or premature death. primary prevention re-
fers to actions to avoid or remove the cause of a health 
problem in an individual or a population before it aris-
es.3 secondary prevention involves actions to detect a 
health problem at an early stage in an individual or a 
population, facilitating cure, or reducing or preventing 
spread, or reducing or preventing its long-term effects.3 
tertiary prevention aims to reduce the impact of an al-
ready established disease by restoring function and re-
ducing disease-related complications.3 

health maintenance relates to maintaining the level 
of a stable health situation and maximum function for 
example by means of screenings, respecting a healthy 
lifestyle and taking care of a psychosocial and spiritual 
issues.39

When health stability is present, improvement of 
health and wellbeing can be achieved through health 
promotion: the development of behaviors that improve 
bodily functioning and enhance an individual’s ability 
to adapt to a changing environment. health promotion 
is defined by WHO as the process of enabling people to 
increase control over their health and its determinants, 
and thereby improve their health.40 so, health promotion 
helps individuals move upwards the health continuum.

Prevention, health maintenance and health promotion 
related to PRM

the work of prM physicians focuses among other is-
sues on strategies to enable people with chronic disease 
and long-term or pre-existing disabilities to achieve 
as high a level of health and quality of life as possible 
through health promotion efforts and preventive and 
maintenance strategies. health promotion efforts tar-
geted at people with disabilities can have a substantial 
impact on improving lifestyle behaviors, increasing 
quality of life, and reducing medical costs.41

Maintaining or improving health can be more chal-
lenging for people with disabilities because they are at 
increased risk for several physical, psychological, so-

Case history of a patient with limb loss

a 55-year-old man suffers from chronic osteomyeli-
tis and open wounds at the left calcaneus since a motor 
vehicle accident five years earlier. Multiple surgical and 
medical interventions have been performed but no heal-
ing occurred, and his quality of life is severely impaired. 
he had stopped working as a technician for the previous 
3 years. he is referred to a prM physician for counsel-
ling with regard to an eventual amputation. after mul-
tidisciplinary assessment, a transtibial amputation is 
being advised and the patient is included in a prehabili-
tation program comprising reconditioning, reinforce-
ment of the right lower and both upper extremities, 
walking with crutches and an educational program. two 
months later the amputation is being performed, fol-
lowed by immediate post-operative rehabilitation with-
out prosthesis (“acute rehabilitation”). after discharge, 
there is post-acute follow-up and two months later a 4 
weeks’ inpatient rehabilitation program is provided af-
ter fitting of a prosthesis (“post-acute rehabilitation”). 
two months later the patient can drive his car after as-
sessment and can return to work. on a long-term base, a 
yearly follow-up is being organized for calibration and/
or renewal of the prosthesis (“long-term phase”).

Conclusions 

depending on the type of health condition and func-
tioning needs the prM process will comprise different 
phases. regular reassessment and triage with assign-
ment of the patient to the appropriate level and setting of 
rehabilitation care is mandatory. rehabilitation services 
should be stratified and organized in networks in order 
to allow for the best possible care adapted to the indi-
vidual’s needs and goals, over the continuum of care.

Prevention, health maintenance  
and health promotion in PRM

in literature the terms prevention, health maintenance 
and health promotion are often used interchangeably, 
and related activities overlap substantially (e.g. physical 
activity or healthy nutrition). therefore, they are dealt 
with in one section. there is no clear consensus on the 
respective definitions. After a general introduction in 
order to distinct the different terms, the different topics 
will be dealt with from a prM perspective. 
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Disease prevention in PRM

As mentioned above, disease prevention is classified 
as primary, secondary or tertiary.

Medical rehabilitation is traditionally considered a 
tertiary prevention strategy,48 but prM physicians may 
be involved in disease or injury prevention at all levels. 

the prM physician plays a role within primary pre-
vention, through various stimulus in the field of PRM 
(e.g. physical therapy or exercise) that can significantly 
improve the regulatory mechanisms of almost all organ 
systems. Benefit can be achieved by delaying or pre-
venting the incidence of number of chronic diseases, 
for example cardiovascular, such as hypertension or 
atherosclerosis, metabolic e.g. metabolic syndrome, or 
musculoskeletal e.g. osteoporosis. physical activity is 
associated with lower risks of many cancer types.49

as proposed in the Exercise prescription for health 
initiative of the European federation of sports Medi-
cine associations (EfsMa), physical activity and exer-
cise should be standard parts of disease prevention and 
medical treatment, urging healthcare providers to assess 
and review patients’ physical activity programs at every 
visit. also in the lancet a call for scaling up physical 
activity interventions worldwide has been published 
recently promoting stepping up to larger and smarter 
approaches to get people moving.50 in addition to mor-
bidity and premature mortality, physical inactivity is re-
sponsible for a substantial economic burden.51

prM also has an important role in prevention of low-
back and cervical pain, circulatory and metabolic dis-
eases and in the prevention of job-related complaints. 
there is a wide range of preventive measures applied 
by prM physicians such as aerobic exercise programs, 
muscle and balance training, back school, job preven-
tion programs and education and advice for healthy be-
havior.52 in the elderly, prM program also can prevent 
falls and independence of patients.53 concerning road 
traffic accidents PRM physicians can for example sup-
port the promotion of wearing a helmet when biking.

in people with disabilities, primary prevention com-
prises efforts toward preventing a worsening of impair-
ments and should include appropriately tailored mea-
sures to eliminate risk factors for chronic conditions.48

secondary prevention through physical therapeutic 
modalities is an example in case of regulatory disorders 
of blood pressure, back pain or osteoporosis. in hyper-
tension, functional adaptation can lead to improvement 

cial, and emotional problems that are referred to in the 
published literature as secondary conditions. these con-
ditions appear to have a profound negative impact on 
the health and function of people with disabilities and, 
in the aggregate, have the potential to severely restrict 
participation in general activities.42

the prevention or management of secondary condi-
tions, the risk factors and mediating variables associ-
ated with them or both, is an important priority.3 sev-
eral cross-sectional studies reported an average of 4 to 
13 secondary conditions in people with physical and 
cognitive disabilities.43-45 although many of these con-
ditions (e.g., pain, fatigue, weight gain, depression) also 
occur in people without disabilities, what makes them 
unique in people with disabilities and disabling health 
conditions is that they occur at a much higher frequency 
in both children and adults with disabilities. this higher 
frequency is one of the criteria that is used in consider-
ing a condition to be a secondary condition.46

a decision-making algorithm for the management of 
secondary conditions begins with the identification and 
management of risk factors (i.e., the primary condition 
that predisposes an individual to the secondary condi-
tion) and continues with subsequent management (e.g., 
through interventions) of the secondary condition.46 it 
embraces the onset and course of secondary conditions 
(non-modifiable antecedents and modifiable risk fac-
tors) and identifies the outcomes associated with sec-
ondary conditions at the individual and societal levels. 

Non-modifiable antecedents are sociodemographic 
factors, pre-existing conditions, disability related fac-
tors, and associated conditions. 

Modifiable risk factors are separated into personal 
and environmental risk factors. personal risk factors in-
clude behaviors such as overuse or disuse, reduced or 
no physical activity, poor diet, poor use of medications, 
poor participation in rehabilitation, and increased use 
of substances (e.g., tobacco, alcohol, prescribed medi-
cations, and illicit drugs). Environmental risk factors 
include reduced or poor-quality health care, decreased 
access to the built environment, poor health promo-
tion access (e.g., a lack of transportation to community 
health promotion programs), and limited or no social 
support.

additionally, addressing social and environmental 
barriers that hinder adults with disability from adopting 
more healthy lifestyles and improving health is needed.47
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chronic pain, spinal cord injury, limb loss, brain damage 
and many others. Maintenance interventions are neces-
sary to prevent the loss of the achieved functional level 
after a more intensive rehabilitation phase.

Maintenance interventions in prM aim at the main-
tenance of maximum function and the avoidance of pre-
dictable and preventable complications in stable, chron-
ic disabling and progressive deteriorating conditions. 
therefore, when prM physicians address the longitu-
dinal health care needs of those with chronic disabili-
ties, they must view disability-related health manage-
ment and general health-promoting strategies as equally 
important components of care. in order to do this, they 
must enhance their frames of reference and incorporate 
the concepts of health promotion and secondary condi-
tion risk reduction.58

Medical rehabilitation has several features that over-
lap with both primary care and health promotion: all 
emphasize education and encouragement of self-man-
agement and responsibility, address the potential or ac-
tual impact of a given physical or cognitive/emotional 
condition across several dimensions of health. finally, 
all address both health maintenance and disease preven-
tion so as to enhance and protect functional capacity 
over the life span.58

as physicians concerned with function, prM phy-
sicians understand the dangers of activity reduction 
in all settings from all causes; both medical and envi-
ronmental. in fact, often prM physicians are the only 
physicians who have familiarity with the maintenance 
of function via physical activity in collaboration with 
physiotherapists, motor scientists, occupational thera-
pists, nurses, caregivers and family members. the 
knowledge of how to modify physical and social envi-
ronments to maximize functional movement and overall 
function for their patients allows prM physicians to im-
prove and maintain function in their patients. the focus 
on activities of daily living (adls) is an effort to return 
functional movements to an individual who is disabled 
allowing him to maintain his baseline degree of physi-
cal activity required for autonomy and independent 
movement.46 Maintenance activities include programs 
established by a prM physician that consist of activi-
ties and/or mechanisms that will assist a beneficiary in 
maximizing or maintaining the progress he or she has 
made during therapy or to prevent or slow further de-
terioration due to a disease or illness, on the long-term.

of regulatory mechanisms that can prevent or at least 
delay the onset of clinically manifest hypertension. 
The first line of treatment for hypertension are lifestyle 
changes, including physical exercise. in secondary pre-
vention of back pain, a muscle strengthening and im-
proving of movement patterns can play a significant 
role. in osteoporosis, it is important to prevent bone deg-
radation by a loading dose of physical activity.54 cardiac 
rehabilitation/secondary prevention programs are con-
sidered standard of care and provide critically important 
resources for optimizing the care of cardiac patients.55 
there is strong evidence for rehabilitation interventions 
favoring intensive high repetitive task-oriented and task-
specific training in all phases post stroke.56 interventions 
in medical rehabilitation focused on the enhancement of 
activity, such as provision of assistive technology, can 
be considered as secondary prevention.48

for people with disabilities or disabling heath condi-
tions, tertiary prevention is designed to limit the restriction 
of a person’s partici pation in some area by the provision 
of a facilitator or the removal of a barrier. Environmental 
modifications, provision of services, removal of physical 
barriers, changes in social attitudes, and reform in legisla-
tion and policy are tertiary prevention strategies.48

tertiary prevention involves treatment once a disease 
becomes symptomatic to avoid complications (e.g., 
deep venous thrombosis prophylaxis and appropriate 
mobilization to prevent skin breakdown in post stroke 
patients). tertiary prevention incorporates ongoing in-
terval efforts to maximize and maintain functional ca-
pacity over the life course. thus, longer-term contact 
with the person with disabilities or disabling heath con-
ditions is important in order to provide rehabilitation 
until natural recovery is complete and to prevent the 
later development of avoidable complications.

Many survivors of a critical illness experience sig-
nificant physical, psychological and cognitive deficits, 
especially in case of long “bed-rest” regimen. Emerging 
research supports the inclusion of physical activity and 
movement programs into the care routines of intensive 
care patients as tertiary prevention.57

Health management in PRM

Maintenance and support are also part of the field 
of competence of prM. this has a great importance in 
elderly patients, but also in chronic conditions such as 
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importance of making exercise a part of their new health 
habits has to be emphasized and the patient needs to in-
tegrate exercise as a part of a healthy lifestyle.48

In many European centers, a significantly longer 
course of initial pulmonary rehabilitation is offered 
(e.g. six months), but evidence that this confers greater 
benefit and preservation of performance is lacking.68 in 
pulmonary rehabilitation (pr) the continuation of phys-
ical activity beyond the supervised component of pr is 
also recommended, as there is evidence to suggest that 
maintenance programs offer advantages in preserving 
the benefits of pulmonary rehabilitation.69 

barriers to participation in exercise maintenance 
programs, which need to be overcome, are fear, lack of 
motivation, financial and transportation issues, environ-
mental factors, such as social isolation and changes in 
physical health. rehabilitation professionals and social 
supporters can make rehabilitation more long-lasting 
and facilitate people with chronic obstructive pulmo-
nary disease to participate in activity by motivating and 
encouraging them, reducing their fears and reinforcing 
the benefits of activity participation.70 these exercise, 
fitness and sports activities are rarely reimbursed which 
increases the threshold for people with disabilities or 
chronic disease who often have a limited income.

Effectively supporting stroke survivors to partici-
pate in physical activity after stroke is now a priority. 
participation in moderate or high-intensity exercise, 
reduces the risk of secondary ischemic or hemor-
rhagic stroke,71, 72 improves walking speed, functional 
mobility,73-75 muscle strength, and bone density 76 and 
positively affects quality of life.77, 78 cardiorespiratory 
training and to a lesser extent, mixed training reduce 
disability during or after usual stroke care; this could be 
mediated by improved mobility and balance. there is 
sufficient evidence to incorporate cardiorespiratory and 
mixed training, involving walking, within post-stroke 
rehabilitation programs to improve the speed and toler-
ance of walking; some improvement in balance could 
also occur.79 however, stroke leads to complex dis-
ability, which makes participation in physical activity 
difficult, intensifying cardiovascular deconditioning,80 
which, in turn, negatively affects well-being, disability, 
and functional independence 81 and increases the risk of 
secondary stroke.82 therefore, understanding how best 
to support survivors to participate in regular physical 
activity is vital for their health and well-being.

Maintenance, as well as disease prevention and health 
promotion, must be individually tailored to the person’s 
health status, functional level and personal life project.

there is extensive evidence that physical activity re-
duces the risk of non-communicable diseases and pro-
motes health.59 

the term “adapted physical activity” refers to physi-
cal activities adapted to the specific needs of each in-
dividual with a disability.60 adapted physical activi-
ty-based rehabilitation is based on the adaptation of 
different activities to fit each individual’s needs in the 
rehabilitation setting.

physical disability and dysfunction through physical 
inactivity and deconditioning leads to additional/per-
petuated physical disability and dysfunction.61 health 
promotion and related educational efforts for those with 
disabilities would therefore be incomplete without the 
provision of a physical fitness component.58 such mea-
sures also encompass participation issues, such as return 
to and maintain at work or avoidance of early retire-
ment caused by health problems. Methods used include 
therapeutic exercise, adapted physical activity and 
sports, lifestyle changes including dietary and psycho-
logical interventions and health education. individuals 
with chronic disabilities who participated in an adapted 
physical activity-based intervention showed statistically 
significant increases in both physical and mental func-
tioning across the 12 months after the intervention.62

regular exercise, physical activity, and maintenance 
of a high level of cardio respiratory fitness are consid-
ered necessary elements in cardiovascular disease pre-
vention and treatment and play an important role in re-
ducing the risk of suffering from coronary heart disease 
in primary and secondary prevention.63 

all over the world, a lack of physical activity causes 
6% of the disease load of coronary heart disease.64 after 
a cardiac rehabilitation program, sedentary lifestyle has 
a negative impact on the major risk factors.65 Exercise 
capacity is the strongest predictor of mortality com-
pared with the other risk factors.66 Exercise maintenance 
is one of the factors which improve the quality of life 
and physical activity level.67 although the maintenance 
phase (phase 2) of a cardiopulmonary rehabilitation is 
the most important part of the program, it often receives 
the least attention. The benefits of a phase 2 program can 
be lost in as little time as a few weeks if a patient ceases 
to exercise. because of this, patient education about the 
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ing at improving people’s ability to interact with the 
environment) and at the environmental level (aiming 
at providing an optimal milieu to put in practice such 
abilities).

the positive impact of the prM specialty on global 
health promotion can be defined in terms of:

 — increase of the overall level of health, function-
ing, well-being and social participation for persons with 
chronic disease or disability or disabling heath condi-
tions at a population level (e.g. at the level of a region, 
country or worldwide);

 — reduction of burden of disease and disability at a 
societal level, that is mitigating the impact of disabling 
conditions on families, health care systems and social 
services;

 — contribution to the recognition of the value and 
dignity of the differences among human beings, thereby 
promoting the development of an attitude of social in-
clusion in the community.

The International Classification of Functioning, Dis-
ability and health (icf) 86 is the widely diffused and 
acknowledged reference conceptual model of prM and 
can serve as a reference model for global health promo-
tion. a relevant aspect of the icf model is the emphasis 
put on “component of health” rather than on “conse-
quences of diseases,” thereby stressing the concept of a 
continuum in health conditions, as opposed to a dualism 
between health and illness. another aspect is that icf 
is explicitly aimed at operationalizing the bio-psycho-
social model which is widely accepted in prM.

the strategies by which prM specialty can contrib-
ute to global health promotion are based on:

 — the relationship with a broad range of health care 
professionals, not only in the field of rehabilitation, but 
also in other disciplines. under this perspective, the re-
lationship with the general practitioners and other pri-
mary care professionals seem to play a crucial role;

 — the relationship and cooperation with a range of 
professionals and services in the areas of social protection, 
welfare and community services, labor, education etc.;

 — the relationship and cooperation with communi-
ties, volunteer organizations, associations of persons 
with disability or other consumers, families etc.;

 — the cooperation with many professional and non-
professional organizations in fostering an interdisciplin-
ary and multi-professional approach in the delivery of 
rehabilitation services.

To improve physical fitness in people with spinal cord 
injury the following evidence-informed physical activ-
ity guidelines are recommended: for important fitness 
benefits, adults with a SCI should engage in (a) at least 
20 min of moderate to vigorous intensity aerobic activi-
ty two times per week and (b) strength training exercises 
two times per week, consisting of three sets of 8-10 rep-
etitions of each exercise for each major muscle group.83

in some European countries (e.g. austria, Germany, 
italy, poland), inpatient or day-clinic rehabilitation plays 
an important role in the management of more chronic 
conditions, e.g. chronic musculoskeletal or neuromus-
cular disorders, chronic circulatory, respiratory and met-
abolic diseases as well as skin diseases and urological or 
gynecological conditions. intermittent bursts of inten-
sive rehabilitation may also be used to combat decline in 
function even several years after an acute event.84

Global health promotion in PRM

the contribution of prM physicians to “global health 
promotion” must be described in reference to the con-
ceptual perspective and objectives of the Global dis-
ability action plan 2014-21.4 prM physicians can play 
a role in supporting the achievement of the three main 
objectives of the action plan, namely: to remove barri-
ers to health services and programs; to strengthen and 
extend rehabilitation, habilitation, and other supportive 
technology and services; to strengthen data collection 
and support research on disability and related services.85

the plan recognizes disability as a “global public 
health issue,” and rehabilitation as an effective measure 
to reduce the societal impact of a broad range of disabling 
conditions, thereby concluding that rehabilitation must 
be included in the concept of universal health coverage.

social and clinical-epidemiological trends, such as 
the ageing of populations, the increasing prevalence of 
chronic conditions leading to functional limitations, the 
increased survival rate in many different entities, and the 
increasing public awareness of the value of social par-
ticipation, call for an increasing role of rehabilitation in 
health care. under the general umbrella of rehabilitation, 
prM is the medical specialty that, with respect to many 
other clinical disciplines, may give a major contribution 
to the global promotion of health among persons with dis-
abilities or disabling heath conditions and chronic disease. 

prM physicians operate at the clinical level (aim-
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habilitation needs are increasing due to current trends 
in healthcare such as ageing populations, improved 
knowledge and new medical technologies, growing sur-
vival rates and life expectancy, expanding chronic con-
ditions, early start of rehabilitation and early discharge 
from acute care. consequently, rehabilitation costs are 
growing in contrast with shrinking budgets. this im-
plies choices, at the macro- meso- and micro-level of 
healthcare.92 bioethical problems (ethical problems 
in the context of healthcare) are linked to three main 
moral principles: respect for autonomy, beneficence 
versus non-maleficence and justice.20 respecting these 
principles can result in conflicting situations and ethical 
dilemmas. 

Ethical issues submerging at the macro- (healthcare 
policy), and micro-level (level of patient interaction) 
have been discussed in chapters 2 and 7. this chapter 
deals with choices that need to be made at the meso-
level (healthcare organization: hospitals, rehabilitation 
services, etc.). 

an important task of prM physicians is the selec-
tion of patients or “triage” to access a rehabilitation 
program or service.21 the objective is to have the right 
patient at the right level of care at the right moment with 
the appropriate financing. The triage should be based 
on the patient’s multidimensional functional status and 
include medical as well as non-medical factors. there-
fore, a patient classification system or triage instrument 
is needed. this should also take into account the com-
plexity of the patient’s rehabilitation needs and goals as 
well as his preferences. the incidence and prevalence 
of the underlying health condition is another parame-
ter and less frequent conditions require more specific 
services, especially in the case of complex goals. the 
patient classification/evaluation system should be used 
as from the acute phase in order to assign the patient to 
a service offering the right level of rehabilitation care, 
throughout the continuum of care (figure 1). however, 
most rehabilitation services have a limited number of 
in- or outpatients and difficult decisions on admission 
and discharge of patients must be made daily. the best 
choice for the patient (beneficence principle) should 
prevail but this choice may be in conflict with the avail-
able budget and more utilitarian considerations. the 
same conflict may occur when discharging a patient. In 
most of the European countries the number of special-
ized facilities for adults with severe disabilities, not able 

the actions by which prM physicians can contribute 
to global health promotion are:

 — facilitate the access of persons with disability or 
disabling health conditions to health services and pro-
grams;

 — educate health professionals on disability and the 
effects of disabling health conditions on medical issues, 
as well as the reverse; 

 — increase the awareness of institutions, profession-
als and community at large on the themes of disability 
and participation;

 — promote healthy lifestyles of persons with dis-
ability. in particular, prM is involved in actions to pro-
mote engagement in regular physical activity;

 — promote the recognition of “functioning” as a 
relevant clinical feature in several areas of health care, 
including primary care and acute care settings;

 — promote the widespread inclusion of functional 
assessment in health care systems, and the adoption of 
a common language for the description of functioning 
(e.g. by fostering the development of simple, intuitive 
evaluation tools based on the icf taxonomy;87-89

 — cooperate with primary care professionals (gen-
eral practitioners and other professionals) to extend pri-
mary rehabilitation services, and provide links and con-
nections of primary services with secondary and tertiary 
rehabilitation centers and facilities, thereby fostering 
the development of integrated networks of rehabilita-
tion services at a local, regional and national level;

 — cooperate in promoting community based reha-
bilitation and in connecting this area of intervention 
with more specialized levels of rehabilitation;

 — increase the awareness and improve access and 
attitudes of institutions and health professionals con-
cerning preventive health screenings (e.g. dental care) 
for people with disabilities, in particular women with 
regard to gynecological screenings;90

 — contribute to data collection and research on 
disability at a population level (e.g. epidemiology of 
functional limitations) and on development and imple-
mentation of innovative models to satisfy the emerging 
needs of persons with disability.

Ethics and PRM services

rehabilitation has been proposed by Who as the 
key health strategy of the 21st century.91 Moreover, re-
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ternet]. 2014. available from: http://apps.who.int/iris/ bitstre
am/10665/199544/1/9789241509619_eng.pdf?ua=1

5.  the united Nations. “convention on the rights of persons with dis-
abilities.” treaty series 2515 (crpd) [internet]. 2006. available 
from: https://www.un.org/development/desa/disabilities/convention-
on-the-rights-of-persons-with-disabilities/convention-on-the-rights-
of-persons-with-disabilities-2.html

6.  Gutenbrunner c, bickenbach J, Melvin J, lains J, Nugraha b. 
strengthening health-related rehabilitation services at national levels. 
J rehabil Med. 2017 apr 6; 

7.  stucki G, bickenbach J, Melvin J. strengthening rehabilitation in 
health systems Worldwide by integrating information on function-
ing in National health information systems. am J phys Med rehabil. 
2016 dec 15; 

8.  hopfe M, prodinger b, bickenbach JE, stucki G. optimizing health 
system response to patient’s needs: an argument for the importance of 
functioning information. disabil rehabil. 2017 Jun 6;1-6. 
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10.  Global burden of disease study 2013 collaborators. Global, region-
al, and national incidence, prevalence, and years lived with disabil-
ity for 301 acute and chronic diseases and injuries in 188 countries, 
1990-2013: a systematic analysis for the Global burden of disease 
study 2013. lancet lond Engl. 2015 aug 22;386(9995):743-800. 

11.  Who. rehabilitation Guidelines [internet]. available from: http://
www.who.int/disabilities/rehabilitation_guidelines/en/

12.  Meyer t, Gutenbrunner c, Kiekens c, skempes d, Melvin Jl, sche-
dler K, et al. isprM discussion paper: proposing a conceptual de-
scription of health-related rehabilitation services. J rehabil Med. 
2014 Jan;46(1):1-6. 

13.  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. 

14.  Kiekens c, Meyer t, Gimigliano f, baffone c, Gutenbrunner cM, 
uEMs prM icf Workshop moderators and rapporteurs. European 
initiative for the application of the International Classification of Ser-
vice organization in health-related rehabilitation (icso-r). Eur J 
phys rehabil Med. 2017;53(2):308-18. 

15.  agency for clinical innovation. aci rehabilitation implementation 
toolkit [internet]. 2013. available from: http://www.aci.health.nsw.
gov.au/__data/assets/pdf_file/0008/190871/ACI-Rehabilitation-Im-
plementation-toolkit.pdf

16.  crisp b, swerissen h, duckett s. four approaches to capacity build-
ing in health: consequences for measurement and accountability. 
health promot int. 2000;99-107. 

17.  Msh. capacity building [internet]. available from: https://www.
msh.org/our-work/practice/capacity-building

18.  Who. capacity building [internet]. available from: http://www.
who.int/disabilities/capacity_building/en/

19.  frontera Wr, fuhrer MJ, Jette aM, chan l, cooper ra, duncan 
pW, et al. rehabilitation medicine summit: building research capac-
ity executive summary. J Neuroengineering rehabil. 2006 Jan 3;3:1. 

20.  rudnick a. Ethics in rehabilitation [internet]. international Encyclo-
pedia of rehabilitation. Jh stone, M blouin; available from: http://
cirrie.buffalo.edu/encyclopedia/en/article/16/

21.  blackmer J. Ethical issues in rehabilitation medicine. scand J rehabil 
Med. 2000 Jun;32(2):51-5. 

22.  Wade d. rehabilitation - a new approach. part four: a new paradigm, 
and its implications. clin rehabil. 2016 feb;30(2):109-18. 

23.  royal college physicians. Medical rehabilitation 2011 and beyond. 
report of a Working party. 2010. 

24.  british society of rehabilitation Medicine and royal college of phy-
sicians. clinical Governance in rehabilitation Medicine [internet]. 
available from: www.rcplondon.ac.uk/guidelines-policy

25.  Ward ab, Gutenbrunner c, damjan h, Giustini a, delarque a. Euro-
pean union of Medical specialists (uEMs) section of physical & re-
habilitation Medicine: a position paper on physical and rehabilitation 

to return home, is insufficient. This creates discharge 
problems and consequently admission problems (“bed-
blockers”). Moreover, some patients are being dis-
charged to inadequate facilities, such as non-specialized 
elderly homes. Within the limited (and currently shrink-
ing) budgets the available financial resources must be 
allocated in a “just” way (principle of justice).

another issue at the meso-level concerns the attitude 
of healthcare professionals towards persons with disabil-
ities and chronic disease. this may vary depending on 
the vision and priority setting of the healthcare institu-
tion. for example, the accessibility of gynecological and 
obstetrical services to women in a wheelchair, as well as 
the lack of awareness and knowledge of the concerned 
health professionals are often a barrier to the regular 
medical screenings of these women with specific needs.

the inclusion of the patient and his/her family, as well 
as the involvement of peer counsellors in the rehabilita-
tion team, will depend on the patient-centeredness of a 
particular rehabilitation service or institution in general.

the last decades the use of technology in rehabili-
tation has increased significantly. Robotics and bionics 
belong to daily practice. so the ethical question here is 
not anymore whether to use technology but rather “how 
to use technology” or “how does technique influence 
our life and our behavior as technique shapes our ac-
tions and experiences.” 93

in conclusion, in rehabilitation practice, we are in-
creasingly confronted with delicate ethical questions. de-
cisions must be taken daily on the micro- meso- as well 
as the macro-level of healthcare. Ethical values and cul-
tural beliefs of professionals as well as patients influence 
choices in rehabilitation practice. We need to be aware of 
the fact that cultural differences can affect the outcome 
of treatment. therefore, ethical and cultural issues should 
be part of rehabilitation curricula and postgraduate train-
ing, also with regard to the use of technology. rehabili-
tation professionals should take time to reflect on these 
issues with colleagues and peer counsellors.
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principles of medical ethics and public health, ability to apply policies of care and prevention for disabled people, capacity to master strategies 
for reintegration of disabled people into society, apply principles of quality assurance and promote a practice-based continuous professional 
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of a common set of knowledge, skills and competencies for postgraduate training. the role of the European prM board is highlighted as a body 
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tions. to this scope, the theoretical knowledge necessary for the practice of prM specialty and the core competencies (training outcomes) to 
be achieved at the end of training have been established and the postgraduate prM core curriculum has been added. undergraduate training of 
medical students is also focused, being considered a mandatory element for the growth of both prM specialty and the medical community as a 
whole, mainly in front of the future challenges of the ageing population and the increase of disability in our continent. 
finally, the problems of continuing professional development and medical education are faced in a prM European perspective, and the role of 
the European accreditation council of continuous Medical Education (EaccME) of uEMs is outlined.
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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 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 specialty, that is a primary medical 
specialty. The contents include definitions and concepts 
of prM, why rehabilitation is needed by individuals 
and society, the fundamentals of prM, history of prM 

specialty, 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 education of prM physi-
cians in Europe. detailed information is provided about 
the education and training of medical specialists, discuss-
ing the standards required at a European level – even 
if these are not (yet) the actual reality in all European 
countries. undergraduate training of medical students is 
focused, being considered a mandatory element for the 

European Journal of physical and rehabilitation Medicine 2018 april;54(2):279-86 
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growth of both prM specialty and the medical commu-
nity as a whole, mainly in front of the future challenges 
of the ageing population and the increase of disability in 
our continent. the problems of continuing professional 
development and medical education are faced in a prM 
European perspective. finally, the principles and the con-
tents of the European curriculum are detailed. 

Education and training

prM practice is uniquely characterized by a team-
based, patient-centered, goal-directed approach aimed 
to optimize patient function and quality of life, prevent 
complications and increase community participation. 
therefore, prM physicians are required to develop 
not only medical knowledge, competence in patient 
care and specific procedural skills, but also attitudes 

towards interpersonal relationship and communication, 
profound understanding of the main principles of medi-
cal ethics and public health, ability to apply policies of 
care and prevention for disabled people and people with 
disabling conditions, capacity to master strategies for 
reintegration of disabled people and people with dis-
abling conditions into society, apply principles of qual-
ity assurance and promote a practice-based continuous 
professional development. 

as leaders of the multi-professional rehabilitation 
teams involved in the continuum of care delivery from 
hospital to the community, they must also exhibit mana-
gerial competences, know and apply the principles of 
evidence-based medicine, incorporate considerations of 
cost awareness and risk-benefit analysis in patient and/
or population-based care as appropriate. 

prM is an independent medical specialty in all Euro-

country Name of specialty duration

italy Medicina fisica e riabilitativa 4y
latvia Fizikālā un rehabilitācijas 

medicīna
4y

lithuania Fizine medicina ir reabilitacija 4y
luxembourg Médecine physique et de 

réadaptation
abroad

Malta rehabilitation Medicine 4y2mo
the Netherlands revalidatie geneeskunde 4y change to 3y7mo
Norway fysikalsk medisin og 

rehabilitering
1y +4y

poland Rehabilitacja Medyczna 5y
portugal Medicina física e de 

reabilitação
5y

romania Medicină Fizică și Reabilitare 4y
russia - -
serbia fizikalna Medicina i 

Rehabilitacija
4y

slovak republic fyziatria, balneológia & 
liečebná rehabilitácia

4y

slovenia Fizikalna in rehabilitacijska 
medicina

2y3mo +2y9mo

spain Medicina fisica y rehabilitación 4y
sweden rehabiliterings Medizin 5y
switzerland Médecine physique et de 

réadaptation
physikalische Medizin und 

rehabilitation
Medicina fisica e riabilitativa

5y

turkey fiziksel tip ve rehabilitasyon 4y (can be extended 
to 4.5y)

ukraine Фізична та реабілітаційна 
медицина

4y

united Kingdom rehabilitation Medicine 4y

Table I.—�Name of the PRM Specialty in UEMS Member States. 
country Name of specialty duration

austria physikalische Medizin und 
allgemeine rehabilitation

5y3mo

belgium fysische geneeskunde en 
revalidatie

Médecine physique et de 
réadaptation

5y+1y specialized

bosnia and 
herzegovina

fizikalna medicina i 
rehabilitacija

4y

bulgaria Физикална и 
рехабилитационна медицина

 (fizikalna i rehabilitacionna 
medicina) 

4y

croatia fizikalna medicina i 
rehabilitacija

4y 4mo

cyprus Φυσική Ιατρική και 
Αποκατάσταση 

 (fisiki iatriki & apokatastasi)

abroad

czech republic Rehabilitační a fyzikální 
medicina

2y +3y

denmark fysiurgi -
Estonia Taastusravi ja füsiaatria 3y
finland fysiatria 5y
france Médecine physique et de 

réadaptation
4y

germany physikalische und rehabilitative 
Medizin

1y int Med/Neurology
1y orthopedics
+3y prM

greece Φυσική Ιατρική και 
Αποκατάσταση 

(fisiki iatriki & apokatastasi) 

5y

hungary Rehabilitációs Medicina 5y
iceland Endurhæfingarlækningar -
ireland rehabilitation Medicine 4y
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pean countries, except denmark. the recognition of the 
specialty is under way in russia, thanks to an action of the 
uEMs prM section and board, whose delegates have 
organized several educational activities, in strict collabo-
ration with local physicians, claiming for the establish-
ment of prM as a full and independent medical specialty. 

Standards in education and training of PRM physicians

according to the uEMs rules, the establishment of a 
common set of knowledge, skills and competencies for 
postgraduate training allows to create a common train-
ing framework, enabling specialists in that discipline to 
move from one country to another. in line with the aims 
of the uEMs, the European prM board aims to pro-
mote patient safety and quality of care through the de-
velopment of the highest standards of medical training 
and health care across Europe and the harmonization 
of PRM physicians’ qualifications. In doing so, the Eu-
ropean prM board does not aim to supersede the Na-
tional Authorities’ competence in defining the content 
of postgraduate training in their own state but rather to 
complement these and ensure that high quality training 
is provided across Europe.

Training duration

To acquire the wide field of competence needed, spe-
cialists in physical and rehabilitation Medicine (prM 
physicians) have to undergo a well organized and ap-
propriately structured training of adequate duration. 
their basic medical training must give them certain 
competencies, which are enhanced by knowledge and 
experience acquired during their common trunk training 
in internal medicine, orthopedics, neurology, etc. due to 
different national traditions and laws, the name and fo-
cus for the prM specialty varies, as well as the duration 
of the training (table i). although the mean duration of 
all specialties training in Europe has increased in the pe-
riod 1989-2013 (figure 1),1 there is a trend, at the mo-
ment, in a few European countries, towards decreasing 
the duration of the medical specialty training for eco-
nomic and societal accountability reasons.2 the prM 
educational program in Europe is usually configured in 
48-month format, rising up to 72 months in some coun-
tries, including a minimum 36 months of clinical train-
ing (of which 24 months spent in a prM department).

however, considering the tremendous increase in 
life expectancy all over Europe, and the consequent in-
crease in age-related disabling illnesses with acute on-
set and chronic course, the frequency and complexity 
of comorbidities in rehabilitation wards have markedly 
increased. patients are admitted to wards much earlier 
after the onset of acute illness or injury and the com-
plexity of the disabilities is also rising. for this reason, 
the prM board advocates a duration of training of 60 
months including 12 month rotations in external depart-
ments (like internal medicine, neurology, intensive care 
and others). Moreover, in order to provide patients with 
optimal care, prM trainees are expected to develop de-
cision-making abilities, based on finding, understanding 
and using the best available evidence. on such premise, 
it is recommended that prM trainees are offered at least 
six months training in research methods, as a mandatory 
component of their postgraduate education. rehabilita-
tion is a complex activity and affected by multiple fac-
tors. Specific research methodology issues have to be 
learnt and applied in order to achieve those levels of 

figure 1.—distribution of specialties with legal course lasting at least 
3, 4 or 5 years, respectively, across different European countries: results 
from two different surveys conducted in 1989 and 2013.1

Minimum
5 years

Minimum
4 years

Minimum
3 years
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evidence, in the scientific literature, that can help the 
specialty to flourish and compete successfully in future 
health economies. hence, potential academics should 
be supported in pursuing phd programmes within an 
appropriately staffed unit.

Directors of training, trainers and training units

the education of prM physicians to practice inde-
pendently is experiential, and necessarily occurs within 
the context of the health care delivery system. training 
must be realized in dedicated centers where qualified 
personnel and adequate resources are available. 

the director of prM training has the overall respon-
sibility for the training programme; he/she oversees and 
ensures the quality of didactic and clinical education 
and monitors resident supervision in all sites that par-
ticipate in the educational program. he/she must exhibit 
prM specialty expertise and be recognized as a trainer 
in prM by the responsible national authority in his/her 
own country. it is also recommended that he/she has 
achieved the status of PRM Board certified trainer. 

Each trainee must receive supervision by one trainer 
(a PRM physician) with documented qualification to 
instruct and supervise residents. the trainers are con-
tinuously involved in a tutoring role, to help trainees to 
develop the skills, knowledge, and attitudes relevant to 
prM practice and assume graded and progressive re-
sponsibility for the care of individual patients.

Assessment of learning /training outcomes 

the achievement of learning/training outcomes must 
be assessed at least on an annual basis by the director of 
training together with the faculty. adequate permanent 
records of the evaluation must be maintained. such re-
cords must be available in the trainee file and must be ac-
cessible to the trainee and other authorized personnel. the 
assessment must be objective and document progressive 
trainee performance improvement appropriate to their 
educational level. In particular, the final year examination 
must verify that the trainee has demonstrated sufficient 
competence to enter practice without direct supervision. 
in the evaluation process, the trainee’s rights must be pro-
tected by due process procedures. the trainee must be 
provided with the written institutional policy concerning 
his/her rights and the institution’s obligations and rights.

Certification procedures 

specialists in prM have freedom of mobility across 
UEMS member states, but require certification from 
their national training authorities.3 those with the lat-
ter are eligible to be recognised by the European board 
of PRM, which has a comprehensive specification on 
several aspects of postgraduate education for prM-spe-
cialists. this consists of:

 — curriculum for postgraduate education containing 
basic knowledge and the application of PRM in specific 
health conditions;

 — a specimen of a training course of at least four 
years in a prM department with detailed registration in 
a specimen of a uniform official logbook;

 — a single written annual examination throughout 
Europe;

 — a system of national managers for training and ac-
creditation to foster good contacts with trainees in their 
country;

 — standard rules for the accreditation of trainers and 
a process of certification;

 — quality control of training sites performed by site 
visits of accredited specialists; and

 — continuing professional development within the 
uEMs covering the continuing medical education sys-
tem for the purpose of ten yearly re-validation.

further information on the regulations of this edu-
cation and training system can be found on the uEMs 
prM section’s website, www.euro-prm.org, where ap-
plication forms are also available.

there are currently around 20000 prM physicians 
in Europe and 3000 prM trainees; out of 3897 prM 
physicians who have been European Board certified 
since 1993, 1094 are active fellows of the prM Eu-
ropean board: 260 of them have achieved the status of 
senior fellows; 24 training sites (whose list is available 
on the website at http://euro-prm.org/certification_docs/
TC.htm) are Board certified centers for PRM education 
according to the European standard.

Undergraduate training

disease management is a team-based aspect of medi-
cal practice that is patient-centered, goal directed and 
aims to optimize patient function and quality of life, 
prevent complications and increase community partici-
pation. Medical students will be responsible for the care 
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of patients with disabilities and people with disabling 
conditions, regardless of what field they choose to enter, 
as postgraduate trainees. in the present times, patients 
treated by virtually all specialties express rehabilitation 
needs, when we consider that people currently survive 
what had formerly been a lethal disease, but are now 
left to struggle on with impairment and disability, or to 
better say, with limitations in their activities and partici-
pation.4

as a result, all physicians need to gain a basic knowl-
edge of rehabilitation, recognising that most will not 
practice as specialists in the field or carry out specific 
rehabilitation measures. it is thus important that well-
trained prM physicians teach prM in all undergradu-
ate medical faculties and the following topics are re-
quired as a minimum:

 — the principles of prM and the bio-psycho-social 
model of the international classification of functioning, 
disability and health;

 — the organization and practice of prM (acute and 
post-acute rehabilitation, as well as rehabilitation pro-
grammes for patients with chronic conditions);

 — the principles and aims of functional assessment 
and the main adverse factors of functional recovery; 

 — the principles and potential of physiotherapy, oc-
cupational therapy, (neuro)psychology, speech and lan-
guage therapy and other rehabilitation therapies;

 — the principles and effects of drug treatments used 
to improve function, prevent complications, alleviate 
pain or any other source of discomfort;

 — comprehensive rehabilitation programmes and 
their main indications;

 — the rehabilitative needs of patients with special 
conditions (e.g. stroke, multiple trauma, low back pain, 
arthritis, cancer, etc.);

 — knowledge of the social system and legislation 
concerning disability and rehabilitation at national lev-
el, as well as ethical and human rights issues in reha-
bilitation.

these concepts already form part of obligatory train-
ing in prM in most European countries. the European 
Board of PRM has defined a core for an Undergraduate 
Training Curriculum with practical skills and definition 
of training period in a prM department. in the action 
plan of the European board of prM 2014-2018 an e-
book supporting such a curriculum is provided. 

Continuing Professional Development (CPD)  
and Medical Education (CME)

in the interests of patient safety and good quality 
care, all doctors have a duty to engage in a continuum 
of education, training and life-long learning to main-
tain good professional practice. Quality assurance must 
demonstrate that national standards are comparable to 
international standards. in this global context, continu-
ing professional development (cpd) must take account 
of international innovations and good practices, requir-
ing all practicing physicians to keep up to date, gain 
new skills and ensure that existing practices are updated 
to incorporate new evidence and guidelines as they be-
come available. National regulatory authorities oversee 
the maintenance of this. 

in line with the above requirements, cpd and con-
tinuing Medical Education (cME) are an integral part of 
prM physicians’ professional practice. all prM phy-
sicians must demonstrate their continued competence. 
this should be transparent, accountable, amenable to 
regulation and useful for assuring quality in the process 
of maintaining re-certification.

cpd consists of all the educative means of updating, 
developing and enhancing how doctors apply the knowl-
edge, skills, attitudes (including behaviors and ethi-
cal standards) required in their working lives. cpd for 
example, involves activities to enhance team building, 
management, professionalism, interpersonal communi-
cation, information technology, teaching, research, peer 
review, audit and accountability. in this sense, cpd in-
corporates and goes beyond cME (clinical knowledge); 
however, cME credits can be regarded as a simple means 
of confirming involvement in CME/CPD, and as a com-
mon “cME currency”. the uEMs has harmonised its 
cME accreditation around the European cME credit 
(EcMEc) that can be used throughout Europe and, via a 
mutual recognition agreement with the american Medi-
cal association, also in North america. the american 
board of physical Medicine and rehabilitation (ab-
pMr) is one of 24 medical specialty boards that make 
up the american board of Medical specialties (abMs).5 
the abMs aims to protect the public by establishing 
common standards for physicians to achieve and main-
tain board certification in their respective specialties. The 
ABMS assesses and certifies physicians who meet spe-
cific educational and training requirements. The ABPMR 
establishes the requirements for certification and main-
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taining certification, creates its examinations, strives to 
improve training, and contributes to setting the standards 
for physical medicine and rehabilitation (see for refer-
ence www.abms.org). 

the uEMs European accreditation council of cME 
(EaccME) ® is an institution of the uEMs which 
formally represents European countries: therefore, its 
credits are recognized by National accreditation au-
thorities, as complementary, not competitive, to their 
competence and activities. the European provisions are 
the same for all specialties. EaccME is responsible for 
coordinating its activity for all medical specialties and 
the uEMs website gives details of the continuing medi-
cal education requirements for all medical specialists in 
Europe (see for reference www.uems.org). obligatory 
cpd/cME is established in certain countries of Europe 
and is becoming increasingly required in medical prac-
tice. professional competence schemes are the formal 
structures provided by member states, to ensure that 
registered specialists maintain their competence at the 
desired level. Each doctor has a duty to register with 
such a scheme. at the National level, these countries 
have developed their own rules and most have obliga-
tory requirements. some countries have made these 
legal requirements. the prM-board has created the 
cME/ cpd committee, which is responsible for the 
relevant continuing programs within our specialty, for 
the accreditation of the several scientific events at the 
European level and the scientific status of the Board 
Certified PRM physicians. The international teaching 
programmes serve to educate prM physicians and their 
colleagues in rehabilitation teams; they cover basic 
science and clinical teaching topics, as well as inves-
tigational and technical programs. the cME/cpd pro-
gramme organised on European level for accreditation 
of international prM congresses and events is based on 
the provisions of the mutual agreement signed between 
the EaccME and the uEMs prM section and board, 
whose details are published on the board website (http://
www.euro-prm.org/index.php?option=com_content&v
iew=article&id=23&itemid=168&lang=en). 

according to this mutual agreement, the National ac-
creditation authority of each Member state of the Eu 
(and EEa):

 — is the relevant authority guiding and controlling 
the accreditation of the doctors working in its country 
and determining the number of credits required;

 — is responsible for the relevant programmes with-
in the specialty, for the accreditation of the scientific 
events at the European level and the scientific status of 
the Board certified PRM physicians. 

Each board recognized prM physician is required 
to gain 250 educational credits over a five-year period 
for the purposes of revalidation (www.euro-prm.org). 
credits can be achieved through different cME activi-
ties, including passive or active participation in scien-
tific events, publications in journals/books, academic 
activities (e.g. ph.d.), and self-education (through 
personal subscription to PRM journals, or documented 
attendance to internet prM teaching lessons). in line 
with the uEMs rules, the prM board recognizes that 
considerable advances are being made in the method-
ologies by which cME and cpd can be provided, and 
by which these educational opportunities are accessed 
by medical doctors. therefore, it acknowledges the use 
of new media for the delivery of cME/cpd, that go 
beyond traditional lectures, symposia and conferences. 
Doctors are required to fulfil their CME requirements 
before they can be validated and this is becoming an es-
sential part of national as well as European life. 

the prM board also takes the responsibility of en-
hancing the opportunities of education for prM trainees 
and young prM doctors through sponsoring interna-
tional teaching programmes and delivering educational 
material. Even only considering the 2015, the prM 
board has accredited 18 international courses, deliver-
ing a total 293 cME credits.

The first European Board sponsored event has been 
the European school in Marseille on posture and Move-
ment analysis, which was established in 2000. this is 
an annual two-week course, which attracts doctors, en-
gineers and other rehabilitation professionals from all 
over Europe. the Euro-Mediterranean rehabilitation 
summer school was started in syracuse in 2005. it is 
an annual high level residential course on rehabilitation 
topics, offered for free to 40 prM trainees from uEMs 
member states and Mediterranean countries. 

several e-books with educational content have been 
published and distributed to many fellows and train-
ees for free. they are currently downloadable from 
the board website (http://www.euro-prm.org/index.
php?option=com_content&view=article&id=28&Itemi
d=178&lang=en).
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of adverse/favorable factors of functional recovery and 
definition of the means (ways) of recovery, compensa-
tion and adaptation;

 — devising and conducting a rehabilitation plan, 
through a team-based approach that consists of setting 
achievable short, medium and long-term goals, agreed 
with the patient and carers, and eventually leading to 
patient’s reintegration in the community and improved 
quality of life;

 — prescription, as much evidence-based as possible, 
of medical and physical treatments (including drug 
treatment, physical modalities, innovative technologies, 
natural factors and others), as well as of technical aids 
(orthotics, prosthetics, wheelchairs and others), effec-
tive to achieve the goals of the rehabilitation plan;

 — prevention and management of complications;
 — leadership and teaching skills appropriate to co-

ordinate and prioritize teamwork;
 — communication skills appropriate to convey rele-

vant information and explanations to the patient/carers, 
to colleagues in charge of the patient and other health 
professionals with the objective of joint participation in 
the planning and implementation of continuous health 
care from the initial stage to the post-acute and steady 
state;

 — commitment to carrying out professional respon-
sibilities and adherence to ethical principles, demon-
strating compassion, integrity, and respect for others; 
responsiveness to patient needs, respect for patient pri-
vacy and autonomy, sensitivity and responsiveness to a 
diverse patient population, including but not limited to 
diversity in gender, age, culture, race, religion, disabili-
ties, and sexual orientation;

 — active cooperation with the public health agen-
cies and other bodies involved in the health care system;

 — identification of the health needs of the commu-
nity and implementation of appropriate measures aimed 
at the preservation and promotion of health and healthy 
lifestyles and prevention of diseases;

 — conducting programmes of therapeutic education 
for disabled people and caregivers;

 — participation in education of physicians and other 
professionals involved in care for disabled people;

 — implementation of cost awareness and risk-bene-
fit analysis in patient and/or population-based care;

 — ability to improve the quality of professional 
work through continuous learning and self-assessment, 

Curriculum in PRM: main principles

The different fields of competence and intervention 
of prM physicians are typically described by catego-
ries taking into account the underlying medical condi-
tions or the impaired body system. in fact, acute care 
medicine/general medicine is centered very much on 
organs, diseases and mechanisms of injury based on the 
International Classification of disease - ICD model of 
medicine. This influences the way of categorizing pa-
tients far beyond the medical world. this is not optimal 
for a function-centered medical specialty like prM.6 
Instead, the fields of competence and intervention of 
prM physicians should be listed using function-related 
categories based on the International Classification of 
functioning, disability and health – icf. according to 
this model, prM physicians need:

 — to know the biopsychosocial determinants of 
health and the complex interaction of factors that limit 
a disabled person’s participation and autonomy in the 
context of their medical condition;

 — to have the skill to communicate this to the pa-
tient, to the patient’s family and to colleagues and the 
rehabilitation team so that there is an effective com-
bined approach that is focused on the patient’s particu-
lar priorities;

 — to demonstrate highly person-centred clinical 
practice with an emphasis on assessment, planning and 
teaching in close liaison with team members and within 
a culture of empowerment and risk management.

on such premise, competencies to be acquired during 
the training, or expected to have by the end of training, 
concern: 

 — clinical and instrumental assessment to determine 
the pathophysiology mechanisms and the underlying di-
agnosis of the patient’s condition;

 — knowledge of learning principles/neuroplasticity/
repair/recovery;

 — functional assessment in the frame of icf, includ-
ing assessment of body function/structure impairment, 
assessment of activity limitation and participation re-
striction and discrimination between capacity and per-
formance, based on the detection of contextual (personal 
characteristics) and environmental barriers/facilitators;

 — implementation of clinical and instrumental as-
sessment tools to explore motor, cognitive, behavioral 
and autonomic functions;

 — prognosis of disease/disability course, detection 
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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: Maria gabriella ceravolo, anthony 
b. Ward, pedro cantista, Nicolas christodoulou, alain delarque, christoph gutenbrunner, carlotte Kiekens, saša Moslavac, Enrique 
Varela-donoso, Mauro Zampolini, stefano Negrini

• the contributors: Maria gabriella ceravolo, Wim g. M. Janssen, Jacinta McElligott, angela McNamara, calogero foti, saša Moslavac, 
raquel Valero, Enrique Varela-donoso, rolf frischknecht, alvydas Juocevicius, rochelle t. dy, alain yelnik

the postgraduate prM curriculum details the theo-
retical knowledge necessary for the practice of the med-
ical specialty of physical and rehabilitation Medicine 
and the core competencies (training outcomes) to be 
achieved at the end of training. 

although the route to start training varies across 
European countries, the curriculum has much similar-
ity across the continent and is consistent with that of 
the american board (see the www.abprm.org website 
for reference) or other rehabilitation Medicine senior 
residency programs (http://www.singhealthresidency.
com.sg/pages/rehabilitationMedicine.aspxhttp://www.
singhealthresidency.com.sg/pages/rehabilitationMedi-
cine.aspx ). 
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managing practice and career with the aim of profes-
sional development;

 — ability to apply the basic principles of research, 
including how research is conducted, evaluated, ex-
plained to patients, and applied to patient care. 

under the perspective of a disease-centered approach, 
prM physicians must develop progressive responsibil-
ity in diagnosing, assessing, and managing the condi-
tions commonly encountered in the rehabilitative man-
agement of patients of all ages in the following areas: 

 — acute and chronic musculoskeletal syndromes, 
including sports-related injuries, occupational injuries, 
rheumatologic disorders, post-fracture care and post-
operative joint arthroplasty; 

 — acute and chronic pain conditions, including use 
of medications, physical modalities, exercise, therapeu-
tic and diagnostic injections, and psychological and vo-
cational counselling; 

 — congenital or acquired amputations; 
 — stroke;
 — congenital or acquired brain injury; 
 — congenital or acquired spinal cord disorders; 
 — congenital or acquired myopathies, peripheral 

neuropathies, motor neuron and motor system diseases, 
and other neuromuscular diseases; 

 — pulmonary, cardiac, oncologic, infectious, immu-
nosuppressive, and other common medical conditions 
seen in patients with physical disabilities or experienc-
ing a disability condition;

 — tissue disorders such as ulcers and wound care;
 — medical conditioning, reconditioning, and fitness;
 — metabolic conditions.P
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a b s t r a c t
in the context of the White book of physical and rehabilitation Medicine (prM), this paper deals with research, the future of prM. prM 
students and specialists are mainly involved in biomedical research, investigating the biological processes, the causes of diseases, their medical 
diagnosis, the evaluation of their consequences on functioning, disability and health and the effects of health interventions at an individual and 
a societal level.
Most of the current PRM research, often interdisciplinary, originates from applied research which, using existing knowledge, is directed towards 
specific goals. Translational medical research, research and development, implementation research and clinical impact research are in this field. 
PRM physicians, mainly master or PhD students, are nowadays increasing their participation in basic research and in pre-clinical trials.
PRM physicians are involved in primary research, which is an original first hand research, but also in secondary research, which is the analysis 
and interpretation of primary research publications in a field, with a specific methodology. 
Secondary research remains an important activity of the UEMS PRM section and it will be the field of the new created Cochrane Rehabilitation. 
secondary research with interest for persons with disabilities, will be developed world wide on the basis of evidence based medicine, with the 
participation of prM physicians and of all other health and social professionals involved in rehabilitation. 
The development of research activities with interest for PRM in Europe is a challenge for the future, which has to be faced now. The European 
PRM schools, the European master and PhD program with their supporting research and clinical facilities, the European PRM organizations with 
their websites, the PRM scientific journals and European congresses are a strong basis to develop research activities, together with the develop-
ment of Cochrane Rehabilitation field and of our cooperation with European high level research facilities, European and international scientific 
societies in different fields. PRM will be a leader in this field of research.
(Cite this article as: European physical and rehabilitation Medicine bodies alliance. White book on physical and rehabilitation Medicine (prM) 
in Europe. Chapter 10. Science and research in PRM: specificities and challenges. Eur J Phys Rehabil Med 2018;54:287-310. DOI: 10.23736/S1973-
9087.18.05154-7)
Key words: physical and rehabilitation Medicine - Europe - biomedical research - basic research - translational medical research.

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.

science and research in physical and rehabilitation 
Medicine is relatively young, like the specialty, and have 
some peculiar challenges and specificities. This chap-
ter starts presenting the spectrum of Science in PRM, 
with the possible organization of research on function-

European Journal of Physical and Rehabilitation Medicine 2018 April;54(2):287-310 
DOI: 10.23736/S1973-9087.18.05154-7Online version at http://www.minervamedica.it
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ing and rehabilitation, an overlook on the international 
congresses topics and PRM journals, and notes about 
how to strengthen rehabilitation research. A thorough 
and complete description of the current situation of sci-
ence and research activities of interest for physical and 
rehabilitation Medicine (prM) in Europe is then faced, 
looking and the 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 is discussed, facing 
topics like the relationship between biomedicine and 
PRM (science is wider than biology), and PRM research 
(same game, different rules; the two sides of the same 
coin). The challenges of Evidence Based Medicine in 
PRM are presented, starting from the current situation 
and proposals on how to deal with these challenges: 
means are suggested to improve standards in PRM tri-
als, create sound PRM specific trial designs, and stan-
dardize the interventions; finally, the representation of 
PRM in the “EBM world” and the transfer of scientific 
knowledge into clinical practice are faced. The last sub-
chapters focus on research training and education.

Spectrum of Science in PRM

the spectrum of science and research activities in 
prM can be described with respect to the curriculum of 
the UEMS PRM Board, the field of competence of the 
UEMS PRM Section, the topics and programmes of ES-
PRM and ISPRM congresses, published in PRM jour-
nals 1, 2 and listed in the cochrane rehabilitation field.3

Organizing human functioning and rehabilitation re-
search

The field of competence for PRM — as described in 
the conceptual description of prM 4, 5 and represented 
in the European prM curriculum 6 — requires the de-
velopment of a strong scientific base for a broad range 
of distinct but related scientific fields. Figure 1 shows 
a framework of distinct scientific fields ranging from 
“cell to society” and from the basic to the applied and 
clinical sciences.7, 8 The core concept underpinning 
this conceptualization of distinct scientific fields in this 
framework is the integrative nature of functioning and 
of the icf model.

Congress topic lists: representing the spectrum of cur-
rent science

the conceptual framework for rehabilitation research 
shown in Figure 1 is a useful starting point to identi-
fy specific scientific topics. A concrete application of 
this framework is the list of scientific topics for PRM 
congresses as first developed and continuously updated 
by EsprM.9-11 Taking up this approach, ISPRM,12 has 
also developed a scientific topic list useful for PRM 
congresses . ISPRM’s scientific topic list provides a 
comprehensive representation of the spectrum of sci-
ences for prM. as science is dynamic, the topic list is 
regularly updated in light of the emergence of new sci-
entific approaches and priorities and the elimination of 
approaches that are no longer useful. Based on the expe-
riences from the last ISPRM world congresses in Berlin 
2015 and Kuala Lumpur in 2016 an updated scientific 
topic list has been developed.11 appendix a shows the 
current topic list.

PRM journals in concert

The publication of scientific studies after a rigorous 
review by peers is instrumental for the research process 
to work as well as for the translation of research into 
practice and evidence-based professional action.13 in in-
teraction with societies and congresses, PRM-journals 
shape the understanding of what constitutes the scien-
tific field of PRM. This enhances the identification of 

Figure 1.—It depicts the relationship of these 3 components forming the 
EbM concept.
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scientists within PRM and the visibility of the scientific 
field for those outside of PRM. Therefore, scientifically 
competing PRM journals have a common interest to 
promote the research process. as did EsprM.14 isprM 
has also developed a web of collaborating PRM jour-
nals coordinated by its publications committee.15

Strengthening rehabilitation research: shaping the fu-
ture of science in PRM

Human functioning and rehabilitation research has 
an enormous potential to become a multi-faceted, co-
herent, research area in which researchers from various 
disciplines generate and integrate new knowledge, and 
coordinate efforts to study how to optimize human func-
tioning and the quality of life of people experiencing 
disability.8, 16 The realization of this potential requires 
the strengthening of research capacity and increased 
research funding.8, 17 important approaches include the 
education and training of researchers, development of 
dedicated research institutions, national and internation-
al collaboration networks and interdisciplinary univer-
sity centers,18 as well as the scaling up of existing and 
creation of new academic training programs in PRM.19

A new and important initiative to strengthen the evi-
dence base for prM is the development of a cochrane 
field for Rehabilitation.20 since the optimization of 
functioning is the goal of rehabilitation, the proper ap-
plication of the icf both from a conceptual and method-
ological perspective is fundamental for this initiative.21

These efforts towards strengthening research capac-
ity are important determinants of the future of science 
in prM.

Figure 1. Distinct scientific fields in Human Func-
tioning and Rehabilitation Research. The figure illus-
trates relationships in the process of communication of 
scientific knowledge between distinct scientific fields. 
The double arrows indicate that knowledge may be 
communicated in both directions. the horizontal dimen-
sion symbolizes the confluence of knowledge generated 
by the basic and applied sciences to serve the clinical 
sciences, and vice versa. the vertical dimension dis-
tinguishes the comprehensive perspective based on the 
integrative model of functioning from the more focused 
perspective of the biomedical aspects of functioning. 
Diagonal arrows illustrate the flow of knowledge with 
respect to both dimensions. adapted from 8, 19.

Current situation of science and research  
activities of interest for Physical  

and Rehabilitation Medicine (PRM) in Europe, 
specificities and challenges for the future

Scientific and research activities of interest for per-
sons with disabilities is a wider scope which encom-
passes science and research activities “in” prM. 

The scientific medical research of interest for persons 
with disabilities or disabling health conditions increases 
the scientific knowledge which will improve the quality 
of life of persons with disabilities or disabling health 
conditions.

The European Union (EU) PRM Section action plan for 
science in PRM

The UEMS PRM Section developed an efficient strat-
egy to publish evidence based medicine papers,22, 23 in-
cluding “physical and rehabilitation medicine” in their 
medical subject heading (MeSH).

There is a strong will of the European PRM organiza-
tions to develop science and research activities of inter-
est for prM in Europe. the European society of prM 
(EsprM), the prM section and board of the union of 
European Medical specialists (uEMs) and the acad-
emy of rehabilitation Medicine (aEMr) aim is:

 — to support evidence based medicine 24 by means 
of research, teaching and training programs, involving 
medical students, prM trainees and prM physicians; 

 — to facilitate, promote, evaluate and carry out, all 
research capable of advancing knowledge in the field of 
persons with chronic disease or disabling health condi-
tions and bringing social, cultural, and economic ben-
efits for society,

 — to encourage collaboration between specialists 
from different disciplines and to develop interdisciplinary 
programs, which bring together several medical depart-
ments as well as other research institutions and industry,

 — to bridge gaps between basic and medical re-
search and to translate basic knowledge into better clini-
cal practice,

 — to contribute to the promotion and application of 
research results in the field of persons with disabilities 
or disabling health conditions,

 — to develop scientific information and communica-
tion in the field of persons with disabilities or disabling 
health conditions,
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 — to participate in the analysis of the European sci-
entific orientation and its potential for evolution in order 
to develop a European research policy in the field of 
persons with disabilities,

 — to facilitate the participation of students and other 
persons with disabilities or with disabling health condi-
tions in higher education and research activities.25

European citizens have a positive attitude toward bio-
medical research

a recent survey for the french national institute for 
health and medical research (INSERM) including 4000 
Eu citizens has shown that for 82% of them, medical 
research will bring a better life to their children. This 
underlines how important it is to spread information on 
prM research to the citizens.

Financial sources of funding research in PRM are nu-
merous and not enough well known

Despite the confidence for biomedical research of 
EU citizens, current research funding methods tend to 
dumb down health care and rehabilitation for disabled 
people and ageing population. PRM physicians push for 
a change.26

The information on funding opportunities needs to be 
developed within the prM specialty, as there are many 
opportunities in and out of the Eu. 

EU research programmes such as Horizon 2020 
(h2020)27 offer opportunities to fund post-doctoral 
positions thanks to Marie sklodowska curie actions 
(including Cofund schemes.28 information support on 
h2020 is available on the web Euraxess).29 technical 
support is offered in every European country and in 
some universities through the national contact points.

Europe and International charitable and nonprofit 
foundations, are often focused in specific topics, they 
provide financial supports to research. For example in the 
field of spinal cord injury, it is the case for Wings for life 
30 and christopher and dana reeve foundation.31 Max 
planck institutes 32 are other well-known examples.

National research agencies are gathered in “Science 
Europe” which is an association of European research 
Funding Organizations (RFO) 33 and research perform-
ing Organizations (RPO), based in Brussels.

Medical schools and universities have dedicated bud-
gets for research activities.34 the university research 

budget composition for all EU countries is rather unbal-
anced, with government core funding clearly being the 
main source of income.34 prM facilities at national or 
international level are supporting research programs: in 
france, the ugEcaM,35 french network of prM facil-
ities for stroke, in italy, the foundation don gnocchi,36 
for Evidence based medicine and cochrane rehabilita-
tion and at world level Ramsay, for sport affairs, signed 
letters of intention to cooperate in research activities 
with the EsprM.

the participation of the non-academic sector in Eu 
research (h2020) is considered essential. the involve-
ment of industrial participants, of small and medium-
sized enterprises (sMEs) in particular, is crucial in max-
imizing the expected impact of the actions.

The ethical issues and sciences/research activities in PRM 

The protection of human rights and dignity in the spe-
cific field of biomedical research is being stricter than it 
has been in the past. EU guidelines are available, such 
as the additional protocol to the convention on human 
Rights and Biomedicine,37 concerning biomedical re-
search and the protection of animals in research.38, 39

prM specialists need to pay attention and to avoid 
conflicts of interest in their research activities.40, 41 the 
non-publication of drug trials results raises also ethi-
cal issues in research.42 it is the task of the accredita-
tion Council for Continuing Medical Education of the 
uEMs (EaccME) 43 to control the ethical quality of 
the PRM congresses.

Publications on “Rehabilitation” had a steady growth, 
during the last decades

Europe and PRM had a leading role in this evolu-
tion.44 Publications of PRM during the last 16 years, 
with a high level of evidence, showed larger multipli-
cation factors compared with those with a low level of 
evidence.45 the publications on rehabilitation are issued 
not only from prM specialists but also from researchers 
in other fields.46

The scope of science and research activities in connec-
tion with PRM is wide

The main fields of science and research activities 
of interest for prM are numerous. they represent all 
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components and domains/chapters of the International 
Classification on Diseases and of the International Clas-
sification of Functioning, Disability and Health.47

The main fields of science and research activities of 
interest for prM are linked to the domains of research 
organized at European research level in the following 
disciplines:48

 — neurosciences, with all the scientific and medical 
fields dealing with the central and peripheral nervous 
system: its normal and pathological formation, develop-
ment, functioning and ageing;49

 — physiology, physiopathology, metabolism and 
nutrition, cardio-vascular system, respiratory system, 
bones and joints;

 — public health, including epidemiology, biostatis-
tics, economy and sociology applied in the health field,

 — health technologies, in particular imaging, devel-
opment of drugs, biotechnology, bioengineering, inter-
ventional techniques for medical diagnosis and treat-
ment;

 — cell biology, development and evolution;
 — genetics, genomics and bioinformatics.

The modalities of scientific and research activities of in-
terest for PRM are numerous

The scientific research of interest for PRM is mainly 
in the field of biomedical research which is the broad 
area of science that involves the investigation of the 
biological process, the causes of diseases, their medi-
cal diagnosis, the evaluation of their consequences on 
functioning, disability and health, at an individual and a 
societal level. the alliance for biomedical research in 
Europe 50 is involved in this field.

prM biomedical research is mainly represented by 
clinical research & clinical trials.

prM researchers are more often than in the past in-
volved in:

 — inter disciplinary research programs, within 
teams including other disciplines or bodies of special-
ized knowledge. The Human Brain Project is an inter-
disciplinary program co-funded by the EU;51 

 — applied research programs, directed towards spe-
cific goals and discoveries, such as the development of 
a new medication, a new medical device, or a new reha-
bilitation procedure. They are using existing knowledge 
(gained from basic research) and methodically expand-

ing this knowledge to address the specific rehabilitation 
problems;46

 — pre-clinical trials, involving experiment in cells 
and in non-human animal models;52 

 — translational research, research and development, 
from the laboratory to the patient’s bed and home, are 
the aim of the European advanced translational re-
search infrastructure in Medicine 53, 54 but even the most 
promising findings of basic research take a long time to 
translate into clinical experimentation, and adoption in 
clinical practice is rare;55 

 — implementation research (ir), evaluate rehabili-
tation health interventions in “real world” settings;56

 — information and communication technologies 
(ict) robotics and devices research are cited in many of 
the EU research programs “ICT H2020” areas in order 
to tackle societal challenges;

 — basic research programs, in which PRM physi-
cians, are sometimes involved during their Master, PhD 
or post doc studies. 

The settings of scientific and research activities in PRM 
are numerous

the number of academic professors in prM is in-
creasing in some EU countries, leading to the develop-
ment of clinical research activities in their teams. 

the number of prM facilities with clinical research 
activities is also increasing, some having conventions 
with universities and/or EU PRM bodies such as the 
European society of prM (foundation don gnocchi,36 
ugEcaM,35 ramsay health care).57

research teams, departments, laboratories and in-
stitutes, are developing inter disciplinary research ac-
tivities, from basic to applied research in one or more 
specific fields.58 They are headed by scientists and/or 
prM specialists. they are often part of national or in-
ternational networks focused in a field.

The elecTronic supporT for communicaTion and in-
formaTion on The prm scienTific and research 
acTiviTies is mainly based on The websiTes of The 
european prm organizaTions 

the European academy of rehabilitation Medi-
cine,59 the uEMs prM section and board 60 and the 
ESPRM spread scientific information all over the world. 
Other scientific websites are available in specific fields, 
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for example for stroke with the “evidence based review 
of stroke rehabilitation”.61

ESPRM congresses and the European/Euromediterra-
nean PRM schools are successful
PRM physicians participate both in PRM congresses 

or in topic focused congresses. Topics can be pathologies 
such as stroke, spinal cord lesions, functional disorders 
such as swallowing, mental disorders, health interven-
tions, such as ultrasound diagnosis, joint injections etc.

The congresses of the European Society of PRM are 
held every two years. They have gathered up to 2400 
participants. The main PRM European organizations, 
prM section and board of uEMs and European acad-
emy of rehabilitation Medicine participate in these 
congresses. Research, Education, Professional Practice, 
field of competence and Ethics are the main topics of 
these congresses. All the fields of PRM are reviewed.

Two new events have been held during the ESPRM 
congress in 2016, the “Labs’ Day session” and the “My 
rehab thesis in 180 seconds” (Mrt180). they will be 
held again in the next congress in Vilnius May 2018. In-
ternational and EU national congresses of PRM are listed 
on the website of the EsprM in the calendar of events.62

three international prM schools are held every year. 
They spread evidence based knowledge and present re-
cent research activities to prM trainees (the Euro Medi-
terranean Rehabilitation Summer School Haim Ring in 
Syracuse of Italy, the Intensive Teaching Programme Co-
femer Ajmer Sofmer and the European School Marseille 
of france on Motor disabilities). a new European school 
for prM trainees will be available in Vilnius 2018.

European and International congresses focusing on 
specific topics, such as Pain, ageing persons, Stroke, 
sci, ENMg etc, welcome prM physicians and all the 
professionals interested in the field. ESPRM has set up 
special interest scientific committees 63 which are the 
link between the ESPRM, scientific societies and all 
professionals focused on a topic, with dedicated con-
gresses and scientific journals.

PRM scientific journals are very active
As for the oral communications in congresses, the 

written scientific communication from PRM physicians 
can be submitted either to PRM journals or to other sci-
entific journals specialized in a topic. The emergence 
and development of open access has been and still is a 

great challenge, both for the authors and the readers. It 
is not always easy to download the full paper.

The European Journal of PRM is the official journal 
of the EsprM and of the uEMs section of prM.64 

The Journal of Rehabilitation Medicine is the offi-
cial journal of the European Academy of Rehabilitation 
Medicine and of the uEMs European board of prM.65

The other European PRM journals have been listed in 
a publication.66

The Cochrane Rehabilitation field is a chance for the 
future of Rehabilitation
Scientific literature review deals with secondary 

sources published in academic, peer reviewed journals 
and follow a methodology for the analysis of the avail-
able data (key words, MeSH, search engines such as 
PubMed). The scientific literature review provides the 
current state of the medical scientific knowledge in a 
field. For stroke, an example is the evidence-based re-
view on stroke rehabilitation.61

Starting from the evidence based committee of the 
EsprM,63 under the guidance of Professor Stefano 
Negrini and co-workers (Carlotte Kiekens, Elena 
Ilieva and Frane Grubisic) PRM EU organizations and 
other international PRM organizations have been wel-
comed by cochrane in a new “cochrane rehabilitation 
field”67 based on the fields of competence of PRM.

cochrane rehabilitation field is aimed to ensure that 
all rehabilitation professionals can apply evidence based 
clinical practice, combining the best available evidence 
as gathered by high quality Cochrane systematic reviews, 
with their own clinical expertise and the values of pa-
tients. our vision is a world where decision makers will 
be able to take decisions according to the best and most 
appropriate evidence in this specific field. Cochrane Re-
habilitation field wants to improve the methods for evi-
dence synthesis, to make them coherent with the needs of 
people with disabilities or experiencing disability and the 
daily clinical practice in rehabilitation.

Challenges for the future
main challenges are influencing research acTivi-

Ties in prm 
 — an ethical one, with the United Nations rights of 

persons with disabilities 68 for equal access to medicine 
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short time using simple word, as for the Three Minutes 
thesis.78

The Board/ESPRM school: during the next congress 
in Vilnius will be organized for the first time a school 
for prM trainees which will cover the whole curriculum 
of the specialty. It will benefit from special sessions of 
the three schools for European prM trainees which are 
organized every year, the Euro Mediterranean Rehabili-
tation summer school in Syracuse, the Intensive teaching 
program COFEMER, SOFMER, AJMER (during the 
French SOFMER congresses) and the European School 
Marseille on motor disabilities. lessons on the main top-
ics of our specialty will be held by experts in the field. 

the access of prM masters, phd students and post-
docs to the EU research programs, such as H2020 is en-
couraged by the ESPRM. PhD disabled students could 
benefit from dedicated funding.79

The European PRM organizations are currently in-
volved and willing to do more, in developing science 
and research activities of interest for the disabled per-
sons. they are convinced that the future of prM is re-
search!

Importance of rehabilitation research  
in establishing needs and the value of both 

current and new approaches to rehabilitation

prM has fully endorsed the principles of evidence-
based medicine and research in PRM has made great 
progress during the last three decades. Whereas the 
physiological mechanisms of action of physical modali-
ties of function have traditionally been central to scien-
tific interest during the last decades of the 20th century, 
an increasing number of prospective trials have been 
performed, in which the clinical efficacy of rehabilita-
tion in many diseases, such as low back pain, stroke, 
brain and spinal cord injury,78-80 rheumatoid arthritis, 
cardiovascular, pulmonary and metabolic disorders, 
has been tested. for most conditions, meta-analyses 
and (inter)national guidelines and clinical pathways are 
available and provide levels of evidence for distinctive 
interventions.

Relevance of research 

the specialty aims to foster an increased interest and 
involvement in research in rehabilitation. this has re-

and rehabilitation, to quality of life in the society;
 — a public health one, with the demography of 

chronic diseases, the development of ageing-related 
impairments 43 together with the societal impact of re-
search;69

 — a scientific one, with the development of the med-
ical scientific knowledge in all fields;69

 — a technological one, demonstrated by the increas-
ing use of imaging and research laboratories with inter-
disciplinary activities, including clinicians.70

With also the development of e-medicine (database, 
search engines, eBooks) and of robotics.71, 72

 — an economic one, with the increase of the health 
expenses at state level and the cost of research. the 
funding of research in EU is not one of the highest in 
the world, it varies from a country member to the other 
one. In 2020, 3% of the EU’s gross domestic product 
(gdp) should be invested in research and development 
(R&D). Health and ageing are among the main topics of 
research for EU programs (Europa EU).

prm in europe is willing To increase The number 
of researchers and To elevaTe The qualiTy of re-
search

Education to research will be a key issue all along the 
medical studies, for undergraduate students, for post-
graduate PRM trainees with access to the master and 
PhD programs, the post-doctoral programs. 

Undergraduate programs in the medical schools, 
should include critical reading 73 and biostatistics. 
Postgraduate programs in the faculties of medicine, 
should support the development of the scientific think-
ing with journals club,74 master programs with initia-
tion to research during the first year. The topics are of-
ten: systematic reviews, medical literature databases to 
search, bibliography management, methods in therapeu-
tic evaluation, principles of epidemiology, advanced bio-
statistics, critical thinking, training in a laboratory etc.

Articles, teaching and training programs, for scientif-
ic oral and written communication, either for academic 
meetings, interdisciplinary cooperation or for public 
oriented communication, are now available.75-77

During the ESPRM congress is organized a presenta-
tion in three minutes of research works from phd stu-
dents, so called, “My rehab thesis in 180 sec” which is 
a way to present a research project in rehabilitation, in a 
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the person: it is a part of the person (no matter whether 
organ or molecule). Let’s imagine a gradient running 
from molecules to the person, and then to populations. 
At the “population“ extreme, the field of epidemiology, 
the core topic is again not the person: persons appear 
as replicable individuals, whose properties can be sum-
marized by measures of their central tendency (means, 
medians). 

conversely, the clinical Medicine model –apparently 
in contrast with the bio-medical model — entitles the 
single person as a whole as its primary interest, and it 
aims at applying a person-centered healthcare (includ-
ing shared decision-making): its relationship with social 
aspects is inseparable. in other words, the disciplines 
belonging to Clinical Medicine — such as PRM — are 
not bounded to any specific body ‘parts’ and encom-
pass the patient-environment interaction (including the 
patient-therapist relationship, and optimal gathering of 
patient’s preferences, values, and goals). The person-to-
person relationship (one of “cure and care”) is forcibly 
unique, sensitive to emotional and cultural factors, and 
in line with the growth of the so-called bio-psycho-so-
cial model of medicine. For sure, the unitary ‘phenom-
enon’ (the ill person and his/her signs and symptoms) 
conceals troubles in his/her biological parts, yet the 
patient’s behavior is also characterized by freedom and 
thus unpredictability. Not so clear understanding and 
‘repairing’ the ill person is the specific goal of Clinical 
Medicine, yet it requires an approach wider than para-
digm underlying biological sciences. 

This chapter asserts the scientific status of PRM, an 
essentially-clinical medical specialty, by highlighting 
the specificity of its research paradigms. PRM aims to 
foster an increased interest and involvement in research 
in rehabilitation because research is necessary to under-
stand the basic processes of rehabilitation, such as — 
for example — how individuals acquire new skills, or 
how different tissues in the body (e.g. muscles, or neu-
ral pathways) can recover from or adapt to the effects 
of trauma or disease. research can also delineate the 
incidence and prevalence of disabilities and disabling 
health conditions, and new rehabilitation technologies 
emerge and should be adapted for use by people with 
disabilities. Moreover, the cost of healthcare and reha-
bilitation services is constantly increasing, and politi-
cians force healthcare providers to restrict their expens-
es and to show that they efficiently organize this care. 

sulted in an increasing number of publications in high 
impact international scientific journals. Its vision is that 
research is necessary to understand the basic processes 
of rehabilitation such as how individuals acquire new 
skills, and how the tissues of the body (for example, the 
muscles, or neuronal pathways in the central nervous 
system) can recover from or adapt to the effects of trau-
ma or disease. research can also delineate the incidence 
and prevalence of disabilities, and identify the determi-
nants both of recovery and of the capacity to change, to 
acquire new skills, and to respond to rehabilitation. 

New technologies emerge and should be adapted for 
use by people with disabilities. rehabilitation technol-
ogy is one of the most important and promising research 
fields today and in the future. Tissue engineering and 
other modern technologies are contributing to this field. 
the costs of health care and of rehabilitation services 
will increase and politicians will force health care pro-
viders to restrict their expenses and show that they or-
ganize this care efficiently. PRM specialty is a reliable 
partner in the discussion with patients, politicians, min-
istries of health and insurance companies, as it has the 
capacity to base its arguments on sound evidence in the 
public arena, which only research can provide.

Methodology of research in Physical and Rehabilitation 
Medicine: bridging the gap between biology and be-
haviour. Biomedicine and Physical and Rehabilita-
tion Medicine: science is wider than biology 

it seems that in Medicine there are two (not mutu-
ally exclusive) models: the one linked to bio-medicine, 
and the other representing Clinical Medicine, including 
physical and rehabilitation Medicine (prM).80 What is 
respectively meant here by the terms “bio-medicine” 
and “clinical Medicine” is later detailed.

The dominant model is the bio-medical one, just a 
mild variant of the scientific paradigm, dating back to 
the 17th century, which is reductionist and determinis-
tic. in order to understand the whole, the parts must be 
observed (reductionism, as in anatomy), and general 
invariant laws regulating the interactions across parts 
must be discovered (determinism, as in physiology). 
In principle, any “phenomenon“ (what is appearing, 
according to the Greek etymology) is potentially pre-
dictable because it reflects physical laws. According 
to the biomedical model, the unit of observation is not 

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 295

sciENcE aNd rEsEarch iN prM: spEcificitiEs aNd challENgEs EuropEaN physical aNd rEhabilitatioN MEdiciNE bodiEs alliaNcE

evidence. The biomedical methods are strong and well-
known, based on established disciplines, spanning from 
biomechanics to neurophysiology, from biochemistry 
to epidemiology. Conversely, methods coming from 
clinical and behavioral sciences need to be reinforced 
by specific research designs, and proudly claimed for as 
a key source of scientific identity of PRM. A wider dif-
fusion of these designs may also help to promote com-
munication and knowledge translation with other non-
medical professionals, who also work with people with 
disability.

Even the name ‘Physical and Rehabilitation Medi-
cine’ needs some reflection:89 is the adjective ‘physical’ 
redundant or restrictive? Not at all, if this term is linked 
to its Greek etymology (physis means nature, the uni-
verse to which Mankind also belongs), as in other terms, 
such as “physician” or “physiology”. In this sense, 
‘physical’ indicates a type of medicine ‘practiced from 
the outer world on the person as a whole’ (in agreement 
with the biopsychosocial model of medicine). on the 
other hand, ‘rehabilitation’ indicates the goal, which is 
aiming at restoring a person’s ability (i.e. the best pos-
sible interaction with the outer world). the intersection 
between the most various ‘physical’ means and the ‘re-
habilitation’ goal is the cultural pillar of PRM. However, 
government agencies and providers often seek evidence 
of the cost-effectiveness of rehabilitation and usually 
require the services as a whole to be evaluated, because 
a wide range of different techniques has to be available 
to the treating team in order to meet the different needs 
of individuals in any group of patients. This really is the 
nub of the problem, as prM practice produces results 
through a series of, or the interplay between, a number 
of interventions. Demonstrating the impact of a single 
rehabilitation intervention is not consistent with ‘real 
life’, and while it is essential for identifying effective 
individual procedures to be included in a rehabilitation 
program, it cannot in itself effectively evaluate the pro-
gram as a whole. Unlike biomedical research, where a 
single treatment is usually tested on many individuals, 
in PRM several treatments are often applied to a single 
individual. The unit of treatment is thus the ‘program’ 
as a whole. this needs not to be arbitrary. it should fol-
low the logic of rigorous decision-tree algorithms: dif-
ferent treatments are assigned to single individuals, yet 
according to reproducible rules. To sum up, in order to 
produce practice guidelines, it is important for PRM to 

prM is a reliable partner in the discussion with patients, 
politicians, ministries of health, and insurance compa-
nies, to the extent that it has the capacity to base its ar-
guments on sound evidence in the public arena, which 
only research can provide.

PRM research: same game, different rules 

prM has fully endorsed the principles of evidence-
based medicine, and research in PRM has made great 
progress during the last decades.81, 82 In our field, this 
process of knowledge and decision-making usually 
tries to include three essential points: best scientific 
evidence, clinical expertise, and need and wishes of 
patients. this process is complex because prM has its 
roots in biology (deep knowledge of human anatomy, 
physiology, and various pathologies), but also spans 
to behavioral sciences.83 such a double nature of prM 
is a source of charm, yet it requires high versatility in 
performing research, depending on the location of the 
research topic along the biology-behavior continuum. 
Studying the effect of shock-waves on soft tissues does 
not require the same method suitable for studying de-
pendence in daily life, attention deficits, pain, fatigue, 
or social interaction, in individuals. the latter variables 
relate to the person as a whole; the object of observation 
is a unitary subject interacting with the observer. For 
these reasons, rehabilitation research does not sit com-
fortably with some standard approaches to basic science 
and biomedical research interventions.

Moreover, behavioral research is often considered –
according to reductionist-deterministic model — to be 
“qualitative” and flawed by “subjectivity”. Conversely, 
there are no reasons why human behaviors and percep-
tions should not be amenable to rigorous scientific in-
vestigation. However, instruments and methods must be 
suitable to the study goals. 

In short, the key differences between the biological 
(bio-medicine) and the behavioral (clinical Medicine) 
research paradigms relate to: 1) variables analyzed; 2) 
statistical methods, and 3) trial designs.80

PRM research: the two sides of the same coin

In summary, PRM research uses methods coming 
from both the biomedical field and clinical and behav-
ioral sciences, in order to generate useful high-quality 
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been published, assisting scientists and clinicians with 
evaluation, e.g. the physiotherapy Evidence database 
(pEdro) scale.

the pEdro scale is based on the delphi list devel-
oped by Verhagen et al. at the department of Epide-
miology, University of Maastricht.92 it is a criteria list 
for quality assessment of randomised clinical trials for 
conducting systematic reviews developed by Delphi 
consensus.93, 94

alternatively, the cochrane collaboration promotes 
tools to evaluate the risk of bias in single studies. These 
evaluation tools contribute, among others like outcomes 
etc. to formulate systematic reviews and meta-analyses. 
Nevertheless, systematic reviews do not grade the over-
all quality of evidence across outcomes. Because sys-
tematic reviews do not — or at least should not — make 
recommendations, the quality of evidence is rated only 
for each outcome separately.

Caution should therefore comprise simple grading 
systems rating external evidence from 1 to 4 like the 
oxford levels of evidence.

Finally, to get an overview of the entire body of evi-
dence on a specific topic, results may be summarized 
and valued by different scoring systems. This is a task 
for guideline panels which have to determine the over-
all quality of evidence across all the critical outcomes 
essential to a recommendation they make. guideline 
panels provide a single grade of quality of evidence for 
every recommendation, but the strength of a recommen-
dation usually depends on evidence regarding not just 
one, but a number of patient-important outcomes and 
on the quality of evidence for each of these outcomes. 
This complex and multidimensional evaluation requires 
specific evaluation tools.

A widely used methodology that is also used by the 
Cochrane Collaboration is the Grading of Recommen-
dations, assessment, development, and Evaluation 
(gradE) system.95 this tool was developed for work-
ing groups of experts and scientific societies to evaluate 
the current evidence and formulate recommendations 
and suggestions for clinical practice.96

Outcomes in the GRADE system are the strength of 
recommendations and the quality of evidence. 

Quality of evidence is classified as 
 — High: confidence that the true effect lies close to 

that of the estimate of the effect 
 — Moderate: there is moderate confidence in the ef-

recognize also the value of dynamic learning (through 
the application of the so called ‘Plan-Do-Study-Act’ cy-
cle), and move in the direction of systems knowledge, 
agreeing on the use of common sets of methods and 
measures for developing and disseminating evidence.88 
Specific research (also borrowed from different disci-
plines, including social sciences, and then optimized ac-
cording to PRM research needs) using dedicated rules 
and skills should thus be encouraged from the cultural, 
political and financial point of view, and become ex-
plicit components for building a PRM curriculum.

Challenges of evidence based medicine in PRM

“absence of evidence is not evidence of absence”.90 
this provocative statement represents one side of the 
coin in an ongoing debate on evidence based medicine 
(EbM). on a closer look it means that the absence of 
external evidence for individual forms of therapies is 
not proof of their ineffectiveness.

so what is the concept of EbM?
According to the pioneers of EBM Gordon Guyatt 

and David Sackett, co-founders of the first international 
EBM working group (“evidence based medicine work-
ing group”), EBM is “the conscientious, explicit, and ju-
dicious use of current best evidence in making decisions 
about the care of individual patients.” the practice of 
evidence-based medicine means integrating individual 
clinical expertise and patient values with the best avail-
able external evidence from systematic research.91 sack-
ett demonstrated how these three areas of EbM form the 
valuation of therapy methods and how they have to be 
evaluated for each individual patient (Figure 1).24

Best external evidence

EBM has promulgated a hierarchy of best research 
evidence and ranks them according to the strength of 
their freedom from the various biases that beset medi-
cal research. The quality of external evidence may be 
judged on different levels:

 — single studies;
 — systematic reviews and meta-analysis; 
 — recommendations and guidelines. 

for each of these levels, evaluation tools and meth-
ods have been elaborated. To judge the quality of a sin-
gle study, checklists of items for reporting trials have 

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 297

sciENcE aNd rEsEarch iN prM: spEcificitiEs aNd challENgEs EuropEaN physical aNd rEhabilitatioN MEdiciNE bodiEs alliaNcE

studies can be upgraded because of large effects, dose 
response and confounders.

it is of utmost importance that the gradE system 
states that:

 — clinicians, patients, third-party payers, institution-
al review committees, other stakeholders, or the courts 
should never view recommendations as dictates. Even 
strong recommendations based on high-quality evidence 
will not apply to all circumstances and all patients;

 — users of guidelines may reasonably conclude 
that following some strong recommendations based on 
the high quality evidence will be a mistake for some 
patients. No clinical practice guideline or recommen-
dation can take into account all of the often compel-
ling unique features of individual patients and clinical 
circumstances. Thus, nobody charged with evaluating 
clinician’s actions, should attempt to apply recommen-
dations by rote or in a blanket fashion.

Situation of PRM

there is no doubt about the importance and neces-
sity of Evidence Based Medicine (EBM) in positioning 
and developing the specialty of PRM. In the past, trials 
of high quality, especially randomized controlled trials 
were sparse, leading to predominance of clinical experi-
ence and patient values. Especially in prM, trials on a 
high scientific level bear a lot of challenges and contro-
versies and are therefore difficult to execute.

Challenges of PRM

the nature of the prM specialty is fundamentally 
different from others, e.g. internal medicine or even 
surgery. Administering drugs to patients is relatively 
easy to standardize, both in dosage and compliance, and 
blinding can be done adequately. 

Also surgery adheres to highly standardized proce-
dures in reproducible settings. Recently, researchers 
have even implemented sham surgery to control for 
treatment effects (arthroscopic partial meniscectomy 
versus sham surgery for a degenerative meniscal tear.).

the specialty of prM adopted the icf as concept for 
its clinical work (not applicable for medical diagnosis, 
refer publications on cases with imagery, ultrasounds 
etc.). This implies a number of influential variables, 
from body structures and function up to personal and 

fect estimate. the true effect is likely to be close to the 
estimate of the effect, but there is a possibility that it is 
substantially different

 — Low: confidence in the effect estimate is limited. 
the true effect may be substantially different from the 
estimate of the effect.

 — Very low: very little confidence in the effect esti-
mate. the true effect is likely to be substantially differ-
ent from the estimate of effect.

Strength of recommendations means: the strength of 
a recommendation reflects the extent to which a guide-
line panel is confident that desirable effects of an in-
tervention outweigh undesirable effects, or vice versa, 
across the range of patients for whom the recommenda-
tion is intended.

The GRADE system suggests using the terms strong 
and weak recommendations.

A strong recommendation is one for which the guide-
line panel is confident that the desirable effects of an 
intervention outweigh its undesirable effects (strong 
recommendation for an intervention) or that the unde-
sirable effects of an intervention outweigh its desirable 
effects (strong recommendation against an interven-
tion). Note: Strong recommendations are not necessar-
ily high priority recommendations. A strong recommen-
dation implies that most or all individuals will be best 
served by the recommended course of action.

a weak recommendation is one for which the desir-
able effects probably outweigh the undesirable effects 
(weak recommendation for an intervention) or unde-
sirable effects probably outweigh the desirable effects 
(weak recommendation against an intervention) but ap-
preciable uncertainty exists.

a weak recommendation implies that not all individ-
uals will be best served by the recommended course of 
action. there is a need to consider more carefully than 
usual the individual patient’s circumstances, preferenc-
es, and values. When there are weak recommendations 
caregivers need to allocate more time to share decision 
making, making sure that they clearly and comprehen-
sively explain the potential benefits and harms to a pa-
tient.

Consequently, the GRADE system does not automat-
ically rank RCT higher than observational studies (like 
the oxford system would do). for instance, rcts can 
be downgraded because of risk of bias, indirectness, im-
precision and publication bias. however, observational 
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Another challenge is the use of combination thera-
pies. in clinical practice prM therapies are often com-
bined with each other or are prescribed in combination 
with drug therapy. Because there are a lot of possibilities 
to combine therapies, it was, in the past, not possible to 
design clinical trials of all possible combinations. These 
designs make the interpretation of each single treatment 
used very difficult. The question often remains if the 
used interventions influence each other. Furthermore, 
prM physicians, more than in other specialties, are 
often dealing with multi-morbid patients. For obvious 
reasons designing and executing adequate studies with 
suitable participants can be very challenging.

Many of the above mentioned reasons contribute to 
the fact that inadequate study design, small number of 
participants, different parallel group designs and in-
sufficient blinding and placebos led, among others, to 
poorer trial quality, especially compared to pharmaco-
logic trials. Subsequently, studies performed in the past 
in our field were often not included in meta-analyses 
and consequently many of our specific treatments lack 
higher grade of evidence. As a consequence, this leads 
to impaired recognition from clinicians and research-
ers in the scientific community and an underrepresenta-
tion in EBM textbooks. In times of increasing financial 
shortcuts there may be tendencies to misuse this “lack 
of evidence” by stakeholders of healthcare systems to 
reduce costs. out of this attitude, considerable pressure 
by health care may occur not to fund diagnostic and 
therapeutic procedures in the field of PRM.

Besides methodological shortcomings in PRM stud-
ies, the difference between organ based medicine and 
PRM is also promoted by the fact that the former is high-
ly influenced by industrial interests, which may explain 
those different levels of evidence-based knowledge.98

How to deal with these challenges

Fortunately, in recent decades strong efforts were un-
dertaken to increase the number of high quality studies 
and RCTs in the field. Progress was made in design and 
statistical methodology. Also inclusion and exclusion cri-
teria in reviews influence results. One example of the in-
fluence of the number of high quality studies influencing 
meta-analysis outcomes is the recent second update of a 
cochrane review on tENs in acute pain. in the past years 
data were insufficient to support the effectiveness of TENS 

environmental factors. This concept reflects patient’s 
reality but counterweighs standardization of procedures.

Many PRM interventions are heterogeneous in its 
application, dosage (intensity, duration, frequency of 
application) and individual preference, both by clini-
cians and patients. fundamental experimental data on 
treatment effects are sparse. This makes it difficult to 
design an effective placebo method if the underlying 
mechanism is not clear. Often, up to date and scientifi-
cally sound knowledge on physical modalities comes 
from other specialties. for example, research on “sono-
poration” (ultrasound-driven transport of drugs through 
the skin) is currently strongly promoted by oncological 
scientists. This scientific approach provides scientific 
models, which can be easily adopted for prM purposes, 
e.g. delivering drugs in musculoskeletal problems.

the number of researchers is relatively small, al-
though rapidly growing. 

Funding of trials, especially of basic experimental 
research is too little and cannot be compared to pharma-
ceutically driven trials.

A major challenge in conducting high quality clinical 
trials is the understanding of placebo in our specialty. 
Fregni, Imamura and others published a fundamental 
paper as a result of the international placebo sympo-
sium Working Group on recommendations and chal-
lenges for placebo control in PRM.97 They identified 
several challenges of placebo use in PRM clinical trials. 
Some of them are reflecting the framework, concept and 
working principles of the specialty.

 — development of placebo and sham devices
 — lack of standards in prM therapies
 — Treatment heterogeneity due to therapist skill dif-

ferences
 — Issues with adequate masking
 — personal interaction between therapist and patient
 — personal beliefs, previous experience and moti-

vation
 — small effect sizes
 — Long follow-up
 — Lack of training to conduct clinical research
 — use of medical devices.

furthermore, some clinical conditions, simply do not 
allow the use of placebo or sham device. these condi-
tions comprise trials testing hydrotherapeutic interven-
tions, effectiveness of lower limb prosthesis, or use of 
sham-orthosis for drop foot.
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Recommendations and guidelines from adjacent sci-
entific societies can be adopted for standardization of 
treatment interventions. for example, the american 
Heart Association and the American College of Sports 
Medicine published distinct recommendations for ad-
ministering exercise therapy to different groups of pa-
tients.102 These guidelines have to be adopted by PRM 
as standard procedures.

Representation of PRM in the “EBM world”

up to now the specialty of prM was not distinctly 
and uniquely represented in various databases of EBM. 
one has to look for “physiotherapy”, “physical thera-
py”, rehabilitation”, or “exercise” to find EBM data in 
our field. The launch of Cochrane PRM is a major step 
to overcome this problem. Within the cochrane fields 
and Networks, cochrane rehabilitation field was es-
tablished in 2016 and can serve as a Field, whose aim 
is to function as a bridge between the stakeholders and 
cochrane.1 The available evidence with regard to re-
habilitation will be disseminated to the different con-
cerned health professionals by means of educational, 
communication or publication strategies. Methodologi-
cal issues will be tackled.

Transfer of scientific knowledge into clinical practice

After this knowledge translation, it is crucial to trans-
fer evidence and guidelines into clinical practice. Espe-
cially in prM, this does not only comprise prM phy-
sicians but furthermore the entire rehabilitation team. 
this underlines the importance of the prM specialist 
as a leader of the therapeutic team who consequently 
promotes EbM based procedures in the therapeutic and 
rehabilitative process. This requests adequate commu-
nication skills to convince all team members and imple-
ment it in daily routine. 

It may be supportive to establish national working 
groups to facilitate this process.

Conclusion

EbM is part of modern medicine and thus also part of 
prM. Nevertheless, we have to be aware that EbM is 
often reduced to external evidence based on meta-anal-
ysis and randomized, placebo controlled trials. prM tri-
als cannot be compared to pharmaceutical ones. corre-

treatments in acute pain. By increasing the number of high 
quality RCTs and by excluding studies with insufficient 
dosage of TENS the Cochrane conclusion was upgraded 
to a tentative recommendation for the use of tENs.99

Improve standards in PRM trials

the main road to improve the appreciation of prM is 
improving clinical research in quality and quantity, both 
on the level of basic science in the laboratories and on 
the clinical level. 

The latter nowadays makes the conduct of high quality 
clinical trials such as the placebo or sham-controlled ran-
domized clinical trials mandatory. only these trials have 
the chance to be included in meta-analysis, e.g. cochrane 
reviews, that provides the basis of recommendations and 
guidelines. This is important because clinical recommen-
dations and guidelines influence medical education en-
suring the implementation in daily clinical routine. 

Create sound PRM specific trial designs

Basically, one should not be misguided transferring 
all the principles of high quality trials in pharmaco-
therapy directly into the field of PRM. Several differ-
ences have to be taken into account requesting a specific 
concept of double-blinded randomized controlled trials 
(RCT) in the field of PRM. Generally, scientists made 
efforts elaborating recommendations recognizing the 
difference between pharmacologic and non-pharmaco-
logic trials and facilitating recommendations conduct-
ing the latter.100 This group also gives recommendations 
for design and manuscript preparation taking into ac-
count the nature of non-pharmacologic trials.

Standardize interventions

Interventions in PRM are not often homogeneous. 
Responsible for this are lack of basic scientific data, 
preferences of patients and clinicians, recommenda-
tions of manufacturers and others. as example for neu-
romuscular electrical stimulation of extensor muscles 
in osteoarthrosis of the knee, a variety in amplitude, 
frequency, electrode size and location are published. 
only few reviews up to date made efforts to determine 
parameters generating best clinical treatment effects.101 
this standardization is necessary to conduct trials with 
comparable interventions.
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Table i.

table ia summarizes the main differences. the “variables“ related to the person are so-called “latent“ variables or “traits“.84 they cannot be entirely 
observed, they are not ‘manifest’: independence, pain, fatigue, balance, language skills and the like are hidden in the person. Their presence and their 
quantity can only be inferred from representative observable behaviours. Typically, these are selected and listed as items in cumulative questionnaires 
or scales. The amount of the variable is reflected by the ordinal, integer scores (also said “raw scores“; e.g. an independence score achieved on the 
Functional Independence Measure scale). The construction and validation of outcome measures is at the core of PRM research methodology, not less than 
biomechanical and neurophysiological methods. This scientific field is known as psychometrics, due to its origin, in the early 20th century, from the study 
of ‘psychological’ phenomena; however, the term ‘person-metrics’ should be preferred. 

Table IB summarizes the specificity of statistical analyses aiming at measuring “latent variables“. These are properties “hidden“ in the person (such 
as knowledge, perceptions, capacities, mood and the like), which can only be inferred from representative behaviours. Once the variable of interest is 
defined, scale construction becomes a priority. The methods of construction and validation of these tools are complex and imply not only clinical and 
mathematical skills, but also deep epistemic reflection (in order to create scales that reflect real, existing — albeit hidden — variables). A key point is 
the validity of raw scores as measures: indeed, raw scores given to items (e.g. 0/1: absence/presence; 0/1/2: no/moderate/intense; etc.) are just counts 
of observations (e.g. how many times it happened that 0 rather than 1 was observed, etc.) but they do not tell us “how much more” of the variable does 
“presence” mean compared to “absence”, nor they tell us “how much more” of the variable does “moderate” mean compared to “absent”, and how much 
“less” does it mean compared to “intense”. Sophisticated mathematical modelling is needed (e.g. the rasch analysis), deeply nested in prM culture 85 not 
only in educational and sociological research paradigms. 
Once the appropriate measures of the proper variables have been achieved, conventional statistics come to play. Oversimplifying the topic, statistical 
models mainly try to answer the critical question: is a given difference (between groups, before-after treatment, etc.) observable by chance alone? In 
conventional “bio-medical” statistics a significance level is often the final criterion: if that difference can be observed by chance beyond an arbitrary 
percent of the potential replications of the same measurement (usually, 5%, i.e. P=0.05), results are said to be “non-significant”. This Neyman-Pearson 
hypothesis-rejection paradigm is best applied to indexes of central tendency in populations (usually means and medians) and gives protection against 
false-positive results (i.e. those that may come from pure chance). But, first the substantial protection against false-positive findings paradoxically 
decreases, the more the number of observations increase: in large samples irrelevant differences can easily become statistically “significant” despite being 
marginal or useless in clinical practice. Second, the more you are protected (which is the case with small samples), the more true-positive results will be 
also discarded. Therefore, an increasing interest can be observed for the estimation of “power” (the probability for detecting true-positive results) and of 
the sample ‘size’, and ultimately of the clinical ‘importance’ of the effects, together with their p-based significance (Table IB).
Along the same line, other sophisticate statistical approaches are available, and their use is growing in PRM literature, in order to understand changes in 
individuals (and not just in populations). An example is the search for: a) the “minimal detectable change” (MDC, also called “minimal real difference”), 
i.e. the smallest change (e.g. before and after a treatment) that likely reflects true change rather than measurement error alone, in single individuals. Its 
value is linked with reproducibility indexes, and distribution-based statistical models; and b) the “minimal clinically important difference” (Mcid), that 
represents the smallest measurement change to be considered meaningful according to clinical criteria (linked to an external judgement, implying anchor-
based statistical models), and must be equivalent to or higher than the MDC. 

Table IC illustrates the third and last rule of the game to be considered, i.e. the trial design. Again oversimplifying this scientific topic, one can say 
that trial design aims at estimating the strength of causal relationship between treatment and outcome. The more a causal inference is sustainable, the 
more an observed outcome can be said to be a result. Statistics tells you whether the outcome is not incidental; trial design supports your claim that 
the cause was the one you supposed. In other words, the trial design strives to solve the unavoidable “third variable explanation problem” (a type of 
confounding in which a third’ variable –actually, one or many more, often unsuspected– leads to a spurious causal relationship between two others). 
Various forms of control can be imposed to the study procedures, in order to minimize the role of ‘third variables’; the archetype of these procedures is 
the randomized double-blind controlled study (rct). this practice is useful, necessary, and feasible in some prM areas. but, as table ic shows, for 
many reasons such designs can be impractical in behavioural research. Often a combination of experimental, non-experimental, and qualitative designs 
can provide a scientifically sound analysis of effectiveness in rehabilitation. For example, refined “quasi-experimental” research paradigms-stemming 
from psychological and social research are available,86 including single-case designs, time-series research designs, Small-N designs, and other special 
observational designs (e.g. the so-called practice-based evidence study designs).87 These designs may represent the right solution to research questions 
that cannot be stretched on an arbitrary standard to which exact conformity is forced (like in the myth of the procustean bed), e.g. the RCT designs. Of 
course, the systematic reviews and associated methods of making practice recommendations need to be more sensitive to non-RCT evidence, in order 
to really identify and correctly grade best evidence for clinical practice.82, 88 For example, well-conducted cohort, correlational, or matching studies may 
give information that is more applicable to practice than explanatory RCTs with narrow inclusion criteria.
Clinical medicine (including PRM) biomedicine

a) Variables
behavioral; properties of the person as a whole (e.g. independence, fatigue, pain, balance, 

communication, etc.); often described by items in questionnaires, assessed by an observer 
(sometimes the subject himself).

“Latent”. Not entirely or directly observable. Their quantity can only be inferred from 
counts of behaviors representative of the subject’s property (e.g. counts of responses to a 
questionnaire may indicate more or less independence in daily life, fatigue, pain, etc.).

“Measures” are ordinal, discrete (counts of events). Each response may be counted as ‘one 
more’, yet its “weight” is unknown. Heavy non-linearity and errors affect the sums of 
counts taken as proxies of the true “quantity”. 

properties of parts of the person (e.g. skin temperature, 
arterial pressure, nerve conduction velocity, blood tests, 
ct scans, etc.). 

“Manifest”: their quantity is entirely open to observation.
Continuous, linear, measures. High precision and reliability 

through instrumental measurement.

(To be continued)
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ers and senior colleagues with an academic interest in 
prM offer medical students a possibility to participate 
in a current rehabilitation project, involving them not 
only in data collection but also in helping to analyse 
the data and even developing a scientific text. It should 
be required that exposure to research training becomes 
a compulsory part of postgraduate PRM training. This 
may later lead to the possibility to recruit such junior 
co-workers to become phd-students in physical and 
rehabilitation Medicine. from sweden, we have had 
several such recent examples.103, 104

However, vital to research training in PRM is to de-
velop academic centers with sufficient sustainability 
and critical mass, to allow a continuing and vivid sci-
entific dialogue and production. These centers should 
contain several permanent research positions, necessary 
laboratory functions and technical staff. they should 
always be linked to a clinical department to facilitate 
the interplay between practice and research and to make 
translational research possible. currently, in Europe, 
the distribution of academic positions in prM is very 
patchy, if one considers that 47 and 46 PRM chairs 
can be counted in france 105 and italy,106 respectively, 
against one in Germany, and only a few in the UK.

sponding to the holistic approach to patients, a holistic 
research concept, from basic research to meta-analysis 
has to be implemented reflecting the framework of 
PRM. As a major step the foundation of a Cochrane Re-
habilitation field will give the opportunity not only to 
publish further reviews on important topics but also to 
implement the concept and values of prM in the EbM 
community. 

Research training

Most European trained young physicians have little or 
no formal training in research methodologies. Only a mi-
nority of the students is exposed to actual research proj-
ects during their studies, usually by chance. The situation 
is, however, improving slowly by faculties introducing a 
basic research component in the medical undergraduate, 
as well as postgraduate curriculum in many countries. 
this represents a window of opportunity for the physi-
cal and rehabilitation Medicine (prM) discipline, since 
many students have a strong interest to participate in 
clinical projects as is the case in our area, and exposure 
to research is probably a strong motivating factor. 

it is therefore recommendable that academic teach-

Table i.— (continues).

b) statistics

statistical models (e.g. Rasch analysis) is required to estimate linear measures and errors 
from raw counts.

Uniqueness of the person. Averaging can be questionable. Error in individual measurement 
cannot be considered as equal to the error estimated on means.

individual peculiarities are substantive (e.g. in deciding treatment). 
outcomes are often discontinuous events (e.g. return to work, discharge home etc.).  

Logistic regression and interaction-based modelling (e.g. survival analysis, neural 
networks, Classification and Regression Trees) are more appropriate than conventional 
ANOVA or regression statistics, based on ‘main’ effects from means.

Effect sizes moderate, sample sizes small, side effects moderate. Statistics should highlight 
also power (enhancing the true positive risk). Significance just prevents false positive 
findings but can conceal true positive findings not less than significance. 

There is the need for estimating intrinsic precision of the instrument in order to evaluate 
individual changes (minimal detectable change, minimal clinically important difference).

Measurement units have established validity (e.g. units of 
length, weight, voltage, time). 

Means and medians are surrounded by errors lower that 
individual measurements. inferences can be made based 
on established parameters (e.g. normal distribution, 
confidence limits, etc.) 

outcomes are usually continuous or discrete (counts). 
Established models applicable to means can be applied 
to predictions (e.g. ANOVA, multiple regression) and 
identification of ‘latent’ variables (e.g. factor analysis 
procedures).

Size effects potentially large. Side effects potentially 
harmful. Protection against false-positive findings 
(significance) is usually prioritized.

Outcomes mostly given as changes at aggregate level, rather 
than at individual level.

C) Trial design

The patient-clinician interaction has often to be taken as a source of efficacy, not of 
measurement error. Effective randomization and blindness not always applicable. Quasi-
experimental designs often necessary.

Single-component, standard-dose treatments are rarely applicable. More and diverse 
treatments are assigned to single individuals. Standard decision-trees (programs), not 
standard treatments, must be developed.

Research focus is on means/medians. Control by 
randomization and blindness is usually applicable.

Single-component, standard-dose treatments are usually 
applicable.
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power calculations and the necessity of independent 
observers. since many of the important instruments 
used in rehabilitation research produce ordinal data, 
an emphasis in the statistical part of the course has 
been on rasch analysis and instruments that have 
undergone such analysis.111 all the phd students par-
ticipating in the courses have been asked to bring a 
poster on some of their own data and these posters 
have been discussed among the participants and the 
teachers in much appreciated poster sessions. it is 
hoped that these courses can be developed further to 
include specific subareas such as spinal cord injury 
rehabilitation research, traumatic brain injury-related 
research, stroke rehabilitation-related research and 
musculoskeletal rehabilitation research.

Educatıon to research

as it is well known, physicians who practice also as 
academicians, have three paramount roles. first and 
foremost, they have to provide the best health care 
to their patients. Second, they need to train residents/
students and last but not least, they should conduct re-
search. from one perspective, these three steps seem to 
align in decreasing order of importance. Herewith, in 
this era of evidence-based medicine,112 no physician is 
privileged to categorize him/herself as “expert” and by-
pass the necessity of research. further, if one believes 
that he/she is treating his/her patients appropriately, 
they need first to prove it (research), convince others as 
well (peer-review) and then explain/share the “method” 
(scholarly publishing). This way, other colleagues will 
exploit the “method” and likely improve the efficacy of 
their interventions; yet we are physicians who are deal-
ing with human beings. 

Accordingly, the training of physiatrists must defi-
nitely be research-minded. this approach is also crucial 
for strengthening the “backbone” of physical and reha-
bilitation medicine. Concerning the potential threats to 
prM specialty (e.g. lack of clear evidences as regards 
the efficacy of some rehabilitation procedures or certain 
overlaps with other musculoskeletal fields), we need to 
facilitate research. this can be readily done with count-
less assessment tools that are used by prM physicians. 
These would include ultrasound imaging, isokinetic 
systems, electromyography, motor evoked potential re-
cording, gait analysis or other technologies which sub-

The decrease in PRM academic capacity, together 
with the shortening in research personnel, equipment, 
space and technical support imposed to many public 
academic institutions by the financial crisis in European 
countries, represent a very severe threat to the provi-
sion of adequate PRM specialist education and training, 
as well as to the advance of rehabilitation research and 
evidence-based practice. academic institutions and, 
even more, health organizations and national funding 
agencies, should invest to establish new rehabilitation 
research programs or strengthen ongoing ones, being 
aware of the key role played by rehabilitation towards 
the global improvement of population health, in a Euro-
pean society that is claimed to be inclusive, innovative 
and reflective.107 

today, parts of the necessary infrastructure for re-
search, such as access to a scientific library and to most 
scientific journals, can be solved through contact via the 
internet. It is also necessary to have regular discussions 
with experienced supervisors and this can also occur, at 
least partly, via the internet. this means that it is pos-
sible, as has been done in denmark, to produce reha-
bilitation research ‘over the surface’ of a country rather 
than in one center.108 Such organizations may also carry 
the advantage to more easily permit multicenter studies, 
something that is often necessary in rehabilitation re-
search due to the difficulty to recruit large homogenous 
patient groups.

To develop a reasonable quality of the research data 
to be produced, it is also necessary to provide more for-
mal training of PhD students in research methodology. 
Such training is usually available at research-oriented 
medical faculties in the form of courses on statistics, 
ethics, study designs, library use and scientific writing. 

Courses directed specifically to European PhD stu-
dents in rehabilitation research have also been orga-
nized, usually in cooperation between two European 
universities. Such week-long courses not only allow 
rehabilitation phd students from different European 
universities to meet and interact but they also give a 
basis for networking for future research. The struc-
ture of these courses has followed the international 
Classification of Functioning, Disability and Health 
109 by WHO, with sections on methodology for im-
pairment evaluation,110 for activity assessment and 
for participation assessment. the emphasis has been 
on controlled study designs, underlining the need of 

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 303

sciENcE aNd rEsEarch iN prM: spEcificitiEs aNd challENgEs EuropEaN physical aNd rEhabilitatioN MEdiciNE bodiEs alliaNcE

3.  Cochrane Rehabilitation. Evidence [Internet]. 2017. Available from: 
http://rehabilitation.cochrane.org/evidence

4.  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. 

5.  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. 

6.  Ceravolo MG. Curriculum for the Education of Specialists in Physi-
cal and rehabilitation Medicine. White book on physical and reha-
bilitation Medicine in Europe. Chapter 9 of current 3rd edition. 

7.  Stucki G, Grimby G. Organizing human functioning and rehabilita-
tion research into distinct scientific fields. Part I: Developing a com-
prehensive structure from the cell to society. J rehabil Med. 2007 
May;39(4):293–8. 

8.  Stucki G, Reinhardt JD, Grimby G, Melvin J. Developing “Human 
Functioning and Rehabilitation Research” from the comprehensive 
perspective. J Rehabil Med. 2007 Nov;39(9):665–71. 

9.  Negrini S, Reinhardt JD, Stucki G, Giustini A. From Bruges to 
Venice 1: towards a common structure for international physi-
cal and Rehabilitation Medicine Congresses. J Rehabil Med. 2009 
Mar;41(4):297–8. 

10.  Gutenbrunner C, Reinhardt JD, Stucki G, Giustini A. From Bruges 
to Venice 2: towards a comprehensive abstract topic list for interna-
tional Physical and Rehabilitation Medicine Congresses. J Rehabil 
Med. 2009 Mar;41(4):299–302. 

11.  Nugraha B, Paternostro-Sluga T, Schuhfried O, Stucki G, Franchi-
gnoni F, Abdul Latif L, et al.. Evaluation of the topic lists used in two 
world Congresses (2015 and 2016) in Physical and Rehabilitation 
Medicine. J Rehabil Med 2017;49:469-74

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

13.  Reinhardt JD, Hofer P, Arenz S, Stucki G. Organizing human func-
tioning and rehabilitation research into distinct scientific fields. Part 
III: Scientific journals. J Rehabil Med. 2007 May;39(4):308–22. 

14.  stucki g, giustini a. European physical and rehabilitation Medi-
cine journals in concert: a European Society of Physical and Reha-
bilitation Medicine (EsprM) initiative. Eur J phys rehabil Med. 
2008 Sep;44(3):229–35. 

15.  stucki g, reinhardt Jd, von groote pM, delisa Ja, imamura M, 
Melvin JL. Chapter 2: ISPRM’s way forward. J Rehabil Med. 2009 
Sep;41(10):798–809. 

16.  Fineberg HV. Science and medicine in the 21st century: opportu-
nities for rehabilitation medicine. am J phys Med rehabil. 2005 
Dec;84(12):928–31. 

17.  frontera Wr, fuhrer MJ, Jette aM, chan l, cooper ra, duncan 
pW, et al. Rehabilitation Medicine Summit: building research capac-
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stantially evaluate different parameters of structure and 
strength/function of the musculoskeletal system.113 it 
should be kept in mind that quantification means new 
data that may enlighten previously obscure questions.

in recent years, the increase in the number of re-
search/publications in the realm of physical and re-
habilitation medicine seems to be promising.114, 115 
herein, it is noteworthy that the broad spectrum of 
research areas -varying from the validation of assess-
ment tools, to the definition of prognostic factors, to 
the establishment of novel rehabilitation techniques 
i.e. in the whole range of nervous and musculoskeletal 
diseases (e.g. stroke, spinal cord injury, osteoporosis, 
rheumatic diseases etc.)- is highly advantageous.75 
Likewise, depending on the individual professional 
cults or interests and local conditions (clinical facil-
ity, patient population, etc.), prM physicians conduct 
different studies that are also reflected to the scientific 
output. importantly, when a relevant search is per-
formed in Web of science, prM publications can be 
found to have fallen into different journal categories 
(e.g. clinical neurology, rheumatology, sport sciences, 
orthopedics) other than rehabilitation (table ia). a 
similar search can also provide a snapshot as regards 
the top ranking countries (Table IB) and journals in 
the rehabilitation category (Table IC). Of note, dur-
ing this search “rehabil* and med*” have been used as 
key words in the address section of Web of science in 
order to avoid the exclusion of authors who addressed 
their affiliations without using the word “physical 
medicine” and also to avoid the primary inclusion of 
nonmedical health professionals working in rehabilita-
tion sciences. indisputably, this type of a search can 
only be used to have an overall idea -not for a precise 
in-depth analysis. 

In conclusion, the amount of research in our field is 
mounting, and it seems to be faster than the number of 
pages available in rehabilitation journals.
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based on above described principle considerations 
and the evaluation of the use of the first proposal of the 
ISPRM topic list the following updated list has been de-
rived (main changes underlined):

this proposal includes topics that are not mentioned 
in the first proposal and an improved systematic order 
of the topics.

A. Clinical Physical and Rehabilitation 
Medicine Sciences

description: the clinical rehabilitation sciences study 
how to provide best care with the goal of enabling 
people with health conditions experiencing or likely to 
experience disability to achieve and maintain optimal 
functioning in interaction with their immediate environ-
ment. It contains clinical research on best care including 
guidelines and standards, organization and quality man-
agement. No. A.1.-A.5. relate to specific health condi-
tions; A.6. to A.11. to functioning issues and related re-
habilitation goals 

a.1. pain1

a.1.1. acute pain
A.1.2. Chronic generalized pain syndromes (including 
fibromyalgia)
A.1.3. Complex regional pain syndromes
a.1.4. Miscellaneous
a.2. Musculoskeletal conditions
A.2.1. Inflammatory joint diseases (e.g. rheumatoid ar-
thritis, ankylosing spondylitis)
A.2.2. Degenerative joint diseases (e.g. osteoarthritis)2

A.2.3. Bone diseases (e.g. osteoporosis)
a.2.4. local and regional pain syndromes of the neck 
and upper extremity (including enthesopathy, tendinitis 
and others)
A.2.5. Regional pain syndromes of the pelvis and lower 
extremity (including enthesopathy, tendinitis and oth-
ers)
A.2.6. Back pain and spine disorders
a.2.7. Musculoskeletal trauma (e.g. fractures) 
A.2.8. Sports injury
A.2.9. Miscellaneous

1 Pain can be classified both as a health condition and a body function.
2 Arthroplasty/joint replacement is classified under post-surgery rehabilitation.

A.3. Health conditions of the nervous system 
A.3.1. Stroke
A.3.2. Traumatic brain injury 
A.3.3. Spinal cord injury and other spinal cord diseases 
A.3.4. Autoimmune and inflammatory neurological 
conditions (e.g. multiple sclerosis)
A.3.5. Neurodegenerative diseases (e.g. dementia) 
A.3.6. Peripheral nerve injury
A.3.7. Vegetative states, minimally conscious and low 
awareness states
A.3.8. Miscellaneous
a.4. Mental health conditions
a.4.1. anxiety, depression, bipolar disorders
A.4.2. Learning disabilities
A.4.3. Addiction disorder 
a.4.4. other mental health conditions
a.5. internal medicine and related conditions
a.5.1. heart and cardiovascular system
a.5.2. diseases of the lymphatic system
A.5.3. Pulmonary diseases 
A.5.4. Oro-laryngeal-pharyngeal diseases
a.5.5. Metabolic disorders (e.g. obesity, diabetes mel-
litus) 
A.5.6. Cancer
a.5.7. infectious diseases 
A.5.8. Skin disorder and allergies
A.5.9. Bladder and bowel disorders
a.5.10. Uro-gynaecological disorders (incl. obstetric 
treatments)
a.5.11. Miscellaneous
A.6. Post-surgery and post-traumatic rehabilitation3

A.6.1. Musculoskeletal injury, bone fractures
A.6.2. Multiple trauma
A.6.3. Burn injury 
A.6.4. Organ transplantation
A.6.5. Joint arthroplasty/joint replacement
A.6.6. Limb amputation
A.6.7. Miscellaneous
a.7. rehabilitation for children and youth
a.7.1. developmental disorders
a.7.2. cerebral palsy
A.7.3. Spina bifida 
A.7.4. Traumatic brain injury in children 

3 Traumatic brain injury and spinal cord injury under conditions of the nervous 
system.
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B. Biosciences in Rehabilitation

description: the biosciences in rehabilitation are 
basic sciences that aim to explain body injury, adapta-
tion and repair from the molecular to the cellular, organ 
system and organism level; and to identify targets for 
biomedical interventions to improve body functions and 
structures.

B.1. Mechanisms of tissue injury (e.g. inflammation, re-
petitive strain) and development of organ dysfunction 
(e.g. atrophy, spasticity, chronic pain)
b.2. cell and tissue adaptation and mal-adaptation (e.g. 
plasticity, molecular mechanisms and mediators)
B.3. Autonomous regulation (incl. hpa-axis, hormonal 
regulation systems)
B.4. Biological mechanism of interventions (e.g. pain 
relief, motor learning)
b.5. Miscellaneous

C. Biomedical Rehabilitation 
Sciences and Engineering

description: the biomedical rehabilitation sciences 
and engineering are applied sciences that study diag-
nostic measures and interventions including physical 
modalities suitable to minimize impairment, control 
symptoms and to optimize people’s capacity.

C.1. Physical and rehabilitation Medicine (PRM) diag-
nostics (e.g. cardio-vascular functions and physical en-
durance, lung function testing, or imaging techniques) 
as related to organ systems and body functions (based 
on the first level of the International Classification of 
Functioning, Disability and Health (ICF) component 
body functions)
C.1.1. Diagnosis and assessment of mental functions 
(including neuropsychological assessment)
C.1.2. Diagnosis and assessment of sensory functions 
and pain
C.1.3. Diagnosis and assessment of voice and speech 
functions
C.1.4. Diagnosis and assessment of functions of the car-
diovascular, haematological, immunological, and respi-
ratory systems
C.1.5. Diagnosis and assessment of functions of the di-
gestive, metabolic, and endocrine systems

a.7.5. Juvenile rheumatoid arthritis 
A.7.6. Infectious diseases in children and youth
a.7.7. autism and other mental disorders in children 
(incl. Attention deficit disorder)
a.7.8. Miscellaneous
how about transitions of children with disabilities to 
adulthood?
A.8. Rehabilitation for people with old age4

a.8.1. dementia
a.8.2. frailty
A.8.3. Sarcopenia
a.8.4. depressive disorder in the elderly
a.8.5. risk of falls in the elderly 
A.8.6. other geriatric conditions
A.9. Rehabilitation for Rare (orphan) diseases5

A.10. Rehabilitation addressing to specific functioning 
issues
a.10.1. Visual impairment and blindness
a.10.2. auditory impairment and deaf
A.10.3. Speech and language dysfunction (including 
mute)
a.10.4. sensory and motor control (including postural 
control)
A.10.5. Management of spasticity
A.10.6. Management of hemiplegia and paraplegia
A.10.7. Management of dysphagia
a.10.8. respiratory impairment (incl. management of 
patients with artificial ventilation and weaning)
A.10.9. Malnutrition in rehabilitation
a.10.10. sphincter dysfunction (including inconti-
nence)
A.10.11. Management of wound and pressure sores
A.10.12. Management of fatigue and sleep disorders
A.10.13. Rehabilitation of disability-related mental 
dysfunction (e.g. depression, anxiety)
A.10.14. Sexual functioning in people with disability 
and chronic health conditions
A.10.15. Other specific functions
A.11. Sports rehabilitation (are you referring to the use 
of sports in rehabilitation? Sports injuries have been in-
cluded in a.2.8)
a.12. Miscellaneous

4 This chapter also includes functioning issues.
5 Including case reports of specific rehabilitation issues.

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 309

sciENcE aNd rEsEarch iN prM: spEcificitiEs aNd challENgEs EuropEaN physical aNd rEhabilitatioN MEdiciNE bodiEs alliaNcE

C.3.6. Miscellaneous
c.4. Miscellaneous

D. Integrative Rehabilitation Sciences

description: the Integrative rehabilitation sciences 
design and study rehabilitation systems, services, com-
prehensive assessments and intervention programmes, 
which integrate biomedical, personal factor and en-
vironmental approaches suited to optimize people’s 
performance. this chapter includes the principles and 
contents of education and training of professionals in 
rehabilitation, as well as the evaluation of the rehabilita-
tion team and multidisciplinary care.

d.1. rehabilitation systems and services research
D.1.1. Health policy and law (including medical and so-
cial model of disability and rehabilitation)
D.1.2. Health strategies in Physical and Rehabilitation 
Medicine
D.1.3. Rehabilitation service organization
d.1.4. rehabilitation economics
d.1.5. community-based participation research
D.1.6. Miscellaneous
d.2. comprehensive rehabilitation intervention re-
search
D.2.1. Rehabilitation service evaluation (including 
acute, post-acute and community rehabilitation servic-
es)
D.2.2. Rehabilitation programme evaluation (e.g. home-
based rehabilitation)
D.2.3. Rehabilitation technology assessment (e.g. 
telerehabilitation)
D.2.4. Rehabilitation strategies for specific issues (in-
cluding rehabilitation strategies for developing coun-
tries and rehabilitation after natural disasters)
D.2.5. Technology transfer
D.2.6. Patient and proxy education
d.2.7. Miscellaneous
D.3. Social integration programmes and rehabilitation 
for specific socio-economic needs
D.3.1. Community based rehabilitation policy and man-
agement
D.3.2. Vocational rehabilitation 
D.3.3. Support, assistance and independent living 
D.3.4. Disability compensation
D.3.5. Miscellaneous

c.1.6. Diagnosis and assessment of genitourinary and 
reproductive functions
C.1.7. Diagnosis and assessment of neurological, mus-
culoskeletal and movement related functions (including 
gait analysis, posturography)
C.1.8. Diagnosis and assessment of functions of the 
skin and related structures
C.1.9. Assessment of health perception and quality of life 
c.1.10. Miscellaneous
c.2. prM interventions research 
c.2.1. Exercise
C.2.2. Muscle training
C.2.3. Ergonomics
C.2.4. Joint mobilization and manipulation techniques
c.2.5. prosthetics and orthotics
C.2.6. Massage and myofascial techniques
c.2.7. Vibration and other mechanical stimulation
C.2.8. Transcranial magnetic stimulation
C.2.9. Lymph therapy (manual lymphatic drainage)
c.2.10. heat and cold
c.2.11. hydrotherapy and balneotherapy
C.2.12. Light (including UV) 
C.2.13. Climatotherapy
C.2.14. Electrotherapy (including functional electro-
physiological stimulation)
C.2.15. Pharmacological interventions (e.g. for pain, 
spasticity, anti-inflammatory drugs)
C.2.16. Nerve root blockades and local infiltrations
c.2.17. acupuncture and complementary and alterna-
tive therapies
c.2.18. Nutrition and diet
C.2.19. Virtual reality, exergaming
C.2.20. Rehabilitation technology, including implants, 
prosthesis, orthoses
c.2.21. robots, aids and devices
c.2.22. sports in rehabilitation 
C.2.23. Injection techniques and infiltrations
C.2.24. Surgical interventions in rehabilitation
c.2.25. Miscellaneous
C.3. Comprehensive rehabilitation program (continuum 
of care research)
C.3.1. Acute and early post-acute rehabilitation pro-
grams
C.3.2. Post-acute rehabilitation programs
C.3.3. Long-term rehabilitation programs 
C.3.4. Intermittent (boost) rehabilitation programs for 
chronic conditions
C.3.5. Programs for prevention of disability
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aim to understand human functioning and to identify 
targets for comprehensive interventions.

E.1. Theories and models of functioning 
E.2. Classification of functioning (e.g. icf core sets; 
icf up-date and revision)
E.3. Measurement of functioning (e.g. psychometrics of 
assessment tools; operationalization of ICF categories)
E.4. Functioning epidemiology (population-based com-
parative studies of functioning across conditions, cul-
tures, and time, e.g. on employment of people with dis-
ability)
E.5. Functioning impact assessment (e.g. prediction of 
the implications of policy and legislation on function-
ing)
E.6. Ethical issues and human rights (should this be a 
new section; maybe together with E.7?; Humanities and 
Rehabilitation?) good idea, I would do E6 and E7 to-
gether indeed
E.7. cultural aspects of disability and rehabilitation (e.g. 
cultural influences, societal attitudes, religious beliefs)
E.8. Miscellaneous

D.4. Education and training in rehabilitation
D.4.1. Undergraduate medical education
D.4.2. Specialist training
D.4.3. Continuous medical education and professional 
development
D.4.4. Training in science and research
D.4.5. Training of other rehabilitation professionals
Training of patients and their families??
D.4.6. Miscellaneous
D.5. Rehabilitation management and administration
D.5.1. Rehabilitation service management (including 
integrated care and service concepts)
D.5.2. Case management
D.5.3. Structures and processes in rehabilitation institu-
tions (maybe other health care institutions such as acute 
care hospitals?)
d.5.4. Miscellaneous 
D.6. Miscellaneous

E. Human Functioning Sciences

description: The human Functioning Sciences are 
basic sciences from the comprehensive perspective that 

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 311

anno: 2018
Mese: april
Volume: 54
No: 2
rivista: European Journal of physical and rehabilitation Medicine
cod rivista: Eur J  phys rehabil Med

lavoro: 5155-Wb-EJprM
titolo breve: challenges and perspectives for the future of prM
primo autore: European physical and rehabilitation Medicine bodies alliance
pagine: 311-21
citazione: Eur J  phys rehabil Med 2018;54:311-21

White book on physical and rehabilitation Medicine (prM)  
in Europe. chapter 11. challenges and perspectives  

for the future of prM
European physical and rehabilitation Medicine bodies alliance

a b s t r a c t
in the context of the White book of physical and rehabilitation Medicine (prM) in Europe, this paper deals with the future perspectives of prM 
in Europe according to the actual vision of the European bodies. all chapters stress the big changes that Europe is facing in terms of 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 quality of life together with health. all these challenges combined with 
the specificities of PRM, that is the medical specialty focusing on the whole person and its functioning in the various health conditions, with the 
aim to guarantee the best possible participation through improvement of activities and reduction of impairments. the possible consequences of 
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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 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 specialty, that is a primary medical 
specialty. The contents include definitions and concepts 
of prM, why rehabilitation is needed by individuals 
and society, the fundamentals of prM, history of prM 
specialty, 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 focuses on the future perspectives of 
prM in Europe according to the actual vision of the 
European bodies. all chapters focus on the big changes 
that Europe is facing in terms of demography, life ex-
pectancy, 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 quality of life 
together with health. all these challenges combine with 
the specificities of PRM, that is the medical specialty 
focusing on the whole person and its functioning in the 
various health conditions, with the aim to guarantee the 
best possible participation through improvement of ac-
tivities and reduction of impairments. the aim of this 
chapter is to present the impact of these changes and 
challenges on clinical practice, service development, 

European Journal of physical and rehabilitation Medicine 2018 april;54(2):311-21 
doi: 10.23736/s1973-9087.18.05155-9online version at http://www.minervamedica.it
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education, and research; 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.

Physical and rehabilitation medicine 
service development

Even if no one can accurately predict the future, some 
trends in demography, epidemiology and societal atti-
tudes are likely to continue for the next 10 to 30 years. 
some of these are:

 — life expectancy is going to grow further and peo-
ple with long-term disabling health conditions and dis-
abilities will live longer. some problems of aged people 
such as frailty, dementia and difficulties in mobility, 
self-care and communication will grow. this will in-
crease the need for rehabilitation;

 — due to the progress in therapies, survival rates 
after severe disease (including cancer) and trauma will 
further increase. Many of these diseases will evolve in 
chronic health conditions, while many survivors will 
experience some kind of disability: most will need re-
habilitation;

 — also, new infectious diseases may lead to an in-
creased need for rehabilitation (one recent example is 
the Zika virus epidemic);

 — in almost all European countries the demographic 
change will put some pressure on social systems. one 
of the consequences will be the need for longer working 
life time. thus, the need for vocational rehabilitation 
may also increase;

 — other social evolutions, like growing inequalities 
and rich/poor gaps,2, 3 or the function of families and 
caregivers, will greatly change the contextual factors, 
requiring new solutions to reduce activity limitations 
and achieve the best possible participation;

 — the progress in technology and digital data man-
agement is developing with an extremely high speed. 
some of these technologies are already used in reha-
bilitation but this trend will accelerate in the next few 
years. prM must take part in these developments and 
take leadership in the development and use of new tech-
nologies to improve functioning of persons with dis-
abilities;

 — the expectancy of independent and active living 
and quality life in the population also will further in-

crease. this will increase the demand of sophisticated 
and innovative rehabilitation programs and strategies;

 — as health costs will further increase it will be 
more and more required that treatments must be based 
on evidence and shown to be cost-effective. thus, the 
need for scientific studies in the field of PRM will fur-
ther increase;

 — last but not least, low and lower-middle income 
countries will have an increased demand for rehabilita-
tion service implementation and training of rehabilita-
tion professionals (this will be in particular the case in 
sub-saharian africa and some south-east asian coun-
tries). European prM will be challenged to contribute 
to the solution of this problem that has humanitarian, 
public-health and developmental impact.

from these examples, it is clear that the need for re-
habilitation will further increase in the future and many 
challenges lay ahead of us. it already has been stated 
that rehabilitation will be the health strategy of the 21st 
century.4 What consequences for prM can be derived 
from the above-mentioned challenges? this must be 
discussed in all European bodies for prM, and a Eu-
ropean strategy should be developed. however, some 
points can already be extracted: 

 — as the need for prM physicians will grow, we 
must ensure:

 − a sufficient capacity of residency and training 
programs and attract young doctors to a career 
in prM 

 − a sufficient number of physicians are trained 
in prM (this is mainly a political issue)

 − available and fully qualified rehabilitation 
professionals to be part of the rehabilitation 
team

 — We must make sure that the future prM physi-
cians have sufficient skills and aptitudes to train pa-
tients with severe and comprehensive problems and in 
all phases and at all levels of health care. this includes

 − rehabilitation in elderly people 
 − rehabilitation in the acute and early post-
acute phases

 − “high-end” rehabilitation for patients with 
complex and specific needs, such as organ 
transplantation, regenerative therapies, mul-
tiple trauma, SCI specific types of malignancy 
and many others
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 − Knowledge and experience in modern reha-
bilitation technology

 − skills in solving complex psychosocial prob-
lems

 — it has to be discussed whether different accredi-
tation prM areas will be needed in the future such as 
“rehabilitation for the Elderly”, “acute rehabilita-
tion,” “pain rehabilitation,” “sci and tbi rehabilita-
tion,” “Vocational rehabilitation,” “Musculoskeletal 
rehabilitation,” “cardio-respiratory rehabilitation,” 
“cancer rehabilitation,” and others.

 — Research activities must be significantly in-
creased and improved, including pathophysiology of 
disabling health conditions, mechanism of rehabilita-
tion interventions, assistive technologies, outcomes of 
rehabilitation programs.

 — strategies to adequately react to the societal chal-
lenges in Europe and the neighboring regions must be 
developed within the prM community, e.g. response to 
the demographic change, the expectation shift of soci-
ety, the need for more rehabilitation in low resources 
countries etc. 

another challenge needs to be taken into consider-
ation (that also may be an opportunity). other health 
professionals improve their knowledge and skills and 
tend to do rehabilitation on their own and/or claim 
to take leadership of the rehabilitation team. in some 
countries, professional groups of therapists fight against 
prM physicians and claim for the care of the entire re-
habilitation process. in many other countries, there is a 
good collaboration respecting each other’s tasks and ex-
pertise for working in a team. of course, it cannot be ac-
cepted if one profession denies the role of another and in 
particular rehabilitation collaborative multi-profession-
al teamwork under the leadership of prM physicians 
must be the guiding principle.5 it must be welcomed if 
any health profession intends to cooperate properly for 
the care of persons with disabilities or disabling condi-
tions, participating in the multi-professional team under 
the leadership of a prM physician. also, all valid con-
tributions of scientific research from any rehabilitation 
professional are welcome, when integrated in a multi-
professional team work, including a prM physician. 
another important challenge could become the pressure 
of National health systems, but also of patients, to bet-
ter face the burden of disability and ageing, that could 
end-up in the creation of new prM services in the hand 

of non-prM physicians, i.e. other specialists entering 
into the field of PRM. This could in fact also be the 
result of a shortage of prM physician’s workforce, due 
to the increased needs. governments and ministries of 
health should create or develop the prM specialty in 
the countries where it does not exist yet or the prM 
physicians are very few; they must create the conditions 
for the training of medical specialists of prM in their 
countries (or at an early stage, with training in other 
countries with recognized expertise and suitability of 
training). the free movement of professionals among 
the European union states, in this case of the prM 
physicians, must be encouraged and facilitated. all in 
all, it seems to be clear that physical and rehabilitation 
Medicine specialty needs to work very intensively on 
the solution of future problems and take its responsibil-
ity for society, the health systems and the individuals 
suffering from severe and/or long-term health condition 
experiencing disability. 

Education

We are currently facing an impressive increase in 
life expectancy in both high and low or middle-income 
countries. population ageing together with reduced 
mortality following severe injury and acute illness will 
result in an increased need for rehabilitation services in 
all European countries, where the expectation of a high 
quality of life will also increase. Moreover, technology 
development has favored a widespread access to infor-
mation, leading disable people to claim for appropriate 
rehabilitation delivery, for equitable access to hospital 
and community facilities and for a responsible care of 
their chronic health problems. last, but not least, the 
two recent decades have seen an exponential develop-
ment in assistive and information technology, domot-
ics, bioengineering, robotics and tele-rehabilitation; at 
the same time, the knowledge on the neural bases of 
motor control, decision making and functional recovery 
has flourished: the interdisciplinary research combin-
ing the neuroscience with engineering potential is ex-
pected to provide the rehabilitation professionals with 
a wide range of innovative diagnostic and therapeutic 
tools. as a result, the standard of rehabilitation care 
(including quality assurance and treatments based on 
scientific evidence) and of PRM physicians’ education 
as well, will be expected to grow. postgraduate prM 
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training will have to stimulate future specialists to adopt 
a rigorous scientific approach to clinical practice and 
cultivate their disposition towards continuous learn-
ing and self-assessment. Moreover, in order to satisfy 
a growing demand for services, without renouncing to 
equity, prM physicians must be committed to assess 
and safeguard the sustainability of care pathways and 
treatment protocols, in strong alliance with policy mak-
ers. the increased circulation of Eu citizens beyond 
national borders will be a further stimulus towards the 
need for harmonization of prM training and rehabilita-
tion delivery, across the European countries. all in all, 
these evolutions will require to be faced at two levels: 
undergraduate training, to improve the awareness about 
prM in future physicians; prM physicians’ specialist 
training, on one side to increase their number due to 
the increased needs, on the other to improve their com-
petence and capacity to manage more patients with re-
ducing resources (using technology, but also adopting 
best practices on the base of efficacy, effectiveness but 
also efficiency). These challenges will be faced through 
the actions of the uEMs-prM board, with its contribu-
tion in defining the core-curricula for undergraduate and 
specialists training.

Research

speaking for future is always a big challenge. More-
over, when research is involved, there is another factor 
beyond unpredictability of human events: the unpre-
dictability of researchers and of the ways in which 
knowledge grows, that are rarely drivable from outside. 
Nevertheless, there is a certainty in prM: research is 
steadily growing,6 and this will lead to big changes in 
our perspective. the rate with which general knowl-
edge of the human being increases continually: this 
means that the future of research is even faster than 
what usually expected. in this chapter, instead of mak-
ing any real pre-vision, we will look at the overall sce-
narios challenging research, and their respective needs. 
in a general scenario, we are facing a period of shrink-
ing resources. the continuous improvement of medi-
cine drove to growing rate of survivals, leading to age-
ing of the population and increase of disability and 
chronic conditions. unfortunately, all health systems in 
Europe have reached what is considered to be their 
maximum possibility of absorbing resources (between 

7% and 10% of the gross country incomes), and conse-
quently research should focus on how to do with less 
expenses the same (or even better) procedures. a rapid 
development of molecular and genetic research will re-
veal backgrounds for different disorders with decreased 
function, for individual abilities for rehabilitation and 
an increased knowledge of neural plasticity. this will 
have an impact on the other parts of the icf spectrum 
and it urges prM to be an active part of translational 
research. another interesting point is the progressive 
increase of technology. apparently in medicine we are 
facing the same process faced in industrial production 
more than a century ago: technology seems to allow to 
increase our results, and in prM this happens mainly 
through robotics and prosthetics/orthotics, but also with 
virtual reality and game-therapies. another clear chal-
lenge of modern European societies is the progressive 
movement of medical needs from into and out of hospi-
tals: people want to stay home and prefer to be treated 
there, chronicity is increasing, and hospitals cost a lot. 
At the same time, telemedicine is growing in all fields 
of medicine. all these situations greatly challenge prM 
and its research. this can clearly be combined with the 
need of increasing person-centered outcomes that are 
the most meaningful for both our patients and societies. 
another crucial challenge is the need of a different dis-
tribution of funding, since the old ones are totally based 
on body anatomy/function specialties.7 the routine of 
prM work is greatly changing. While the introduction 
of the acute phase is already well established, new phas-
es are being more studied and refined, like pre-habilita-
tion,8 and/or maintenance or post-rehabilitation. this 
challenges all prM organization, that should probably 
move to a transversal department including all prM 
physicians and allied professionals to help the patients 
move properly in the various phases: stroke units or 
spinal cord injury units are already described, but the 
problem is common to all pathologies and not only to 
these two. another challenge is the improvement of 
competencies, both clinical and organizational, of allied 
professionals, that involves our actual professional po-
sition and makes it evolve. The challenge of classifica-
tions (icf, but not only) and reimbursement of prM 
treatments remains world-wide relevant and not re-
solved. the place of prM in the general picture of 
health is becoming more and more clear. all these chal-
lenges in a PRM context would need specific research. 
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but research about organization is on the one hand more 
difficult and on the other, less rewarding in terms of Im-
pact Factor. Financing is consequently more difficult, 
but nevertheless, it is urgently needed. in a general re-
search scenario, there are some clear trends. lower 
level research remains very practiced, but Evidence 
based Medicine has clearly shown the importance of 
running randomized controlled trials (rcts). at the 
same time the importance of clinical expertise and pa-
tient preferences is growing, with new qualitative re-
search methodologies being applied, including Narra-
tive Medicine. Translational studies in order to find 
correlates between molecular findings and function, 
activity and participation become more and more im-
portant. In pharmacology, to be able to find little chang-
es resulting from treatments, rcts involve now thou-
sands of patients: this calls for the creation of big 
networks, but also for a lot of money to do research. on 
the same trend is the increased production of metanaly-
ses and metastudies, with the creation of big databases 
and the call for open access data. the creation of regis-
ters and the development of observational studies from 
these clinical databases is increasing too: the difference 
from rcts is that they offer real clinical everyday 
world information, sometimes strikingly different from 
the results coming from experimental trials, that look 
by definition to very specific and well selected popula-
tions. the concept of big data analysis is applied to clin-
ics and all these data bases. in prM we are far from 
these consequences, but we are at the same time inside 
them. Networks, data bases, open data are challenges to 
be faced. anyway, we also cannot ignore that we are 
still looking if some treatments have any efficacy, and 
this can be achieved also with studies involving reduced 
populations; it cannot be ignored that our patients are 
almost always carrying many co-morbidities, and this 
makes observational trials and registers very interesting 
for us. all these research challenges could become oc-
casions for growth. in the meantime, we cannot ignore 
that the general picture characterizes how research is 
financed: to avoid being excluded, we must in any case 
fit to this overall picture. Finally, a PRM research sce-
nario. functional assessment and outcome measure-
ments are key factors still underdeveloped: we have 
now some tools, but the way is still long to go. More-
over, technology is increasing its help, but still needs to 
be made totally clinically meaningful. the understand-

ing of what prM is,9 makes us move also inside the 
so-called humanistic research, with its challenging 
qualitative methodology, while medical science is still 
dominated by the quantitative research methods and ap-
proaches. also statistical analysis changed in these 
years: a clear example is rasch analysis (a statistical 
approach to improve our outcome instruments based on 
questionnaires) and its importance in prM. this is 
probably only an example, and in prM there is the need 
to move forward beyond the classical statistics to un-
derstand how to better manage our data. prM is by 
definition multi-professional, since it involves all the 
other non-physician members of the team. as in prM, 
rehabilitation professionals also find that there are 
methodological problems to develop good and adequate 
research on their specific areas of interests. A good ter-
minology, specific definitions of most of the practices 
applied to rehabilitation and measurement instruments 
are still lacking. We miss compliance. Good definitions 
are not yet refined on how to describe rehabilitation 
practices (even if some attempts have been made 10 — 
and recently adopted also by prM journals 11 — and 
this applies to the material and methods section: re-
search results are, most of the time, not replicable by 
other teams, since there are too many unknowns. fur-
ther basic work still needs to be well defined — as do 
the research results and their applicability. these are 
only some examples of the actual challenges of the 
prM research scenario, but it is clear how much all the 
world of prM science production is involved includ-
ing, beyond researchers, also editors and third party 
payers. in conclusion, prM research will face in the 
next years a series of challenges, coming from the gen-
eral and prM scenarios, as well as from research in 
general and specifically PRM research. If faced prop-
erly, through adequate research, performed with ade-
quate methods, and presented with adequate quality of 
scientific writing, all these challenges will become oc-
casions for growth of the reputation and importance of 
our prM specialty.

Harmonizing the development 
of PRM across Europe

the harmonization of prM across Europe is an on-
going process faced by the uEMs prM section and 
board, in collaboration with the European society of 
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prM and the European academy of rehabilitation 
Medicine. as a consequence, what will be done in the 
next future will be the direct prosecution of what has 
been done until now, and will be presented below. life 
expectancy is increasing in both developed and devel-
oping countries. More importantly, improvements in 
survival following injury and illness, as well as an age-
ing population will result in an increased need for re-
habilitation services in all European countries, where 
the expectation of a high quality of life will also in-
crease.12

as a result, rehabilitation systems have to be devel-
oped continuously considering the following principles:

 — rehabilitation following injury or illness and in 
chronic conditions is a basic human right;13

 — equitable and easy access to all aspects of reha-
bilitation including specialist rehabilitation medicine, 
assistive technology and social support for the entire 
population in Europe; 

 — uniformly high standards of care in rehabilita-
tion, including quality assurance and treatments based 
on scientific evidence;

 — a scientific basis to develop rehabilitation models 
and standards of care to guide clinical practice. 

in particular, the professional practice committee 
(ppc) of the uEMs prM section has worked exten-
sively over many years to describe the professional 
competence of prM physicians. this is shown by the 
publication of papers in international journals. the 
White book of prM in Europe, which was published 
in 2006 in two referred prM journals and the cur-
rent 3rd edition of the White book is one example of 
the contribution of the ppc and the high standard of 
collaboration with the other European prM bodies. 
a series of published research papers for the role and 
competence of prM physicians have been collected in 
an e-book under the title “the field of competence of 
the physical and rehabilitation Medicine physicians – 
part one.” 14 this e-book contains the following pub-
lished papers:

 — action plan of the professional practice commit-
tee-uEMs physical and rehabilitation Medicine sec-
tion: description and development of our field of com-
petence;15

 — describing and developing the field of compe-
tence in physical and rehabilitation Medicine in Eu-
rope — preface to a series of papers published by the 

professional practice committee of the prM section of 
the union of European Medical specialists (uEMs);16

 — interdisciplinary team working in physical and 
rehabilitation medicine;5

 — physical and rehabilitation medicine in acute set-
tings;17

 — physical and rehabilitation medicine programs in 
post-acute settings;18

 — physical and rehabilitation medicine and persons 
with long-term disabilities;19

 — new technologies designed to improve function-
ing: the role of physical and rehabilitation medicine 
physician;20

 — role of the physical and rehabilitation medicine 
specialist regarding of children and adolescents with ac-
quired brain injury;21

 — European models of multidisciplinary rehabilita-
tion services for traumatic brain injury;22

 — the role of physical and rehabilitation Medicine 
specialist in lymphoedema;23

 — generalized and regional soft tissue pain syn-
dromes. the role of physical and rehabilitation Medi-
cine physicians. the European perspective based on 
the best Evidence;24

 — inflammatory arthritis: the Role of Physical and 
rehabilitation Medicine physicians. the European per-
spective based on the best Evidence;25

 — osteoporosis: the role of physical & rehabili-
tation Medicine physicians. the European perspective 
based on the best Evidence;26

 — osteoarthritis: the role of physical & rehabili-
tation Medicine physicians. the European perspective 
based on the best Evidence;27

 — spinal pain management: the role of physical 
and rehabilitation Medicine physicians. the European 
perspective based on the best Evidence;28

 — local soft tissue musculoskeletal disorders and 
injuries. the role of physical and rehabilitation Medi-
cine physicians. the European perspective based on 
the best Evidence;29

 — shoulder pain management. the role of physical 
and rehabilitation Medicine physicians. the European 
perspective based on the best Evidence;30

 — musculoskeletal perioperative problems. the 
role of physical and rehabilitation Medicine physi-
cians. the European perspective based on the best Evi-
dence.31
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research continues in the ppc for the competence 
of our physicians in other health conditions and the re-
sults will be first published in referred journals. Also, 
the intensive work continues in the other committees in 
close collaboration with the European society and the 
European academy. the aim is to give helpful e-books 
to our colleagues for their daily practice and for defend-
ing and promoting the prM specialty among medical 
professionals of other specialties and in the negotiations 
with the authorities of national health systems. a very 
important and significant work is done in the Clinical 
affairs committee (cac) of the uEMs prM section 
concerning the accreditation of quality of care programs 
in Europe. this work continues with the contribution of 
all the members of the cac. as an example of the work 
in front of us to achieve all these goals, we present here 
the uEMs prM section and board ambitious action 
plan set for the period 2014-2018:

a. general:
1. further development of the relations with 

uEMs
2. development of the relations with all the oth-

er uEMs sections & boards, especially with 
the relevant to prM sections

3. close cooperation with the EsprM and 
EarM: revision of the 2006 White book 
of prM in Europe, coordinated action plans 
(with avoidance of redundant actions)

4. balanced cooperation with isprM and other 
international prM bodies

5. development of relations with the Who ser-
vices for disability and rehabilitation (dar)

6. promote the Who action plan for disability 
and implement some actions to practically 
implement it

7. change the title of prM specialty in annex V 
of the EU Directive of Professional Qualifi-
cations to “physical and rehabilitation Medi-
cine” and the minimum training period from 
3 to 4 years

8. support the development of Medical rehabil-
itation systems in Eastern European countries 
(e.g. russia, ukraine etc.)

9. reorganize the website to promote our sec-
tion and board activity

10. circulate our documents to the other uEMs 
sections & boards to inform for our activities

11. promote the implementation of the icf (in-
ternational Classification of Functioning, Dis-
ability and health) into the daily practice of 
the prM physicians.

b. board:
1. Increase the participants for Board Certifica-

tion by Examinations by:
a. giving special incentives for a period of 

2-3 years.
b. advertising intensively through NM and 

national prM societies the validity of be-
ing fellow of the EbprM which is a “seal 
of Excellence” on European level.

c. publishing of a paper promoting the status 
of a European board fellow (advantages, 
benefits, ways of achieving the Fellow-
ship). 

d. cooperating with interested countries, the 
board Examinations to be the national the-
oretical Examinations.

2. increase the number of accredited training 
sites in each Eu country

3. Increase the Recertifications of Fellows, Se-
nior fellows, trainers and training sites.

4. E-book for the pre-graduate prM lessons.
5. harmonisation of the prM curriculum and 

training among the Eu countries. re-write it 
in details for including it in the revised White 
book of prM in Europe.

6. support continuing medical education and 
research in PRM field (accreditation of Euro-
pean congress and teaching programmes, e-
books and selected resources, etc.).

c. professional practice committee:
1. E-book for the field of competence of prM 

physicians – part 2.
2. publication of the papers on the role of prM 

in several services, need for the E-book.
3. cooperation for the cochrane rehabilitation 

field.
4. develop standards of practice in Europe. 

d. clinical affairs committee:
1. further development of the European accred-

itation of quality of care programs.
2. position paper on patients’ rights.
3. harmonized guidelines of prM services on 

European level.
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4. promote standards of ambulatory rehabilita-
tion. 

E. permanent working group on balneology:
1. collect all papers for EbM balneology ser-

vices
2. publish a position paper on balneology.

another example on how to face the future harmo-
nization is the opening of dialogue and relations in 
2014 for prM specialty with physicians from rus-
sia, practicing a part of rehabilitation Medicine or of 
physical Medicine. they wished to collaborate with 
the uEMs prM section and board to transform the 
way of their practice according to the model of the 
Western Europe and eventually create the specialty 
of physical and rehabilitation Medicine in russia. a 
plan was set up in cooperation with the russian as-
sociation called arur (all russian union rehabili-
tators). four seminars were organized of one week 
each and were attended by 35 russian colleagues, 
consultants of several russian rehabilitation depart-
ments. The first seminar was organized in Vilnius 
in december 2014, the second in Moscow in March 
2015, the third in Kazan in June 2015 and the fourth 
in december 2015. the lectures presented covered all 
the fields of PRM specialty as they are described in 
our curriculum. since september 2015 a pilot project 
started in thirteen regions of russia for comparing 
the old system of rehabilitation with the new system. 
the project lasted for one year and the section was 
asked for reviewing the process of this project. sever-
al professors accepted to contribute their knowledge 
and experience. they travelled all the 13 regions of 
the project, from Moscow to st. petersburg to Kazan, 
to Vladivostok, to siberia to urals, to samara etc. the 
attendants of the seminars carried out the project suc-
cessfully with enthusiasm and they have started teach-
ing other younger physicians in russia to become 
PRM physicians in their own country for the benefit 
of their patients. the collaboration of arur with the 
section and board will continue in the long run and 
delegates from arur participate as observers to the 
meetings of the section and board and of the Europe-
an society as well. in 2016, the uEMs prM section 
was asked by the newly found ukrainian society of 
prM, to help for transforms in the country concerning 
the practice of rehabilitation and implementing the 
Eu standards for physical and rehabilitation Medi-

cine. the plan followed was to a large extent the same 
as the one described above for russia.

Contribution to policy planning

prM specialty should be a major contributor to the 
establishment of modern health policies due to its spe-
cific focus on functioning and the entire person, in-
stead on single diseases. the binomial health/disease 
relation is still more focused on “pathogenesis” (ap-
proach focusing on factors that cause disease) rather 
than in “salutogenesis” (approach focusing on fac-
tors that support human health and well-being). this 
paradigm however is slowly changing. Nevertheless, 
there isn’t yet sufficient awareness of the population 
and of the politicians for the relevance of functioning 
in what it really represents to health (in its holistic 
sense) and to the socioeconomic consequences of dis-
ability. it is a fact that statistical reports and political 
attention goes more to the figures of childhood mor-
tality rate, diseases incidence and prevalence or life 
expectancy rather than on functional scales such as 
health quality of life, functional independence mea-
sure, healthy life expectancy (halE) or disability-
adjusted life-years (dalys). it is of course an ethical 
principle to make all our efforts to make people sur-
vive; also, it is normal that it was the most important 
focus in Europe before the progresses of medicine 
in the last centuries. Nevertheless, it does not seem 
logical that with better chances of survival, patients 
are not given the necessary support to achieve a good 
life. Moreover, it is quite absurd measuring “health” 
by scales of mortality or evaluating our life by sta-
tistics of death. We all know that, while reaching the 
excellent figures of such a low rate in childhood mor-
tality rate, we find ourselves with a significant num-
ber of severely disabled children, who also ethically 
deserve all our dedication. the same could be said 
with people that survive after very severe traumatic 
injuries, serious diseases or either live much longer 
under chronic and disabling conditions. they all de-
serve the needed rehabilitation care. While prM fo-
cused its attention on all these aspects, this is not yet 
clear to politicians and the general population. icf 
has been developed by the World health organization 
and taken up by prM as its reference framework. this 
is not yet true at a more general level, even if there 

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 319

challENgEs aNd pErspEctiVEs for thE futurE of prM EuropEaN physical aNd rEhabilitatioN MEdiciNE bodiEs alliaNcE

lic or private) should take into account the possible 
need of rehabilitation interventions after a trauma, an 
acute illness or within a chronic condition that may 
appear along our lives. in policy making, rehabilita-
tion systems have to be developed continuously con-
sidering the following principles:

 — rehabilitation following injury or illness and in 
chronic conditions is a basic human right;

 — equitable and easy access to all aspects of reha-
bilitation including specialist rehabilitation medicine, 
assistive technology and social support for the entire 
population in Europe; 

 — uniformly high standards of care in rehabilita-
tion, including quality assurance and treatments based 
on scientific evidence; 

 — a scientific basis to develop rehabilitation models 
and standards of care to guide clinical practice. guide-
lines, pathways and recommendations should be imple-
mented with the participation of prM.

 — in order to reach these the following measures are 
required: 

 — to improve the general understanding and aware-
ness of the needs of people with disabilities;

 — to publicize the benefits of rehabilitation. This 
will lead to a culture in which access to adequate reha-
bilitation is seen as a basic human right;

 — to deepen the understanding and cooperation be-
tween non-governmental organizations of people with 
and the specialty of prM; 

 — to establish comprehensive rehabilitation facili-
ties across Europe with specialized and well-trained 
rehabilitation multi-professional teams led by prM 
physicians and well-resourced rehabilitation facilities. 
additionally, community based rehabilitation structures 
should be in place for the management of chronic dis-
abling diseases;

 — to set up systems to ensure that physical and re-
habilitation Medicine has sufficiently well-trained and 
competent prM physicians available in all European 
countries; 

 — to establish common high standards of care on 
the basis of current evidence. these should take into ac-
count quality control and access to assistive technology;

 — to incorporate new technical developments into 
prM practice. this has a great deal to offer in assisting 
rehabilitation to produce better outcomes. increasingly 
technology should contribute significantly to indepen-

are examples of applications not only in education, 
but even in fields like engineering and architecture. 
the contribution in the next years of prM in shifting 
the focus from mortality and morbidity only to health 
and functioning is crucial. another issue is the health 
resources distribution between services for acute and 
long-term health conditions, including disability and 
disabling health conditions. We see today the well-
established enormous effort in providing acute care, 
with the noble goal of saving the greater number of 
lives possible. conversely, there are no comparable 
investments on the immediate or subsequent care for 
the best recovery and to reach the maximal functional 
performance. Nevertheless, these investments would 
allow not only benefits for life quality and wellbeing 
of the patients, but also less expenses in future care. 
in the same line is all the hurry and priority to drive 
a patient to acute emergency units, while rehabilita-
tion is frequently neglected or delayed. assistance on 
acute states should be made comparable to support 
on the recovery process. in this endeavor, prM is the 
medical specialty able to provide governments with 
the necessary expertise in planning rehabilitation pol-
icies according to the population needs. prM is able 
to help the planning of efficient Rehabilitation Care 
Networks; to give its expertise to develop facilities, 
equipment and human resources; to build the more 
desirable operative models. another growing issue, is 
the concern about chronic patients continuously mov-
ing from one facility to another without a specific or-
ganizational model. While general practitioners can 
offer the adequate competence in front of new mor-
bidities, the patients disabled or with disabling health 
conditions or with chronic conditions facing relapses 
or requiring continuous care and maintenance, need a 
harmonization of their care creating a continuum of 
care throughout the actually existing “silos” of the 
National health systems in Europe. chronic patients 
and disabled people move from acute to post-acute to 
long-term to outpatients to home care in various mo-
ments during their personal clinical history: this re-
quires coordination. National health services should 
have specialized departments concerning rehabilita-
tion care, and prM should raise the knowledge about 
this need. the legislation should take into consider-
ation the right to rehabilitation care by the popula-
tion. this means that all the health insurances (pub-
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dent living and quality of life of people with disabilities 
in Europe; 

 — to promote scientific activities and research in the 
field of rehabilitation with adequate funding to improve 
the outcomes for those experiencing disabilities; 

 — to support an environment where people with dis-
abilities can fully participate in society. the prM phy-
sician will work with people with disabilities in further-
ing this aim. 

all these measures will better enable people with dis-
ability to contribute to society substantially.
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competent in Rehabilitation. He or she alone can take 
responsibility for modifying the prescribed or alter its 
administration, taking account of the advice and suggestions 
proposed by the other members of the team, through their 
professional relationship with the patient, at the regular team 
meetings. 
In all cases, the final decision and responsibility rest entirely with 
the competent medical practitioner in medical charge."  

Approved unanimously by the executive committee of the UEMS, 
in BRUSSELS the 28 April 1989 

Approved by the General Assembly of the "Standing committee of 
European Doctors" in 1990 

 

 

 

B. Reychler                                                     Dr. Bernard Maillet 
Managing Director                                          Secretary General 



O Papel e Competências dos Médicos PRM numa Equipe 

Multiprofissional 

(Tradução livre de “The Role and Competencies of PRM Physicians in a Multi-
professional Team”, UEMS PRM SECTION) 

 
Uma poderosa equipe multiprofissional é uma das ferramentas de gestão mais importantes e 

cruciais disponíveis em MFR porque, nas condições adequadas, pode produzir soluções de 

maior qualidade e decisivas do que um líder ou qualquer membro pode conseguir sozinho. O 

trabalho em equipe bem sucedido produz melhores resultados do paciente em uma série de 

distúrbios, por exemplo, após um acidente vascular cerebral. Os principais componentes das 

equipes bem-sucedidas nos programas de MFR incluem objetivos, acordo e entendimento 

acordados sobre a melhor forma de alcançá-los, uma equipe multiprofissional com 

conhecimentos e habilidades relevantes, confiança mútua e respeito e disposição para 

compartilhar conhecimento e experiência (1). 

A Seção UEMS PRM promove e recomenda este padrão de trabalho em equipe. Os 

especialistas MFR têm um papel crucial e criativo a desempenhar em equipes 

multiprofissionais; o seu treino e experiência permite lhes diagnosticar e avaliar a gravidade 

dos problemas de saúde, um pré-requisito para uma intervenção segura. A duração da 

formação é de 4 a 5 anos na Europa e inclui conhecimento e análise crítica de estratégias de 

reabilitação baseadas em evidências. Os médicos MFR estão, portanto, bem preparados para 

coordenar os programas de MFR, desenvolvem e avaliam novas estratégias de gestão e podem 

ter uma visão holística do cuidado de um paciente individual. O plano de fundo, as habilidades 

e aptidões eo papel dos médicos de MFR no processo de reabilitação são descritos no Livro 

Branco sobre Medicina Física e de Reabilitação na Europa (2). 

A equipe deve trabalhar com doentes e suas famílias para negociar e concordar com metas de 

tratamento apropriadas, realistas e oportunas dentro de um programa de reabilitação 

coordenado. Essas metas devem ser centradas na pessoa, não devem ser impostas ao 

indivíduo e devem ser endossadas pela equipe como um todo e não por um único profissional. 

Os objetivos também precisam ser ajustados repetidamente à medida que o programa MFR 

prossegue. As equipes efetivas devem incluir uma ampla gama de conhecimentos, aptidões e 

habilidades profissionais e os membros incluirão principalmente: médicos de MFR, 

enfermeiros de reabilitação, fisioterapeutas, terapeutas ocupacionais, audiologistas, 

psicólogos clínicos, assistentes sociais, ortoprotésicos, engenheiros de reabilitação e 

nutricionistas. Também podem ser necessários clínicos adicionais, dependendo do campo 

clínico e das necessidades e objetivos específicos de cada paciente. Por outro lado, para alguns 

pacientes e em determinados estágios em seus programas de MFR, apenas algumas das 

profissões acima, além do médico de MFR, estarão envolvidas. Deve-se notar que, em muitos 

estados da Europa, a decisão de envolver membros específicos da equipe recai sobre o 

médico, que também possui responsabilidade médico-legal para as pessoas sob seus cuidados. 

Em outros estados, tais decisões e a responsabilidade legal são compartilhadas entre os 

membros da equipe. Portanto, o método de trabalho deve estar de acordo com o padrão de 

responsabilidade médico-legal de cada país. 



Os membros da equipe devem ser adequadamente qualificados. O conhecimento e o respeito 

pelas habilidades e aptidões dos outros membros da equipe são obrigatórios. Cada membro da 

equipe deve reconhecer o conhecimento e habilidades específicas que ele / ela pode oferecer 

ao programa de MFR. As seguintes são algumas das competências tipicamente associadas a 

profissões específicas, embora uma sobreposição considerável ocorra na prática: 

• Médicos de MFR: diagnóstico da patologia subjacente e deficiências, avaliação e tratamento 

médico, tratamento de instalação e plano de reabilitação, prescrição de tratamentos 

farmacológicos e não farmacológicos e avaliação de resposta a estes. 

• Enfermeiros de reabilitação: abordando e monitorando necessidades diárias de 

atendimento. Experiência na gestão da viabilidade tecidual e problemas de continência. 

Fornecer apoio emocional aos pacientes e suas famílias. 

• Fisioterapeutas: avaliação detalhada de problemas de postura e movimentos, administração 

de tratamentos físicos, incluindo exercícios para restaurar o movimento e aliviar a dor, etc. 

• Terapeutas ocupacionais: avaliação do impacto de problemas físicos ou cognitivos nas 

atividades da vida diária, retorno ao trabalho, educação e / ou atividades de lazer, etc. 

Fornecer experiência em estratégias que podem ser usadas pelo paciente e sua família e 

adaptações ambientais para facilitar a independência. 

• Terapeutas de fala: avaliação e tratamento de distúrbios de comunicação e de deglutição 

 • Psicólogos clínicos: avaliação detalhada de problemas cognitivos, perceptivos e emocionais / 

comportamentais. Desenvolvimento de estratégias para gerenciá-las com o paciente, sua 

família e com outros profissionais de saúde. 

• Assistentes sociais: promoção da participação, reintegração da comunidade e apoio social. 

• Prótesicos e engenheiros de reabilitação: conhecimentos especializados na provisão de 

tecnologias que vão desde talas e membros artificiais a controles ambientais para abordar 

limitações funcionais, por exemplo, perda de membros, perda de mobilidade independente, 

perda de capacidade de comunicação. 

 • Nutricionistas: avaliando e promovendo nutrição adequada 

Para que os programas MFR funcionem de forma otimizada, os membros da equipe 

interprofissional devem entender sua contribuição específica para a via de atendimento de 

cada paciente. Outros profissionais de saúde são treinados para um alto nível de 

especialização para avaliar deficiências específicas em seus campos. No entanto, os médicos 

de MFR têm a responsabilidade exclusiva de fornecer uma descrição integrada do padrão de 

patologias e deficiências de um indivíduo. Os pacientes em que os problemas complexos estão 

exercendo um impacto significativo no funcionamento de acordo com a ICF (3), são melhor 

atendidos por programas MFR cuidadosamente organizados sob a direção de um especialista 

em Medicina Física e de Reabilitação. Isto aplica-se a ambientes internos e ambulatórios, bem 

como a práticas privadas. 
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The Role and Competencies of PRM Physicians in a Multi-professional Team. 

A powerful multi-professional team is one of the most important and crucial management tools available in 

PRM because under the right conditions it can produce higher quality and more decisive solutions than a 

leader or any member could achieve alone. Successful team work produces better patient outcomes in a 

range of disorders, for example after a stroke. The key components of successful teams in PRM programmes 

include agreed aims, agreement & understanding on how best to achieve these, a multi-professional team 

with relevant knowledge & skills, mutual trust & respect and willingness to share knowledge & expertise (1). 

UEMS PRM Section promotes and recommends this pattern of team work. PRM specialists have a crucial and 

creative role to play in multi-professional teams; their training and experience enables them to diagnose and 

assess severity of health problems, a prerequisite for safe intervention. The duration of their training is 4 to 

5 years in Europe, and includes knowledge and critical analysis of evidence-based rehabilitation strategies. 

PRM physicians are therefore well-prepared to coordinate PRM programmes, develop and evaluate new 

management strategies and able to take holistic view of an individual patient’s care. The background, the 

skills and aptitudes and the role of PRM-physicians in the rehabilitation process is described in the White 

Book on Physical and Rehabilitation Medicine in Europe (2). 

The team should work with people with disabilities and their families to negotiate and agree on appropriate, 

realistic and timely treatment goals within an overall coordinated rehabilitation programme1. These goals 

should be person-centred, should not be imposed on the individual and should be endorsed by the team as 

a whole rather than by a single professional. Goals also need to be adjusted repeatedly as the PRM 

programme proceeds. 

Effective teams must include a wide range of knowledge, aptitudes and professional skills and members will 

primarily include: PRM physicians, Rehabilitation Nurses, Physiotherapists, Occupational Therapists, Speech 

Therapists, Clinical psychologists, Social workers, Prosthetists-orthotists and rehabilitation engineers, 

Dieticians. Additional clinicians may also be required, depending on the clinical field and specific needs and 

goals of each patient. On the other hand, for some patients and at certain stages in their PRM programmes, 

only a few of the above professions besides the PRM physician, would be involved. It should be noted that in 

many states of Europe the decision to involve particular team members rests with the physician, who also 

holds medico-legal responsibility for people under his/her care. In other states, such decisions and the legal 

responsibility are shared amongst team members. Therefore, the method of working must be in keeping 

with each country’s pattern of medico-legal responsibility. 

Team members must be appropriately qualified. Knowledge and respect for the skills and aptitudes of the 

other team-members is required. Each team member should recognise what particular knowledge and skills 

he/she can offer to the PRM programme. The following are some of the competencies typically associated 

with specific professions, although considerable overlap occurs in practice: 

 PRM Physicians: diagnosing the underlying pathology and impairments, medical assessment and 

treatment, setting-up treatment and rehabilitation plan, prescription of pharmacological and non-

pharmacological treatments and assessment of response to these. 
 Rehabilitation nurses: addressing and monitoring day to day care needs. Expertise in the 

management of tissue viability and continence problems. Providing emotional support to patients 

and their families.   
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 Physiotherapists: detailed assessment of posture and movement problems, administering physical 

treatments including exercise to restore movement and alleviate pain, etc.   

 Occupational Therapists: Assessing the impact of physical or cognitive problems on activities of daily 

living, return to work, education &/or leisure activities, etc. Providing expertise on strategies that 
can be used by the patient and his/her family and environmental adaptations to facilitate 

independence.    

 Speech Therapists: Assessing and treating communication  and swallowing disorders 

 Clinical psychologists: detailed assessment of cognitive, perceptual and emotional/behavioural 

problems. Development of strategies to manage these with the patient, his/her family and with 
other health professionals.  

 Social workers: promoting participation,  community re-integration and  social support   

 Prosthetists, orthotists and rehabilitation engineers: expertise in the provision of technologies 

ranging from splints and artificial limbs to environmental controls to address functional limitations, 
for example, following limb loss, loss of independent mobility, loss of ability to communicate. 

 Dietitians: assessing and promoting adequate nutrition  

 

For PRM programmes to function optimally, inter-professional team members must understand their specific 

contribution to each patient’s care pathway. Other health professionals are trained to a high level of 

expertise to assess specific impairments within their fields. However, PRM physicians have a unique 

responsibility for providing an integrated description of an individual’s pattern of pathologies and 

impairments. Patients in whom complex problems are exerting a significant impact on functioning according 

to the ICF-model (3), are best served by carefully organized PRM programmes under the direction of a 

specialist in Physical and Rehabilitation Medicine. This applies to both in-patient and ambulatory settings as 

well as to private practice. 
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President of the Portuguese Society  

of Physical and Rehabilitation Medicine 

Prof. Catarina Aguiar Branco 
8

th
 November, 2016. 

 

Re:  Memorandum of Understanding between CPME and the European Region of the World 

Federation of Physical Therapists. 

 

Dear Prof. Branco, 

 
The above document was discussed several times by the Executive Committee of UEMS and recently during 

the UEMS Council in Brussels (20-22/10/2016) in the presence of the representatives of all the European 

national medical associations and of all the specialties’ Sections. The president of UEMS informed us that 
during a direct communication with the president of CPME, who signed the Memorandum, the contents of 

this document were discussed, asking him the purpose of signing such a Memorandum and the explanation 

of some crucial sentences included in the Memorandum. 

 
The CPME president stated that the synthesis of the Memorandum was asked and done by the 

physiotherapists. He couldn’t imagine that this document was going to be used by them in several EU states, 

with a request from NHS the physiotherapists to accept directly patients by-passing the medical profession 
and the necessary medical differential diagnosis. The expression of recognising the independence of the 

physiotherapists’ profession by the medical profession was for the stage after the medical diagnosis of a 

problem and refers to fields where the physiotherapists are competent for treatments. The differential 
diagnosis is the responsibility of the medical profession worldwide and protects the patients from 

malpractices. Furthermore, if the differential diagnosis concerns a kind of disability for an inpatient or 

outpatient which needs rehabilitation programme, the physiotherapists have to participate to the 

rehabilitation team, under the leading of a physician and especially of a Physical and Rehabilitation 
Medicine specialist. Their independency is far beyond this stage and refers to their practice in the 

physiotherapy departments for the several treatments. Any other approach increases the costs of the 

rehabilitation process and not the opposite, as maybe the physiotherapists like to state. 
 

The expression in the MoU of  the principle of medical neutrality in this case is extended up to the mutual 

understanding and cooperation among the medical profession and the several paramedical professions. It 
cannot exceed situations that put in danger the patients’ safety, which is another very significant principle 

practiced and protected by the medical profession. 

 

Therefore, the aim of MoU was signed to prove the good will for cooperation between the two professions 
and not to put in danger the patients’ safety. This has to be considered very seriously by the several national 

health systems in European Union, which of course control the economics of the health systems and the 

protection of the patients as well. 
 

The UEMS Council has decided to start a survey concerning the by-passing of the medical profession by the 

several paramedical professions among the EU national medical associations. The results will be evaluated 

and the UEMS EC will contact the European Commission to take serious measures concerning all the EU 
states. 

 

Best Regards, 

 
Pr. Nicolas Christodoulou, 

President of the UEMS PRM Section. 



 

 

 

 

Memorandum of Understanding between the  

European Region of the World Confederation for Physical Therapy / 
Physiotherapy (ER-WCPT) 

and the 

Standing Committee of European Doctors (CPME) 

 

ER-WCPT and CPME affirm their commitment to working towards high quality health and 
healthcare for every patient in Europe. With this Memorandum of Understanding both partners 
endorse their shared understanding of the importance of promoting these objectives in all 
policies. 

ER-WCPT and CPME commit to working in partnership and co-operation on the following topics:  

Patients’ rights:  

 The partners will continue to use their voice to defend the right of every patient to access the 
highest possible quality of preventative and curative healthcare across the EU.  

 The partners confirm that treatment and health technologies should enshrine a sound 
independent evidence-based health care. 

 Trust and confidentiality, as well as information and consent, must be at the heart of all patient 
care. The partners commit to ensuring patient data is protected.  

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.  

 The partners shall co-operate in promoting legal clarity for professional mobility in the EU.  

 

 



 Working conditions for physiotherapists and physicians in all Member States must be lawful and 
safe. The partners shall co-operate in calling for the implementation of EU legislation and the 
exchange of best practice in order to promote workforce recruitment and retention.  

 The partners agree that education and training is pivotal to high quality healthcare and must be 
supported at all levels in line with the scientific, professional and technological progress.    

 

Healthcare: 

 Patient safety and patient confidentiality: The partners commit to promoting patient safety and 
patient confidentiality in all policy areas, including professional practice and data protection.  

 Health literacy: The partners will underline the need for the promotion of health literacy, to 
facilitate the meaningful empowerment of patients, to support the prevention of ill health and 
to aid the dissemination of evidence-based health information.  

 Promoting wellness: The partners confirm that promoting activity and well-being are key to a 
healthy population.   

 Prevention: The partners commit to promoting high quality education and research to ensure 
best practice in the field of prevention and reduction of co-morbidities.  

 
 
Education and CPD: 

 The partners agree that education and training is pivotal to high quality healthcare and must be 
supported at all levels in line with the scientific, professional and technological progress and 
CPD.   

 The education should meet the future societal needs for physiotherapy and physicians in order 
to improve health of the population. CPD is needed and aims to enhance the quality of the 
service that patients and clients receive whilst striving for professional excellence and ensuring 
safety to the public.  

 

 
*** 

Brussels, 21 January 2016 

 

 

 

Ms Sarah Bazin      Dr Jacques de Haller 
President      President 
European Region of the World Confederation   Standing Committee of European Doctors 
for Physical Therapy / Physiotherapy (ER-WCPT) (CPME) 
 

 


























