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LITERATURE REVIEW

5HKDELOLWDWLRQ� 3K\VLFDO DQG 5HKDELOLWDWLRQ 0HGLFLQH DQG &RPPXQLW\ 
%DVHG 5HKDELOLWDWLRQ � a comment to the debate towards a differentiated 

view of PRM on rehabilitation system, services and training of              
rehabilitation professionals
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This comment aims to give a contribution to the debate about the best way to implement rehabilitation 
VHUYLFHV�DQG�� LQ�SDUWLFXODU��KRZ�VSHFLDOLVW� LQ�3K\VLFDO�DQG�5HKDELOLWDWLRQ�0HGLFLQH� �350��GH¿QH� LWV� UROH�
in rehabilitation services in general and in Community Based Rehabilitation (CBR). The paper discusses 
WKH� XVH� RI� WKH� WHDP� UHKDELOLWDWLRQ� DQG� WKH� GH¿QLWLRQV� RI� &%5��$� GLIIHUHQWLDWHG� PRGHO� RI� UHKDELOLWDWLRQ�
services according to the phase of the disease and the intensity of service provision is developed. The 
term rehabilitation nowadays is used in two different ways: Rehabilitation as a health strategy or a set of 
measures. The term CBR also is used in a dual way on the one hand describing a policy or management 
VWUDWHJ\�RU�RQ�WKH�RWKHU�KDQG�GHVFULELQJ�WKH�SURYLVLRQ�RI�³EDVLF´�UHKDELOLWDWLRQ�VHUYLFHV�ZKLFK�LV�RIIHUHG�DW�
the community level. It is important to differentiate between acute, post-acute rehabilitation and long-term 
rehabilitation services to understand the need of different types of rehabilitation services. Additionally a 
5-level model of the intensity of rehabilitation services covers rehabilitation that is delivered by families, 
peers, neighbours, and others to highly specialized rehabilitation services, e.g. for acute rehabilitation or 
rehabilitation for severely affected patients. In comprehensive rehabilitation service, including CBR, the role 
of PRM specialists is described in three ways: PRM deliver rehabilitation services, PRM act as an advisor 
and coordinator or PRM act as a trainer.
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Since many years it has been discussed who is 
PRVW�TXDOL¿HG�WR�GHOLYHU�UHKDELOLWDWLRQ�VHUYLFHV�
to people with disabilities or chronic disabling 
health conditions. Is it the specialists for 
Physical and Rehabilitation Medicine (PRM), 
another medical specialist, a family doctor, 
a physiotherapist, an occupational therapist, 
social worker or any other person? Many papers 
show, that the outcomes are best if a team of 
different rehabilitation professional deliver the 
services. However, what has to be done if such 
a team is not available (e.g. in lower income 
countries?) Obviously there is not a simple 
answer to these questions. In particular, this 
is true for the discussion about Community 
Based rehabilitation (CBR). Here the spectrum 
of recommendations ranges from education of 
non-professionals to deliver some rehabilitation 
to the establishment of a PRM specialist to 
reach all population.   

This comment will give a contribution to this 
kind of debate and argue from different views. 
7KLV� EULHÀ\� GLVFXVVHV� WKH� XVH� RI� WKH� WHUPV� RI�
rehabilitation in general and of CBR. It includes 
a differentiation of rehabilitation services along 
the phase of disease and the level of intensity. 
Last but not least it contains a proposal how to 
describe the role of PRM-specialists on CBR. 
+RZHYHU��WKH�DXWKRUV�GR�QRW�FODLP�WR�JLYH�¿QDO�
RU�GH¿QLWH�VROXWLRQ��DV�WKH�SXUSRVHG�WR�FRQWULEXWH�
to an important and open debate. 

',6&866,21

'H¿QLWLRQV RI 5HKDELOLWDWLRQ 
Rehabilitation is often seen as some kind of 
aftercare (e.g. after acute disease or trauma) or 
as physical intervention such as physiotherapy 

or training (e.g. after sports injury or in 
musculoskeletal disorders). However, in 
the last decades the term rehabilitation has 
EHHQ� GLVFXVVHG� DQG� GH¿QHG� LQ� D� PXFK� PRUH�
comprehensive way. 

7KH�QHZ�GH¿QLWLRQV�DQG�GHVFULSWLRQV�KDYH�WZR�
main directions:
1.	 Rehabilitation as a “health strategy 

which, based on WHO´s integrative 
model of functioning, disability and health 
applies and integrates approaches to assess 
functioning («�� approaches to optimize 
a person’s capacity�� �«�� VWUHQJWKHQ� WKH�
UHVRXUFHV� RI� WKH� SHUVRQ�� �«�� DQG� WKDW�
SURYLGH� D� IDFLOLWDWLQJ� HQYLURQPHQW�� �«��
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”1 

2.	 5HKDELOLWDWLRQ DV ³D VHW RI PHDVXUHV 
that assist individuals who experience, 
or are likely to experience, disability to 
achieve and maintain optimal functioning 
in interaction with their environments”2 

7KH� ¿UVW� GH¿QLWLRQ� ZDV� a result of consensus 
process within European and International PRM 
VRFLHWLHV��7KH�VHFRQG�GH¿QLWLRQ�ZDV�UHIHUUHG�WR�
the WHO in the World Report on Disability. 
2I� FRXUVH� RWKHU� GH¿QLWLRQ� FDQ� EH� IRXQG� LQ�
OLWHUDWXUH��KRZHYHU��LQ�SULQFLSOH�RWKHU�GH¿QLWLRQV�
refer to the above concepts. Additionally, 
bRWK� DSSURDFKHV� DUH� FRPSDWLEOH� LQ� GH¿QLQJ�
optimal functioning of people with disabilities 
as main goal of rehabilitation. Although, the 
¿UVW� DSSURDFK� VKRZV� VRPH� GLIIHUHQFHV�� WKH�
description of rehabilitation as a health strategy 
FODVVL¿HV� UHKDELOLWDWLRQ� LQ� WKH� IUDPHZRUN� RI�
other health strategies, such as the curative, the 
preventive and the supportive strategies. It also 
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includes other sectors such as education, labour 
and social affairs.1,3 The second description 
of rehabilitation as a set of measures is more 
focussed on medical interventions and addressed 
to the person with disability him or herself.
 
'H¿QLWLRQ RI &RPPXQLW\ %DVHG 
Rehabilitation 
There is no doubt that comprehensive 
GH¿QLWLRQV�DQG�GHVFULSWLRQV�DUH�YHU\�LPSRUWDQW�
especially to build up rehabilitation systems and 
to benchmark them at an international level. 
However, it remains a problem to apply these 
GH¿QLWLRQV�WR�FRQFUHWH�UHKDELOLWDWLRQ�VHUYLFHV�RU�
programs and even can lead to some confusion in 
using rehabilitation related terms. One example 
IRU�WKLV�LV�WKH�XVH�RI�WKH�WHUP�³&RPPXQLW\�%DVHG�
Rehabilitation” (CBR) (¿JXUH �): the term of 

CBR is used in two ways:
A.	 WKH�¿UVW�RQH�LV�WKH�SROLF\ RU PDQDJHPHQW 

strategy of CBR that was developed by 
WHO about 30 years ago.4 This strategy 
aims to strengthen the access to primary 
care and to specialized rehabilitation 
services, which is depending on the 
patient’s needs as well as to remove 
barriers from the environment that hinder 
persons with disability in full participation 
in all life areas.

B.	 the second one is the provision of “basic” 
rehabilitation services which is offered 
at the community level. Such services 
may be part of the primary care system or 
organised as independent programs in case 
RI�DEVHQFH�RI�WKH�¿UVW��

)LJXUH �� &RPPXQLW\ %DVHG 5HKDELOLWDWLRQ DV D SROLF\ DQG PDQDJHPHQW VWUDWHJ\ DQG DV 
rehabilitation service delivery
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Recently, a discussion occurred whether CBR 
means that rehabilitation services mainly should 
be delivered by non-professionals or by primary 
care health professionals such as primary care 
physicians, nurses or physiotherapists, or if 
rehabilitation specialists must be responsible 
for such services. However, focusing on 
rehabilitation services is of major importance 
to understand that rehabilitation services and 
programs must be focussed on the (VSHFL¿F) 
needs of persons with disabilities. This – 
DPRQJ� RWKHUV� ±� PXVW� UHÀHFW� WKH� SKDVH� RI� WKH�
disease and the level of intensity (including 
complexity) of interventions as well as the level 
of specialisation of the service providers.  

Phases and levels of rehabilitation services
The phases of rehabilitation can roughly 
FODVVL¿HG�E\�WKH�:+2¶V�PRGHO�RI�DFXWH��SRVW�
acute and long-term care2,5-7:
��	 Acute rehabilitation services mostly are 

delivered in or nearby to (acute) hospitals. 
Acute rehabilitation services may be 
delivered on specialised wards (Acute 
rehabilitation units, ARU) or in mobile 
(peripatetic) acute rehabilitation teams 
(MRT). Acute rehabilitation ensures early 
rehabilitation services already during or 
immediately after intensive care (even in 
patients with mechanical ventilation)8

��	 Post-acute rehabilitation services 
rehabilitate patients after discharge 
from hospitals aiming at independent 
living and/or return-to work of patients 
after severe disease or injury. They are 
mostly led by PRM or other medical 
specialists. Post-acute rehabilitation 
VHUYLFHV�PRVWO\�DUH�VSHFLDOLVHG�LQ�VSHFL¿F�
health conditions (e.g. spinal cord Injury, 
cancer, neurological or musculoskeletal 
conditions, or others)9

��	 /RQJ�WHUP UHKDELOLWDWLRQ VHUYLFHV 

aim at long-term care for persons with 
chronic disabilities and/or chronic health 
FRQGLWLRQV��6HUYLFHV�PD\�YDU\�VLJQL¿FDQWO\�
and may range from
o	 Non-professional delivered 

rehabilitation services in the 
community (see below)

o	 Rehabilitation within primary care
o	 Outpatient rehabilitations services 

delivered by rehabilitation 
professionals such as PRM doctors 

o	 Intermittent in-patient or day-clinic 
rehabilitation services for patients 
with chronic health conditions (such 
services are developed in particular 
in Central Europe) 

The level of specialisation of rehabilitation 
VHUYLFH�SURYLGHUV�KDV�QRW�EHHQ�FODVVL¿HG�\HW�LQ�D�
comprehensive way. It seems to be appropriate 
WR�XVH�D�¿YH�OHYHO�PRGHO��¿JXUH ����7KHVH�¿YH�
levels are:
��	 Level 1: Families, peers, neighbours, and 

others. Services at this level are mainly 
delivered by non-professionals, however, 
with time they achieve a certain level of 
H[SHUWLVH�LQ�WKH�VSHFL¿F�QHHGV�RI�WKH�SHUVRQ��

��	 Level 2: Primary care physicians, 
physiotherapists, occupational therapists 
and other general health professionals. 
With regard to professional training these 
providers are health professionals but do 
QRW�KDYH�VSHFL¿F�WUDLQLQJ�LQ�UHKDELOLWDWLRQ��

��	 Level 3: Physical and Rehabilitation 
Medicine specialists, specialized 
Physiotherapists, Occupational Therapists 
and other specialised rehabilitation 
professionals. These health professionals 
KDYH� D� VSHFL¿F� SRVWJUDGXDWH� WUDLQLQJ� LQ�
rehabilitation in addition to the basic 
professional education

��	 Level 4: Multi-professional rehabilitation 
services. These services are delivered 



|  IndoJPMR Vol.5 Tahun 201664

by multi-professional teams of health 
professionals as described at level 3, team 
work must be structured- and patient-
centred10 

��	 Level 5: Highly specialized rehabilitation 
services (such as tertiary level) e.g. for acute 
rehabilitation or rehabilitation for severely 

affected patients with traumatic brain 
injury, spinal cord injury, multiple trauma, 
limb amputation organ transplantation or 
other diseases. The service is delivered by 
multi-professional teams as described at 
OHYHO���WKDW�KDYH�VSHFL¿F�NQRZOHGJH�LQ�WKH�
respective disease.

As many patients or persons with disabilities will 
need services of different specialisation (either 
consecutively or in parallel) a coordination of 
these services is of major importance. This must 
include case management and clear criteria for 
referral as well as an agreement on treatment 
and intervention concepts. 
The above described conceptual approach also 
avoids a discussion if CBR should be delivered 
either by non-professionals or by trained 
rehabilitation professionals. It makes clear that 
the optimal way to organize rehabilitation is that 
it is delivered by non-professionals as well as 
by trained rehabilitation professionals. Within 
such a framework the choice of the right service 

)LJXUH �� 5HKDELOLWDWLRQ FDUH S\UDPLG �DQ ,OOXVWUDWLRQ RI WKH ¿YH OHYHOV RI UHKDELOLWDWLRQ FDUH�11

is dependent by many factors. Two of the main 
factors are:
��	 7KH� need of a person with a health 

condition H[SHULHQFLQJ GLVDELOLW\ for 
medical and rehabilitation care. It is obvious 
that a patient with spinal cord injury or in 
the early phase after multiple trauma needs 
a more specialised rehabilitation care as a 
SHUVRQ� ZLWK� GH¿FLWV� LQ� VHOI�FDUH� EHFDXVH�
of frailty in long-term care. However, a 
transfer between rehabilitation services 
of different levels will be necessary in 
many cases (e.g. transfer of patients with 
OLPE� ORVV� DIWHU� ¿WWLQJ� WKH� SURVWKHVLV� LQWR�
community life)  
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�� 7KH� availability of rehabilitation 
professionals.2 If they are not available 
or do not have enough capacity, service 
provider may have to compensate the lack 
of specialised rehabilitation even though 
the optimal level of intervention may not 
be reached. However, in such situation 
governments and stakeholders are 
responsible to develop the rehabilitation 
system of the county or region. 

2I� FRXUVH� WHFKQLFDO� DQG�¿QDQFLDO� UHVRXUFHV� DV�
well as accessibility are other important factors, 
too.

&21&/86,21

7KH SRVVLEOH UROH RI 3K\VLFDO DQG 
5HKDELOLWDWLRQ 0HGLFLQH LQ &%5 
In such a concept, PRM specialists may take 
different roles at different levels and phases of 
service delivery:5,6 
�� PRM delivers rehabilitation services: 

This is the core business of PRM doctors as 
described in the White Books of Physical 
and Rehabilitation Medicine in Europe5 
and in Latin America11 as well as in many 
SDSHUV�GHVFULELQJ�WKH�¿HOG�RI�FRPSHWHQFH�
of PRM.3,5-7,11-16

�� PRM acts as an advisor and coordinator: 
It is crucial that rehabilitation services 
work in a homogenous way and use 
synergies, especially as transfers between 
the levels will occur frequently (see 
above). Thus, it is important to develop 
standards and pathways for rehabilitation 
care across levels (and across sectors, 
too).3 Additionally, referral must be 
PDQDJHG� LQ� DQ� DSSURSULDWH� DQG� HI¿FLHQW�
way. Also here, the decision making needs 
a lot of background knowledge and ability 

to assess the patient’s functional status and 
need for interventions. PRM has the skills 
for both tasks.5,6 

�� PRM acts as a trainer: There is no 
doubt that non-professionals delivering 
rehabilitation care need some training and 
advice. The same case is for primary care 
health professionals who in most cases 
have not been educated in rehabilitation 
medicine at the level of the under- and 
postgraduate training.5,13,14 Within this 
context, PRM can deliver training courses 
at all levels of education: undergraduate, 
postgraduate and continuous medical 
education/continuous professional 
development. 

In most national curricula of PRM all three areas 
are covered, however, assurance is needed to 
approve that rehabilitation medicine specialists 
are empowered to act as advisor and coordinator 
as well as trainer, especially if they are going 
to work in low-income countries where the 
infrastructure is still suboptimal.  

All in all, it can be seen that rehabilitation 
services include a great variety of different 
settings, goals and therefore need different 
levels of specialisation. Moreover, it is obvious 
that the term rehabilitation in different contexts 
is used in different ways, and this is in particular 
WKH�FDVH�LQ�&%5��7KXV��LW�LV�QHFHVVDU\�WR�GH¿QH�
and describe rehabilitation services, e.g. by 
XVLQJ� D� FODVVL¿FDWLRQ� V\VWHP16,17 that at least 
GH¿QH�WKH�service provider (including location, 
organisation, human and technical resources, 
service organisation and others), the funding 
of the service (describing the main sources 
of income and refunding of services), the 
service delivery (including the main strategy 
applied to the users, aspects of intensity and 
specialisation, the duration of intervention 
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and the way the service is organised, e.g. 
team structure).16 Additionally standards and 
pathways for rehabilitation service delivery 
should be developed based on a conceptual 
framework, the need of rehabilitation and the 
potential for rehabilitation delivery that will 
vary from region to region.2 
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