Excelentissimos Senhores Deputados
da Comissao Parlamentar de Trabalho e Seguranca Social da Assembleia da Republica,

No seguimento do nosso email anterior com a referéncia AV / 2018 / 3379 / N15623, venho
deste modo solicitar que o documento agora enviado do Comité Permanent des Médecins
Européens seja junto a documentacdo enviada no referido email, também anexado.

Com os melhores cumprimentos,

Ana Vieira

Secretaria do Bastonario 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. 218427113

e-mail: ana.vieira@ordemdosmedicos.pt
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COMITE PERMANENT DES MEDECINS EUROPEENS
STANDING COMMITTEE OF EUROPEAN DOCTORS .)

Dr Miguel Guimaraes
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 Guimaraes 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 patients.

CPME has confirmed in its policies that the “responsibility for diagnosis and therapeutic decisions cannot
be divided and remains with a doctor”’. 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,

VL .

Dr Jacques de Haller Annabel Seebohm, LL.M.
CPME President CPME Secretary General

! 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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Nossa referéncia Data

cf/2018 /3143 /N15623 2018.03.19

Assunto:  Projetos de lei n.°s 635 e 642/XIll (3%) que visam a criagdo da ordem dos fisioterapeutas — Diario da
Assembleia Republica n.° 78 de 18 de janeiro

Excelentissimos Senhores Deputados,

Como é do conhecimento plblico e de acordo com a opini&o expressa em reunido com a Comissdo Parlamentar que
V.%s Ex. integram, a Ordem dos Médicos e, com ela outras ordens profissionais da area da salde e o préprio Conselho
Nacional das Ordens Profissionais, ndo encontram razdes para que, a luz do principio da excecionalidade na criagéo
de ordens profissionais e que decorre do artigo 267° n.° 4 da Constituicdo da Republica Portuguesa e do artigo 3° da
Lei 2/2013, de 10 de janeiro, seja criada uma ordem dos fisioterapeutas.

Nos termos do n.° 4 do artigo 267.° da Constituicdo da Republica, “as associages publicas sé podem ser constituidas
para a satisfagdo de necessidades especificas, ndo podem exercer fungdes proprias das associagdes sindicais e tém
organizagao interna baseada no respeito dos direitos dos seus membros e na formag&o democratica dos seus 6rgaos”.

Em sintonia com esta norma, a Lei 2/2013 (lei que estabelece o regime juridico de criagdo, organizacéo e
funcionamento das associagbes publicas profissionais) determina que as associacdes publicas profissionais sdo
entidades publicas representativas de “...profissées que devam ser sujeitas, cumulativamente, ao controlo do
respelivo acesso e exercicio, a elaboragdo de nonmas técnicas e de principios e regras deontolégicos especificos e a
um regime disciplinar aufénomo, por imperativo de tutela do interesse publico prosseguide™ O artigo 3.° daquela Lei
determina, ainda, que a constituigdo de uma ordem profissional reveste carater “... excecional, podendo apenas ter
lugar quando:

a) Visar a tutela de um interesse publico de especial relevo que o Estado ndo possa assegurar diretamente,

b) For para tutelar os bens juridicos a proteger;

e c) Respeitar apenas a profissées sujeitas aos requisitos previstos no artigo anterior”.

Ora, do que antecede na situagé@o concreta da profissao de fisioterapia ndo se vislumbra a existéncia de um interesse
publico de especial relevo que justifique a criagdo de uma ordem destes profissionais e que nao esteja ja devidamente
salvaguarda pelo necessaria prescricdo e supervisdo que & assegurada pelos médicos e, em especial, pelos médicos
especialistas em Medicina Fisica e de Reabilitagao.

De resto, como ja tivemos oportunidade de transmitir a Vossas Exceléncias, nem sequer a nivel europeu se verifica
uma qualquer tendéncia de criagdo de ordens profissionais para estes profissionais, sendo de salientar que a defesa
do seu estatuto profissional &€ assegurado por associagoes privadas e por organizagdes de carater sindicar. Assim,
exemplificativo do livre associativismo privado (através da constituigdo de associagdes sem fins lucrativos e de base
voluntaria, semelhantes aquela que ja em existe em Portugal) temos a Irlanda, a Bélgica, o Luxemburgo e Malta.
Noutros paises estas associagdes relinem nao so os profissionais (individuais) de fisioterapia, mas também as
sociedades e até os estudantes que nelas se queiram inscrever. Tal € o caso, por exemplo, da Chartered Society of
Physioterapy, do Reino Unido. Finalmente, revestindo a natureza de associagdo publica profissional, encontramos o
caso de Italia, Espanha e Franga. No entanto, e quanto a esta ultima, atente-se que se trata de uma associagdo de
direito privado, ao qual o Estado francés confia uma misséo de servigco publico, ndo sendo esta sequer o membro da
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World Confederation for Physical Terapy, mas sim a French Federation of Physiotherapists que € um sindicato dos
profissionais de fisioterapia.

Verifica-se, assim, que o panorama europeu & bastante diversificado, pelo que, reitere-se, ndo pode sequer afirmar-se
existir uma tendéncia no sentido de criagdo de ordens profissionais.

A criagdo desta ordem profissional ira determinar a imposicdo de regras de acesso a uma profissdo que é
essencialmente técnica mas ndo autonoma, o que ira representar a imposicao de restricées ao nivel das qualificages
profissionais e, concomitantemente, dos profissionais que a possam exercer, suscetiveis de colocarem em causa o
principio da livre circulagdo de trabalhadores no ambito da Unido Europeia e da liberdade de exercicio da
atividade/profissao.

Resultando as ordens profissionais de um processo de devolugdo dos poderes do estado em associagdes publicas as
quais sédo confiadas as fungbes de regulagdo de uma profissdo que se encontra e necessita de se encontrar
submetida a uma deontologia e ética proprias, para o que se atribui um poder normativo e disciplinar proprio & ordem,
nédo se vislumbram quais os especiais interesses (nomeadamente publicos) que justifiquem a submissao da atividade
de fisioterapia a uma regulamentagéo propria ou distinta daquela que ja resulta para os prestadores de servigos efou
trabalhadores em geral.

Na realidade, e no dominio das profissées eminentemente técnicas e ndo auténomas, ndo ha qualquer razao de
interesse publico que justifique a necessidade de criagdo de uma ordem profissional para uma atividade que consiste
na execugao de técnicas e procedimentos na dependéncia de diagnosticos e prescrigdes que séo e tém que continuar
a ser, na defesa e preservacéo da salde dos doentes, dependentes de prescrigéo e de supervisdo médicas.

O reconhecimento da atividade do fisioterapeuta como uma profissdo na area da salide ndo pode nunca perder de
vista que o diagnostico e a referenciagdo para tratamento de fisioterapia é exclusivamente uma decisdo médica. E
porque o diagnostico diferenciado é da responsabilidade do médico, assim, se protegem os interesses dos doentes
das mas praticas em salde. Assim, ndo se pode olvidar que se o diagnéstico médico apura a existéncia de uma
doenca gue carece de um programa de reabilitacéo, o fisioterapeuta participa na respetiva equipa multidisciplinar, mas
sob a supervisdo de um médico.

Deste modo, a atuacéo técnica do fisioterapeuta carece sempre deste enquadramento médico, que constitui ndo s6
garantia de gque os melhores cuidados de saude sdo ministrados, mas também que, evitando-se situagbes de ma
pratica, se reduzem os custos nesta area da salde.

Assim, cientes de que a medicina fisica e de reabilitagdo carece de uma de equipa multidisciplinar, tal facto ndo pode
servir para secundarizar a centralidade da atuagdo médica, sob pena de ser pdr em perigo a seguranga do proprio
doente. Isto mesmo resulta do Manual de Boas Praticas de Medicina Fisica e Reabilitacio (aprovado por despacho do
Secretario de Estado da Saide em 31 de julho de 2002 e publicado no Diario da Reptblica 2* Série pelo Aviso n.°
9448/2002) que se tem revelado o instrumento util e suficiente para enquadrar a atividade de fisiatria e de fisioterapia,
ajustado a realidade.

Pelo exposto a Ordem dos Médicos reitera o seu desacordo & criagdo de uma ordem dos técnicos de fisioterapia que
em nada contribuira para a defesa da salde dos doentes e para a salvaguarda da qualidade do Sistema Nacional de
Salde pelo que rejeita na totalidade os projetos de lei supra identificados e em discussao publica.

Com os melhores cumprimentos
P s \imr -

O Conselho Naqional da Ordem dos Médicos.



Resumo da Posicao do Colégio de Medicina Fisica e de Reabilitagdo e da
Ordem dos Médicos relativa ha pretensao de criacdo da Ordem dos
Fisioterapeutas

O Parlamento Portugués aprovou na generalidade dois projetos-lei que criam a

Ordem daos Fisioterapeutas.

O Conselho Nacional das Ordens Profissionais (CNOP) do qual faz parte a Ordem dos
Médicos enviou um documento para o Parlamento em que solicitou a suspensdo da

criacao de uma nova Ordem na area da Saude tendo por base:

1.Aspetos legais:
Decorrentes da aplicacdo do Regime Juridico de Criacdo de Associa¢Bes Publicas

Profissionais salienta-se que

“a criagdo de uma ordem profissional tem de obedecer a necessidades especificas,
de excecionalidade, que ndo se ddo por provadas, quer nos respetivos preambulos
de cada um dos projetos de lei sob andlise, quer na auséncia de nota justificativa

autonoma que desacompanha os mesmos”

é imprescindivel “ conhecer da existéncia ou ndo de um estudo elaborado por
entidade de independéncia e mérito reconhecidos que elenque todos os exigentes
requisitos legais e constitucionais que condicionam a criagdo de uma associagao

publica profissional”;

2. Aspetos técnicos- cientificos:
Apesar de ndo revestir carater vinculativo, importa reservar particular importancia
para a definicdo de ato médico europeu fornecida pela Unido Europeia de Médicos

Especialistas:



“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.”

Em Portugal os médicos especialistas em Medicina Fisica e de Reabilitacdo tém uma
formacéo global de 12 anos em medicina que permitem promover, com alto grau de
confianca e especializagdo, a determinagédo do diagnéstico médico. O curso técnico

de fisioterapia, por seu lado, tem a duragdo de 4 anos.

O reconhecimento da atividade do fisioterapeuta como uma profissdo na area da
saide ndo pode nunca perder de vista que o diagnéstico e a referenciacio para
tratamento de fisioterapia é exclusivamente uma decisdo médica. Deste modo nio
se pode olvidar que se o diagnéstico médico apura a existéncia de uma doenca que
carece de um programa de reabilitagdo, a atuagdo técnica do fisioterapeuta é
efetuada no dmbito da sua participagdo na equipa multidisciplinar, mas sob a

supervisdo de um médico.

Na realidade, e no dominio das profissdes eminentemente técnicas, ndo ha qualquer
razdo de interesse puablico que justifique a necessidade de criagdo de uma ordem
profissional numa atividade que consiste na execugéo de técnicas e procedimentos na
dependéncia de diagnosticos e prescrigdes que sdo e tm que continuar a ser, na
defesa e preservagdo da satide dos doentes, dependentes de prescricdo e de supervisao

medicas.

Pelo exposto a Ordem dos Médicos reitera o seu desacordo a criacdo de uma ordem
dos técnicos de fisioterapia que em nada contribuird para a defesa da satde dos

doentes e para a salvaguarda da qualidade do Sistema Nacional de Saude.

Ordem dos Médicos em 29 Novembro de 2017



BASTONARIO
Av. Almirante Gago Coutinho, 151

Exmos. Senhores

Telef. 218 427 100 Fax 218 427 199 Deputados do Grupo Parlamentar do PS
1749-084 LISBOA Assembleia da Republica
Nossa referéncia Data
av/2018/ 2961/ N15623 2018.03.07

Assunto: Criagdo de uma ordem profissional dos fisioterapeutas

Exmos. Senhores Deputados do Grupo Parlamentar do PS

Venho em meu nome e da Ordem dos Médicos salientar que o amplo apelo publico e institucional efetuado
pelo Conselho Nacional das Ordens Profissionais, no qual a Ordem dos Médicos participou de forma ativa,
teve como consequéncia a ndo aprovacdo do diploma que visava criar a Ordem dos Técnicos de Saude em
sede do parlamento. No entanto, e apesar das multiplas iniciativas levadas a cabo, a Assembleia da Reptblica
aprovou na generalidade a criagdo de uma Ordem profissional dos Técnicos de Fisioterapia. Os dois projetos
apresentados pelo PS e CDS-PP obtiveram os votos favoraveis do PS, do CDS-PP e do deputado André Silva do
PAN, tendo a oposicdo do PSD e do deputado socialista independente Paulo Trigo Pereira. Estes diplomas
acabaram assim por ser viabilizados para baixar a Comissdo de Especialidade pelas abstengdes das bancadas
do BE, PCP e de Os Verdes.

A Ordem dos Médicos (OM) discorda objetivamente de tal aprovacdo, nido so pelo desrespeito dos
pressupostos legais a que obedece a criagdo de ordens profissionais, mas sobretudo, porque estdo colocados
em causa os interesses e direitos dos doentes.

Nos termos do n.2 4 do artigo 267.2 da Constituicdo da Republica, “as associagbes publicas so podem ser
constituidas para a satisfagio de necessidades especificas, ndo podem exercer fun¢bes prdprias das
associagdes sindicais e tém organizacdo interna baseada no respeito dos direitos dos seus membros e na
formacdo democrdtica dos seus drgdos”.

Em sintonia com esta norma, a Lei 2/2013, de 10 de janeiro (lei que estabelece o regime juridico de criagao,
organizacdo e funcionamento das associagbes publicas profissionais) veio determinar que as associagdes
publicas profissionais sdo entidades publicas representativas de “..profissbes que devam ser sujeitas,
cumulativamente, ao controlo do respetivo acesso e exercicio, a elaboragdo de normas técnicas e de
principios e regras deontoldgicos especificos e a um regime disciplinar auténomo, por imperativo de tutela do
interesse publico prosseguido”. O artigo 3.2 daquela Lei determina, ainda, que a constituicdo de uma ordem

profissional reveste carater “... excecional, podendo apenas ter lugar quando:

a) Visar a tutela de um interesse publico de especial relevo que o Estado ndo possa assegurar

diretamente;

b) For adequada, necessdria e proporcional para tutelar os bens juridicos a proteger;

e ¢) Respeitar apenas a profissdes sujeitas aos requisitos previstos no artigo anterior”,

Finalmente, nos termos do n.2 2 do artigo 32 da Lei 2/2013, a constituicdo de ordens profissionais “..é
sempre precedida (...) [da]
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a) Apresentaciio de estudo, elaborado por entidade de independéncia e mérito reconhecidos, sobre as
exigéncias (..) e o cumprimento dos requisitos previstos [na lei], bem como sobre o seu impacte na
regulacGo da profissdo em causa;

b) Audicéo das associagbes representativas da profissdo;

c) Submisséo a consulta piblica, por um periodo ndo inferior a 60 dias, de projetos de diploma de
criacéio e de estatutos da associagdo publica profissional, acompanhado do estudo referido na alinea
a)’.

A primeira objecdo é por nds enderecada ao facto de ndo ser conhecida a existéncia de um estudo
independente que, publicamente, justifique a criagdo de uma ordem profissional numa profissdo que relne,
fazendo uso dos préprios numeros avangados pelo Grupo Parlamentar do PS, 10.000 profissionais. De resto,
face ao principio da excecionalidade de criagdo das ordens profissionais, a criagao de uma ordem para uma
profissdo representativa de apenas dez mil profissionais ndo se afigura justificavel.

Acresce ainda que, se atentarmos no gue se passa ao nivel dos paises que integram a Unido Europeia,
verificamos que a grande maioria ndo possui uma ordem profissional, deixando ao livre associativismo
privado a possibilidade de constituicdo de associagdes sem fins lucrativos e de base voluntaria, semelhantes
aquela que ja existe em Portugal. Assim, tal é o caso da Irlanda, da Bélgica, do Luxemburgo e de Malta.
Noutros paises estas associacdes reinem nao so os profissionais (individuais) de fisioterapia, mas também as
sociedades e até os estudantes que nelas se queiram inscrever. Tal é o caso, por exemplo, da Chartered
Society of Physioterapy, do Reino Unido. Finalmente, revestindo a natureza de associagdo plblica
profissional, encontramos o caso de Itdlia, Espanha e Fran¢a. No entanto, e quanto a esta Gltima, atente-se
que se trata de uma associa¢do de direito privado, ao qual o Estado francés confia uma missdo de servigo
publico, nio sendo esta o membro da World Confederation for Physical Terapy, mas sim a French Federation
of Physiotherapists que é um sindicato dos profissionais de fisioterapia.

Verificamos, assim, que o panorama europeu € bastante diversificado, ndo podendo sequer afirmar-se existir
uma tendéncia no sentido de criagdo de ordens profissionais, pelo que a criagdo desta ordem profissional que
determina a imposicdo de regras de acesso a uma profissdo essencialmente técnica, ird representar a
imposicdo de restricdes ao nivel das qualificagdes profissionais e, concomitantemente, dos profissionais que
a possam exercer, suscetiveis de colocarem em causa o principio da livre circulagdo de trabalhadores no
ambito da Unido Europeia e da liberdade de exercicio da atividade/profissao.

Resultando as ordens profissionais de um processo de devolu¢do dos poderes do estado em associagdbes
publicas as quais s3o confiadas as fungdes de regulacdo de uma profissdao que se encontra e necessita de se
encontrar submetida a uma deontologia e ética proprias, para o que se atribui um poder normativo e
disciplinar préprio a ordem, ndo se vislumbram quais os especiais interesses (nomeadamente publicos) que
justifiqguem a submiss3o da atividade de fisioterapia a uma regulamentacdo propria ou distinta daquela que
ja resulta para os prestadores de servigos e/ou trabalhadores em geral.

Na realidade, e no dominio das profissbes eminentemente técnicas, ndo ha qualquer razio de interesse
publico que justifique a necessidade de criagdo de uma ordem profissional numa atividade que consiste na
execucio de técnicas e procedimentos na dependéncia de diagnosticos e prescrigdes que sdo e tém que
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continuar a ser, na defesa e preservacdo da salde dos doentes, dependentes de prescricdo e de supervisao
médicas.

O reconhecimento da atividade do fisioterapeuta como uma profissdo na drea da saude ndo pode nunca
perder de vista que o diagndstico e a referencia¢do para tratamento de fisioterapia é exclusivamente uma
decisdo médica. E porque o diagndstico diferenciado é da responsabilidade do médico, assim, se protegem os
interesses dos doentes das mas praticas e, consequentemente, o interesse publico. Deste modo ndo se pode
olvidar que se o diagnostico médico apura a existéncia de uma doenga que carece de um programa de
reabilitacdo, o fisioterapeuta participa na respetiva equipa multidisciplinar, mas sob a supervisdo de um
médico. Assim, a atuacdo técnica do fisioterapeuta carece sempre deste enquadramento médico, que
constitui ndo so garantia de que os melhores cuidados de saude sdo ministrados, mas também que, evitando-
se situagdes de ma pratica, se reduzem os custos nesta area da salde.

Assim, cientes de que a medicina fisica e de reabilitagdo carece de uma equipa multidisciplinar, tal facto ndo
pode servir para secundarizar a centralidade da atuagdo médica, sob pena de ser pér em perigo a seguranca
do préprio doente. Isto mesmo resulta do Manual de Boas Praticas de Medicina Fisica e Reabilitagdo
(aprovado por despacho do Secretario de Estado da Saude em 31 de julho de 2002 e publicado no Diario da
Reptblica 22 Série pelo Aviso n.2 9448/2002) que se tem revelado o instrumento util e suficiente para
enquadrar a atividade de fisiatria e de fisioterapia, ajustado a realidade.

Pelo exposto a Ordem dos Médicos reitera o seu desacordo a criagdo de uma ordem dos técnicos de
fisioterapia que em nada contribuird para a defesa da saude dos doentes e para a salvaguarda da qualidade
do Sistema Nacional de Saude.

Neste sentido, a Ordem dos Médicos, continuard em sede de Comissdo de Especialidade a defender o
interesse dos doentes e o interesse publico, demonstrando aos deputados do parlamento a inutilidade e o
impacto negativo para o adequado funcionamento das equipas multidisciplinares, da criagdo de uma Ordem
profissional dos Técnicos de Fisioterapia. '

Com os melhores cumprimentos

/
O Bastonario da Ordem dos Médicos,

)?{Miguel Guimardes.
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SOCIEDADE PORTUGUESA DE )
MEDICINA FiSICA E DE REABILITAGAO

A- Enquadramento

Tomou a Sociedade Portuguesa de Medicina Fisica e de Reabilitagdo (doravante
“SPMFR”) conhecimento, em outubro de 2017, das iniciativas legislativas decorrentes

dos Projetos de Lei n.2 635/XIll, n.2 636/XIl e n.2 642/XIll que se propunham criar,

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

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

Os mencionados Projetos de Lei foram objeto de discussdo conjunta e na
generalidade e, bem assim, de votacao na generalidade, tendo sido aprovados apenas
os projetos de lei relativos a criacdo de uma Ordem Profissional dos Fisioterapeutas! e
que, desta forma, baixaram a presente Comissdao do Trabalho e Seguranca Social para
discussdo na especialidade, encontrando-se, atualmente, em consulta publica, onde se

insere a presente pronuncia.

N3o constitui o presente exercicio de participacdo publica da SPMFR, apds
solicitacdes de apreciagcdo técnico-cientifica, clinica, juridica e de evidéncia em
Economia da Saude dos referidos Projetos de Lei, por peritos nas matérias, uma
manifestacdo de natureza corporativista, sendo antes um manifesto de cidadania e do
cumprimento da sua missdo como Sociedade Cientifica? pela defesa de um servico
(nacional) de saude e prestacdo de cuidados de saude de qualidade e com o mais
rigoroso respeito pela integridade fisica dos cidadaos e pelos profissionais de saude,
pelo cumprimento das Boas Praticas em Saude e em (Medicina Fisica e de) Reabilitacao,
pela execucdo das guidelines cientificas, pelo observar dos principios e evidéncias em
Economia da Saude e pela execucdo das diretivas e normativas da Organizacdo Mundial
da Saude (OMS), da Unido Europeia dos Médicos Especialistas (UEMS) e do Conselho

Europeu das Ordens Médicas.

1 0 Projeto de Lei n.2 636/XIIl foi rejeitado na votacdo na generalidade com base na abstencdo do Bloco
de Esquerda, CDS-PP, PCP e PEV.

2 Estatutos da SPMFR, Capitulo | artigo 32, Artigo 42 ponto 2, Artigo 52 pontos 1 e 2 (em www.
spmfr.org)
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A SPMFR no ambito da sua missdo, valores e objetivos, e de acordo com os seus
Estatutos, deve colaborar com todas as sociedades médicas, nacionais e estrangeiras,
organizagdes internacionais e entidades oficiais e particulares, em tudo o que respeita
aos fins a que se propde (Cap. |, Artigo 52, ponto 2) e é independente do Estado ou de
quaisquer organiza¢des nacionais ou internacionais (Cap. I, Artigo 59, ponto 1).
Desenvolve atividade cientifica e de consultoria técnico-cientifica (tendo parcerias com
outras instituicdes académicas e cientificas) que inclui, no cumprimento dos seus
Estatutos, a colaboracdo com a Ordem dos Médicos e as Autoridades de Saude, e a
contribuicdo para o estreitamento das rela¢des cientificas, culturais e profissionais entre
aqueles (Cap. |, Artigo 49, ponto 2).

A SPMFR e os Médicos Especialistas em Medicina Fisica e de Reabilitacdo seus
associados (ou Fisiatras) reconhecem a importancia, o papel e a necessidade da
Fisioterapia, como drea técnica da (Medicina Fisica e de) Reabilitacdo, no ambito dos
varios niveis de cuidados de saude [hospitalares, de saude primarios, de continuidade,
na comunidade e paliativos do SNS, assim como, nos centros de reabilitacdo e nas
unidades privadas de saude de (Medicina Fisica e de) Reabilitacdo], enquadrada nas
vertentes da Reabilitacdo (como explicito pela OMS), que incluem a promocgdo e
prevencao da saude, reabilitacdo, recapacitacdo e paliacdo, sob abordagem
multiprofissional, multidisciplinar e interdisciplinar (complementares), pds avaliacao,
diagndstico e prescricao e sob supervisdo e coordenagcdo médicas. A atuacdo dos
Fisioterapeutas, tal como preconizada pela OMS, deve ser sempre realizada em equipa
de reabilitacdo. Esta equipa é composta também por Médico Fisiatra e, sempre que
justificado, por outros “técnicos superiores de terapéutica e de reabilitacdo”, incluidos
no grupo profissional de técnicos superiores de diagndstico e terapéutica, como os
Terapeutas da Fala e os Terapeutas Ocupacionais, assim como, pelos Enfermeiros de
Reabilitacdo, os Ortoprotésicos, os Assistentes sociais, os Auxiliares/ assistentes
operacionais; mas também por outros médicos e outros profissionais, nas situacdes
especificas de reabilitacdo interdisciplinar que se justificam, sempre com coordenacao,
prescri¢ao e supervisao médica. A SPMFR ndo nega e perfilha a esta classe profissional,

os Fisioterapeutas, as competéncias proprias e enquadradas na sua formac¢do académica
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técnica pré-graduada, e todas as competéncias técnicas adquiridas nas formacdes
técnicas pds-graduadas. Mas ndo se pode defender “novas” habilitagées e competéncias
referidas e obtidas pelos Projeto de Lei mencionados, de forma completamente
desarticulada e “independente” das formagbes curriculares vigentes, dos restantes
profissionais do(s) Sistema(s) e do Servico Nacional de Saude, assim como a equiparac¢ado
de funcdes e de profissGes, como as emanadas da exposicao de motivos destes Projetos
de Lei; contra tudo o que sdo as evidéncias cientificas, as formagdes curriculares
académicas, as Boas Praticas em Medicina Fisica e de Reabilitagdo (ou em
Rehabilitation-Reabilita¢do, utilizando a designa¢ao alargada anglo-saxdnica) como area
da Saude, as diretivas e normativas (incluindo as legais) nacionais e internacionais, que
incluem instituicdes como a OMS, a UEMS, o Conselho Europeu das Ordens Médicas, o
Conselho Nacional das Ordens Profissionais, a Direcdo da Seccao de MFR da UEMS (PRM

Section Board).

A SPMFR n3do pode concordar com a aprovacao dos referidos Projetos de Lei,
porquanto os mesmos sao inconcilidveis com imperativos constitucionais e outras
disposicées legais em vigor, ndo cumprem com os requisitos legais excecionais de que
depende a criacdo de associagdes publicas profissionais e porque acarretara atual e
inevitavelmente fraturas profundas no seio das profissdes técnicas ligadas a saude (ndo
s6 na area da saude da Medicina Fisica e de Reabilitacdo) e na deterioracdo do
relacionamento desses profissionais no ambito de equipas multiprofissionais e
multidisciplinares de reabilitacdo (incluindo aquele com os Médicos Fisiatras); equipas
estas interdisciplinares com outros profissionais de salide, e sempre sob coordenacdo e
supervisdo médica. Tudo isto apresentando consequéncias nefastas para o Servico
Nacional de Saude (SNS) e outros sistemas e sectores da Saude, incluindo as perdas de
eficicia e custo-efetividade nas abordagens monoprofissionais técnicas por
Fisioterapeutas, ja 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 Oposi¢dao a aprovacdo dos Projetos de Lei

As referidas iniciativas legislativas comportam, em si mesmas, importantes
repercussdes e possiveis reconfiguracdes das relacbes no ambito da prestacdo de
cuidados de saude, que ndo se afiguram conformes com a Lei (constitucional e
infraconstitucional), nem com os mais recentes inputs cientificos definidores i) do
conteudo funcional da profissdo 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 criagdao de uma
Ordem dos Fisioterapeutas (e no que respeita aos argumentos na exposi¢cdao dos seus

motivos e ao estudo técnico independente apresentado).

a. Daincompatibilidade legal dos Projetos de Lei

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

“A identidade da interveng¢do do Fisioterapeuta reside num corpo de saberes
proprio, e no seu modelo de atuagdo, que inclui avalia¢éo, diagnéstico, planeamento,
intervencdo, reavaliagdo, aconselhamento, preven¢éo e promocgéo da saude...” [realce

Nnosso]

“.estando dotado tecnicamente da capacidade de iniciar um processo e de o
conduzir até ao fim na sua drea de intervengéo através da determinagdo 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 saude, ou como membros de equipas

pluridisciplinares...”[realce nosso]
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As referidas disposicGes programadticas surgem ao arrepio do que constitui o
quadro normativo vigente, desconsiderando a natureza paramédica da fisioterapia® e a
importancia do diagnéstico médico, assim como, da decisdo clinica, da prescricao
terapéutica, da realizagdo de atos terapéuticos especificos ou gerais, da prevengao e
recuperacao/reabilitacdo/recapacitacdo, da parametrizacdo, da responsabilidade, da
cooperacdao com outros profissionais de saude complementares e da coordenacdo das
equipas de saude por médico. Veicula o conceito de pluridisciplinariedade ou das multi-

disciplinas com carater independente.

Veja-se a este respeito o previsto no artigo 9.2 do Decreto-Lei n.2 176/2009, de

4 de agosto:

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

medicina, capacitado para o diagndstico, tratamento, prevencdo ou

recuperac@o de doencas ou outros problemas de saude, e apto a prestar cuidados
e a intervir sobre individuos, conjuntos de individuos ou grupos populacionais,
doentes ou sauddveis, tendo em vista a protec¢do, melhoria ou manuteng¢éo do

seu estado e nivel de saude.

2 - A integragdio na carreira médica determina o exercicio das correspondentes

funcdes.

3 - O médico exerce a sua actividade com plena responsabilidade profissional e
autonomia técnico-cientifica, através do exercicio correcto das fung¢oes
assumidas, coopera com outros profissionais cuja ac¢do seja complementar a

7

sua e coordena as equipas multidisciplinares de trabalho constituidas.

[sublinhado e realces nossos]

Por outro lado, refira-se a Portaria n.2 1212/2010, de 30 de novembro, que, na

definicao dos requisitos minimos relativos a organizagao e funcionamento, recursos

3 Cfr. Decreto-Lei n.2 261/93, de 24 de julho, regulamenta o exercicio das atividades paramédicas.
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humanos e instalacdes técnicas para o exercicio da atividade das unidades privadas de

medicina fisica e de reabilitagdo que prossigam atividades de diagndstico, impde que:

i) Quaisquer atos complementares de diagndstico e terapéutica sdo sempre
precedidos de consulta médica da especialidade (cfr. artigo 10.92); e
i) As unidades sejam tecnicamente dirigidas por um especialista de fisiatria

(cfr. artigo 13.9).

A par das disposi¢cOes invocadas, encontramos no Manual de Boas Praticas de
Medicina Fisica e de Reabilitacdo (Aviso n.2 9448/2002) a indicagdo aos fisioterapeutas

como sendo colaboradores técnicos que atuam em conformidade com a indicacdo

clinica, pré-diagndstico e diagndstico.

Apesar de ndo revestir cardter vinculativo, importa reservar particular
importancia para a definicdo de ato médico europeu fornecida pela Unido 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]

[Traducao livre] O Ato Médico engloba todas as acdes profissionais, nomeadamente,
cientificas, de ensino, treino e educacionais, organizacionais, clinicas e médico-técnicas,
exercidas para a promoc¢do da saude e funcionalidade, prevencdo de doencas,
fornecimento de diagndstico ou cuidados terapéuticos e reabilitativos aos pacientes,
individuos, grupos ou comunidades num quadro de respeitos dos valores éticos e

deontoldgicos.
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Veja-se, ainda, a este propdsito, a recentissima sentenca do Conselho de Estado
Italiano, em sede jurisdicional*, que, em 21 de novembro de 2017, deixou claro que o
exercicio da fisioterapia se encontra a jusante da intervencdo médica, da qual ndo
pode prescindir, nomeadamente no proprio exercicio da fisioterapia que deve ser
objeto de supervisdo médica. (traducdo do documento para portugués 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 “Defini¢do e atualizacao dos
niveis essenciais de assisténcia”, referidos no n.2 7 do artigo 1.2 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 traducdo livre e em inglés, respetivamente.

Mais, o préprio Conselho Europeu das Ordens dos Médicos®> emitiu, a 8 de

dezembro de 2017, uma declara¢do (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.”

[tradugdo livre] (...) que o reconhecimento da atividade dos fisioterapeutas como uma
profissdo na area dos cuidados de salde nao pode perder de vista que o diagndstico e a

referenciacdo para tratamento de fisioterapia é uma decisdo 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.”

[tradugdo livre] Se o diagndstico médico determina a existéncia de uma doenca carente

de um programa de reabilitacdo, a atividade fisica do fisioterapeuta é exercida no

41l Consiglio di Stato in sede giurisdizionale (Sezione Terza). N. 05840/2017REG.PROV.COLL.
N. 10497/2010 REG.RIC./ Projeto de traducgdo para Portugués.
5> European Council of Medical Orders (CEOM)
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contexto da sua participacdao numa equipa multidisciplinar, mas sob a supervisdao de um

médico.

b. Do ndo preenchimento dos requisitos previstos no regime juridico de

criacdo, organizacdo e funcionamento das associacdes publicas

profissionais®

Sem prejuizo do supra mencionado, importa ter presente a prépria aplicacao do
Regime Juridico de Criacdo de Associacdes Publicas Profissionais (RJAPP). A este

respeito, cumpre clarificar o seguinte:

a. As associa¢Oes publicas profissionais sdo entidades publicas de estrutura
associativa representativas de profissbes que devem ser sujeitas,
cumulativamente, ao controlo do respetivo acesso e exercicio, a elaboracdo de
normas técnicas e de principios e regras deontoldgicos especificos e a um regime
disciplinar auténomo, por imperativo de tutela do interesse publico prosseguido;

b. A sua constituicdo tem cardcter excecional, apenas podendo ter lugar quando:

1) Vise a tutela de um interesse publico de especial relevo que o Estado
nao possa assegurar diretamente;

1) Seja adequada, necessaria e proporcional para tutelar os bens juridicos
a proteger; e

1) Respeite apenas a profissGes que, por imperativo da tutela do

interesse publico que se visa proteger, devam ser sujeitas:
i. Ao controlo do respetivo acesso e exercicio;

ii. A elaboracio de normas técnicas e de principios e regras

deontolégicas especificos;

iii. A um regime disciplinar auténomo;

6 Lei n.22/2013, de 10 de janeiro,
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c. A constituicdo —, ou seja, durante o respetivo processo legislativo — de novas
associagdes publicas profissionais sempre terd que ser precedida de, por um
lado, estudo elaborado por entidade independente sobre as exigéncias e o
cumprimento dos requisitos previstos no RJIAPP, bem como sobre o seu impacto
na regulacdo da profissdo em causa e, por outro, de audicdo das associa¢des

representativas da profissdo e submissdo a consulta publica.

Ora, tendo em considerac¢do os Projetos de Lei em apreco, desde logo se afigura
que, por um lado, o Projeto de Lei n.2 635/XIIl apresentado pelo Grupo Parlamentar do
Partido Socialista é absolutamente omisso, na sua exposicdo de motivos, quanto a
existéncia de um estudo independente que sustente a referida pretensao e, por outro,
o Projeto de Lei n.2 642/XIll faz referéncia a um estudo datado de 2008 sem que,
contudo, se faca sequer alusdo ao especifico cumprimento das exigéncias previstas no

artigo 3.2, n.2 1 da Lei n.2 2/2013, de 10 de Janeiro. Assim, a legalidade das iniciativas

legislativas em apreco parece, logo a nascenca, amplamente beliscada, pelo que ndo

podera subsistir.

Aguando da publicacdo em separata dos presentes Projetos de Lei, estes vieram
acompanhados de um Parecer elaborado pela Universidade Lus6fona de Humanidades
e Tecnologias, entidade independente em relagao 3 instituicao privada representativa
dos fisioterapeutas em Portugal, mas sem curso de Fisioterapia (e a respetiva

experiéncia académica e técnico-cientifica nesta area ou em outras mais afins).

O parecer em apreco foi elaborado em outubro de 2008, estando perto do seu
décimo aniversario. Nao se compreende como é que se pode ancorar a decisdao de
criacdo de uma Ordem dos Fisioterapeutas, que se enquadra num ramo técnico
cientifico em constante mudanca e evolu¢do, num parecer elaborado ha praticamente

10 anos!

Inclusive é falso o argumento de que o registo dos fisioterapeutas que atuam em
"regime liberal" ndo esteja feito, pois os mesmos tém de se registar junto a ERS desde
2012. Claro que ao tempo do estudo, em 2008, a inscricdo na ERS ndo era obrigatodria, o

que sO reforga o anacronismo deste mesmo estudo! Torna-se evidente, pela ébvia

10
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desatualizacdo, até legislativa, do parecer, que este ndo podera cumprir os requisitos
resultantes do artigo 3.2 da Lei n.2 2/2013, de 10 de janeiro, porquanto ndo é

representativo do atual retrato social da profissdo em debate.

E também falso o argumento de que o Estado ndo tem condi¢des para apreciar
as questdes disciplinares no exercicio da fisioterapia. O mesmo se passa com todas as
profissdes de saude ndo reguladas por Ordem, o que nao significa que o argumento seja
entdo suficiente para levar a criagdo de uma Ordem para todas as classes profissionais

relacionadas com saude.

Por outro lado, perscrutando todo o contelddo do referido parecer, verifica-se
gue o mesmo é particularmente parco na demonstracdo do cumprimento dos requisitos
que a Lei faz depender para que se possa fundamentar a criagdo de uma associacao
publica profissional. Com efeito, ndo se demonstra, de forma cabal (a Unica que se
coaduna com a excecionalidade da criacao das associa¢des publicas profissionais), que
o Estado ndo possa assegurar diretamente a tutela dos interesses publicos em causa,
nomeadamente, como vem sendo feito, através da ACSS e da ERS. E nem se diga que a
existéncia de uma fiscalizagdo ou legislacdo menos rigorosa no controlo do exercicio da
profissdo, é justificacdo bastante. Na verdade, este facto por si sé ndo justifica a criacdo
de uma associagao publica profissional, mas antes a criacdao de formas de controlo mais

rigorosas, aplicadas ao setor publico e privado.

No entanto, é de salientar que o estudo reconhece a interdependéncia, e ndo a
independéncia, da Fisioterapia em relagdo a outras profissdes, tal como previsto na
legislacdo atual: "O DL 320/99 (...) refere concretamente que o exercicio dos
fisioterapeutas se desenvolve em complementaridade funcional com outros grupos
profissionais da saude...". O préprio texto reconhece que "O elemento central da
autonomia profissional reside na garantia de que os fisioterapeutas tém a liberdade de
tomar as suas decisdes profissionais, na promocao da

saude, prevencdo ou prestacdo de cuidados e tratamentos aos utentes/cliente, dentro

do respectivo conhecimento e competéncia". Ou seja, por um lado ndo se reconhece

capacidade de diagndstico, de dar alta e encaminhar o doente para outros

11
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profissionais de saude, ao contrario do que afirma o Projeto de Lei, e por outro lado
restringe-se o ambito de atuacdo as competéncias técnicas proprias da profissao,

definidas funcionalmente em sede de legislacdo propria.

Na verdade, o parecer em apreco quase que se limita a fazer um excurso
cronoldgico legislativo e académico da realidade que envolve a profissdo em apreco,
esquecendo-se do seu objetivo — a demonstracdo da absoluta necessidade de criacdo
de uma associagao publica profissional, ndo sendo enderecada e muito menos provada
a "necessidade em termos de realizacdo de interesse publico”. Ora, sem a referida
demostracdo ndo se poderd condescender na criacdo desta Associacdo Publica

Profissional.

Convoca-se aqui a absoluta excecionalidade da criacdo de associa¢des publicas
profissionais que se parece querer generalizar, com consequéncias que se entende nao

terem sido sopesadas — artigo 3.2, n.2 1 da Lei n.2 2/2013, de 10 de janeiro.

Importa, a este respeito, deixar claro que a profissdo de fisioterapeuta é
eminentemente técnica, ndo se vislumbrando as razdes que possam estar na base da
delegacdo de atribui¢des que pertencem ao Estado — em violag¢ao do disposto no artigo

264.2, n.2 4 da Constituicdo da Republica Portuguesa.

c. Das repercussoes da eventual criacdo da Ordem dos Fisioterapeutas

As iniciativas legislativas em apreco criam um espectro de particular atencao e
preocupag¢do conquanto sejam confrontadas com a recentissima aprovagao e respetiva
promulgacdo dos Decretos-Lei n.2 110/2017 e n.2 111/2017, ambos de 31 de agosto,
nos quais se estabelece, respetivamente, por um lado, o regime legal da carreira
aplicavel aos técnicos superiores das areas de diagndstico e terapéutica, doravante
designada TSDT, em regime de contrato de trabalho nas entidades publicas empresariais
e nas parcerias em salde, em regime de gestdo e financiamento privados, integradas no

Servico Nacional de Saude (SNS) e os respetivos requisitos de habilitacdo profissional e

12
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percurso de progressao profissional e de diferenciacdo técnico-cientifica e, por outro,

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

De facto, o Decreto-Lei n.2 111/2017, de 31 de agosto, procede a revogacdo do
Decreto-Lei n.2 564/99, de 21 de dezembro. Nos termos do artigo 5.2, n.2 1, alinea g) do

diploma revogado, referia-se o seguinte:

“Fisioterapeuta - centra-se na analise e avaliagdo do movimento e da
postura, baseadas na estrutura e fun¢ao do corpo, utilizando modalidades
educativas e terapéuticas especificas, com base, essencialmente, no
movimento, nas terapias manipulativas e em meios fisicos e naturais, com a
finalidade de promogdo da saude e prevengao da doenca, da deficiéncia, de
incapacidade e da inadaptacdo e de tratar, habilitar ou reabilitar individuos
com disfungdes de natureza fisica, mental, de desenvolvimento ou outras,
incluindo a dor, com o objectivo de os ajudar a atingir a maxima

funcionalidade e qualidade de vida”

A referida caracterizacdo ird ser substituida, conforme resulta no n.2 4 do artigo
4.2 do Decreto-Lei n.2 111/2017, de 31 de agosto, por diploma préprio a aprovar no
prazo de 90 dias contados apds a entrada em vigor do referido decreto-lei. Assim, até 1
de dezembro de 2017 deveria ficar definida a nova caracterizag¢ao funcional da profissao

de fisioterapeuta.

Vem, assim, sendo refor¢ada a tdnica de que a fisioterapia pode ser exercida de
forma autéonoma e independente. Valoriza-se também a capacidade de diagnéstico
dos profissionais da referida drea, confundindo-se semiologicamente a avaliacao
funcional com o diagndstico clinico e funcional médico e sem que, contudo, se
esclareca que a intervencdo daqueles profissionais se encontra a jusante do
diagndstico, da decisdo, da prescricdo e da responsabilidade médicos, em cooperagao

com as equipas multidisciplinares e sob coordenacdo por médico, tal como advogado

13
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pela OMS’ e pela UEMS Physical and Rehabilitation Medicine Section and Board, em
declaragGes datadas de Junho 2016 e de Margo 2018 (Anexos 7 e 8). Ou, ainda,
presentes na publicacdo 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)? (Anexo 9).

Ainda que os fisioterapeutas possuam as competéncias para analisar,
identificar e estudar as limitacGes e deficiéncias fisico/motoras, com a consequente
competéncia de atuagao face a sua avaliagdo técnica e subjacente a um plano de
intervencdo terapéutico médico pré-definido tendente a recuperacdo e/ou
recapacitacdo das caracteristicas fisicas perdidas, estas apenas poderao ser encetadas
apos uma avaliacdo médica holistica, um diagndstico médico que circunscreva a
natureza e etiologia das patologias, do défice e da incapacidade, seguido de uma 14
prescricdao de um plano de intervencao terapéutico. Este plano de intervencao
terapéutico muitas vezes inclui a intervenc¢ao de varias profissdes paramédicas
(fisioterapeutas, terapeutas da fala, terapeutas ocupacionais e/ou enfermeiros de
reabilitacdo) e médicas (incluindo outras especialidades médicas e cirurgicas para além
da Medicina Fisica e de Reabilitagcdo) associando-se a outras areas de intervencao
médica, como as técnicas terapéuticas invasivas, exames e técnicas auxiliares de
diagnéstico, farmacoterapia,..., ou, simultaneamente 4 atua¢ao de outras
especialidades médicas e cirurgicas, tal como preconizado na definicdo e na esséncia
da (Medicina Fisica e de) Reabilitacdo pela OMS e pela UEMS (“Papel e Competéncias

do Especialista em MFR”?, traduc3o livre )(Anexos 10 e 11).

"World 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

% The Role and Competence of PRM Physicians in a Multi-professional Team - UEMS Section of PRM
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A distingdo apresentada nao se materializa numa simples nuance terminoldgica,
mas antes numa intransponivel summa divisio que, se violada, acarreta

necessariamente graves consequéncias para os doentes.

Os médicos especialistas em Medicina Fisica e Reabilitacdo em Portugal tém
uma formacao global de 12 anos em Medicina, com inicio na formacdo pré-graduada
nas Faculdades de Medicina (Ensino Universitario Superior- Mestrado Integrado-540
ECTS), passando pela formacdo pds-graduada geral e pela formagao pds-graduada
especifica, com vertentes préprias na area da doenca, funcionalidade, incapacidade,
atividade e participagdo, envolvendo na sua formagdao também as vdrias areas técnicas
da reabilitacdo e sendo transversal as varias areas da medicina/saude — cfr. Portaria n.2
121/2012, de 30 de abril. Estes 12 anos de formacgao global e especifica, holistica,
transversal e complexa permitem promover, com alto grau de confianca e
especializacdo, a determinac¢do do diagndstico médico, a prescri¢do, a parametrizacao
e avaliacdo dos programas terapéuticos multimodais e multidisciplinares de
reabilitacdo, a decisdao e responsabilidade clinicas, a cooperagao, coordenacgao e gestao
das equipas multiprofissionais e multidisciplinares em reabilitacdo, a relacao
interdisciplinar destas equipas com outros profissionais (incluindo outras
especialidades médicas), a promocgado e a prevencdo em Saude. O Field of Competence
dos Médicos Especialistas de Medicina Fisica ou de Reabilitacdo (ou Fisiatras) é
baseado no curriculo de educagao e treino definido pelo European Board for PRM

(disponivel em www.euro-prm.org).

O curso de Fisioterapia, por seu lado, tem a duracdo de 4 anos, lecionado no
Ensino Superior Politécnico, correspondendo a uma licenciatura (formacado de base),
com um total de 240 ECTS, cujo contetdo das Unidade Curriculares ndo é igualavel e
comparavel cientifica e tecnicamente com o Curso de Mestrado Integrado de
Medicina, que tem um total 540 ECTs, sendo um mestrado integrado de formacao
base. Mesmo considerando a progressdo académica do Fisioterapeuta, que apoiamos,
com a realizacdo posterior a licenciatura de mestrado, estes tém em média 120 ECTs,

totalizando apenas, e academicamente, 360 ECTs, numa formacdo académica técnica
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com mestrado. De referir que todos os cursos de Medicina em Portugal sdo
acreditados pela A3ES (Agencia de Avaliagdo e Acreditacao do Ensino Superior), ao
invés de alguns cursos de Fisioterapia, que atualmente, se encontram em processo de
acreditacdo preliminar pelas A3Es ou descontinuados pela IES. Ndo obstante é de
referir que, sem duvida, se observa uma evolucdo importante na educacao e formacao
pré-graduada dos Cursos Politécnicos de Fisioterapia em Portugal, tornando estes
profissionais mais habilitados para o exercicio das suas fun¢es em equipa
multidisciplinar, mas a qual nao Ihes confere uma “nova” e major complexidade
cientifica e académica, com um corpo de saberes Unico e independente das outras
formacdes curriculares académicas e com a capacidade para a realizacdo de
diagndstico e prescricdao. No “Final Report” do European Network of Physiotherapy in
Higher Education (ENPHE), em nenhum momento esta instituicao refere a
competéncia do fisioterapeuta para o diagndstico,’° contradizendo as declaracdes
presentes nos Projetos de Lei n.2 635/XIIl e n.2 642/XIIl de que “o modelo de atuagdo
da Fisioterapia] inclui avaliagdo, diagndstico, planeamento, intervencao, reavaliacao,

aconselhamento, prevenc¢ao e promogao da saude”.

A possibilidade da evolugao académica do Fisioterapeuta de licenciatura (nivel
6), para mestrado (nivel 7) e doutoramento (nivel 8), de acordo com a European
Qualifications Framework for Life Long Learning (EQF) da Comissdo Europeia, nao
significa que se a pode automaticamente comparar com outras formagdes académicas,
também com estes graus académicos, ja que os seus graus de complexidade,
habilitagcdes e/ou competéncias técnico-cientificas ndo sdo sobreponiveis. De referir que
até a data de hoje, os graus de doutoramento dos graduados do Ensino Superior
Politécnico implicam a sua realizagdo no Ensino Universitario Superior, com um tutor /
orientador pertencente a este nivel de ensino. A sua execucdo futura nas Instituicdes do
Ensino Politécnico, sem ligacdo as Instituicdes de Ensino Universitario Superior, obrigara
a classificacdo do centro de investigacdo da Instituicdo do Ensino Politécnico como de

exceléncia pela FCT, situacdo que ainda ndo estd concretizada e que sé serd

Ohttp://enphe.org/Portals/enphe/documents/Final%20Report%20EQ%20FG_DEF 16012013.pdf
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desenvolvida nos préximos anos. A SPMFR, no entanto, realca a importancia dos
trabalhos, graus e titulos académicos. Os trabalhos e titulos académicos possibilitam a
criacdo de redes e parcerias académicas em grupos com outros profissionais, e essa é
uma mais valia para os profissionais, para as instituicdes académicas e da saude, para a
pratica clinica (direta ou indiretamente) e para a robustez cientifica das equipas
académicas e clinicas. A SPMFR afirma que quanto melhor for a formacao técnica pré e
pos-graduada, dos Fisioterapeutas, melhor serd o seu desempenho clinico (em Saude),
e como um todo, em equipa, centrado no doente e nos seus interesses, numa relacao
de profissionais de saude integrada, preconizando as diretivas da OMS; situagdo que
uma Sociedade Cientifica deve apoiar. Mas a data, no campo académico da Fisioterapia,
o anteriormente exposto, ndo é condicao justificativa e suficiente para a criagdo de uma

Ordem dos Fisioterapeutas.

Igualmente, a drea do conhecimento da Fisioterapia, ndo é uma area com “um
corpo de saberes proprio”, como emanado da exposi¢cdo de motivos para a criacdo de
uma Ordem dos Fisioterapeutas nos Projeto de Lei, ja que outras areas técnicas, por
exemplo a Terapia Ocupacional, tém formagdes curriculares semelhantes na sua
formacao de base, e a sua drea de conhecimento é uma das muitas areas do
conhecimento médico mais amplo (homeadamente do Médico especialista em

Medicina Fisica e de Reabilitacdo).

Refere-se também que a Diretiva 2005/36/CE, relativa ao reconhecimento das
qualificacbes profissionais, nada tera que ver com a criacdao de ordem profissional nem
com a classificacdo das profissGes mas, sim, o reconhecimento das qualificacdes a nivel
europeu. No entanto, cumpre indicar que estamos confiantes da existéncia de um erro
de tradugdo, quer na Diretiva, quer na Lei n.2 9/2009, de 4 de margo, que procedeu a
transposicdo da primeira, porquanto nunca se podera aceitar que se diga — por,
simplesmente, ndo corresponder a realidade técnica nem cientifica dos termos — que a
Fisioterapia € uma especialidade da profissdo de medicina e que é, em Portugal,
comummente denominada de Medicina Fisica e de Reabilitacdo ou Fisiatria. A

Medicina Fisica e de Reabilitacdo, como Especialidade Médica, cumpre integralmente,
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no plano europeu, a formacdo académica preconizada pelos Art.2 24 e Art.2 25 da
Diretiva Europeia 2005/36/EC (ao invés da Fisioterapia). A especialidade médica
“Medicina Fisica e de Reabilitacdo” encontra-se no Anexo V da Diretiva Europeia
2005/36/EC, dedicado as diferentes Especialidades Médicas. A Fisioterapia é referida
no Anexo Il da respetiva Diretiva, no grupo de profissées como: Terapia Ocupacional;
Terapia da Fala; Optometria; Técnico de Radiologia; Técnico de Medicina Veterinaria;

Dietista; etc.

Na ISCO-08, os Fisioterapeutas estao, de facto, integrados no grupo 22 relativo
aos “Profissionais de Saude”, com os Médicos, os Médicos Dentistas e os
Farmacéuticos. Esta classificacdo ndo tem em consideracao qualquer critério de
natureza e complexidade técnico-cientifica, mas unicamente o conceito de profissdes
relacionadas com a saude. Nas classificacées ISCO-58, ISCO-68 e ISCO-88, em que se
baseiam a maioria das classificacdes nacionais de profissdes, os médicos aparecem
classificados no indice 222 e os fisioterapeutas no grupo 322, concomitantemente com
as assistentes de médicos, assistentes de dentistas, assistentes de veterinarios e 18

assistentes de farmacéuticos.!? Esta ordenacdo é em tudo andloga a utilizada na

Diretiva Europeia 2005/36/EC.

De referir ainda que, o Fisioterapeuta ndo tem uma imposicdo curricular
(obrigatoriamente) superior ou simplesmente “mais complexa” que os restantes
profissionais técnicos citados no n? 1 do Art. 52 do Decreto Lei n.2 564/99, de 21 de
Dezembro, ndo sendo também entendivel por que razao poderia ser equiparado no
plano da complexidade de formacdo técnico-cientifica, por exemplo, com o Médico, o

Médico Dentista ou o Farmacéutico.
Na grande maioria dos paises europeus ndo existe Ordem dos Fisioterapeutas;

Apenas, 3 paises possuem Ordem dos Fisioterapeutas (Espanha, Franca e Itdlia), se
bem que, em abono da verdade, em Franca ndo exista uma Ordem profissional

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

11 http://www.ilo.org/public/english/bureau/stat/isco/isco08/.
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poderes. Na Alemanha, Austria, Bélgica, Finlandia, Holanda, Irlanda, Reino Unido e
Suécia, paises com modelos assistenciais mais ou menos préximos do portugués, mas
em que também é reconhecida, tal como em Portugal, as competéncias no dominio
técnico dos Fisioterapeutas, ndo existe Ordem dos Fisioterapeutas. Existem, sim,
diferentes tipos de associacdes, sendo o panorama europeu muito diversificado, mas
ndo se perfilhando a tendéncia ou orientacdo das instancias europeias para a criacao
de novas Ordens. De referir que na Europa, cada vez mais paises se baseiam nas
orientacdes das entidades internacionais competentes e defendem as equipas
multiprofissionais e multidisciplinares/interdisciplinares, com coordenacdo médica,

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

Estas referéncias ndo se invocam para importunar ou menorizar classes
profissionais, mas antes para se patentear e realcar a complementaridade destas e a
sua relevancia nos cuidados de saude, a importancia do trabalho em equipas de saude
em (Medicina Fisica e de) Reabilitacdo, multiprofissionais e multidisciplinares (sob
coordenac¢do médica), com beneficios em Saude e em Economia da Saude
comprovados na literatura cientifica e nos documentos da OMS (anteriormente
mencionados), face as intervengdes monoprofissionais, assim como para destacar a
perigosidade de se falar em independéncia, autonomia e capacidade de diagndstico.?
De aludir que a Fisioterapia ja goza de “autonomia” técnica, reconhecida no artigo 6.2
do Decreto-Lei n.2 564/99, no ambito da sua formacdo técnica, e em disposicdo com a

auséncia de prejuizo no exercicio de atividade em equipas de Reabilitacdo.

Na Resolucdo Europeia UEMS/D8908/89% (Anexo 12) advoga-se o trabalho

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

12 A este respeito, em Franca, o “Code de la Santé Publique” classifica os fisioterapeutas (Masseur
kinésithérapeute) como Auxiliares Médicos (Auxiliaires médicaux). Neste particular, a regulamentacgdo
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 a
I'exercice de sa profession. La liste de ces dispositifs médicaux est fixée par arrété des ministres chargés de
la santé et de la sécurité sociale, apres avis de I'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 atuagdo integrada da
Reabilitagao, de forma a aumentar a eficiéncia e a diminuir os custos e avalia-se
negativamente o modelo de cuidados de saude que atua de modo independente e
autéonomo. A OMS defende no World Report on Disability o modelo de Equipas de
Reabilitacdo e a lideranga por um Médico Fisiatra e alude-se que o modelo de
Reabilitacdo 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 situagées em
articulacdo direta apenas com médicos de outras especialidades. As equipas
multidisciplinares com profissionais da reabilitacado (e interdisciplinares com outras
especialidades médicas e cirurgicas) podem trazer muitos beneficios ao doente/utente

e a eficacia, efetividade e sustentabilidade dos sistemas de Saude.

O argumento de reconhecimento da independéncia da profissdo com beneficio 20
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, ndao pode ter essa
interpretacao no sentido da traducdo literal de “safeguarding” como “reconhecer”,
mas como “salvaguardar”, como patente em tradugdo para portugués deste
documento, por entidade certificada, em anexo . Em carta dirigida 8 SPMFR pelo
Presidente do PRM Board da UEMS (Professor Nicholas Christodolous), datada de
Novembro de 2016, e apds reunides do Comité Executivo da UEMS e do UEMS Council
em Brussels (20-22/10/2016), este ultimo na presenca dos representantes de todas as
associacOes profissionais médicas europeias e das seccdes das especialidades médicas,
o Presidente da CPME esclarece o Memorandum, referindo precisamente que a
Reabilitacdo deve ser um trabalho em equipa, com a necessidade da supervisao

médica pelo Fisiatra e que qualquer outro modelo aumenta os custos da Reabilitagdo4

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

(Anexos 13, 14, 15)

As perspetivas que se encenam ndo se coadunam com o direito a saude assente
em bases de confianga, rigor e boas praticas, levando a fraturas nas equipas de saude
multiprofissionais e multidisciplinares, pelo que se deverd assegurar que as mesmas
ndo fecundam, assim como ndo se observe instabilidade, dissonancias e atitudes
fraturantes e potencialmente divisionistas no seio dos cuidados e das equipas de
reabilitacdo, com implicagdes inclusive nas institui¢cdes dos varios niveis de cuidados de
saude do SNS, nas Unidades Privadas de Saude de Medicina Fisica e de Reabilitacdo, e

noutras.

De facto, a ambiguidade que preside as alteracdes ora propostas, que indiciam
um alargamento das competéncias de diagndstico, da determinacdo da alta da
fisioterapia e/ou do encaminhamento para outros profissionais, do exercicio da sua
atividade independentemente de outros profissionais de salde, ou como membros de
equipas pluridisciplinares (e ndo multidisciplinares e interdisciplinares, reforcando a
ideia da independéncia disciplinar da fisioterapia), atributos que se deve considerar
reservados aos médicos pela sua formacao e atividade profissional holisticas e
complexa, poderdo colocar em causa as melhores praticas e a satde dos doentes. E
evidente a tentativa de atribuicdo direta (nestes Projetos de Lei) de competéncias a
profissdo técnica de Fisioterapia, nomeadamente a competéncia para os “atos”

médicos, de acordo com a regulamentacao juridica nacional e a definicdo europeia.

Nesse sentido, sendo atentatdrias do direito a saude das pessoas, as referidas
normas nao passam no teste da constitucionalidade por violacado flagrante do direito a
saude — artigo 64.2 da Constituicdo da Republica Portuguesa, que consagra
constitucionalmente que “todos tém o direito 4 protecdo da saude e o dever de a defender
e promover”. Este é um direito a ser concretizado pelo Estado, através de um sistema de

normas juridicas, definidoras e reguladoras.

Tudo o que é leges artis em Medicina Fisica e de Reabilitacdo (como

especialidade médica e drea da saude), considerada cientificamente e reconhecida
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pela OMS, UEMS e demais comunidades cientificas nacional e internacional, e tudo o
que tem sido politica de saude em Portugal nas ultimas mais que quatro décadas, é
diretamente contrariado com estes Projetos de Lei, que aparentam, na realidade,
conceder uma série de competéncias técnico-cientificas e a afirmar, contra toda a
evidéncia, na exposicao de motivos para a criacdo de uma Ordem profissional, a

“independéncia de profissdes técnicas ”.

Conforme promana do artigo 4.2 Cddigo Deontolégico da Ordem dos Médicos, é
dever dos médicos o exercicio da profissdo com o maior respeito pelo direito a saude
das pessoas e da comunidade, pelo que se impde, também pela presente via, uma
oposicdo as iniciativas legislativas em curso, por serem atentatérias daquele (pelos

motivos expostos nestas.)

N3o obstante a SPMFR referir de novo que reconhece a importancia transversal
da Fisioterapia no ambito dos diversos niveis de cuidados de saude e a necessidade da
sua presenca nestes mesmos cuidados [hospitalares, de saude primarios, de
continuidade, na comunidade e paliativos do SNS, assim como, nos centros de
reabilitacdo e nas unidades privadas de saude de (Medicina Fisica e de) Reabilitacdo],
nas varias vertentes da (Medicina Fisica e de) Reabilitacgdo, como a promocgdo e
prevencdo da saude, a reabilitacdo, a recapacitacdo e a paliacdo, sob coordenacao,
diagndstico, prescricdo e supervisdo médicas, assim como as suas competéncias
técnicas e enquadradas na sua formacdao académica técnica pré-graduada e nas
formacgbes técnicas pds-graduadas, mas sem concordar com ou defender “novas”
competéncias de forma completamente desarticulada e “independente” das formacgdes
académicas, dos restantes profissionais do(s) Sistema(s) e do Servico Nacional de Saude,
ou a equiparacdo de fungdes e de profissdes, como explicito na exposicdo de motivos
deste Projetos de Lei; contra tudo o que sdo as evidéncias cientificas, as formacdes
curriculares académicas, a leges artis, as Boas Prdticas em Medicina Fisica e de

Reabilitacdo (como area da saude), as diretivas e normativas nacionais e internacionais.

A SPMFR realca a defesa técnico-cientifica das equipas de reabilitacdo

multiprofissionais integradas, multidisciplinares e interdisciplinares com outras
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especialidades médicas, em que as funcdes, competéncias, supervisdo e coordenacao
médicas (e do médico Fisiatra) se complementam com os restantes profissionais de
saude da equipa, com bases cientificas e educacionais. Segundo o entender e a
pronuncia da SPMFR ndo se apresentam, a data, nos Projetos de Lei n.2 635/XIll e n.2
642/XIll, o cumprimento das condi¢Bes técnico-juridicas para a criagdo de uma Ordem

dos Fisioterapeutas.
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UEMS 2009 / 14

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.”
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REPUBBLICA ITALTIANA

IN NOME DEL POPOLO ITALIANO
I1 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 I.. , con domicilio eletto presso l'ufficio di

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

’Omeca-Ordine dei Medici Chirurghi della Provincia di Cagliari, in persona
del legale rappresentante p.t., non costituito in giudizio;

’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, .-----

bl
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e con ['intervento di
ad adinvandum

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. 1, n. 1511/2009, resa
tra le parti, concernente l'antorizaZione all'esercigio di attivita studi professionali

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

Visti il ricorso in appello e 1 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 i Cons.

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

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

dell’avvocato Maurizio C. e I’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 attivita 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 I'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 'autorizzazione degli studi professionali e degli ambulatori
medici, nonché i criteri per lautorizzazione e laccreditamento 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 ¢ 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. Piu precisamente, secondo l'articolata prospettazione di censure avanzata
in primo grado dalla parte ricorrente, per effetto delle delibere de guibus:
I) agli ‘studi professionali di fisioterapia’ sarebbe consentita I’erogazione delle
stesse tipologie di prestazioni di tutte le altre strutture autorizzate a fornire
prestazioni di medicina fisica e riabilitativa, senza pero 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 '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 disparita di trattamento a fronte di prestazioni erogate al
paziente, dal fisioterapista e dal fisiatra, del tutto identiche. Al cospetto di tale
equivalenza di attivita, PAmministrazione 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 orario di lavoro di un medico specialista in fisiatria;
IT) la menzionata regola, che impone che lerogazione di prestazioni
riabilitative avvenga sotto il costante controllo medico, risponde ad
irrinunciabili esigenze di carattere sanitario e di tutela della incolumita del
paziente ed ¢ prevista, sul piano normativo, dal d.P.R. 14 gennaio 1997 e dalla
d.gr. del 4 giugno 1998, n. 26/21, i quali, nel disciplinare l'attivita
ambulatoriale dei medici, impongono, appunto, la presenza di un medico
specialista in fisiatria o in disciplina affine o equipollente;
IIT) nel disporre le regole qui contestate, organo esecutivo regionale ha
apertamente violato anche la ‘delega’ prevista dall’art. 6 della L.R. n. 10/20006,
nonché i principi e criteri direttivi di cui all’art. 8, comma 4, del d.gs. n.
502/1992, ai quali, al contrario, si sarebbe dovuto attenete nella fissazione dei
requisiti minimi necessari per ’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 erogatorey;
IV) la regolamentazione introdotta dalla Regione sarda finisce per ‘aggirare’
anche il meccanismo dell’«autorizzazione alla realizzazione» delle strutture
sanitarie e socio-sanitatie, previsto dall’art. 8-ter del D.Lgs. n. 229/99, e per
stravolgerne completamente la ratio programmatoria che ne sta a monte. Cio
in quanto, diversamente dai presidi medici «di recupero e riabilitazione
funzionale», la cui stessa realizzazione ¢ soggetta ad autorizzazione, per gli
studi professionali dei fisioterapisti ¢ 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 autorizzaziont;
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 ¢ 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.., e all’art. 6, comma 1°, della L.R. n. 10/20006, 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 Societa Scientifica della Medicina Fisica e
Riabilitativa (SIMFER).

5. Il giudizio di primo grado - nel quale si sono costituiti la Regione
Autonoma della Sardegna, ’Ordine dei medici e chirurghi della Provincia di
Cagliari, quale interventore ad adiuvandum, nonché ’A.LF.1. — Associazione
italiana fisioterapisti (evocata in giudizio a seguito di ordine di integrazione del
contraddittorio disposto dal TAR) - ¢ stato definito con la sentenza n.
1511/2009.

6. I1 TAR, nel respingere tutte le censure dedotte in ricorso, ha dapprima
operato una ricognizione del quadro regolatorio del profilo professionale del
tisioterapista, traendone la conclusione di una progressiva accentuazione da
parte del legislatore dell’ambito di autonomia entro il quale tale professionista
puo rendere le prestazioni alle quali ¢ abilitato.

I1 TAR ha poi individuato il grado di ‘autonomia’ entro il quale il fisioterapista
puo svolgere la sua attivita 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
Pattivita del medico-fisiatra e del fisioterapista:

- utilizzo di apparecchiature con parti applicate che possono comportare «uz
rischion per la sicurezza del paziente (riservata all’attivita 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 (attivita ammessa anche per 1
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 possibilita di utilizzare le apparecchiature
clettromedicali strettamente connesse all'esercizio della specifica professione
sanitaria; viceversa, richiedere la presenza di un medico nell'ambito dello
studio professionale del fisioterapista significherebbe svilire «/a sfera di azione e
di autonomia di tale professionista» e contraddire «i/ guadro normativo che riconosce, a
pieno titolo, la professione in parola come attivita propriamente sanitaria.

In definitiva, ad avviso del TAR, ¢ legittimo lo svolgimento nell’ambito dello
‘studio professionale di fisioterapia’ di attivita 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 pazientes.
Restano, invece, pienamente riservate agli studi/ambulatori dei medici tutte le
attivita che in questo settore vengono erogate con l'utilizzo di apparecchiature
elettromedicali con parti applicate che potrebbero comportare «un (pin elevato)
rischio per il pazienter.

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
legittimita degli atti contestati; e, dall’altro, ha adombrato ragioni di conflitto
competitivo tra le due categorie di professionisti sanitari (fisioterapisti e
tisiatri), in realta 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.,

¢ stata discussa ed ¢ 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 1 suoi primi riferimenti nella legislazione nazionale, ed in
particolare nelle leggi n. 833/1978 (att. 43) e n. 412/1991 (art. 4, comma 2), e
nella regola generale, qui rinvenibile, per cui le «istitugioni sanitarie private che
erogano prestazioni (...) di medicina fisica e riabilitazione (...) sono sottoposte al regime di
antorizzazione e vigilanga 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 operar.

2. Sul piano delle competenze, il d.Lgs. n. 229/99, aggiungendo ’art. 8ter al
d.Lgs. n. 502/1992, ha previsto che siano le Regioni a fissate, con proptio
intervento legislativo, «le modalita e i termini per la richiesta e ['eventuale rilascio della
antorizzazione alla realizzazione di strutture e della antorizzazione all'esercizio di attivita
sanitaria e socio-sanitaria», e che «autorigzazione all'esercizio di attivita sanitarie ¢,
altresi, richiesta per gli studi odontoiatrici, medici ¢ di altre professioni sanitarie, ove
attrezzati per erogare prestazioni di chirurgia ambulatoriale, ovvero procedure diagnostiche e
terapentiche di particolare complessita o che comportino un rischio per la sicurexza del
pazgienter.

3. A livello di normativa attuativa, il d.P.R. 14 gennaio 1997, dopo aver
precisato cosa debba intendersi per «ambulatorio di assistenza specialistica»
(cioe «la struttura o luogo fisico, intra od extraospedaliero, preposto alla erogazione di
prestagioni sanitarie di prevenzione, diagnosi, terapia e riabilitazione, nelle situazioni che
non  richiedono ricovero neanche a ciclo dinrnor), definisce il corredo di requisiti
minimi, anche di tipo organizzativo, che devono caratterizzarne I’esistenza.

A tali fini il d.P.R. stabilisce che «durante lo svolgimento dell'attivita ambulatoriale
deve essere prevista la presenza di almeno un medico, indicato quale responsabile delle

attivita cliniche svolte nell' ambulatorion.
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Nel testo principale, pot, all’art. 2 ¢ statuito che «l_e 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 lart. 1 prevede che «somo approvati i requisiti struttural,
tecnologici ed organizzativi minimi vichiesti per l'esercizio delle attivita sanitarie da parte
delle strutture pubbliche e private, riportati nell'allegato, che fa parte integrante del presente
decreton.

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 «/e modalita per
l'accertamento e la verifica del rispetto dei requisiti minini» ivi imposti (art. 2), nonché
«gli standards di gualita che costituiscono requisiti ulteriori per ['accreditamento di strutture
pubbliche e privates, ma che in ogni caso devono essere «in possesso dei requisiti
minimii per 'autorizzazione di cui all'art. 1» (art. 2), fissa taluni criteri generali cui
le Regioni stesse sono tenute ad adeguarsi nella fissazione deti requisiti e delle
procedure di screditamento con il S.S.N.

Tra tali criteri generali, sono indicati espressamente quelli volti ad consentire
«a) che laccreditamento della singola struttura sia funzgionale alle scelte di programmazione
regionale, nell'ambito delle linee di programmazione nazionale; b) che il regime di
concorrengialita tra strutture pubbliche ¢ private sia finalizzato alla qualita delle
prestazioni sanitarie e si svolga secondo il criterio dell'egnaglianza di diritti e doveri delle
diverse strutture, quale presupposto per la libera scelta da parte dell'assistito; ¢) che sia
rispettato il livello quantitativo e qualitativo di dotagioni strumentals, tecnologiche e
amministrative correlate alla tipologia delle prestazioni erogabili, nonché alla classe di
appartenenza della strutturay.

4. La Regione Autonoma della Sardegna ha dato applicazione al d.P.R. 14
gennaio 1997 mediante 'approvazione della delibera di G.R. n. 26/21 del 4
giugno 1998, che ha previsto i requisiti e le procedure per 'accreditamento

delle strutture pubbliche e private.
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Tale delibera, sulla premessa che «/accreditamento opera nei confronti nei confronti dei
soggetti eroganti prestaioni sanitarie gia regolarmente autorizzati e/ o comungue in
possesso dei requisiti struttural, tecnologici ed organizzativi minimi previsti dal D.P.R.
14.1.1997», contiene I'elencazione det requisiti, riportati nell’Allegato A che ne
costituisce parte integrante.

Ebbene, lart. 22, comma 2, del’Allegato prevede che, «In ogni caso,
nell’ Ambulatorio deve essere garantita, per tutto l'orario di apertura, la presenga di un
medico specialista nella branca specialistica di riferimento dell attivita 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 1 requisiti indispensabili sotto il profilo organizzativo,
che «Ogni struttura deve essere dotata di un Direttore responsabile, specialista in Fisiatria;
deve inoltre assicurare, durante 'orario di servizio, la presenza di: a) un medico specialista
in fistatria o in disciplina equipollente od affine, in relazione alla tipologia dei casi trattato.
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 autorizzatotio.
Al fine di distinguere queste diverse tipologie di strutture, vengono presi in
considerazione due elementi distintivi fondamentali:«?. /a #ipologia di prestazioni
erogate, con particolare riguardo alla potenziale pericolosita intrinseca delle stesse o derivata
dall'ntilizzazione di apparecchiature elettromedicali con parti applicate all assistito; 2. Je
modalita organigzative con le quali si erogano le attivita sanitarie, con particolare
riferimento alla complessita dell'insieme delle risorse (nmane, materiali ed organizzative)
utilizzate per esercizio delle attivitay.

5.1. Viene quindi disciplinato lo studio professionale medico non soggetto ad
autorizzazione (paragrafo 3), intendendosi come tale il luogo in cui «/
professionista eroga prestazioni esclusivamente in regime libero professionale, limitatamente

alla sola visita e colloquio con il paziente, escludendo quindi 'ntilizzo 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. D1 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 puo erogare prestagioni sanitarie di particolare complessita o che inplichino
Lutilizzo di apparecchiature elettromedicali con parti applicate che possono comportare un
rischio per la sicurexga del pazientes.

Si prevede inoltre che, in tal caso, 1 requisiti strutturali, tecnologici e
organizzativi devono corrispondere a quelli richiesti per 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 cast trattati.

Al paragrafo 4.2, quindi, la delibera disciplina gli ambulatori medici (AM),
prevedendo che «wegli AM ¢ obbligatoria la presenza di un direttore sanitario cui ¢
attribuita la responsabilita del corretto funzionamento della struttura sotto il profilo
1gienico-sanitario, organigzativo e della sicurezza. Negli ambulatori medici possono essere
effettuate procedure diagnostiche e terapeutiche di particolare complessita, nonché prestazion:
che possono comportare un rischio per la sicurexza del paziente: - utilizo di
apparecchiature elettromedicali con parti applicater.

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

Lutilizzo 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.L. 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.

0. L’'impostazione argomentativa dell’atto di appello (e del ricorso di primo
grado) - intesa ad evidenziare una generale difformita 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.

60.1. 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 complessita o che comportano un rischio per la
salute del paziente, in quanto implicanti V«utilizzo di apparecchiature elettromedicali
con parti applicater.

60.2. La valutazione di equivalenza tra le attivita del fisioterapista e del fisiatra ¢
ancorata, in particolare, allidentica modalita di utilizzo dei macchinari
elettromedicali da parte di entrambi gli operatori sanitari, nonché alla
omogeneita dei fattori di rischio - per la salute del paziente - connessi
all'impiego di tale metodologia di intervento strumentale.

0.3. 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 «b ferapie mediante
attrexzature 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 pagiente, nel senso che non vi ¢ la possibilita, da un punto di vista scientifico, di
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distinguere modalita differenti di intervento con la terapia con mezzi fisici. Una volta che il
Fisioterapista ¢ antorizzato al loro uso potra intervenire con terapie del tutto identiche a
quelle che solo il Fisiatra in un Centro ambulatoriale di Riabilitazione potrebbe praticare.
Cio anche per le potenziali conseguenze dannose sulla salute. 1. esempio classico ¢ 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 presenga del
medico. Basti pensare ai danni alla retina che possono derivare da un nso incongruo della
Laserterapia» (ctr. parere della European Society of Phisical and Rehabilitation
Medicine, reso in data 10 febbraio 2009 — doc. 1 depositato il 12 settembre
2009).

0.4. Non solo le terapie strumentali sono equivalenti, ma anche «&
apparecchiature elettromedicali ..sono le stesse, identiche a quelle utilizzate dal fisiatra
all’interno dell'ambulatorio medico specialisticon (cfr. parere della Societa italiana di
medicina fisica e riabilitativa — doc. 2, depositato il 17 febbraio 2009).

0.5. Risulta dunque lesistenza di un ambito operativo specifico - quello
caratterizzato dall'impiego di apparti elettromedicali - nel quale le due figure
professionali svolgono la loro attivita con modalita e tecniche equivalenti, che
giustificherebbero una analoga dotazione di requisiti e cautele.

0.6. 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 det
casi trattati.

0.7. In proposito, sempre dai pareri scientifici versati in atti risulta che «g/
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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Sfarmaci antinfiammatori, effetti di grave danno retinico durante 'uso di laser, gravi aritmie
cardiache in corso di elettroterapia mal posizionata ed ntilizzata».

Nondimeno, «nell’ambulatorio di medicina fisica e riabilitazione ¢'¢ la presenza costante
del Medico, mentre nello studio del Fisioterapista il Medico ¢ 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 pazienter (ctr.
parere della Societa 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 cio anche laddove nelle due strutture
vengano ad essere erogate le medesime prestazioni diagnostiche e
terapeutiche di particolare complessita o che comportano un rischio per la
sicurezza del paziente, quali quelle effettuate mediante le apparecchiature
elettromedicali.

7.1. Come gia esposto, per le prestazioni riabilitative ¢ previsto come
necessatio 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 relagione alla tipologia dei
casi trattaton.

7.2. Dunque, I'incongruenza nella quale ¢ incorsa I’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
Pambulatorio di medicina fisica e riabilitativa, si erogano medesime

prestazioni diagnostiche e terapeutiche di particolare complessita 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 ¢ necessaria
'autorizzazione, I’Amministrazione non ha motivato il perché allo studio
professionale del fisioterapista (comunque soggetto ad autorizzazione) sia
possibile riconoscere una disciplina piu favorevole che consenta allo stesso di
prescindere dal possesso di una serie di requisiti.
7.3. Non ¢ stata motivata, né risulta di per sé ragionevole, in particolare, la
ragione per la quale, nonostante tale sovrapponibilita 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
'autorizzazione ¢ necessaria sia per le «strutture che erogano prestazioni di assistenza
Specialistica in regime ambulatoriale, ivi comprese quelle riabilitative, di diagnostica
Strumentale e di laboratorion, sia per «per gli studi odontoiatrici, medici e di altre
professioni sanitarie, ove attrexgati per erogare prestazioni di chirurgia ambulatoriale,
ovvero procedure diagnostiche e terapeutiche di particolare complessita o che comportino un
rischio per la sicurexza del pazientes.
8.1. Dunque, il legislatore nazionale - di fronte a strutture che erogano
prestazioni identiche per complessita e rischi di salute - richiede per entrambe
lautorizzazione, senza assolutamente prevedere un trattamento di maggior
‘favore’ quanto al possesso del 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 '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 I'art. 8 dello stesso D.Lgs. 502/1992,
nel prevedere 'emanazione di un atto di indirizzo e coordinamento con il
quale siano definiti « requisiti strutturali, tecnologici e organizativi minimi richiesti per
lesercizio  delle  attivita  sanitarie da parte delle strutture pubbliche e  privater,
espressamente impone, al comma 4, che l'atto in questione si ispiri ad una
serie di “criteri e principi direttivi” tra 1 quali, per quanto qui interessa, quello
di «prevedere ['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 ¢ stata investita del compito di stabilire e aggiornare,
con propria deliberazione, 1 requisiti minimi strutturali, tecnologici e
organizzativi richiesti per l'esercizio delle attivita sanitarie, contiene un
esplicito richiamo ai «principi e dei criteri direttivi contenuti nel comma 4 dell'articolo §
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, piu in particolare, che «le strutture che erogano
prestazioni di assistenga Specialistica in regime ambulatoriale possono essere distinte a
seconda dell’entita e della tipologia delle prestazioni erogabili e delle dotazioni strumentale,
tecnologica ed organizzativa posseduter.

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 I'utilizzo di apparecchiature
elettromedicali con parti applicate che possono comportare un «erto grado di
rischion 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, cosi da permettere
all’utilizzatore di conoscere quelle alle quali egli, in base alla propria
professione, ¢ 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 gia precisato, la documentazione scientifica versata in atti avvalora
la tesi secondo cut 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 persuasivita delle censure mosse avverso la delibera impugnata non
viene meno facendo leva sul concetto di ‘autonomia professionale’ che
contraddistingue 'operato del fisioterapista.

10.1. Innanzitutto, I'entita di tale autonomia va precisata, nel duplice senso
che essa puo 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, cio¢ 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 «w riferimento alla

diagnosi ed alle prescrizioni del medico» contenuto nel D.M. 14 settembre 1994, n.
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741 (recante «Regolamento concernente 'individuazione della fignra 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 gia ritenuto che:
(i) la normativa statale in materia riabilitativa attribuisce al medico un ruolo di
centralita e di responsabilita nel percorso terapeutico nell'area della
riabilitazione;
(i) 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 ¢ frutto
del lavoro di un'equipe della quale fa parte anche il fisioterapista;
(iii) I'art. 1, comma 2, d.m. 14 settembre 1994, n. 741, va inteso nel senso di
consentire al fisioterapista di prestare la propria attivita, 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. I1I, 12 febbraio 2015, n. 752).
10.4. Per quanto esposto, desumere da una generica postulazione di
autonomia professionale 'automatica abilitazione dei fisioterapisti all’utilizzo
di metodiche strumentali — senza adeguata motivazione - risulta
manifestamente illogico, se non previa definizione di un uso di tale
strtumentazione rapportato agli interventi e alle competenze appropriate

all’'ambito professionale proprio del fisioterapista.
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11. Net limiti e nei termini innanzi precisati, il Collegio ritiene quindi fondati 1
diversi profili di censura dedotti dalla parte appellante e sin qui esaminati, nei
quali confluisce anche [lulteriore 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.Igs. n. 502/1992 e s.m.i., ¢ 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, 'appello risulta fondato e
va accolto.
12.1. Tuttavia, considerate le circostanze, si ritiene opportuno disportre con la
presente pronuncia unicamente effetti conformativi del successivo esercizio
della funzione pubblica, e non anche i consueti effetti ex z#ne di annullamento,
demolitori degli effetti degli atti impugnati, né quelli ex nunc (per la possibilita
di escludere '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 attivita espletate e i rapporti
negoziali e patrimoniali nel frattempo instaurati sulla base delle vigenti
disposizioni, essendo questa una conseguenza esorbitante la pretesa e
I'interesse azionati col ricorso di primo grado, volto alla definizione pro futuro
di un corretto assetto regolatorio delle condizioni di accesso alle professioni
sanitarie.
12.2.51 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.gr. 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 1 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
potra valutare tutte le circostanze ed esercitare i poteri previsti dal Codice del
processo amministrativo, anche quelli riguardanti le misure dissuasorie della
eventuale inottemperanza;
- resta comungque 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, cosi
come resta inteso che la presente sentenza non produce ulteriori
conseguenze, sulla legittimita 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, I'appello in esame va accolto nei limiti sopra
precisati e con le conseguenze conformative sopra determinate.
14. La complessita delle questioni trattate giustifica la compensazione delle
spese di lite in entrambi 1 gradi di giudizio.

P.Q.M.

I1 Consiglio di Stato in sede giurisdizionale (Sezione Terza), definitivamente
pronunciando sull'appello n. 10497 del 2010, come in epigrate proposto, lo
accoglie e, per Ieffetto, in riforma della sentenza appellata:

- accoglie il ricorso di primo grado, ai sensi e nei limiti di cul 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
legittimita 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 1l 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.
Otrdina che la presente sentenza sia eseguita dall'autorita amministrativa.
Cosi 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
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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 € conseguente alla valutazione del medico
specialista in riabilitazione che predispone il progetto riabilitativo e definisce gli obiettivi, le
modalita 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.

Definicdo e actualizacdo dos niveis essenciais de assisténcia, referidos no n.2 7 do artigo 1.2 do
Decreto Legislativo de 30 de Dezembro de 1992, n. 502.

Art. 44 point 2

2. Aidentificacdo da configuracao apropriada de hospitalizacdo é conseqliente a avaliacdo do
especialista em reabilitacdo que prepara o projeto de reabilitacdo e define os objetivos, os
procedimentos e o tempo para completar o tratamento, ativando a tomada a cargo dos servicos
locais, residenciais e residenciais. e semi-residenciais para necessidades de reabilitacdo apds a
alta.
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Publicado em 11/12/2017

N.2 05840/2017REG.PROV.COLL.
N. 10497/2010 REG.RIC.

[Brasdo da Republica Italiana]

REPUBLICA ITALIANA

EM NOME DO POVO ITALIANO
0O Conselho de Estado

em sede jurisdicional (Terceira Seccdo)

proferiu o presente

ACORDAO
relativamente ao recurso ndmero de registo geral 10497 de 2010, proposto pelo Simmfir-Sindicato
italianos de médicos de medicina fisica e de reabilitacdo, na pessoa do representante legal pro tempore,

representado e defendido pelos advogados Tullio E. e Giovanni Sellitto, com domicilio no seu escritdrio

contra
A Regido da Sardenha, na pessoa do representante legal pro tempore representado e defendido pela
advogada Tiziana L., com domicilio no escritério de representagdo da Regido Auténoma da Sardenha, em
Roma,.---
A Omeca-Ordem dos Médicos Cirurgides da Provincia de Cagliari, na pessoa do representante legal pro
tempore, ndo convocada perante o tribunal;
a Aifi-Associacdo Italiana de Fisioterapeutas-Secgdo da Sardenha, na pessoa do representante legal pro

tempore, representado e defendido por Maurizio C., com domicilio no seu escritorio em Roma.
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e com a intervengdo de

ad adiuvandum
da ANISAP, na pessoa do seu representante legal pro tempore, representada e defendida por Paulo B.,

com domicilio no seu escritdrio em Roma,.---

para a reforma da senteng¢a do T .A. R. (Tribunal Administrativo Regional) da Sardenha, Secgédo I, n.?
1511/2009, proferida entre as partes, relativa & autorizag@o para o exercicio de atividades de
consultdrios profissionais médicos e de fisioterapia - procedimentos de acreditagéo para os gabinetes

profissionais de fisioterapia.

Tendo em conta o recurso de apelagdo e 0s respetivos anexos;

Tendo em conta os atos de convocagdo perante 0 tribunal da Regido da Sardenha e da Aifi-Associagdo
italiana de Fisioterapeutas - Secgéo da Sardenha;

Tendo em conta as alegagdes;

Tendo em conta todos os autos do processo;

Relator na audiéncia publica de 21 de novembro de 2017 o Cons. Giovanni Pescatore € ouvidas em nome
das partes o advogado Eduardo De Ruggiero, por delegacdo do advogado Giovanni Sellitto, a advogada
Emanuela E. por delegagdo do advogado Maurizio C. e 0 advogado Paolo B. ;

Analisado e considerado, em matéria de facto e de direito, o seguinte.

MATERIA DE FACTO
1. As decisdes deliberativas impugnadas com a peti¢do inicial respeitantes ao processo em primeira
instancia contém a regulamentagdo dos procedimentos de autorizagdo para o exercicio de atividades de
satude nos gabinetes médicos profissionais, nos consultdrios médicos e nos gabinetes profissionais de
fisioterapia , bem como os procedimentos de acreditagdo para os gabinetes profissionais de fisioterapia.
2. Em particular, com o anexo técnico a que se refere a deliberacdo da G.R. (Junta Regional) n.2 13/17 de
4 de marco de 2008, foram regulamentados os ambitos de aplicagdo, os critérios para a classificacdo e a
autorizacdo dos gabinetes profissionais e dos consultérios médicos, bem como 0S critérios para

autorizacdo e acreditagdo de gabinetes de fisioterapia profissional.
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Com a deliberagdo seguintes n.? 21/42, a Junta Regional procedeu a aprovagao definitiva deste ato
regulamentar.

3. Com base na impugnacao aqui examinada, proposta pelo Sindicato italiano de médicos de medicina
fisica e reabilitagdo, existe a queixa de que as resolugdes impugnadas introduziram uma regulamentagao
dos designados "gabinetes profissionais de fisioterapia" mais "favordvel" em termos da imposi¢do de
requisitos minimos de organizagdo, bem como estruturais e tecnoldgicos, do que 0s impostos as
estruturas e consultérios profissionais do pessoal médico que oferece prestagdes de medicina fisica e
reabilitagdo.

4. Mais precisamente, de acordo com a previsdo articulada de censuras avancada em primeira instancia
pela recorrente, por efeito das deliberagbes em questdo:

1) aos gabinetes profissionais de fisioterapia seria permitido prestar os mesmos tipos de servigos de todas
as outras estruturas autorizadas a fornecer servicos de medicina fisica e de reabilitagdo sem, no entanto,
cumprir com todos os requisitos minimos impostos a estas Gltimas. Nomeadamente, seria permitida a
utilizagdo para fins terapéuticos de equipamentos eletromédicos sem que esta utilizacdo seja efetuada,
conforme previsto para 0s equipamentos de medicina fisica e reabilitagdo, sob a supervisdo constante,
durante o horario de trabalho, de um médico especialista em fisiatria (sendo prevista apenas a presenca
do fisioterapeuta).

A incongruéncia do quadro regulamentar consistiria no facto de ter concretizado uma desigualdade de
tratamento no que se refere aos servicos prestados ao paciente, pelo fisioterapeuta e pelo fisiatra, que
s30 completamente idénticos. Em vista dessa equivaléncia de atividade, a Administracdo Regional deveria
ter expressamente previsto também para os gabinetes de fisioterapia, além da detengdo dos requisitos
estruturais e tecnoldgicos minimos exigidos aos consultorios médicos, também, e sobretudo, 0
cumprimento dos requisitos organizacionais, impondo para esta finalidade a presenga, no gabinete

profissional de fisioterapia, de um médico
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com a funcao de diretor responsavel, especialista em fisiatria, bem como a presenca constante, durante
o horério de trabalho, de um médico especialista em fisiatra;

Il) a regra acima mencionada, que exige que a prestacdo de servigos de reabilitagdo ocorra sob a
supervisdo médica constante, atende a requisitos irrenunciaveis em termos de saude e de salvaguarda da
incolumidade do paciente e esta prevista no quadro regulamentar pelo d.P.R. (decreto presidencial) de 14
de janeiro de 1997 e pela d.g.r. (deliberagdo da junta regional) de 4 de junho de 1998, n.2 26/21 que, ao
regular a atividade ambulatéria dos médicos, impde, de facto, a presenca de um médico especialista em
fisiatria ou em especialidade semelhante ou equivalente;

IIl) através das disposicdes aqui contestadas, o 6rgao executivo regional violou abertamente a "delegagdo"
prevista no art. 6 da L.R. (lei regional) n.2 10/2006, bem como os principios e os critérios orientadores nos
termos do art. 8, alinea 4, do d.lgs (decreto legislativo) n. 502/1992, os quais, pelo contrario, devia ter
respeitado ao fixar os requisitos minimos necessarios para o fornecimento das prestagdes de saude.

Em particular, a este respeito, a possibilidade de distinguir as estruturas prestadoras ndo com base no
«tipo de servigos que podem ser prestados», mas com base na natureza do «prestador»;

IV) a regulamentacdo introduzida pela Regido da Sardenha acaba por "contornar" também o mecanismo
da «autorizacdo para a realizagdo» das estruturas sanitarias e sécio-sanitarias, previsto no art. 8-ter do
D.Lgs. (decreto legislativo) n. 229/99, e para reverter completamente a ratio programatica que estd a
montante. Isso porque, ao contrério dos centros médicos de “recuperagdo e reabilitagdo funcional”, cuja
implementacio esta sujeita a autorizagao, para os gabinetes profissionais dos fisioterapeutas é necessaria
apenas a autorizagdo para o exercicio. Este mecanismo diferenciado, no entanto, perderia a sua razdo de
ser se, para os fisioterapeutas, fosse possivel abrir estruturas tipologicamente idénticas as dos «centros
de recuperagdo e de reabilitagdo funcional», sem estarem sujeitos ao regime analogo de requisitos e
autorizagOes;

V) 0 ambito de tais violagdes é determinado tanto em termos de prejuizo das regras de concorréncia entre

os prestadores de servigos qualitativamente
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equivalentes (sendo ilegalmente prejudicados os interesses dos médicos fisiatras dos quais o sindicato
recorrente é porta-voz ), quer em termos de comprometimento do direito a satde dos cidaddos;

V1) vulnus adicional é deduzida com referéncia ao art. 8 quater do d.lgs. (decreto legislativo) n.2 502/1992,
e alteracdes e aditamentos posteriores, e ao art. 6, paragrafo 1, da Lei Regional n.2 10/2006, que imp&e
formas adequadas de participagdo das Ordens e dos Colégios profissionais interessados que, no caso em
apreco, ndo teriam sido respeitadas, tendo sido excluidos da confrontacdo interprocessual, quer o
sindicato recorrente (SIMMFIR), quer a Sociedade Cientifica de Medicina Fisica e Reabilitagdo (SIMFER).
5. 0 julgamento de primeira instancia, em que foram convocados perante o tribunal a Regido Auténoma
da Sardenha, a Ordem dos Médicos e Cirurgides da Provincia de Cagliari, na qualidade de interventor ad
adiuvandum, bem como a A.LF.I. — Associagdo italiana de fisioterapeutas (convocada perante o tribunal
apés um pedido de integracdo do contraditério criado pelo TAR - Tribunal Administrativo Regional) - foi
definido com a sentenca n.2 1511/2009.

6. O TAR (Tribunal Administrativo Regional), ao rejeitar todas as objegGes levantadas no recurso, primeiro
fez um reconhecimento do quadro regulamentar do perfil profissional do fisioterapeuta, retirando como
conclusdo uma acentuacdo progressiva por parte do legislador do &mbito de autonomia dentro do qual
este profissional pode prestar os servigos para os quais estd habilitado.

O TAR (Tribunal Administrativo Regional) identificou entdo o grau de ‘autonomia’ dentro do qual o
fisioterapeuta pode realizar a sua atividade com o uso de equipamentos eletromédicos com partes
aplicadas no paciente, com referéncia especifica a legislagdo regional objeto do recurso, reconheceu o
limite na seguinte distingéo entre a atividade do médico-fisiatra e do fisioterapeuta:

- utilizagdo de equipamentos com partes aplicadas no paciente que podem implicar «um risco» para a
segurancga do mesmo (reservada a atividade propriamente «médica»: ver ponto 4.2 para 0s consultorios

médicos e o ponto 4.1 para gabinetes profissionais médicos, do Anexo a deliberacdo 13/17 de 4 de margo

de 2008);
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- uso de equipamentos com partes aplicadas no paciente que podem envolver s «um certo grau de risco»
para o paciente (atividade também permitida no caso dos fisioterapeutas, ver ponto 5 do anexo da
deliberacdo 13/17 de 4 de margo de 2008).

Com base nestas premissas, o TAR ( Tribunal Administrativo Regional) concluiu que, se o legislador atribuiu
uma margem de autonomia significativa a figura do fisioterapeuta, 3 mesma deve ser associada também
a possibilidade de usar equipamentos eletromédicos estreitamente relacionados com o exercicio da
profissdo especifica de salde; pelo contrario, solicitar a presenca de um médico no consultorio
profissional do fisioterapeuta significaria um aviltamento «da esfera de acdo e autonomia deste
profissional» e contradizer «o quadro regulatdrio que reconhece plenamente a profissdo em questéio como
uma atividade prépria de saude».

Em suma, na opinido do TAR (Tribunal Administrativo Regional), é legitimo realizar no ambito do ‘gabinete
profissional de fisioterapia atividades, ndo apenas manuais, que envolvam também a utilizacdo das
tecnologias necessarias e relacionadas, «desde que néo impliquem ultrapassar um nivel moderado de risco
para a seguranga do paciente».

Por outro lado, ficam completamente reservadas aos gabinetes/consultérios dos médicos todas as
atividades que neste setor sdo fornecidas com o uso de equipamentos eletromédicos com partes
aplicadas no paciente que podem resultar em «um risco (mais elevado) para o paciente».

7. O recurso comecou com uma série de criticas preliminares ao acérdao de primeira instancia, no que se
refere 3s motivacdes, enquanto esta atribuiu, por um lado, importancia determinante ao conceito de
‘autonomia profissional’ do fisioterapeuta, retirando consequéncias improprias e ndo coerentes no plano
da legitimidade dos atos impugnados; e, por outro lado, aludiu a razdes de conflito entre as duas
categorias de profissionais de satde (fisioterapeutas e fisiatras), na realidade inexistentes e, em qualquer
caso, ndo relevantes para a decisdo.

O recurso também delonga-se numa recapitulagio ampla e detalhada das objegGes em primeira instancia.
8. O processo, na sequéncia da troca de articulados e de réplicas nos termos do art. 73 do c.p.a. (cadigo

de processo administrativo), foi discutido e foi retido para decisdo na audiéncia publica de 21
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novembro de 2017.

MATERIA DE DIREITO
1. O quadro juridico articulado em que a controvérsia em exame se inscreve, encontra as suas primeiras
referéncias na legislagdo nacional e, em particular, nas leis n.? 833/1978 (art. 43%) e n.? 412/1991 (art. 49,
paragrafo 2), e na regra geral, que pode ser aqui encontrada, de acordo com a qual «as instituic6es
privadas de saude que prestam servicos (...) de medicina fisica e reabilitagdo (...) estdo sujeitas a
autorizagdo e vigildncia sanitdria nos termos do artigo 432 da Lei n.2 833 de 23 de dezembro de 1978, e
deve ter um diretor médico ou técnico, que responde pessoalmente G organizagdo técnica e funcional dos
servicos e o pessoal que ld trabalha deve possuir os titulos profissionais prescritos ».
2. Em termos de competéncias, 0 d.Lgs (decreto legislativo) n.2 229/99, acrescentando o art. 8ter ao d.Lgs.
n.2 502/1992, estabeleceu que sejam as Regides a definir, com a sua propria intervencdo legislativa, «os
modos e os termos do pedido e a possivel emissdo da autorizagéio para a realizagdo de instalagdes e da
autorizagdo para o exercicio de atividades na drea da saude e sdcio-sanitdria»; e que «a autorizagdo para
o exercicio de atividades de saude é também exigida para os consultorios de medicina dentdria, médicos
e outras profissdes da satde, quando equipados para prestar servigos de cirurgia em regime ambulatdrio,
ou procedimentos diagnosticos e terapéuticos de particular complexidade ou que envolvam uma risco para
a seguranga do paciente».
3. Ao nivel das normas de implementagdo, o d.P.R. (decreto presidencial) de 14 de janeiro de 1997, apos
especificar o que se entende por «consultorio de assisténcia especializada» (ou seja, «a estrutura ou local
fisico, intra ou extra-hospitalar, responsdvel pela prestagdo de servicos de saude para prevengdo,
diagndstico, terapia e reabilitacdo, em situagdes que ndo requerem hospitalizagéo mesmo durante o dia»),
define o conjunto de requisitos minimos, também de natureza organizacional, que devem caracterizar a
sua existéncia.
para o efeito, o decreto presidencial estabelece que «durante 0 desenvolvimento da atividade em
consultério deve haver pelo menos um médico na qualidade de responsavel pelas atividades clinicas

realizadas no consultério».
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No texto principal, no art. 22 é estabelecido que «As estruturas referidas no art. 42 seguinte sdo obrigadas
a cumprir e a adaptar-se aos requisitos minimos gerais e especificos estabelecidos no art. 12» , onde o
art. 12 estabelece que «sdo aprovados os requisitos estruturais, tecnoldgicos e organizacionais minimos
necessdrios para o exercicio de atividades de satde por parte de estruturas publicas e privadas, conforme
estabelecido no anexo, que é parte integrante do presente decreto».

Entre as estruturas referidas no art. 42, no que se refere ao caso vertente, estao incluidas, portanto, as
que «prestam servicos de assisténcia especializada em regime ambulatdrio, incluindo as de reabilitagdo,
de diagndsticos instrumentais e laboratoriais».

O mesmo texto normativo ao delegar, portanto, as Regides «os procedimentos para a averiguacdo e a
verificagdo do cumprimento dos requisitos minimos» impostos N0 mesmo (art. 22), bem como «os padroes
de qualidade que constituem requisitos adicionais para a acreditacdo das estruturas publicas e privadas»,
que, no entanto, devem estar «na posse dos requisitos minimos de autorizacdo nos termos do art. 19»
(Art. 22), estabelece certos critérios gerais aos quais as proprias Regibes devem adaptar-se ao definir os
requisitos e os procedimentos de desacreditagdo junto do S.5.N (servico nacional de saude).

Entre estes critérios gerais sdo expressamente indicados os que visam permitir «a) que a acreditagdo da
estrutura seja funcional em relag@o as escolhas programaticas da regido, dentro das linhas programdticas
nacionais; b) que o regime de concorréncia entre estruturas publicas e privadas seja finalizado a qualidade
da prestacdo dos servigos de satde e é realizado de acordo com o critério de igualdade de direitos e deveres
das diversas estruturas, como pressuposto para a livre escolha do assistido; ¢) que seja respeitado o nivel
quantitativo e qualitativo de equipamentos instrumentais, tecnoldgicos e administrativos relacionados
com o tipo de prestagdes de servicos a ser fornecidos, bem como com a classe a que pertence a estrutura».
4. A Regido Auténoma da Sardenha aplicou o d.P.R. (decreto presidencial) de 14 de Janeiro de 1997
através da aprovacdo da resolugdo da G.R. (Junta regional) n.2 26/21 de 4 de junho de 1998, que

estabeleceu os requisitos e os procedimentos para a acreditagdo de estruturas publicas e privadas.
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Esta resolucdo, com base na premissa de que «@ acreditagdo atua em relacdo as entidades prestadoras
de servicos de saude ja regularmente autorizadas e/ou, em qualquer caso, na posse dos requisitos
estruturais, tecnoldgicos e organizacionais minimos previstos no D.P.R. (decreto presidencial) 14.1.1997>,
contém a lista de requisitos, referidos no Anexo A, que € parte integrante do mesmo.

Ora, o art. 29, paragrafo 2, do Anexo, estipula que «em qualquer caso, a presenca de um médico da
especialidade na drea de referéncia da atividade praticada deve ser garantida durante todo o hordrio de
abertura».

Para as estruturas prestadoras de servicos de medicina fisica e de reabilitagdo, o mesmo texto normativo,
apos ter previsto 0s requisitos estruturais e tecnologicos indica, no art. 612, paragrafo 2, entre 0S
requisitos indispensaveis do ponto de vista organizacional, que «Cada estrutura deve ter um Diretor
responsdvel, especialista em Fisiatria; deve também assegurar, durante o hordrio de servigo, a presenca
de: a) médico especialista em fisiatria ou numa especialidade equivalente ou similar, em relagd@o ao tipo
de casos tratados ».

5. No que se refere a resolugdo da G.R. (Junta Regional n.2 13/17 de 4 de margo de 2008 (objeto de
recurso), é necessario concentrar-se nas disposicdes dos paragrafos 3 e 4 do anexo, que contém as
caracteristicas distintivas entre gabinetes profissionais n3o sujeitos a autorizagdo e gabinetes profissionais
e consultérios médicos que, pelo contrario, estdo sujeitos a medida de autorizagdo.

A fim de distinguir estes diferentes tipos de estruturas, sdo considerados dois elementos distintivos
fundamentais «1. o tipo de servicos prestados, nomeadamente no que se refere ao perigo potencial
intrinseco do mesmo ou derivado do uso de equipamentos eletromédicos com partes aplicadas no
assistido; 2. as modalidades organizacionais com as quais as atividades de saude sdo prestadas, com
especial referéncia @ complexidade do conjunto de recursos (humanos, materiais e organizacionais)
utilizados para o exercicio das atividades».

5.1. E, portanto, regulamentado o gabinete médico profissional ndo sujeito a autorizacdo (paragrafo 3),
considerado como sendo o lugar em que «0 profissional presta servicos exclusivamente como profissional
liberal, limitados apenas @ consulta e entrevista com o paciente, excluindo portando o uso de equipamento

tecnoldgicos
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com partes aplicadas no paciente e/ou aparelhos que possam representar um risco para a seguranca do
paciente».

5.2. A seguir, sdo contemplados os consultérios e 0s gabinetes profissionais médicos sujeitos a autorizagdo
(paragrafo 4) e, para estes (ltimos, esta previsto, no paréagrafo 4.1, que «Nos termos da legislagdo vigente,
o profissional individual ou associado pode prestar servicos de satde particularmente complexos ou que
impliquem o uso de equipamentos eletromédicos com partes aplicadas no paciente que possam
representar um risco para a seguranga do mesmo».

Espera-se também que, neste caso, 0 requisitos estruturais, tecnologicos e organizacionais devem
corresponder aos exigidos para a acreditagdo da medicina especializada com base da d.G.R (deliberacdo
da Junta regional). 26/21 de 4 de junho de 1998, incluindo, entre estes, a presenga de um diretor
responsavel, médico da especialidade, além da presenca constante de um médico da especialidade em
relagdo ao tipo de casos tratados.

No paragrafo 4.2, portanto, a deliberagdo regula os consultérios médicos (CM), prevendo que «nos CM é
obrigatdria a presenca de um diretor médico responsavel pelo bom funcionamento da estrutura em termos
higiénico-sanitdrios, organizacionais e de seguranca. Nas clinicas médicas podem ser realizados
procedimentos diagndsticos e terapéuticos de particular complexidade, bem como ser prestados Servicos
que podem representar um risco para a seguranca do paciente: - uso de equipamentos eletromédicos com
partes aplicadas no paciente».

E feita, portanto, referéncia aos requisitos minimos estabelecidos no d.P.R. (decreto presidencial) de 14
de janeiro de 1997 bem como, no que diz respeito 3 acreditacdo, aos requisitos estruturais, tecnologicos
e organizacionais exigidos pela d.g.r. (deliberacdo da junta regional) 26/21 de 4 de junho de 1998.

5.3. No parégrafo 5 da deliberagdo impugnada, sdo por fim regulamentados os gabinetes profissionais de
fisioterapia, definidos como estruturas sujeitas a obrigagdo de autorizacdo prévia, «onde podem ser
prestados servicos terapéuticos imputdveis ao perfil profissional do fisioterapeuta de acordo com o D.M.
(decreto ministerial) 741/94; é prevista a utilizagdo de equipamentos eletromédicos com partes aplicadas

no paciente que podem envolver um
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certo grau de risco para 0 mesmo (as Normas IEC 64-8 secgdo 710 configuram este tipo de estrutura como
ambiente de tipo 1)».

O anexo indica o conjunto de requisitos estruturais, tecnoldgicos e organizacionais minimos que 0
gabinete deve respeitar.

6. A abordagem argumentativa da apelagdo (e do recurso de primeira instancia) - que tem como finalidade
evidenciar uma discrepancia geral na regulamentacdo dos requisitos de acesso aos dois ambitos
profissionais - parte de um postulado inicial segundo o qual no gabinete profissional do fisioterapeuta
podem ser prestados servigos de satde que se sobrepdem substancialmente aos que sdo fornecidos por
um consultdrio médico de reabilitagdo.

Com base nesta pressuposta equivaléncia de prestagdes, a diferente regulamentag¢do dos requisitos
estruturais e organizacionais de acesso aos dois setores profissionais é contestada como sendo n@o
razoavel.

6.1. Em particular, nas duas estruturas consideradas, a deliberagdo n.2 13/17 de 4 de margo de 2008
permite a prestagdo dos mesmos servicos terapéuticos de particular complexidade ou que representam
um risco para a satde do paciente, enquanto envolvem o «uso de equipamentos eletromédicos com partes
aplicadas no paciente».

6.2. A avaliacio da equivaléncia entre as atividades do fisioterapeuta e do fisiatra esta alicercada, em
particular, na idéntica forma de utilizacdo dos equipamentos eletromédicos por parte de ambos os
profissionais de saide, bem como na homogeneidade dos fatores de risco - para a saude do paciente -
relacionados com a utilizacio deste método de intervengdo instrumental.

6.3. Para o perfil em andlise, a recorrente forneceu dois pareceres médico-cientificos (contra cujos
resultados n3o foram submetidas produgdes cientificas de sinal contrario), com base nos quais emerge
que «as terapias que utilizam equipamentos eletromédicos, sejam elas realizadas pelo fisioterapeuta ou
pelo fisiatra, sdo as mesmas (laser, termoterapia, correntes e outros) e envolvem os mesmos e idénticos

riscos para o paciente, no sentido de que ndo existe possibilidade, do ponto de vista cientifico, de
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distinguir diferentes modos de intervengdo com a terapia com meios fisicos. Uma vez que o Fisioterapeuta
estd autorizado a usd-los, poderd intervir com terapias em todo idénticas as que apenas o fisiatra num
Centro de Reabilitagdo ambulatério poderia praticar. Isso também é devido as possiveis consequéncias
nocivas para a saude. O exemplo mais comum é o do Laser ou o das ondas de choque: ambos 0s
equipamentos seriam utilizados nos dois tipos de Estruturas, mas claramente bem diferente seria a
protegéio dos pacientes na presenca do médico. Basta pensar no dano a retina que pode resultar de um
uso incongruente da Terapia Laser» (ver parecer da European Society of Physical and Rehabilitation
Medicine - Sociedade Europeia de Medicina Fisica e de Reabilitacdo, fornecido a 10 de fevereiro de 2009
- doc. 1, apresentado a 12 de setembro de 2009).

6.4. N3o sé as terapias instrumentais sdo equivalentes, mas também «os equipamentos eletromédicos...
séo os mesmos, idénticos aos utilizados pelo fisiatra no consultério médico especializado» (ver parecer da
Sociedade Italiana de Medicina Fisica e de Reabilitacdo - Doc. 2, apresentado em 17 de fevereiro de 2009).
6.5. Resulta, portanto, a existéncia de um ambito operacional especifico - o que se caracteriza pelo uso
de equipamentos eletromédicos - no qual as duas figuras profissionais realizam as suas atividades com
métodos e técnicas equivalentes, o que justificariaum conjunto analogo de requisitos e precaugdes.

6.6. Um elemento adicional - que pode ser deduzido do contetido das alegacdes nos documentos e dos
dados cientificos incontroversos anexados pela parte recorrente - prova que, ao uso de equipamento
eletromédico estdo associados fatores semelhantes de risco potencial para a saude dos pacientes.
Precisamente em relacdo a este tipo de risco, justificam-se as medidas cautelares especificas previstas na
legislagdo geral de referéncia mencionada acima, consistindo na presenca de um diretor responsavel,
médico da especialidade, bem como de um médico especialista em relagdo ao tipo de casos tratados.
6.7. A este respeito, sempre com base nos pareceres cientificos constantes dos atos processuais, resulta
que «os efeitos colaterais e os eventos adversos que podem ocorrer durante a administragdo de

fisioterapia instrumental sdo varios, tal como, por exemplo: reagées alérgicas durante a iontoforose
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com medicamentos anti-inflamatdrios, dano retiniano severo durante o uso de lasers, arritmias cardiacas
graves durante eletroterapia mal posicionada e utilizada».

No entanto, «no consultério de medicina fisica e reabilitagdo existe a presen¢a constante do Médico,
enquanto no gabinete do fisioterapeuta o Médico estd ausente e, portanto, em caso de efeitos adversos,
devido ao uso de equipamentos eletromédicos, o fisioterapeuta ndo teria titulo e formagdo para intervir
com medicamentos e procedimentos salva vidas no paciente» (ver o parecer da Sociedade Italiana de
Medicina Fisica e Reabilitagdo - Doc. 2, apresentado em 17 de fevereiro de 2009).

7. Com base nas premissas anteriores e quadro regulamentar delineado - resulta objetivamente distonica,
na regulamentagdo objeto de recurso, a previsio regional que, em relagao ao gabinete do fisioterapeuta,
impde, no que respeita aos requisitos minimos de organizagdo, apenas a presenca do fisioterapeuta, com
a exclusdo da obrigacdo de presenca, na estrutura, da figura do médico, e mesmo quando nas duas
estruturas sejam prestados 0s mesmos servigos diagndsticos e terapéuticos de particular complexidade
ou que envolvam um risco para a seguranca do paciente, como os prestados utilizando equipamentos
eletromédicos.

7.1. Tal como indicado, para os servigos de reabilitacdo esté previsto, conforme necessario, e de acordo
com a deliberagdo n.2 26/21 de 4 de junho de 1998 (além que do d.P.R. (decreto presidencial) de 14 de
janeiro de 1997) que a estrutura tenha «um Diretor responsdvel, especialista em Fisiatria; deve também
assegurar, durante o hordrio de servigo, a presenca de: a) especialista em fisiatria ou numa disciplina
equivalente ou similar, em relagdo ao tipo de casos tratados».

7.2. Portanto, a incongruéncia em gue incorreu a administracdo regional reside precisamente em ndo ter
externalizado os motivos que a levaram a ndo considerar que, nas duas estruturas em analise, por um
lado o gabinete do fisioterapeuta, conforme regulamentado pela deliberagdo n.2 13/17 de 2008, por outro
lado o consultdrio de medicina fisica e de reabilitagdo, sdo prestados os mesmos servigos de diagnadstico

e terapéuticos de particular complexidade, ou que
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representam um risco para a seguranga do paciente, realizados com equipamentos eletromédicos; e
sendo que em ambos 0s casos é necessaria a autorizagdo, a Administracdo ndo fundamentou a razdo pela
qual ao consultdrio profissional do fisioterapeuta (de qualquer forma sujeito a autorizagdo) pode ser
reconhecida uma disciplina mais favoravel que permita ao mesmo prescindir de uma série de requisitos.
7.3. Ndo foi fundamentado, nem resulta razodvel, em particular, 0 motivo pelo qual, apesar dessa
sobreposigao e coincidéncia de prestagdes, somente no caso do consultério profissional do fisioterapeuta
seria possivel prescindir da presenga de um médico dentro da estrutura, cuja auséncia, em caso de efeitos
adversos, devido ao uso de equipamentos eletromédicos, no entanto, nao permitiria ao fisioterapeuta -
ndo possuindo este titulo e formagdo - intervir com medicamento e procedimentos salva-vidas no
paciente.

8. Por outro lado, no art. 8-ter do D.Lgs (decreto legislativo) n.2 502/1992 e alteragdes posteriores, emerge
que a autorizagdo é necessaria quer para «as estruturas que prestam servigos de assisténcia especializada
em regime ambulatdrio, incluindo os de reabilitacdo, diagnosticos instrumentais e laboratoriais», quer
para «os consultérios de medicina dentdria, médicos e outras profissdes da satde, quando equipados para
prestar servigos de cirurgia ambulatéria, ou procedimentos diagndsticos e terapéuticos de particular
complexidade ou que envolvam uma risco para a seguranca do paciente»

8.1. Portanto, o legislador nacional - perante estruturas que prestam servigos idénticos por complexidade
e riscos para a saude - exige para ambas a autorizagio, sem contemplar, de forma alguma, um tratamento
de maior ‘favor’ no que se refere a posse dos requisitos tecnologicos, estruturais e organizacionais
minimos no caso de um gabinete e ndo de um consultério. Portanto, nenhum elemento permite distinguir

uma estrutura da outra unicamente pela natureza do prestador desses idénticos servigos.
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8.2. £ importante considerar, também, que o art. 8 do mesmo D.Lgs. (decreto legislativo) 502/1992, ao
prever a emanagdo de um instrumento de orienta¢do e de coordenagdo com 0 qual sdo definidos « os
requisitos estruturais, tecnologicos e organizacionais minimos exigidos para o exercicio de atividades de
saude por estruturas publicas e privadas», impde expressamente, no paragrafo 4, que o ato em questdo
se inspire numa série de "critérios e principios orientadores” entre 0s quais, no que se refere ao caso
vertente, o de «prever a articulagdo das estruturas de satide em diferentes classes de acordo com 0 tipo
de servicos a ser fornecidos».

8.3. Por sua vez, a 'delegacdo' no art. 6 da Lei Regional n.2 10/2006, com o qual o conselho regional foi
incumbido de estabelecer e atualizar, com sua propria resolucdo, os requisitos estruturais, tecnolégicos e
organizacionais mfnimos necessarios para o exercicio das atividades de satde, contém uma referéncia
explicita aos «principios e critérios orientadores presentes no pardgrafo 4 do artigo 8 do decreto legislativo
n.2502 de 1992».

8.4. Por fim, também o jé mencionado d.P.R. (decreto presidencial) de 14 de janeiro de 1997 confirma as
conclusdes em relacdo & possivel distingdo entre as diferentes estruturas Unica e exclusivamente com
base nas prestagdes fornecidas, onde, no art. 42, prevé expressamente que «As regides classificam as
estruturas em relago ao tipo de prestagoes contempladas pelos niveis de assisténcia» e, mais
especificamente, que «As estruturas que fornecem servigos de assisténcia especializados em regime
ambulatério podem ser distinguidas dependendo da dimensdo e do tipo de prestacdes fornecidas, do
equipamento instrumental, tecnoldgico e organizacional que possuem».

9. Se apenas a prestagdo constitui elemento adequado de diferenciagdo do regime de regulagdo, parece
objetivamente censurével e ilogica a distingdo - constante da resolugdo regional objeto do recurso - entre
a utilizacdo de equipamentos eletromédicos com partes aplicadas no paciente que podem implicar um
«certo grau de risco» e aquelas que, em vez disso, envolvem um «risco» para a saude do paciente: onde
apenas as primeiras podem ser utilizadas pelo fisioterapeuta, precisamente devido ao seu menor grau de

risco.
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9.1. E, de facto, conforme invocado pela recorrente, assumindo que n3o pode existir uma distingdo entre
os equipamentos eletromédicos de acordo com o risco inerente para o paciente, a resolugdo deveria ter
pelo menos indicado os diferentes tipos de equipamento € métodos autorizados, de modo a permitir ao
utilizador saber para os quais, de acordo com a sua profissdo, esta habilitado.

9.2. Por outro lado, deixar ao intérprete a distingdo entre estes equipamentos e as técnicas de utilizagdo
com base num conceito bastante vago de 'risco', significa esvaziar as disposi¢oes de conteudo, também
porque o controlo necessario sobre a sua correta utilizacao padece de critérios objetivos com base nos
quais efetuar uma parametrizagdo de conformidade.

9.3. Conforme j4 especificado, a documentagao cientifica constante dos atos corrobora a tese segundo a
qual as terapias que utilizam equipamentos eletromédicos, sejam elas realizadas pelo fisioterapeuta ou
pelo fisiatra, sdo as mesmas (laser, termoterapia, correntes e outros) e envolvem 0os mesmos € idénticos
riscos para o paciente.

9.4. Portanto, também por esta razdo, a alegada diferenciagdo dos riscos relacionados com a utilizagdo
diferenciada dos equipamentos pelas duas categorias profissionais nao resulta demonstrada e
fundamentada.

10. O poder de persuaséo das objecdes formuladas contra a resolugdo impugnada ndo é afetado pelo
conceito de ‘autonomia profissional’ que caracteriza o trabalho do fisioterapeuta.

10.1. Em primeiro lugar, a extensao dessa autonomia deve ser qualificada, no sentido de que pode
manifestar-se apenas no dmbito do perfil e das competéncias profissionais do fisioterapeuta e, em
qualquer caso, em relacdo aos diagndsticos e prescrigdes estritamente de competéncia médica, ou seja,
no ambito de uma prévia identificacdo do problema clinico e do tipo de resposta de reabilitagdo
necessaria, bem como da verificagdo dos resultados.

10.2. Estes principios de delimitacao podem ser inferidos do subponto «em referéncia ao diagndstico e as

prescrigées do médico» no D.M. (decreto ministerial)
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n.2 741 de 14 de setembro de 1994 (que refere «Regulamento relativo 4 identificagdo da figura e do
respetivo perfil profissional do fisioterapeuta») além da referéncia aos «perfis profissionais» do artigo. 20
da Lei 251/2000 (sobre o «Regulamento das profissbes de satide, de enfermagem, técnicas, de
reabilitacéo, prevengdo bem como da profissdo de obstetra» ).

10.3. Com referéncia exatamente aos parametros regulatorios mencionados acima, esta mesma Secgdo
declarou que:

(i) a regulamentagdo nacional em matéria de reabilitacdo atribui ao médico um papel central e de
responsabilidade no percurso terap@utico na area da reabilitacdo;

(ii) no sistema de satde em vigor, as fungdes do fisioterapeuta sdo meramente executivas em comparagao
com as do médico fisiatra, ao qual compete a definicio do programa de reabilitacdo de cada paciente e a
preparagao dos atos terapéuticos individuais, relativamente aos quais continua responsavel, mesmo que
a sua execucdo seja 0 resultado de um trabalho da equipa da qual também faz parte o fisioterapeuta;
(i) o art. 19, paragrafo 2, do d.m. (decreto ministerial) n.2 741 de 14 de setembro de 1994, deve ser
entendido no sentido de permitir ao fisioterapeuta prestar os proprios servicos, tendo como referénciao
diagndstico e as prescrigdes do médico, quer de forma auténoma, quer em equipa, mas apenas com
funcéo executiva tendo por base as prescrigdes medicas;

(iv) ndo podem ser consideradas lesivas das competéncias profissionais do fisioterapeuta as deliberagdes
regionais que tenham previsto que 0 acesso as prestagdes de servigos de reabilitacdo prestados pelo
servico nacional de saude seja efetuada sob a supervisdo de um médico fisiatra, ndo apenas para a
identificacdo da terapia, mas também para a sua execugao (Cons. Estado, secgao I, 12 de fevereiro de
2015, n.2 752).

10.4. Diante do exposto, inferir a partir de um postulado genérico de autonomia profissional a habilitaga@o
automaética dos fisioterapeutas para utilizar métodos instrumentais - sem fundamentacio adequada - é
manifestamente ilogico, sem uma definicio prévia da utilizagdo de tais instrumentos face as intervengdes

e as competéncias adequadas ao ambito profissional proprio do fisioterapeuta.

17

https:)‘iwww.giustizia-amminislrativa,it!c.dsawucati!ucmPraxy

.3



11/12/2017 https:/iwww.giustizia-am ministrativa.it/cdsavvocati/ucmProxy

11. Dentro dos limites e condigdes antes definidas, o Conselho considera, portanto, fundamentados os
diferentes perfis de recurso interposto pela recorrente e até ao momento examinados, aos quais junta-se
também a invocagdo adicional relativamente a falta de envolvimento das ordens e associagoes
profissionais especificamente interessadas pelas questoes em analise, com base nas disposicdes dos
artigos 8 quater do d.Igs (decreto legislativo) n.2 502/1992 e alteragdes posteriores e 62, paragrafo 1 da
L.R. (lei regional) 10/2006.

De facto, dada a natureza das questdes de interesse, no que se refere as entidades merecedoras de serem
envolvidas na investigagdo preliminar, com O proposito de fornecer dados de avaliagdo ao 6rgdo
deliberativo, deviam ter sido incluidas também as representagdes dos médicos fisiatras que, pelo
contrario, ndo foram consultadas.

12. Pelo exposto, e dentro dos limites aqui especificados, o recurso foi considerado fundamentado e
julgado procedente.

12.1. No entanto, dadas as circunstancias, considera-se oportuno decretar com a presente decisdo apenas
efeitos conformativos do exercicio posterior da fungdo publica, e ndo os habituais ex tunc de anulagdo,
demolidores dos efeitos dos atos impugnados, nem 0s ex nunc (para a possibilidade de excluir a anulagdo
no caso de fundamentagdo das objegdes levantadas contra uma norma reguladora ou de um ato de
carater geral, ver Cons. Estado, seccdo VI, 10 de maio de 2011, n.2 2755).

De facto, a Sec¢do acredita que ndo deve ser determinado um vazio legislativo com efeitos retroativos,
que possa comprometer as atividades de negociagao e as relacoes patrimoniais entretanto estabelecidas
com base na regulamentagdo em vigor, sendo esta uma consequéncia exorbitante da pretensdo e dos
interesses acionados no recurso de primeira instancia, cuja finalidade é definir pro futuro um quadro
regulamentar correto das condicdes de acesso as profissdes de saude.

12.2. Considera-se, portanto, necessario:

- Prever que a regido da Sardenha proceda a aprovagdo de uma decisdo substitutiva - nas partes acima

censuradas [pontos 4.1, 4.2 e 5 do anexo a
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d.g.r. (deliberagdo da junta regional) 13/17] - da decisio impugnada, dentro de um periodo de dez meses
a contar da notificagdo ou comunicagdo por via administrativa do presente acérddo, em conformidade
com as consideragdes supra;
- N3o declarar os efeitos de anulagdo dos atos impugnados em primeira instancia e dispor apenas 05
efeitos conformativos das decisdes do presente acordao;
- Prever que 0s mesmos atos mantenham os seus efeitos até a Regido da Sardenha altera-los ou substitui-
los;
- Se o periodo de dez meses terminar sem decisdes regionais, no caso de instauragdo de acdo de
conformidade, a Secdo podera avaliar todas as circunstancias e exercer o0s poderes previstos no Codigo
de Procedimento Administrativo, incluindo os relativos as medidas dissuasoras de eventuais
incumprimentos;
- £, no entanto, acordado que, na expectativa da emissdo de uma deliberagdo de substituicdo renovada
(com efeitos nao retroativos), de acordo com 0s procedimentos estabelecidos pela legislacéo, mantém-
se todas as disposicdes da deliberagdo da junta regional n.2 13/17 de 4 de margo de 2008, bem como fica
acordado que a presente sentenga nao produz outras consequéncias no que se refere a legalidade e a
eficacia de qualquer ato ou medida que tenha sido emitido ao abrigo ou na sequéncia da referida
deliberagao.
13. Pelas razbes expostas acima, o recurso deve ser julgado procedente dentro dos limites descritos acima
e com as consequéncias conformativas acima determinadas.
14. A complexidade das questdes tratadas justifica a perequacgdo das custas judiciais em ambas as
instancias.

Por estas razdes
0O Conselho de Estado perante os tribunais (Terceira Secgdo), pronunciando-se a titulo definitivo sobre o
recurso n.2 10497 de 2010, em epigrafe, considera-o procedentee, consequentemente, reformaa decisao
recorrida:

- Julga procedente o recurso em primeira instancia, nos termos e dentro dos limites das fundamentacoes;
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- Mantém, conforme especificado na fundamentacdo, todos os efeitos das medidas impugnadas em
primeira instincia e, em particular, da deliberacdo da junta regional n.2 13/17 de 4 de Margo de 2008,
para a verificagdo da legitimidade e da eficacia dos atos subsequentes;

- Declara o dever da Regido da Sardenha de proceder a adogdo, com efeitos ex nunc, de uma deliberagdo
de substituicdo - nos pontos censurados na presente fundamentagdo - da anulada, e de concluir o
respetivo procedimento no prazo de dez meses a contar da notificagdo ou comunicagdo por via
administrativa do presente acorddo;

- Compensacdes entre as partes das custas e dos honordrios das duas instancias do julgamento. Ordena
que o presente acordao seja executado pela autoridade administrativa. Aprovado em Roma, em conselho,
a 21 de novembro de 2017, com a intervengdo dos juizes:

Luigi Maruotti, Presidente

Gabriele Carlotti, Conselheiro

Giovanni Pescatore, Conselheiro, Redator

Solveig Cogliani, Conselheiro

Antonella Manzione, Conselheiro

O REDATOR O PRESIDENTE

Giovanni Pescatore Luigi Maruotti

O SECRETARIO
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Pubblicato il 11/12/2017

N. 05840/2017REG.PROV.COLL.
N. 10497/2010 REG.RIC.

REPUBBLICA ITALIANA

IN NOME DEL POPOLO ITALIANO
11 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 Ttaliano 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 —

coniro

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, .-
’Omeca-Ordine dei Medici Chirurghi della Provincia di Cagliari, in persona
del legale rappresentante p.t., non costituito in giudizio;

PAifi-Associazione Ttaliana Fisioterapisti-Sezione per la Sardegna, in persona
del legale rappresentante p.t., rappresentato ¢ difeso dall'avvocato Maurizio

C. , con domicilio eletto presso il suo studio in Roma, .-----
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e con l'intervento di /
ad adinvandum
dell’ Anisap, in persona del legale rappresentante p.t., rappresentato ¢ 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, Sex. I, n. 1511/2009, resa
tra le parti, concernente | “antorizzazione all'esercizio di attivita studi professionals

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

Vist il ricotso in appello e i relativi allegati;

Visti gli atti di costituzione in giudizio della Regione Sardegna e della Aifi-
Associazione Ttaliana Fisioterapisti-Sezione pet la Sardegna;

Viste le memorie difensive;

Visti tutti gli atti della causa;

Relatore nell'udienza pubblica del giorno 21 novembre 2017 i Cons.
Giovanni Pescatore e uditi per le parti Iavvocato Eduardo De Ruggietro, su
delega dell’avvocato Giovanni Sellitto, 'avvocato Emanuela E.  su delega
dell’avvocato Maurizio C. e Pavvocato Paolo B. ;

Ritenuto e considerato in fatto e diritto quanto segue.

FATTO

1.1 provvedimenti deliberativi impugnati con il ricorso introduttivo del primo
grado di giudizio contengono la tregolamentazione delle procedure di
autorizzazione all’esercizio di attivita sanitatie negli studi professionali medici,
negli ambulatori medici e negli studi professionali di fisioterapia, nonché le
procedure di accreditamento pet oli studi professionali di fisioterapia.

2. In patticolare, con Pallegato tecnico di cui alla delibera di G.R. n. 13/17 del
4 marzo 2008, sono stati regolamentati gli ambiti di applicazione, 1 criteri pet
la classificazione e lautorizzazione degli studi professionali e degli ambulatori
medici, nonché i criteri per lautorizzazione ¢ Paccreditamento degli studi

professionali di fisioterapia.
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Con la successiva deliberazione n. 21/42, la Giunta Regionale ha proceduto
allapprovazione definitiva di tale atto regolamentare.
3. A base dellimpugnazione qui all’esame, proposta dal Sindacato italiano
medici di medicina fisica e tabilitazione, vi ¢ 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 otganizzazione, nonché strutturali e
tecnologici, fispetto a quella imposta alle strutture e agli studi professionali del
personale medico erogante le medesime prestazioni di medicina fisica e
riabilitativa.
4. Piu precisamente, secondo l'articolata prospettazione di censure avanzata
in primo grado dalla parte ricorrente, per effetto delle delibere de guibus.
1) agli ‘studi professionali di fisioterapia’ sarebbe consentita 'erogazione delle
stesse tipologie di prestazioni di tutte le altre strutture autorizzate a fornire
prestazioni di medicina fisica e tabilitativa, senza pero il rispetto di tutti i
requisiti minimi a queste ultime imposti. In particolare, sarebbe consentito
l'utilizzo a fini terapeutici di apparecchiature clettromedicali, senza che tale
impiego avvenga - come previsto per le strutture di medicina fisica e
riabilitativa - sotto la costante vigilanza, durante tutto I'orario di lavoro, di un
medico specialista in fisiatria (essendo prevista la presenza del solo
fisioterapista).
L’incongruenza dellimpianto normativo consisterebbe nel fatto di aver
conctetizzato una disparita di trattamento a fronte di prestazioni erogate al
paziente, dal fisioterapista e dal fisiatra, del tutto identiche. Al cospetto di tale
equivalenza di attivita, I’Amministrazione tegionale 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, allinterno dello studio professionale di fisioterapia, di un medico
p P P
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quale direttore responsabile, specialista in fisiatria, nonché la presenza
costante durante Porario di lavoro di un medico specialista in fisiatria;
IT) la menzionata regola, che impone che lerogazione di prestazioni 3
riabilitative avvenga sotto il costante controllo medico, tisponde ad
irrinunciabili esigenze di carattere sanitario e di tutela della incolumita del
paziente ed ¢ prevista, sul piano normativo, dal d.P.R. 14 gennaio 1997 ¢ dalla
dgr. del 4 giugno 1998, n. 26/21, i quali, nel disciplinare l'attivita
ambulatoriale dei medici, impongono, appunto, la presenza di un medico
specialista in fisiatria o in disciplina affine o equipollente;
I1T) nel disporre le regole qui contestate, Potgano esecutivo regionale ha
apertamente violato anche la ‘delega’ prevista dall’art. 6 della L.R. n. 10/2000,
nonché i principi e criteri direttivi di cui allart. 8, comma 4, del dlgs. n.
502/1992, ai quali, al contrario, si satebbe dovuto attenere nella fissazione dei
requisiti minimi necessari per I'etogazione delle prestazioni sanitarie.
In patticolare, tisulta 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’«autotizzazione alla realizzazione» delle strutture
sanitatie e socio-sanitatie, previsto dall’art. 8-ter del D.Lgs. n. 229/99, e per
stravolgerne completamente la razio ptogrammatoria che ne sta a monte. Cio
in quanto, diversamente dai presidi medici «di recupero e riabilitazione
funzionale», la cui stessa realizzazione ¢ soggetta ad autorizzazione, per gli
studi professionali dei fisioterapisti ¢ necessaria la sola autorizzazione
allesetcizio; tale meccanismo differenziato, tuttavia, perdetebbe la sua ragion
d’essete se, per i fisioterapisti, fosse possibile aprire strutture tipologicamente
uguali ai «presidi di recupero e tabilitazione funzionale», senza sottostare
all’analogo regime di requisiti e autotizzazioni,
V) la ricaduta di tali violazioni si determina sia sul piano della lesione delle

regole di concorrenza tra soggett eroganti ptestazioni qualitativamente
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equivalenti (essendo illegittimamente pregiudicati gli interessi dei medici
fisiatri di cui il Sindacato ficorrente € portatore), sia sul versante della
compromissione del dititto alla salute dei cittadini;

V) ulteriote vulnus viene dedotto con riferimento all’art. 8 quater del d.lgs. n.
502/1992 e s.m.i., ¢ 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 Socicta Scientifica della Medicina Fisica e
Riabilitativa (SIMFER).

5. 11 giudizio di primo grado - nel quale si sono costituiti la Regione
Autonoma della Sardegna, 'Ordine dei medici e chirurghi della Provincia di
Cagliari, quale interventore ad adinvandum, nonché PALF.I — Associazione
italiana fisioterapisti (evocata in giudizio a seguito di ordine di integrazione del
contraddittorio disposto dal TAR) - ¢ stato definito con la sentenza n.
1511/2009.

6. 11 TAR, nel respingere tutte le censure dedotte in ricorso, ha dapprima
operato una ticognizione del quadro regolatotio del profilo professionale del
fisioterapista, traendone la conclusione di una progressiva accentuazione da
patte del legislatore del’ambito di autonomia entro il quale tale professionista
puo rendere le prestazioni alle quali ¢ abilitato.

11 TAR ha poi individuato il grado di ‘autonomia’ entro il quale il fisioterapista
puo svolgete la sua attivita con P«utilizzo di apparecchiature elettromedicali
con patti applicate» e, con specifico tiferimento alla normativa regionale
oggetto di impugnativa, ne ha ravvisato il limite nel seguente distinguo fra
Pattivita del medico-fisiatra e del fisioterapista:

_ utilizzo di apparecchiature con parti applicate che possono comportare «
rischio» per la sicurezza del paziente (riservata all’attivita propriamente
“>medica’s cfr. punto 4.2, per gli ambulatori medici, ¢ 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 (attivith ammessa anche pet 1
fisiotetapisti, cfr. punto 5 dell’allegato alla delibera 13/17 del 4 marzo 2008). J,
Da queste premesse, il T AR 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 possibilita di utilizzare le apparecchiature
clettromedicali strettamente connesse all'esercizio della specifica professione
sanitaria; viceversa, richiedere la presenza di un medico nell'ambito dello
studio professionale del fisioterapista significherebbe svilire «/a sfera di azione ¢
di autonomia di tale professionistan e contraddire «/ quadro normativo che riconosce, a
pieno titolo, la professione in parola come attivita propriamente sanitariay.
In definitiva, ad avviso del TAR, ¢ legittimo lo svolgimento nell’ambito dello
‘studio professionale di fisioterapia’ di attivita non solo manuali, implicant
anche l'utilizzo delle tecnologie necessatie e cotrelate, «purché queste non
comportino il superamento di un livello moderato di rischio per la sicurex3a del pazienter.
Restano, invece, pienamente riservate agli studi/ambulatori dei medici tutte le
attivita che in questo settore vengono erogate con I'utilizzo di apparecchiature
clettromedicali con parti applicate che potrebbero comportate «wz (pin elevato)
rischio per il paziente».
7. Latto di appello si diffonde in una serie di critiche preliminati 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 improptie e non coerenti sul piano della
legittimita degli atti contestati; e, dall’altro, ha adombrato ragioni di conflitto
competitivo tra le due categorie di professionisti sanitari (fisioterapisti e
fisiatri), in realta insussistenti ¢ 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.,

& stata discussa ed ¢ stata trattenuta in decisione alludienza pubblica del 21
p
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novembre 2017.

DIRITTO

1. L’articolato quadro normativo nel quale si inscrive la controversia qui
allesame trova i suoi primi riferimenti nella legislazione nazionale, ed in
particolare nelle leggi n. 833/1978 (att. 43) e n. 412/1991 (art. 4, comma 2), e
nella regola generale, qui rinvenibile, per cui le «stitugiont sanitarie private che
erogano prestazioni (...) di medicina fisica e riabilitagione (... ) sono sottoposte al regime d
autorizzazione e vigilanza sanitaria Ji i all'articolo 43 della legge 23 dicembre 1978, n.
833, ¢ devono avere un direttore sanitario o tecnico, che risponde personalmente
dell'organizzagione  tecnica ¢ funzionale dei servigi e del possesso dei prescritti titolt
professionali da parte del personale che ivi opera.

2. Sul piano delle competenze, il d.Lgs. n. 229/99, aggiungendo Part. 8ter al
d.Lgs. n. 502/1992, ha previsto che siano le Regioni a fissare, con proprio
intervento legislativo, «/% modalita ¢ i termini per la richiesta e 'eventuale rilascio della
autorizzazione alla realizzazione Ji strutture e della antorizzazione all'esercigio di attivita
sanitaria e socio-samitariav, € che «lantorigzagione all'esercigio di attivita sanitarie ¢,
altresi, richiesta per gl studi odontoiatrici, medici ¢ di altre professiont sanitarie, ove
attrezzati per erogare prestaziont di chirurgia ambulatoriale, ovvero procedure diagnostiche e
terapeutiche di particolare complessita o che comportino un rischio per la sicurexza del
pazienten.

3 A livello di normativa attuativa, il dP.R. 14 gennaio 1997, dopo aver
precisato cosa debba intendersi per «ambulatorio di assistenza specialistica»
(cio¢ «la struttura o luogo fisico, intra od extraospedaliero, preposto alla erogazione di
prestaziont sanitarie di prevensione, diagnosi, terapia e riabilitazione, nelle sitnagioni che
won richiedono ricovero neanche a ciclo dinrnov), definisce il corredo di requisiti
minimi, anche di tipo organizzativo, che devono carattetizzarne lesistenza.

A tali fini il d.P.R. stabilisce che «durante lo svolgimento dell attivita ambulatoriale
deve essere prevista la presenza di almeno un medico, indicato quale responsabile delle

attivita cliniche svolte nell'ambulatorion.
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Nel testo principale, poi, all’art. 2 ¢ statuito che «le strutture di cui al successivo
art. 4 sono tenute a rispettare ¢ ad adeguarsi ai requisiti minimi generali e specifici, di cut
all'art. 1», laddove lart. 1 prevede che «sono approvati i requisiti struttural,
tecnologici ed organigativi minimi richiesti per l'esercizio delle attivita sanitarie da parte
delle strutture pubbliche e private, riportati nell'allegato, che fa parte integrante del presente
decreto».

Tra le strutture di cui allart. 4, per quanto qui interessa, sono ricomprese
appunto quelle che «erogano prestasioni 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 «e modalita per
['accertamento e la verifica del rispetto dei requisiti minimi» ivi imposti (art. 2), nonché
«gli standards di gualita che costituiscono requisiti ulteriori per ['accreditamento di strutture
pubbliche ¢ private, ma che in ogni caso devono essere @n possesso det requisiti
minini per l'antorizzazione di cui all'art. 1» (att. 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 laccreditamento della singola struttura sia funzionale alle scelte di programmazione
regionale, nell’ambito delle linee di programmazione nazionale; b) che il regime di
concorrenzialita tra strutture pubbliche ¢ private sia finalizzato alla qualita 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; ¢) che sia
rispettato il livello quantitativo e qualitativo di dotagioni strumentals, tecnologiche e
amministrative correlate alla tipologia delle prestazioni erogabili, nonché alla classe di
appartenenza della strutturay.

4. La Regione Autonoma della Sardegna ha dato applicazione al d.P.R. 14
gennaio 1997 mediante approvazione della delibera di G.R. n. 26/21 del 4
giugno 1998, che ha previsto i requisiti e le procedure per I'accreditamento

delle strutture pubbliche e private.
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Tale delibera, sulla premessa che «/accreditamento opera nei confronti nei confronti dei (
soggetti eroganti prestazioni sanitarie gid regolarmente autorizzati ef/o comunque in L
possesso dei requisiti strutturaliy tecnologici ed organigzativi minimi previsti dal D.P.R.
14.1.1997», contiene P'elencazione dei requisiti, tiportati nell’Allegato A che ne
costituisce parte integrante.
Ebbene, lart. 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’attivita praticatay.
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 lorario di servigio, la presenza di: a) un medico specialista
in fisiatria o in disciplina equipollente od affine, in relazione alla tipologia det cast trattatd.
5. Quanto alla delibera di G.R. n. 13/17 del 4 marzo 2008 (oggetto di
impugnazione), occofrte metterne 4 fuoco le disposizioni, contenute ai
paragrafi 3 ¢ 4 dell’allegato, recanti la definizione dei tratti distintivi tra gli
studi professionali non soggett ad autorizzazione e gli studi professionali ed
ambulatori medici che, invece, sono soggetti al provvedimento autotizzatotio.
Al fine di distinguere queste diverse tipologie di strutture, vengono presi in
considerazione due elementi distintivi fondamentali:«7. / fipologia di prestagiont
erogate, con particolare riguardo alla potenziale pericolosita intrinseca delle stesse o derivata
dall'ntilizyazione di apparecchiature clettromedicali con parti applicate all'assistito; 2. le
modalita organizzative con le quali si erogano le attivita sanitarie, con particolare
riferimento alla complessita dell'insieme delle risorse (nmane, materiali ed organizzative)
utilizzate per lesercigio delle attivitay.
5.1. Viene quindi disciplinato lo studio professionale medico non soggetto ad
autorizzazione (paragrafo 3), intendendosi come tale il luogo in cui «/
professionista eroga prestazioni esclusivamente in regime libero professionale, limitatamente

alla sola visita ¢ colloguio con il pagiente, escludendo quindi Vutilizzo di dotagion:
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tecnologiche con parti applicate e/ o impiantistiche che possano determinare un rischio per la
sicrezza del paziente».

5.2. Di seguito vengono contemplati gli ambulatori e gli studi professionali
medici soggetti ad autorizzazione (patagrafo 4) e per questi ultimi si prevede,
al paragrafo 4.1 che «Ai sensi della vigente legislagione, il professionista singolo o
associato puo erogare prestazioni sanitarie di particolare complessita o che implichino
L'utilizzo di apparecchiature elettromedicali con parti applicate che possono comportare un
rischio per la sicurexza del pazienter.

Si prevede inoltre che, in tal caso, i requisiti strutturali, tecnologici e
organizzativi devono corrispondere a quelli richiesti per '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 «neghi AM ¢ obbligatoria la presenza di un direttore sanitario oui ¢
attribuita la responsabilita del corretto funsionamento della struttura sotto il profilo
igienico-sanitario, organiz3ativo ¢ della sicuresza. Negli ambulatori medici possono essere
effettuate procedure diagnostiche e terapeutiche di particolare complessita, nonché prestazion:
che possono comportare un rischio per la sicurexza del pasiente: - utiligzo di
apparecchiature elettromedicali con parti applicater.

Vengono quindi tichiamati i requisiti minimi previsti nel d.P.R. 14 gennaio
1997 nonché - per quanto concerne P'accreditamento - 1 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 autotizzazione, «dove possono essere erogate prestazion: terapentiche
riconducibili al profilo professionale del fisioterapista di cui al D.M. 741/ 94; é previsto

Lutilizzo 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 sex. 710 configurano questa
tipologia di struttura come ambiente di tipo 1).
L’allegato indica la setie di requisiti minimi strutturali, tecnologici ed
organizzativi che lo studio deve tispettare.
6. Limpostazione argomentativa dell’atto di appello (e del ricorso di primo
grado) - intesa ad evidenziare una generale difformita nella regolamentazione
dei requisiti di accesso ai due ambiti professionali - muove da un postulato di
partenza, stando al quale allinterno dello studio professionale del
fisioterapista possono essere erogate ptestazioni sanitaric sostanzialmente
sovrapponibili a quelle che vengono erogate da un ambulatotio 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 lerogazione delle medesime prestazioni
terapeutiche di particolare complessita o che comportano un rischio per la
salute del paziente, in quanto implicanti Pwutilizzo di apparecchiature elettromedicalt
con parti applicate».
6.2. La valutazione di equivalenza tra le attivita del fisioterapista e del fisiatra ¢
ancorata, in particolare, all'identica modalita di utilizzo dei macchinar
clettromedicali da parte di entrambi gli operatori sanitati, nonché¢ alla
omogeneita dei fattori di fischio - 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 parert medico-
scientifici (contro le cui risultanze non sono state depositate produzioni
scientifiche di segno contrario), dai quali emerge che «e Zerapie mediante
attrezature elettromedicali, siano esse svolte dal Fisioterapista o dal Fisiatra, sono le
medesime (laser, termoterapia, corrents ed altro) e comportano gli stessi ed identici rischi per

il paziente, nel senso che non vi é la possibilita, da un punto di vista scientifico, di
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distinguere modalita differenti di intervento con la terapia con me3i fisici. Una volta che il
Fisioterapista ¢ antorixzato al loro uso potra intervenire con terapie del tutto identiche a
guelle che solo il Fisiatra in un Centro ambulatoriale di Riabilitazione potrebbe praticare.
Cio anche per le potensiali conseguense dannose sulla salute. 1'esempio classico & quello del
Laser o delle onde d'urto: entrambe le attrex3ature sarebbero utilizzate nelle due tipologie
di Strutture, ma evidentemente ben diversa sarebbe la tutela dei pagienti in presen3a del
medico. Basti pensare ai danni alla retina che possono derivare da un uso incongruo della
I_aserterapia» (cfr. patere della European Society of Phisical and Rehabilitation
Medicine, reso in data 10 febbraio 2009 — doc. 1 depositato il 12 settembre
2009).

64. Non solo le terapie strumentali sono equivalenti, ma anche «&
apparecchiature olettromedicali ..somo le stesse, identiche a quelle utilizzate dal fisiatra
llinterno dell’ambulatorio medico specialisticor (cfr. parere della Societa italiana di
medicina fisica e tiabilitativa — doc. 2, depositato il 17 febbraio 2009).

6.5. Risulta dunque lesistenza di un ambito opetativo specifico - quello
caratterizzato dall’impiego di apparti clettromedicali - nel quale le due figure
professionali svolgono la loro attivita con modalita e tecniche equivalenti, che
giustificherebbero una analoga dotazione di requisiti ¢ cautele.

6.6. Una ulteriore acquisizione - desumibile dal tenore delle allegazioni in atd
e dalle incontroverse risultanze scientifiche allegate da parte appellante -
risulta quella secondo cui allutilizzo dei macchinari elettromedicali  si
associano analoghi fattori di potenziale rischio per la salute dei pazienti.
Proptio 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 pareti scientifici versati in atti risulta che «g/

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

fisioterapia strumentale sono molteplici ad es: reazioni allergiche in corso di ionoforest con
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farmaci antinfiammatori, effetti di grave danno retinico durante Luso di laser, gravi aritmie <
cardiache in corso di elettroterapia mal posizionata ed utiliz3ata». |
Nondimeno, «ell ambulatorio di medicina fisica e riabilitagione ¢’¢ la presenza costante
del Medico, mentre nello studio del Fisioterapista il Medico ¢ assente e pertanto in caso di
effetti avversi, dovuti all’uso di apparecchiature elettromedicali, il Fisioterapista non avrebbe
litolo e formagione ad intervenire con farmaci e manovre salvavita sul paggenter (ctr.
parere della Societa 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 cio anche laddove nelle due strutture
vengano ad essere erogate le medesime prestazioni diagnostiche e
terapeutiche di particolare complessita o che comportano un rischio per la
sicurezza del paziente, quali quelle effettuate mediante le apparecchiature
elettromedicali.
7.1. Come gia esposto, per le prestazioni riabilitative € 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 servigio, la presenza di: a) un medico
specialista in fisiatria o in disciplina equipollente od affine, in relazione alla tipologia dei
cast trattati.
7.2. Dunque, incongruenza nella quale ¢ incorsa I’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
fisiotetapista, come disciplinato dalla delibera n. 13/17 del 2008, dall’altra
Pambulatorio di medicina fisica e riabilitativa, si erogano medesime

prestazioni diagnostiche ¢ terapeutiche di particolare complessita 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 ¢ necessaria
Pautotizzazione, I’Amministrazione non ha motivato il perché allo studio
professionale del fisioterapista (comunque soggetto ad autotizzazione) sia
possibile riconoscere una disciplina piu favorevole che consenta allo stesso di
prescindere dal possesso di una setie di requisiti.
7.3. Non ¢ stata motivata, né risulta di per sé ragionevole, in particolare, la
ragione per la quale, nonostante tale sovrapponibilita e coincidenza di
prestazioni, solo nel caso dello studio professionale del fisioterapista satebbe
possibile prescindere dalla presenza medica all’interno della struttura, la cut
assenza, in caso di effetti avversi, dovuti all'uso di apparecchiature
elettromedicali, comunque non consentirebbe al fisioterapista - non avendone
egli titolo e formazione - di intervenite con farmaci e manovre salvavita sul
paziente.
8. Draltra parte, dallart. 8-ter del D.Lgs. n. 502/1992 e s.m.i., emerge che
I"autorizzazione & necessaria sia per le «trutture che erogano prestasion di assistenza
specialistica in regime ambulatoriale, ivi comprese quelle riabilitative, di diagnostica
strumentale ¢ di laboratorios, sia per «per gli studi odontoiatrici, medici e di altre
professioni. sanitarie, ove attrexati per erogare prestazioni di chirnrgia ambulatoriale,
ovvero procedure diagnostiche e terapentiche di particolare complessita o che comportino un
rischio per la sicurezza del pazienter.
8.1. Dunque, il legislatote nazionale - di fronte a strutture che erogano
prestazioni identiche per complessita e rischi di salute - richiede per entrambe
Pautorizzazione, senza assolutamente prevedere un trattamento di maggior
‘favore’ quanto al possesso dei requisiti minimi tecnologici, strutturali ed
otganizzativi nel caso in cui si sia in presenza di uno studio e non di un
ambulatotio. Quindi, nessun elemento consente di distinguere 'una dall’altra
struttura per la sola natura del soggetto erogatore di quelle identiche

prestazioni.
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8 2. B’ di rilievo considerare, inoltre, che l'art. 8 dello stesso D.Lgs. 502/1992,
nel prevedere 'emanazione di un atto di indirizzo e cootdinamento con il
quale siano definiti « requisiti strutturali, tecnologici ¢ organizzativi minimi richiesti per
Lesercizio delle ~attivita  sanitarie da  parte delle  strutture pubbliche ¢ private,
espressamente impone, al comma 4, che Tatto in questione si ispiti ad una
serie di “criteri e principi direttivi” tra i quali, petr quanto qui interessa, quello
di «prevedere l'articolazione delle strutinre sanilarie in classi differenziate in relazione alla
tipologia delle prestazioni erogabilp.

8.3. A sua volta, la ‘delega’ contenuta aellart. 6 della L.R. n. 10/2006, con la
quale la giunta regionale ¢ stata investita del compito di stabilire e aggiornare,
con propria deliberazione, i requisiti minimi strutturali, tecnologici e
organizzativi richiesti per l'esercizio delle attivita sanitarie, contiene un
esplicito tichiamo ai «principi ¢ dei criteri direttivi contenuti nel comma 4 dell'articolo &
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 relagione alla tipologia delle prestaziont
contemplate dai livells di assistenza» ¢, piu in particolare, che «l_e strutture che erogano
prestazioni di assistenza specialistica in regime ambulatoriale possono essere distinte a
seconda dell’entiti ¢ della tipologia delle prestazioni erogabili e delle dotazioni strumentale,
tecnologica ed organizzativa possedite.

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 appatecchiatute
clettromedicali con parti applicate che possono comportare un «eerto grado di
rischio» e quelle che, invece, comportano «# rischio» per la salute del paziente:
laddove solo le prime sarebbero consentite al fisioterapista, appunto pet il

loro minor grado di rischio.
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91. Ed invero, come condivisibilmente dedotto dalla parte appellante,
ammesso che possa esistere una distinzione  tra apparecchiature
clettromedicali a seconda del correlato rischio che ne deriva al paziente, la
delibera avrebbe quantomeno dovuto indicatre le differenti tipologie di
apparecchiature e di metodiche di volta in volta consentite, cosi da permettere
Alutilizzatore di conoscere quelle alle quali egli, in base alla propria
professione, ¢ abilitato.

9.2. Viceversa, lasciare allinterprete 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 gia precisato, la documentazione scientifica versata in att avvalora
la tesi secondo cui le terapie mediante attrezzature elettromedicali, siano esse
svolte dal fisioterapista o dal fisiatra, sono le medesime (laset, termoterapia,
correnti ed altro..) e comportano gli stessi ed identici rischi per il paziente.

9.4. Dunque, anche per tale ragione, Iasserita differenziazione dei rischi
connessi ad un uso differenziato della strumentazione da parte delle due
categorie professionali non appare dimostrata e motivata.

10. La persuasivita delle censure mosse avverso la delibera impugnata non
viene meno facendo leva sul concetto di ‘autonomia professionale’ che
contraddistingue Poperato del fisiotetapista.

10.1. Innanzitutto, Pentita di tale autonomia va precisata, nel duplice senso
che essa puod esplicarsi solo nell’ambito del profilo e delle competenze
professionali proptie del fisioterapista e, comunque, in rapporto con le
diagnosi e prescrizioni di stretta competenza medica, cio¢ 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 «n riferimento alla

diagnosi ed alle prescrizioni del medico» contenuto nel D.M. 14 settembre 1994, n.
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741 (recante «Regolamento concernente Pindividuazione della figura e del relativo profilo
professionale del fisioterapista) oltre che dal rifetimento ai «profili professionalt»
contenuto nellart. 2 L. 251/2000 (relativa alla «Disciplina delle professioni
sanitarie, i;g}%mz'eﬂ'm'cbe, tecniche, della riabilitazione, della prevensione nonché della
professione ostetricap).

10.3. Proprio facendo riferimento ai parametri normativi sopra richiamati,
questa stessa Sezione ha gia ritenuto che:

(i) la normativa statale in materia riabilitativa attribuisce al medico un ruolo di
centraliti e di responsabilita nel percorso terapeutico nell'area della
riabilitazione;

(ii) nel sistema sanitario vigente le funzioni del fisioterapista sono meramente
esecutive tispetto a quelle del medico fisiatra, al quale spetta la definizione del
programma tiabilitativo del singolo paziente e la predisposizione dei singoli
atti terapeutici, di cui resta responsabile, anche se la loro esecuzione ¢ frutto
del lavoro di un'equipe della quale fa parte anche il fisioterapista;

(iif) l'art. 1, comma 2, d.m. 14 settembre 1994, n. 741, va inteso nel senso di
consentire al fisioterapista di prestare la proptia attivita, 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 titenefsi lesive delle competenze professionali del
fisioterapista le delibere regionali che abbiano previsto che l'accesso alle
prestazioni tiabilitative erogate dal S.s.n. avvenga sotto il controllo di un
medico fisiatra, non solo pet il profilo della individuazione della terapia, ma
anche della sua esecuzione (Cons. Stato, sez. 11, 12 febbraio 2015, n. 752).
10.4. Per quanto esposto, desumere da una generica postulazione di
autonomia professionale '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 intervent 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 1
diversi profili di censura dedotti dalla parte appellante e sin qui esaminati, nei
quali confluisce anche lulteriore 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 coinvolt 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, I'appello risulta fondato e
va accolto.
12.1. Tuttavia, considetate le circostanze, si titiene opportuno dispotre con la
presente pronuncia unicamente effett conformativi del successivo esercizio
della funzione pubblica, ¢ non anche i consueti effetti ex tune di annullamento,
demolitori degli effetti degli atti impugnati, né quelli ex nune (pet la possibilita
di escludere Pannullamento nel caso di fondatezza delle censure proposte
contro una norma regolamentate 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 attivita espletate e i rapporti
negoziali e patrimoniali nel frattempo instaurati sulla base delle vigenti
disposizioni, essendo questa una conseguenza esotbitante la pretesa e
Pinteresse azionati col ricorso di primo grado, volto alla definizione pro_futuro
di un cotretto assetto regolatorio delle condizioni di accesso alle professioni
sanitarie.
12.2.5i ritiene dunque necessario:
- disporre che la Regione Sardegna proceda alla apptovazione di una delibera

sostitutiva — nelle parti sopra censurate (punti 4.1, 42 ¢ 5 dell’allegato alla
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dgr 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 precedentt considerazioni;
_ non statuire gli effetti di annullamento degli atti impugnati in primo grado ¢
disporte unicamente gli effett 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 decotra in assenza di determinazioni
regionali, nel caso di proposizione del giudizio di ottemperanza la Sezione
potra valutare tutte le circostanze ed esercitare i poteti previsti dal Codice del
processo amministrativo, anche quelli riguardanti le misure dissuasotie della
eventuale inottempetranza;
_ resta comunque inteso che, in attesa della rinnovata emanazione (con effett
di per sé non retroattivi) della delibera sostitutiva, nel rispetto dei
procedimenti  previsti dalle leggi, timangono ferme tutte le previsioni
contenute nella delibera della giunta regionale n. 13 /17 del 4 marzo 2008, cosi
come resta inteso che la presente sentenza fiof produce ultetior
conseguenze, sulla legittimita ¢ sulla efficacia di qualsiasi atto O
provvedimento che sia stato emesso in applicazione o 2 seguito della
medesima deliberazione.
13. Per le ragioni che precedono, I'appello in esame va accolto nei limiti sopra
precisati e con le conseguenze conformative sopta determinate.
14. La complessita delle questioni trattate giustifica la compensazione delle
spese di lite in entrambi i gradi di giudizio.

P.QM.

Tl Consiglio di Stato in sede gurisdizionale (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 motivazionc;
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- mantiene fermi, come precisato in motivazione, tutti gli effetti dei
provvedimenti impugnati in ptimo grado e, in particolare, della delibera della
giunta regionale n. 13/17 del 4 marzo 2008, anche per la verifica della
legittimita e della efficacia degli atti conseguentt;
_ 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, decotrente 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'autorita amministrativa.
Cosi deciso in Roma, nella camera di consiglio del giotno 21 novembre 2017,
con l'intervento dei magistrati:

Luigi Matuott, Presidente

Gabtiele Carlotti, Consigliere

Giovanni Pescatore, Consigliere, Estensote

Solveig Cogliani, Consigliere

Antonella Manzione, Consigliere

L'ESTENSORE IL PRESIDENTE
Giovanni Pescatore Luigi Maruotti

IL SEGRETARIO
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Médecins

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:

e 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.

e If the medical diagnosis establishes the existence of a disease that needs a
rehabilitation program, the physical activity of the physiotherapist is carried out
in the context of his participation in the multidisciplinary team, but under the
supervision of a physician.

The CEOM supports the unity and integrity of the medical profession in Portugal and of
its institutional representation through its regulatory organs and medical Councils and
refuses any measure which aim is to divide the profession and break with the common
principles and values for all the doctors and the patients.
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Rehabilitation National Plan: an Italian Act

ITALIAN HEALTH MINISTRY

The Italian Rebabilitation Plan is an act of the Italian government, with an agreement of local regions, that define
the guidelines for the development of the local rebabilitation policies. These guidelines have been developed by an
ad hoc Commiittee - cross-disciplinary and cross-professional - of experts in the rebabilitation 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 Iltalian Society of Physical and Rebabilitation Medi-
cine (SIMFER) and other 24 Medical Scientific Societies, of 44 National Health Professionals and Disabled People
Associations, of Universities, Rebabilitation 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
Sinal results with an official agreement on February 10, 2011. The Olfficial National Journal of the Italian Gover-
nment (Gazzetta Ufficiale) published the document on March 2, 2011.

Rehabilitation: analysis of the Italian situation

‘x 7ith the Guidelines on Rehabilitation of 19981
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

Translation on behalf of the Italian Society of Physical Medicine
and Rehabilitation (SIMFER) by: Uliano D., Giustini A., Zampolini M.

Vol. 47 - No. 4

EUROPEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE

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 Ttalian 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-

621
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SIM.EER.

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
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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 OCF). 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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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 rebabilitation

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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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
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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 rebabilitated

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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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-
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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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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
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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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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
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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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— 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 rebabilitation 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-
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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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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.
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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 feam 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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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-
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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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— 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 rebabilitation

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
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Figure 1.—Situation according to the 1998 guidelines.

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).
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Emerging needs in the ambit of rebabilitation

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.
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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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eters, making it impossible to dismiss the patient at
that time and to manage him at home.

Extensive rebabilitaton

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.
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The community

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

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

Discharge from hospital

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

Outpatients services

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

— (the complex case: users affected by impor-
tant impairments and/or disabilities, often multiple
in nature, with possible permanent results, a high
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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.
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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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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
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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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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
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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 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
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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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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;
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— identification of emerging needs within the

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

post-acute situations in serious disabilities;
mode.

EUROPEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE

— identification in the individual rehabilitation
plan of the conclusion and acceptance in the health ambit of rehabilitation, with solutions for critical

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;

SIM.EER.
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White Book on Physical and Rehabilitation Medicine in Europe

Introductions, Executive Summary, and Methodology

European Physical and Rehabilitation Medicine Bodies Alliance

ABSTRACT

The White Book (WB) of Physical and Rehabilitation Medicine (PRM) in Europe is produced by the 4 European PRM Bodies (European Acad-
emy of Rehabilitation Medicine — EARM, European Society of PRM — ESPRM, European Union of Medical Specialists — PRM Section, Euro-
pean College of PRM-ECPRM served by the European Union of Medical Specialists-PRM Board) and constitutes the reference book for PRM
physicians in Europe. It has now reached its third edition; the first was published in 1989 and the second in 2006/2007. The WB has multiple
purposes, including providing a unifying framework for European countries, to inform decision-makers on European and national level, to offer
educational material for PRM trainees and physicians and information about PRM to the medical community, other rehabilitation professionals
and the public.

The WB states the importance of PRM, a primary medical specialty that is present all over Europe, with a specific corpus disciplinae, a common
background and history throughout Europe. PRM is internationally recognized and a partner of major international bodies, including the World
Health Organization (WHO). PRM activities are strongly based on the documents of the United Nations (UN) and WHO, such as the Conven-
tion of the Rights of Persons with Disabilities (2006), the World Report on Disability (2011), the WHO Global Disability Action Plan 2014-2021
(2014) and the WHO initiative “Rehabilitation 2030: a call for action” (2017).

The WB is organized in 4 sections, 11 chapters and some appendices. The WB starts with basic definitions and concepts of PRM and continues
with why rehabilitation is needed by individuals and society. Rehabilitation focuses not only on health conditions but also on functioning. Ac-
cordingly, PRM is the medical specialty that strives to improve functioning of people with a health condition or experiencing disability. The
fundamentals of PRM, the history of the PRM specialty, and the structure and activities of PRM organizations in Europe are presented, followed
by a thorough presentation of the practice of PRM, i.e. knowledge and skills of PRM physicians, the clinical field of competence of PRM, the
place of the PRM specialty in the healthcare system and society, education and continuous professional development of PRM physicians, spe-
cificities and challenges of science and research in PRM. The WB concludes with the way forward for the specialty: challenges and perspectives
for the future of PRM.

(Cite this article as: European Physical and Rehabilitation Medicine Bodies Alliance. White Book on Physical and Rehabilitation Medicine in Europe.

Introductions, Executive Summary, and Methodology. Eur J Phys Rehabil Med 2018;54:125-55. DOI: 10.23736/S1973-9087.18.05143-2)
Key words: Physical and Rehabilitation Medicine - Europe - Functioning - Disability.

Foreword

he 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-
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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).
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As the result of a joint effort by the representatives of
these PRM bodies who are responsible for setting stan-
dards for PRM clinical practice, education, and scien-
tific research in Europe, the White Book reflects differ-
ent aspects essential for the development of appropriate,
widely accessible, and sustainable rehabilitation care. It
serves as the reference book for PRM physicians in Eu-
rope that guide their interactions with individuals with
disability, with colleagues in other medical disciplines
and health allied professionals, as well as in negotia-
tions with respective national governments and national
health system authorities.

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

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

— reacting and contributing to medical innovation;

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

— dealing with changing perspectives of disability;

— promoting and facilitating the autonomy of people
with disabilities and their participation in everyday life;

— establishing itself as a reference for PRM practice
and academic life for young health professionals (espe-
cially medical doctors in training);

— emphasizing a European perspective.

The White Book is organized in four sections, 11
chapters and some appendices. It is a “collective effort”
by all delegates and members of the European Bodies. Its
thoughtful and practical structure meticulously adhered
to by the editors under the coordination of Prof. Stefano
Negrini, will contribute to the White Book’s impact and
successful implementation in PRM practice in Europe.

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

On behalf of the European PRM Bodies Alliance,

the Presidents of the European PRM Bodies:

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

and Rehabilitation Medicine)

Nicolas Christodoulou (Physical and Rehabilitation Medicine
Section of the European Union of Medical Specialists)

Maria Gabriella Ceravolo (European College of Physical

and Rehabilitation Medicine)
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Preface

he 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 ! 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) ¢
has implemented the important Article 26 “Habilita-
tion and Rehabilitation”.” For first time, rehabilitation
is defined as one of the most important interventions to
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“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.?
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During the WB’s preparation, WHO launched “Re-
habilitation 2030: a call for action” 19 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
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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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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,

Sasa Moslavac, Enrique Varela-Donoso,

Anthony B. Ward, Mauro Zampolini

Executive summary
Overview

he 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
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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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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,
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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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— 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
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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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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.
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Introduction

he 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 ! 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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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
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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;

SaSa Moslavac (UEMS PRM Board) — Secretary;
Pedro Cantista (ESPRM),

Gordana Devecerski (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 (31d) 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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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:
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— 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 Sasa Moslavac as Secretary
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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 28% 2016 - Deadline of second call for
authors to all Delegates and Academicians

— July 15t 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 15t 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 31d) held
in Munich on 9t 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-
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TABLE L.—Review and revision process until the Consensus Conference in Munich (9 March 2017).

Review Revision
First Consensus Conference 25-8-2016
(UEMS PRM Section Professional Practice Committee) Prague (Czech Republic)

On “Sensitive” paragraphs
First Review/revision 30-9-2016 30-11-2016

Second Review/revision

Second Consensus Conference
(editors)

Third Review/revision

Third Consensus Conference
(European PRM Bodies)

Internal and external reviewers on single paragraphs

Editors on their chapter

Delegates, academicians and editors on single paragraphs

15-12-2016
Editors on the whole WB

16/17-12-2016

Don Gnocchi Foundation Rovato (Brescia) - Italy
On each single chapter

21-1-2017

Editors on the whole WB

9-3-2017
Munich (Germany)
Delegates and academicians on the whole WB

7-1-2017
Editors on their chapter

31-1-2017
Editors on their chapter

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:

Alliance

Book

ology

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

— Copyright remains on the European PRM Bodies

— Publication in January 2018
— A PubMed entry for the whole WB including
preface, introduction, executive summary and method-

— 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”

TABLE Il.—Review and revision process after the Consensus Conference in Munich.

Review Revision

Fourth Review/revision 15-3-2017 20-6-2017
Comments of the Consensus Conference editors on their chapter
15-4-2017

Fourth Consensus Conference
(editors)

August 2017

Fifth Consensus Conference

(UEMS PRM Section Professional
Practice Committee)

Autumn 2017

November 2017

August-November 2017

Collection of references from all delegates and academicians
30-6/1-7-2017

University Hospital Leuven (Belgium)

Collective by editors on each single chapter

Distribution of final paragraphs to all delegates and academicians
8-9-2017

Bratislava (Slovakia)

On preface, executive summary, dictionary and methodology
ESPRM, UEMS-PRM Section and Board voting in Bratislava
EARM voting in Hannover

Linguistic correction
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— 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
Activity limitations
Acute phase

Adapted physical activity

Applied research
Aquatic therapy

Balneology

Barriers

Basic research (fundamental or pure
research)

Bed-blocker

Bibliomed
Biomedical research

Biopsychosocial model

Body functions
Body structures
Capacity
Chiropractic

Clinical impact research

Committee on Publication Ethics (COPE)
Compensatory processes

Contextual factors
Continuing Professional Development
Continuous Medical Education

Cumulative Index to Nursing and Allied
Health Literature (CINAHL)

According to ICF is the execution of a task or action by an individual

According to ICF are difficulties an individual may have in executing activities.

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.

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.

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

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

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.

Environmental factors that reduce functioning / increase disability

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

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

it is a Spanish Virtual Medical Library

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.

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.

According to ICF are physiological functions of body systems (including psychological functions).

According to ICF are anatomical parts of the body such as organs, limbs and their components.

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.

School and current of manual therapy described by Palmer in the 19t century by which small joint
adjustments are performed in the body. It etymologically means ,,practice by hands*.

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.

Is a non-profit organization. The mission is to define best practice in the ethics of publishing.

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)

Circumstances that may influence our life and health. Among contextual factors are external environmental
factors and internal personal factors

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.

Educational activities aimed at maintaining, developing or increasing the knowledge, skills and
professional performance that the PRM physician uses when providing health services.

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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Glossary (continues)

Current Contents

Disability

Disease

Environmental factors

European Disability Strategy 2010-2020
European Physical and Rehabilitation

Medicine Bodies

Extracorporeal shock waves therapy
(ESWT)

Facilitators
Functional assessment

Function-centred
Functioning

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

Health condition

Holism

Impairments
Implementation research
Inter disciplinary research
Learning processes

Lived health

Long-term phase

Manual medicine

Mechanotherapy

Medical diagnosis

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.

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.

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

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)

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

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)

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).

Environmental factors that improve functioning / increase disability

Is the determination of a person’s level of function and ability to perform everyday tasks and requirements
of living.

Any health care intervention aimed at improving/recovering body functions

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)

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

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

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.

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

According to ICF are problems in body function or structure such as a significant deviation or loss.

Evaluate health interventions at home, in “real world” settings

Is performed within teams including different disciplines or bodies of specialized knowledge

In PRM, new motor and behavioural strategies to be learned to counter-act disability and improve
functioning in a specific health condition.

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

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.

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.

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

The classical process of diagnosis by Medical Doctors.
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Glossary (continues)

MEDLINE

Collaborative team action
Multimodal approach

Multi-professional

Multi-professional team
Neuroplasticity (or brain plasticity)

Osteopathy
Participation
Participation restrictions

Patient classification system

Patient-centred
Peer counsellor

Performance

Performance

Personal factors

Physical agent

Physical and Rehabilitation Medicine

Physical and Rehabilitation Medicine
physician

Physical Medicine

Physical Medicine and Rehabilitation

Physical Modalities

Physical Therapy

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

See below Physical and Rehabilitation Medicine team

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.

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

See below Physical and Rehabilitation Medicine team

It is used to describe the life-long experience-driven remodelling of brain networks, especially occurring
during childhood and immediately after a brain lesion.

School and current of manual therapy created by Still in the 19t century that evaluates and treats different
physical disorders through joint adjustments. It etymologically means ,,the way of the bones®.

According to ICF is involvement in a life situation.

According to ICF are problems an individual may experience in involvement in life situations.

Is a system to classify patients in homogeneous groups according to their needs of care and related
financing.

Any health care intervention aimed at improving the overall functioning /well-being of an individual

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.

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.

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).

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.

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.

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.

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

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.

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

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

The part of Physical and Rehabilitation Medicine dealing with the application of Physical Modalities.
Sometimes also called Physiotherapy.
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Glossary (continues)

Physiotherapist

Physiotherapy

Post-acute phase

Postgraduate
Potential of recovery

Pre-clinical trials
Prehabilitation

Primary research

Physical and Rehabilitation Medicine

intervention
PsycINFO
Rehab-cycle
Rehabilitation

Rehabilitation Medicine

Rehabilitation programme

Rehabilitation service

Repairing processes
Robotic
Science Citation Index (SCI)

SCImago

Scopus

Secondary research

Sedbase
SPA-physician

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

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.

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.

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.

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).

Involve experiment in cells and in non-human animal models.

An educational programme and pre-operative physical and/or psychological conditioning enhancing
functional and mental capacity aimed at improving postoperative functional out-comes.

Is an original first hand research; the publication of its results will be written by the person(s) who
participated in the research.

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

Is a database of abstracts of literature in the field of Psychology.

Is the re-iterating process of assessment, assignment, intervention and evaluation of the rehabilitation needs
and goals of a person.

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.

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.

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 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.

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.

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.

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.

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.

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);

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

It is a drugs side effects database.

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).
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Team-based
professional team.
Thermal establishment
Translational medical research
(from “bench to bedside”)
Triage

Any healthcare intervention delivered as the result of a shared decision making within the multi-

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

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

UN Universal Declaration of Human
Rights

Undergraduate

Implementation of Universal Declaration.

Governments’ commitment to progressive measures to secure the universal and effective recognition and
observance of the human rights.

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”

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

Vol. 54 - No. 2

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.
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White Book on Physical and Rehabilitation Medicine (PRM)
in Europe. Chapter 1. Definitions and concepts of PRM

European Physical and Rehabilitation Medicine Bodies Alliance

ABSTRACT

In the context of the White Book of Physical and Rehabilitation Medicine (PRM) in Europe, this paper deals with the definitions and concepts
relevant for PRM. Physical and Rehabilitation Medicine is the primary medical specialty responsible for the prevention, medical diagnosis, treat-
ment and rehabilitation management of persons of all ages with disabling health conditions and their co-morbidities, specifically addressing their
impairments and activity limitations in order to facilitate their physical and cognitive functioning (including behavior), participation (including
quality of life) and modifying personal and environmental factors.

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

These definitions include and are presented in this chapter:

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

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

— Rehabilitation: a set of measures that assist individuals, who experience or are likely to experience disability, to achieve and maintain optimum
functioning in interaction with their environments

The ICF definition of disability clearly distinguishes between problems that result entirely from the underlying health condition (capacity) from
problems arising from the interaction between capacity and the environment and personal factors (performance).

This paper approaches all these concepts that are essential to the understanding of the PRM strategy to evaluate disability and implement inter-
ventions that may lead to the improvement of functioning and health.

(Cite this article as: European Physical and Rehabilitation Medicine Bodies Alliance. White Book on Physical and Rehabilitation Medicine (PRM) in

DOI: 10.23736/S1973-9087.18.05144-4

Europe. Chapter 1. Definitions and concepts of PRM. Eur J Phys Rehabil Med 2018;54:156-65. DOIL: 10.23736/S1973-9087.18.05144-4)
Key words: Physical and Rehabilitation Medicine - Europe - Disability - Functioning - Rehabilitation.

Introduction

he 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-
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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-
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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.”!

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
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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.’

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
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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.!3-15 The ICF is also fundamen-
tal to the field of PRM, which indeed might be called
the medicine of functioning.5. 1415 This is because the

EUROPEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE

Figure 2.—Demonstration of functioning profile for Swiss Spinal Cord
Injury Cohort Study (SwiSCI) population.
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overall objective of both rehabilitation and PRM is to
optimize a person’s functioning and thereby increase
his or her quality of life.!6 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-

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
012 3 4

b130 Energy and drive functions (G)

b134 Sleep function

b152
b280
b455
b620
b640
b710
b730
d230
d240
d410
d415
d420
d450
d4ss
d465
d470
ds10
ds20
ds30
d540
ds550
ds70
d640
d660
d710
d770
ds§s0
d920

Emotional function (G)
Sensation of pain (G)

Exercise tolerance functions
Urination functions

Sexual functions

Mobility of joint functions
Muscle power functions
Carrying out daily routine (G)
Handling stress and other psychological demands
Changing basic body positions
Maintaining a body position
Transferring oneself

Walking (G)

Moving around (G)

Moving around using equipment
Using transportation

Washing oneself

Caring for body parts

Toileting

Dressing

Eating

Looking after one’s health
Doing housework

Assisting others

Basic interpersonal interactions
Intimate relationships
Remunerative employment (G)
Recreation and leisure
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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.!8

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-
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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).

el10  Products or substances for personal consumption
ell5  Assistive products... for personal use in daily living
el20  Assistive products---for personal...mobility ...
el55  Design, construction...of buildings for private use
€310  Immediate family

€320  Friends

e355  Health professionals

e460  Social attitudes

e580  Health services, systems and policies

pf Self-assurance

pf Motivation

pf Assertiveness

pf Motives

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

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
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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.” In line with its Disability Ac-
tion Plan,2! 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
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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.’. 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
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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.?4 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,!3 14 the goals and out-
come indicators of which are shown in Table I11.27 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

TABLE Il.—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 ~ Morbidity ICD
(disease prevention)

Promotive Optimal biological health ICF-Capacity ICF

Curative Health condition control Mortality ICD
(disease control)

Rehabilitative  Optimal functioning ICF-Capacity and ICF

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

TABLE Ill.—/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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The emergence of rehabilitation as the key health strat-
egy of the 215! 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. 3!
But this is the natural domain of rehabilitation, whose

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).

Figure 3.—Definition of rehabilitation in the World Report on Disability
[WRD].
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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 4 was used as the defini-
tion of rehabilitation in the World Health Organiza-

EUROPEAN PHYSICAL AND REHABILITATION MEDICINE BODIES ALLIANCE

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.

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

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
I11).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-

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.
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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

10.

12.
13.

14.

15.

16.

17.
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BACKGROUND OF PHYSICAL AND REHABILITATION MEDICINE

White Book on Physical and Rehabilitation Medicine
in Europe. Chapter 2. Why rehabilitation
1s needed by individual and society

European Physical and Rehabilitation Medicine Bodies Alliance

ABSTRACT

In the context of the White Book of Physical and Rehabilitation Medicine (PRM) in Europe, this paper describes the background to the context
of PRM services and comprises the following:

— Epidemiological Aspects of Functioning and Disability

— Ethical Aspects and Human Rights

— Rehabilitation and Health Systems

— Economic Burden of Disability

— Effects of Lack of Rehabilitation

Health care service planning accounts for the burden of disability among society and the chapter describes the justification for specialist reha-
bilitation, the background of PRM and why making a functional diagnosis and a management plan based on function is its core competence.
The chapter describes the increasing burden of disability due to conditions seen in PRM practice rather than on all those diseases contributing to
physical disablement and does not include mental illness, learning disabilities, etc. Ten percent of Western Europe’s population have a disability
and are surviving longer, resulting in higher costs for health and social care and a greater impact of co-morbidities. The chapter also describes the
impact and increased costs in the absence of rehabilitation. Not only is money spent on rehabilitation recovered with five to nine-fold savings (e.g.
in return to work), but rehabilitation is effective in all phases of health conditions. Specialized rehabilitation (as delivered by PRM services) is
highly cost-efficient for all neurological conditions, producing substantial savings in ongoing care costs, especially in high-dependency patients.
Disability discrimination has been outlawed and the text describes the legal context and status of a person living in Europe with a disability. The
second part highlights the United Nations Conventions on human rights, confirmed in the World Report on Disability, but also on the principles
of ethical practice among PRM physicians.

The third part addresses the variability of access to and funding of rehabilitation services across countries. The chapter also distinguishes highly
specialist interventions (such as those provided by a PRM physician) from specialized therapies, (such as pressure ulcer management) and
generic therapies (e.g. after an uncomplicated limb fracture). It will be important for healthcare authorities, public health organizations, payers,
providers, healthcare professionals, consumers and the community.

The economic and social burden of disability on society is considerable and will get worse, although this is difficult to quantify. Direct costs are
variable and include disabled persons’ additional costs for daily living and state disability benefits. Rehabilitation has a pivotal role in reducing
these costs through promoting personal recovery and increasing function through altering environmental factors. This part describes cost savings
studies through rehabilitation for persons with severe disabilities.

(Cite this article as: European Physical and Rehabilitation Medicine Bodies Alliance. White Book on Physical and Rehabilitation Medicine in Europe.
Chapter 2. Why rehabilitation is needed by individual and society. Eur J Phys Rehabil Med 2018;54:166-76. DOI: 10.23736/S1973-9087.18.05145-6)

Key words: Physical and rehabilitation medicine - Europe - Burden of disability - Economics - Human rights - Rehabilitation costs and impact.

Introduction

DOI: 10.23736/S1973-9087.18.05145-6

he 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

166 EUROPEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE

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-
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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.!: 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-
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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.>: ¢

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.-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.!2. 13,17 [n 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.!”

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

167



EUROPEAN PHYSICAL AND REHABILITATION MEDICINE BODIES ALLIANCE

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.
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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 2! 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.!?

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 [ts 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;
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— develop programs and resources to meet the needs
of persons with disabilities.

Disability Rights legislation has also been created
in several European countries.2 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:?

— 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.2’” 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.2? 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
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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.
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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.!

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-

EUROPEAN JOURNAL OF PHYSICAL AND REHABILITATION MEDICINE 171



EUROPEAN PHYSICAL AND REHABILITATION MEDICINE BODIES ALLIANCE

Figure 1.—The cost of disability.

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.! 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.3® 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
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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.4! 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.4!

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.4!

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
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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).#> 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.4¢ 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.4” The long-term cost-
efficiency of cardio-pulmonary rehabilitation has also
been demonstrated.4s: 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.5®¢ 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.5!
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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.>2 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.5* 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.5¢

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;>7

— carly 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.5

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.6%. 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.®3 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.%4
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.5. 66
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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;

— 1inability 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.®® The experience is that many people
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ABSTRACT

In the context of the White Book of Physical and Rehabilitation Medicine (PRM) in Europe, this paper deals with the 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-
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-
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Introduction

he 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-

Vol. 54 - No. 2

cialty. The contents include definitions and concepts of
PRM, why rehabilitation is needed by individuals and
society, the fundamentals of PRM, history of PRM spe-
cialty, structure and activities of PRM organizations in
Europe, knowledge and skills of PRM physicians, the
clinical field of competence of PRM, the place of PRM
specialty in the healthcare system and society, educa-
tion and continuous professional development of PRM
physicians, specificities and challenges of science and
research in PRM and challenges and perspectives for
the future of PRM.

This chapter is new in the context of the White Books
produced until now, and it has been introduced to bet-
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ter focus on the core concepts at the base of the PRM
specialty. These are in fact the essential constituents that
makes:

— PRM a primary medical specialty, different from
all the other medical specialties

— PRM physician the primary medical specialist
among the rehabilitation professionals.

The core concepts that will be discussed in this Sec-
tion include:

— PRM is a person/functioning oriented specialty,
and this makes the specialty different from the organ/
disease oriented, or treatment/age specific medical spe-
cialties

— PRM physicians have medical responsibilities,
like all the other medical specialists, but with an ad-
ditional specificity of making a functional assessment

— Like the other specialists, PRM physicians pro-
vide direct treatments, but they also work leading the
multi-professional rehabilitation team, that works in a
collaborative way with other professionals and medical
specialists

— Due to its function oriented approach, PRM has a
multimodal approach including a wide variety of treat-
ment tools (frequently provided by other rehabilitation
professionals) and manages all persons’ morbidities
(health conditions), since it focuses on decreasing im-
pairments and activity limitations to allow the best pos-
sible participation of patients

— As PRM bases its work on functioning, it has a
transversal role to other specialties: it overlaps with
several of them, sharing part of their knowledge, but
it is also totally independent from all of them, since it
is based on a different and transversal body of knowl-
edge

— PRM is focused on the person and neither on
the disease nor on the setting; in fact, PRM is not only
transversal to specialties, but also to the settings of care,
and PRM physicians should know these different reali-
ties: persons with disabilities and those with long-term
health conditions in fact move inside the national health
systems between various facilities to obtain the best
possible functioning and participation through an ap-
propriate rehabilitation process.

The aim of this chapter is to discuss, in detail, all the
core concepts of the medical specialty of PRM, that
makes it unique, specific and essential in the current
trend of health care, which includes acute and long-term
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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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Figure 2.—The International Classification of Impairments, Disabilities
and Handicaps (ICIDH) ! model.

Figure 3.—The International Classification of Functioning, Disability
and Health (ICF) 2 model.

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)! (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
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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.

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-
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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 ¢

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
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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.” 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
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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.3-10
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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,
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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 ! 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.!? 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
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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.!7-19

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 phy