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ABSTRACT

This special issue, with 6 chapters, analyses the role of
the International Society of Physical and Rehabilitation
Medicine (ISPRM) against the background of international
issues in Physical and Rehabilitation Medicine (PRM) and
rehabilitation at large.

Since its foundation in 1999 ISPRM has established a central
office, a membership structure, relations with official journals,
and has held a number of successful PRM world congresses.
Most importantly, ISPRM has entered into official relations
with the World Health Organization (WHO) (chapter 1). IS-
PRM is now challenged by a number of issues restricting the
future growth of the society and its evolution into a profes-
sional non-governmental organization (NGO) actively shap-
ing international policies in rehabilitation (chapter 2).

The basis for this evolution is a clear understanding of
ISPRM’s political role in world health. This entails the re-
cognition of ISPRM’s humanitarian, scientific, and profes-
sional mandate and its position in world society and health
policy (chapter 3). Consequently, a structured policy process
and a set of suitable policy tools for goal selection, agenda
setting, resource mobilization, implementation, evaluation
and innovation appear useful (chapter 4). Moreover, ISPRM
may consider modifying its organizational structures and
procedures in order to enhance its effectiveness, account-
ability and legitimacy (chapter 5).

A thorough review of these issues leads to a comprehensive
policy agenda for ISPRM, as presented in the final chapter
(chapter 6).

Key words: physcial and rehabilitation medicine, rehabilita-
tion, disability, non-governmental organization, organizational
development, World Health Organization.
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FOREWORD

The International Society of Physical and Rehabilitation
Medicine (ISPRM) serves as the global agency for Physical
and Rehabilitation Medicine (PRM). As a non-governmental
organization (NGO) in relation with the World Health
Organization (WHO), as an international umbrella organization
of PRM physicians, and as a catalyst for international PRM
research, ISPRM has a humanitarian or civil societal, a pro-
fessional, and a scientific mandate. According to its by-laws,
ISPRM thus aims to “continuously improve PRM practice and
facilitate PRM input in international health organizations with
the goal to contribute to optimal functioning and quality of life
of people experiencing disability” (1).

Since its foundation in 1999 ISPRM has been increasingly
successful in achieving its mission, both within PRM and
through its collaboration with the WHO. With its emergence as
the pre-eminent international scientific and educational society
for practitioners in the field of PRM and its evolving policy role
in collaboration with the WHO and the United Nations (UN)
system at large, ISPRM is now facing a number of challenges
typical for an expanding international NGO.

To address these challenges, the President of ISPRM called
for a retreat of the Executive Board, which was held in May
2008 in China. As a result of the retreat an Organizational
Structure Task Force was appointed. To facilitate the work of
the task force and to involve ISPRM’s constituency, a series
of discussion papers were mandated and are now published in
this special issue on “Developing ISPRM”. The first 2 chapters
in this special issue of the Journal of Rehabilitation Medicine
(JRM) (2, 3) focus on organizational aspects, while the fol-
lowing 4 chapters (4—7) focus on ISPRM’s evolving role from
the policy perspective.

The first chapter (2) reviews the history of ISPRM since
its foundation in 1999, summarizes current achievements and
confronts them with current challenges. The second chapter
outlines general approaches to develop ISPRM and how the
challenges can be addressed (3). Key aspects include the
understanding and positioning of ISPRM within the world
architecture of the UN and WHO system and PRM, as well as
the need for, and mutual benefits of, developing strong rela-
tions with the emerging regional PRM societies. To enhance
ISPRM’s scientific mandate, yearly congresses organized by
ISPRM’s Central Office based on a defined regional rotation
procedure and possibly involving regional societies are dis-
cussed. The paper then elaborates on how to promote the field
of PRM and to foster a common identity through its official
journal and a web of related PRM journals. Finally, approaches
to professionalizing ISPRM’s Central Office and overcoming
resource restraints are addressed.

The second part of this special issue starts with a chapter
on the broader perspective of the world society and health
policy depicting the complex world societal situation within
which NGOs such as ISPRM have to operate (4). Against this
background, the subsequent chapter outlines a policy process

© 2009 The Authors. doi: 10.2340/16501977-0429

suited to ISPRM’s evolving role and political mandate (5). The
next chapter provides an in-depth analysis of organizational
challenges ISPRM faces as an international NGO in official
relation with WHO, including legitimate representation of
membership, accountability of organizational procedures, and
the humanitarian or civil societal mandate to help reach the
health-for-all goals as defined by the WHO and the UN (6).

These chapters provide the basis for the final chapter, which
summarizes ISPRM’s internal policy agenda in relation to its
constituency and its external policy agenda in relation to in-
ternational institutions, including the WHO, the UN and other
NGOs in official relation with WHO (7).

Beyond organizational issues, this special issue emphasizes
ISPRM’s particular role in promoting rehabilitation as an essen-
tial health strategy and PRM as a crucial discipline in achieving
and maintaining optimal human functioning (8, 9). This also
includes contributions to the realization of human rights, such
as the full participation of individuals experiencing disability in
society (10). Since ISPRM’s policy role may be less known to
its constituency than the more visible educational and scientific
work, this special issue may also raise awareness with regard
to ISPRM’s political significance. It is intended to motivate
collaborative efforts towards achieving ISPRM’s mission. This
will enhance ISPRM’s capacity to contribute to the creation of
a political and economic environment that allows PRM physi-
cians globally to provide suitable services along the continuum
of care, across health conditions and over the life-span. This
will, on the one hand, create benefits for people experiencing
disability in terms of more effective and inexpensive reha-
bilitation services all over the world. On the other hand, the
individual PRM physician will profit from an increased social,
political and economic recognition of the area.

In this context, it is important to recall the added value
that ISPRM’s political action creates for its national and
individual membership. Within PRM, only ISPRM can work
in co-operation with other international professional organi-
zations and global intergovernmental agencies such as WHO
towards an international policy agenda that recognizes the
need for an enhancement of the rehabilitation strategy and the
role of PRM. ISPRM thus complements efforts of national and
regional societies to foster the conditions suitable for PRM
physicians’ work at the inter-regional and international level.
Most importantly, ISPRM’s policy can contribute to a politi-
cal and economic environment that allows PRM physicians
to provide timely and effective care worldwide and in favour
of people experiencing disabilities. ISPRM’s policy role can
also contribute to a more coherent understanding of PRM’s
field of competence.

All PRM physicians (9, 11, 12), physicians applying the
rehabilitation strategy (8), health professionals and researchers
in PRM and functioning and rehabilitation at large (13, 14) are
called upon to contribute to making ISPRM more visible, effec-
tive and efficient, and economically and socially relevant.

J Rehabil Med 41
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These efforts will, on the one hand, in the light of ISPRM’s
humanitarian mandate, enhance the organization’s capacity
to contribute to the establishment of suitable rehabilitation
services and optimal functioning of people experiencing dis-
ability worldwide. On the other hand, the coherence and the
influence of the profession will be strengthened, including
the enhancement of academic rigor and systematic structure
in PRM research.

ISPRM members and readers of JRM are invited to con-
tribute to this discussion and the development of a coherent
position of ISPRM within the world health policy, by sending
letters to the Editor of the JRM, to the corresponding author,
or to ISPRM’s central office.
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SUMMARY

This paper describes the history of the International Soci-
ety of Physical and Rehabilitation Medicine (ISPRM). Past
achievements and current challenges are outlined. ISPRM
has been successful in setting up a central office, attract-
ing individual and national members, holding international
congresses, and establishing relations with the Journal of Reha-
bilitation Medicine (JRM) as the organization’s official journal.
ISPRM is currently in official relations with the World
Health Organization (WHO) and collaborates closely with
WHO's Disability and Rehabilitation team. ISPRM, how-
ever, also faces challenges with regard to its growth and
the realization of its goals. These include boundaries of
voluntary leadership, limited economic resources, the need
for enhancing the central office, variations in membership,
limits of the current congress bidding system and structure,
relations with regional societies, and the need to further
develop policies within the field of Physical and Rehabil-
itation Medicine (PRM) and in relation to WHO and
the United Nations system. It is concluded that ISPRM
must evolve from an organization, of which the main ac-
tivities are to hold a biennial congress hosted by a member
nation and to provide input to WHO on request, into a profes-
sional non-governmental organization (NGO). ISPRM should
embark on assuming a leadership role in the further develop-
ment of PRM within the broader area of human functioning
and rehabilitation.

INTRODUCTION

With its emergence as the pre-eminent scientific and education-
al international society for practitioners in the field of Physical
and Rehabilitation Medicine (PRM) and its evolving role in
collaboration with the World Health Organization (WHO) and
the United Nations (UN) system, the /nternational Society of
Physical and Rehabilitation Medicine (ISPRM) is now facing a
number of challenges. In this first chapter of this Special Issue
of Journal of Rehabilitation Medicine we review the history of

© 2009 The Authors. doi: 10.2340/16501977-0390

ISPRM and summarize key achievements since its foundation
in 1999. We then outline the challenges ahead.

HISTORICAL BACKGROUND OF ISPRM

In 1988, a joint meeting of representatives from the Interna-
tional Rehabilitation Medicine Association (IRMA) and the
International Federation of Physical Medicine and Rehabili-
tation (IFPMR) was held in Toronto, Canada. The objective
was to commence developing policies in order to coordinate
common activities of the 2 organizations and thus avoid du-
plication. During this session, it was also agreed to delegate
representatives into each others’ Boards of Governors and to
hold international congresses alternately every 2 years. In
a second meeting 2 years later, the desire to work more ef-
ficiently and effectively and to avoid unnecessary duplication
was re-affirmed.

In 1992 it was agreed by executives of IRMA and IFPMR to
create an International Task Force to explore the possibility of
merging the 2 associations into a single new organization. From
the beginning the Task Force faced a number of challenges
regarding the planning of a new organization. After identifying
and resolving these issues, it was agreed in 1996 to name the
new organization the “International Society of Physical and
Rehabilitation Medicine” (ISPRM). John Melvin, Philadelphia
USA, was designated to become its first president.

In November 1999 all relevant documents were completed
and approved. The IRMA and IFPMR agreed to terminate
their activities and initiated a new era under the name of the
ISPRM.

ACHIEVEMENTS 1999-2008
Central Office

A decision to establish a Central Office was made during the
ISPRM Board of Governors Meeting in Athens, Greece, in
September 2000. After a voting procedure, the Central Office
was established in 2000 in Assenede, Belgium. It is currently

J Rehabil Med 41
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792 G. Stucki et al.

Table 1. Survey of International Society of Physical and Rehabilitation
Medicine (ISPRM) national and individual members 2001—09

2008 to
2001 2002 2003 2004 2005 2006 2007 present

Individuals 637 531 565 558 684 1818 2319 2507
National societies 20 21 29 30 43 47 35 33

headed by Werner van Cleemputte, who has made a personal
commitment to strengthen rehabilitation.

Among a wide range of activities the Central Office success-
fully established a membership organization. It administers the
ISPRM newsletter and is contributing to the administration of
the society’s web page. Likewise, the Central Office is instru-
mental in the organization of board meetings and the ISPRM
congresses. The Central Office has also taken an important
role in facilitating communication among ISPRM members in
various countries and different parts of the world.

Membership

The ISPRM is made up of national and individual members.
This structure reflects the merging of 2 previous organizations
with differing structures and philosophies of membership. The
IFPMR had national societies of physicians who specialized
in PRM as members. It focused largely on issues related to the
establishment and maintenance of a separate medical specialty.
The IRMA had individual members and focused on including
all physicians who devoted a major portion of their time to
rehabilitation. Its members included physicians from other
specialties or countries without PRM societies.

The reasons for including individual members are: (i) to
enable PRM physicians to join ISPRM even if their country
is not yet an official member of ISPRM; (i7) to include other
medical specialists concerned with the care of impairments
and disabilities in ISPRM; (iii) to enable members to receive
benefits and services directly from ISPRM. Having individual
members also provides the possibility to recruit individuals

who are willing to take positions within ISPRM and to engage
in ISPRM activities on a voluntary, non-remunerative basis.
Another reason is that there might be countries, particularly
in the developing world, in which no PRM society exists. In-
deed, the recruitment of individual members from developing
regions may be the spark for the foundation of national and
regional societies.

ISPRM had 20 national members and 637 individual members
in 2001. Over the years, the national membership has fluctu-
ated between 20 and 47. Individual membership has ranged
from a minimum of 531 to a maximum of 2507 (Table I). An
important increase in individual members in 2006 is related
to the extraordinary commitment of the Italian Society, which
decided to pay a lump sum for all its individual members. In the
meantime, Australia, Colombia, France, Thailand, Saudi Arabia,
Mexico, the 2 Chinese societies, Cyprus, Portugal, Singapore,
Venezuela and Uruguay have also made a commitment to pay a
lump sum for their individual members. A further increase in the
number of individual members is expected with the upcoming
decisions of other national societies to do the same.

Congresses

The core internal activity of ISPRM, as of any scientific so-
ciety, is the organization of scientific congresses. Congresses
bring scientists together and foster the exchange of ideas as
well as the formation of a common identity. They provide an
overview of current topics in the scientific community and
foster or generate cognitive interests accordingly.

Since 2001 ISPRM has organized international congresses
with an ever-increasing attendance, rising from 1192 attend-
ants in Amsterdam (2001) to 1300 in Prague (2003), 1821 in
Sao Paulo (2005) and 2351 in Seoul (2007) (Table II). From
a scientific perspective, all of these congresses were highly
successful, as documented in the abstract books and proceed-
ings referenced in Table II. Also, the congress locations can
be considered well-balanced, with congresses held or planned
in the different ISPRM regions.

Table II. Previous and planned International Society of Physical and Rehabilitation Medicine (ISPRM) congresses

Scientific Submitted
Host ISPRM Large ISPRM committee Participants abstracts Book of
Year City nation region ISPRM region Congress president  chairs n n proceedings
2001 Amsterdam The EMA Europe William Peek Gustaf 1192 912 )
Netherlands Lankhorst
2003 Prague Israel EMA Africa & Middle  Haim Ring Nachum Soroker 1300 1100 3)
East (Host nation)
Europe (Congress
location)
2005 Sao Paolo Brazil AM Latin America Linamara Battistella Marta Imamura 1821 951 4)
2007 Seoul South Korea AO Asia & Oceania  Chang-il Park Tai Roon Han 2337 1192 (5)
2009 Istanbul Turkey EMA Europe Onder Kayhan Giilseren Akyiiz
2011 SanJuan  Puerto Rico AM Latin America Veronica Rodriguez William Micheo

2013 Beijing China AO Asia & Oceania

Zeyi Cao

Zhilan Peng,
Youji Feng

AM: Americas; EMA: Europe, Middle East, Africa; AO: Asia-Oceania.
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Journals

From the start ISPRM recognized the need for an official journal
committed to its mission. Most importantly, an official journal
serves as a forum for publications relevant to the internal and
external policy process described in Chapter 5 in this special is-
sue (1). The official journal also publishes congress abstracts and
CME (Continuing Medical Education)-accredited educational
articles. Disability and Rehabilitation served as the first official
journal of ISPRM, from 2001 to 2009, and has expressed interest
in being involved with ISPRM in the future. In 2006 the Journal
of Rehabilitation Medicine became the second official journal of
ISPRM, and a 4-year contract has been signed for 2009—-12.

Collaboration with the WHO and the United Nations system

ISPRM achieves its mission not only through activities within
the field of PRM but also by facilitating input into international
health organizations (Table III). The basis for ISPRM’s work with
the governmental system of the UN and its agency for health,
the WHO, is its official recognition as a partner organization.
On 1 February 2008 ISPRM was re-designated as a professional
organization in official relation with the WHO by Alex Ross, the
Director of the “Programme on Partnerships and UN reforms
of the Director General’s Office”. The WHO team responsible
for the liaison with ISPRM is the Disability and Rehabilitation
(DAR) team within the department of Violence and Injury Preven-
tion and Disability (VIP) (www.who.int/disabilities/en/)) (7).

Since 1999 ISPRM has contributed continuously to the work
of the DAR team, as it has to the work of other WHO teams,
including the Classification, Terminology and Standards team
(CTS) (www.who.int/classifications/en/) (8).

Collaboration with Disability and Rehabilitation team

The basis for ISPRM’s collaboration with the DAR is a 4-yearly
ISPRM-WHO work plan in line with the DAR action plan (Elec-
tronic Appendix I) and the DAR guiding documents (Electronic
Appendix I) (9—12). The current ISPRM-WHO work plan for
the period 2008—10 outlines the current activities of ISPRM in
collaboration with DAR (Electronic Appendix II).

Activities in collaboration with DAR included contributions
to technical guidelines, such as the technical guidelines for
medical rehabilitation, which is still in progress, and com-
munity based rehabilitation (12).

ISPRM was also closely involved in the initiation and devel-
opment of the 58" World Health Assembly (WHA) resolution
on “Disability, including prevention, management and rehabili-
tation” and the consideration of the International Classification
of Functioning, Disability and Health (ICF) as a reference
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framework for the resolution that, among other things, states
“Recalling the International Classification of Functioning,
Disability, and Health (ICF) (11) officially endorsed at the
Fifty-fourth World Health Assembly in 2001” (9).

Since the endorsement of the resolution by the 58" WHA
in 2005, ISPRM has advised the DAR with regard to the
development of the World Report on Disability and Rehabil-
itation, as requested by the resolution through an ISPRM repre-
sentative on the advisory committee of the report. A number of
active ISPRM members are contributing to the report as authors,
reviewers and participants of the regional consultations held by
the WHO’s regional offices. ISPRM also collaborates closely
with DAR in the implementation of the ICF and the ICF Core
Sets developed under the auspice of the WHO’s CTS team.

Collaboration with the Classification, Terminology and
Standards team

In addition to the work with DAR, ISPRM has closely col-
laborated with the CTS team in the implementation of the
ICF in the health sector and, more specifically, medicine and
rehabilitation (www.who.int/classifications/en/). The close
collaboration of ISPRM with both the DAR and CTS team is
mirrored by an increasingly close collaboration between these
teams within WHO (Fig. 1). This is in the spirit of the WHA
resolution on disability and rehabilitation, which emphasizes
the need for “intensifying the collaboration within the organi-
zation in order to work towards enhancing quality of life and
promoting the rights and dignity of persons with disabilities,
inter alia by including gender-disaggregated statistical analysis
and information on disability in all areas of work” (9).

From the start of the ICF Core Set project in 2000, ISPRM
has been the main collaboration partner for the development
of ICF Core Sets, the international tools for the assessment of
functioning, disability and health in practice, research, statis-
tics and policy (13—17). Over the years ISPRM has maintained
a close relationship with the ICF Research Branch of the Ger-
man WHO Collaborating Center for the Family of International
Classifications (DIMDI) (www.icf-research-branch.org), which
is coordinating the WHO’s work for development of the ICF
Core Sets. A large number of ISPRM members have attended
several ICF training workshops at the ICF Research Branch
in Munich, Germany and all over the world, for example, in
Italy, Hungary, Turkey, Portugal, Latvia, Slovenia, China,
Malaysia and South Africa. The work with the WHO regard-
ing the implementation of the ICF is summarized in 4 current
articles (18-21) in the European Journal of PRM and a book
chapter in the upcoming chapter of a textbook on rehabilitation
medicine edited by Frontera et al. (22).

Table 111. Mission of the International Society of Physical and Rehabilitation Medicine ISPRM (6)

Mission

The mission of the International Society of Physical and Rehabilitation Medicine, hereinafter referred to as the Society, is:
1. To be the pre-eminent scientific and educational international society for practitioners in the fields of Physical and Rehabilitation Medicine.
2. To improve the knowledge, skills and attitudes of physicians in the understanding of the pathodynamics and management of disability including

impairments.

3. To help to improve the quality of life of people with impairments experiencing disability.
4. To provide a mechanism to facilitate Physical and Rehabilitation Medicine input to International Health Organizations.
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Fig. 1. Structure of the World Health Organization (WHO).

Collaboration with other WHO teams

Upon request by the DAR ISPRM has also provided input to a
number of other WHO team. ISPRM has, for instance, prepared
a description of rehabilitation for the report “Neurological disor-
ders: public health challenges” (23) (Electronic Appendix III).

Collaboration with the United Nations

Until now, ISPRM has provided input to and collaborated with
the WHO, the UN’s agency for health, but not directly with
the UN or other UN agencies, such as the UN Statistics Divi-
sion (UNSTAT), the UN Educational, Scientific and Cultural
Organization (UNESCO) or the International Labour Organi-
zation (ILO). Therefore, ISPRM was not directly involved in
the process leading towards the UN “Convention on the Rights
of Persons with Disabilities” (10). However, ISPRM provided
input to the convention’s paragraphs on health (Article 25) and
rehabilitation (Article 26) (Table IV) (10) through its collabo-
ration with DAR and its work with the CTS team, who were
among the teams representing the WHO.
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International exchanges

Under the leadership of Mark Young, ISPRM has developed
an active exchange mechanism for medical students, trainees
and practising physicians as an important part of its educa-
tional programme. The comments of those completing these
exchanges consistently speak of their value for medical learn-
ing and expanded cultural understanding.

CHALLENGES

In the course of the development of its activities within the
field of PRM and its collaboration with the WHO and the UN
system, the ISPRM leadership has recognized a number of
challenges. These need to be addressed to ensure the success-
ful further development of the society. Broadly speaking, the
challenges can be grouped into: (i) organizational development;
(i) the role and positioning of the society within the world of
PRM; and (7ii) policy development.
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Table IV. United Nations (UN) Convention: Paragraphs on Health and Rehabilitation (10)

Article 25 — Health

States Parties recognize that persons with disabilities have the right to the enjoyment of the highest attainable standard of health without
discrimination on the basis of disability. States Parties shall take all appropriate measures to ensure access for persons with disabilities to health
services that are gender sensitive, including health-related rehabilitation. In particular, States Parties shall:

(a)
(b)
©
(d)

(e)

Provide persons with disabilities with the same range, quality and standard of free or affordable healthcare and programmes as provided to
other persons, including in the area of sexual and reproductive health and population-based public health programmes;

Provide those health services needed by persons with disabilities specifically because of their disabilities, including early identification and
intervention as appropriate, and services designed to minimize and prevent further disabilities, including among children and older persons;
Provide these health services as close as possible to people’s own communities, including in rural areas;

Require health professionals to provide care of the same quality to persons with disabilities as to others, including on the basis of free and
informed consent by, inter alia, raising awareness of the human rights, dignity, autonomy and needs of persons with disabilities through
training and the promulgation of ethical standards for public and private health care;

Prohibit discrimination against persons with disabilities in the provision of health insurance, and life insurance where such insurance is

permitted by national law, which shall be provided in a fair and reasonable manner;
(f) Prevent discriminatory denial of health care or health services or food and fluids on the basis of disability.

Article 26 — Habilitation and Rehabilitation

—_

. States Parties shall take effective and appropriate measures, including through peer support, to enable persons with disabilities to attain and

maintain maximum independence, full physical, mental, social and vocational ability, and full inclusion and participation in all aspects of
life. To that end, States Parties shall organize, strengthen and extend comprehensive habilitation and rehabilitation services and programmes,
particularly in the areas of health, employment, education and social services, in such a way that these services and programmes:
(a) Begin at the earliest possible stage, and are based on the multidisciplinary assessment of individual needs and strengths;
(b) Support participation and inclusion in the community and all aspects of society, are voluntary, and are available to persons with disabilities
as close as possible to their own communities, including in rural areas.
2. States Parties shall promote the development of initial and continuing training for professionals and staff working in habilitation and

rehabilitation services.

W

they relate to habilitation and rehabilitation.

. States Parties shall promote the availability, knowledge and use of assistive devices and technologies, designed for persons with disabilities, as

Organizational development

Volunteer leadership. ISPRM is fortunate to have had many
effective volunteer leaders to assist it during its formative
years, and to have for the future those who have promised
to be even more energetic and effective. However, the scope
of potential activities available to ISPRM exceeds the time
available from volunteers, who must also maintain full-time
responsibilities within their own professional lives. The reality
of' this limitation of available professional talent will continue
to place restrictions on what ISPRM can accomplish, and at
what rate it can implement changes.

Economic resources. As identified in various sections of these
papers, ISPRM has had only modest funds available to accomplish
its activities. One of its significant challenges will be in developing
a plan that results in more resources to accomplish its mission.
Incorporated in these papers are ideas on how to increase the avail-
ability of funds (1, 24) through organizing some of the ISPRM
activities differently. Even so, planning for the future will need to
recognize the need for detailed business plans, and the matching
of activities to the resources available to accomplish them.

Central Office. A major limitation of the functions of the
Central Office over the last years has been this limitation of
financial resources. While the Central Office was successful in
establishing a membership organization, newsletter and web
page, it lacked the necessary resources to develop and system-
atically implement a strategic plan focussing on membership
growth, funding activities, and public relations. Because of the
current organization of ISPRM congresses by host nations, the
Central Office played only a limited role in organizing some

of ISPRM’s congresses. Thus, its opportunities to interact face
to face with its membership were restricted. Also, the Central
Office is currently not involved in the handling of the congress
abstracts. Hence, no systematic approach regarding abstracts
and congress publications could be implemented.

Over the 9 years of its existence, the Central Office’s ac-
tivities increased dramatically, driving it close to its capacity
limit, since ISPRM could not make further monetary invest-
ments supporting its organizational growth (24). With the
existing limitation, additional work has been contributed by
some ISPRM members dedicated to supporting the work of
ISPRM. For example, the new ISPRM website is run by a
dedicated website committee, with the aim that the website
serves as a major source of up-to-date knowledge concerning
all aspects of PRM, for the benefit of the general public and
rehabilitation professionals around the world. However, clear
role delineation is needed to facilitate an effective and efficient
functioning of ISPRM.

Membership. The fluctuation in the total number of national
and individual members creates uncertainty with respect to
budgeting and uncertainties during board meetings regarding
the eligibility of candidates to hold office. Also, nations who
have made a commitment to pay a lump sum for all individual
members may feel that the financial burden is shared unequally.
On the other hand, the situation must be avoided that all repre-
sentatives of individual members come from a single, or only
a few, national societies.

Related to the fluctuating membership is the limited funding
available for the work of the Central Office.
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Congress bidding system and regional representation. While
the ISPRM congresses have been largely successful, the bid-
ding system has raised much concern among ISPRM’s member-
ship with regard to the balance of the different ISPRM regions.
Regionally balanced congress venues are a core requirement
for any international non-governmental organization in official
relation to the UN system. Also, from this year on, the ISPRM
president is no longer the president of the ISPRM congress.
ISPRM is thus challenged to reconsider how it ensures proper
communication and involvement of the board with the organ-
izing scientific society from the host country or region.

Role and positioning of ISPRM in the world of PRM

Relationship with regional societies. With its mission to be the
pre-eminent scientific and educational international society for
PRM, ISPRM is in competition not only with large national so-
cieties, e.g. in North America, but even more so with emerging
and increasingly strong regional societies. The latter include
the Latin American Society of Physical and Rehabilitation
Medicine (AMLAR), the newly founded Asia-Oceanian Soci-
ety of Physical and Rehabilitation Medicine (AOSPRM) and
the European Society of Physical and Rehabilitation Medicine
(ESPRM). Since ISPRM has currently no formal mechanism
to work with regional societies with which it shares its con-
stituency it is challenged to define its position in relation to
them, e.g. with respect to congresses and official relations with
leading international and regional PRM journals.

ISPRM congresses in the context of regional and sub-regional
congresses. The regional societies, including AMLAR,
AOSPRM and ESPRM, as well as sub-regional organizations,
including the Mediterranean Forum, hold increasingly large
and successful congresses. Through their evolving scien-
tific standards (25, 26), international involvement and ever-
increasing attendance rates, the congresses they organize are
in clear competition with the ISPRM congresses. Against this
background, it is questionable whether the biennal ISPRM
congress currently organized by a national PRM society — and
thus lacking a constantly developing “social memory” (27)
from congress to congress — can serve as main international
forum for science and education.

From a more practical perspective, we are now witnessing
an “overload” of large PRM congresses. It is unclear whether,
and to what extent, funding for an increasing number of major
international congresses can be maintained. In the context of
the current economic crisis, congress organizers already report
difficulties in maintaining recent funding and sponsorship lev-
els. This carries the risk that the field of PRM will lack the focus
necessary to rigorously develop its science and practice.

Relationship with Physical and Rehabilitation Medicine
journals. While ISPRM has successfully established formal
relationships with renowned international journals to serve as
ISPRM’s official journals there are a number of unanswered
questions. Should there be 1, 2 or even more official journals?
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How should ISPRM handle its relationship with official region-
al and national journals? Also, the expectations with respect to
the official ISPRM journals are currently unclear.

Policy development within the field of PRM and in relation to
the UN system and the WHO

While ISPRM has successfully organized congresses, it has
so far not taken a leadership role within the field of PRM and
the rehabilitation sciences, e.g. in the definition of the field of
competence of the rehabilitation sciences and the profession
of PRM. The involvement of ISPRM beyond a few successful
projects in the development of policies in relation to the WHO
and the UN system at large has been limited. Important policy
developments at the regional level have not likely found their
way to the international PRM constituency and the WHO. With
the exception of educational activities, e.g. in relation to the
upcoming ISPRM congress, ISPRM has had a limited role to
foster the development of PRM in countries that currently lack
rehabilitation services and arguably are most in need of them.

The main reason for this limited international leadership
role within the PRM community and in relation to the WHO
may be the lack of a formalized internal and external policy
process. There is also no systematic mechanism to provide
PRM input at the regional level, e.g. to the regional offices of
the WHO responsible for developing countries. Another reason
for ISPRM’s lack of leadership in the policy arena may be
that national and regional societies are not likely aware of the
unique role and potential ISPRM has with respect to internal
and external policy development.

CONCLUSION

Based on the achievements of its first decade of existence,
ISPRM must now evolve from an organization whose main
activities were to hold a 2-yearly congress hosted by a member
nation and to provide input to WHO on request. The time has
come to become a professional non-governmental organization
(NGO) that assumes a leadership role in the further develop-
ment of PRM within the broader area of human functioning and
rehabilitation. This requires that ISPRM defines its role and
position within the world of PRM and the emerging world soci-
ety, reviews appropriate policy tools, and develops an internal
and external policy process and agenda to meet the demands
of its evolving role. Respective approaches we described in
subsequent papers of this special issue (1, 24, 28-30).
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SUMMARY

This paper outlines approaches to developing the International
Society of Physical and Rehabilitation Medicine (ISPRM) and
addresses many current challenges. Most importantly, these ap-
proaches provide the basis for ISPRM to develop its leadership
role within the field of Physical and Rehabilitation Medicine
(PRM) and in relation to the World Health Organization (WHO)
and the United Nations (UN) system at large. They also address
a number of specific critiques of the current situation. A position-
ing of ISPRM within the world architecture of the UN and WHO
systems, as well as the consideration and fostering of respective
emerging regional PRM societies, is central to establishing
networking connections at different levels of the world society.
Yearly congresses, possibly in co-operation with a regional
society, based on a defined regional rotation, are suggested.
Thus, frustration with the current bidding system for a biennial
congress and an intermediate meeting could be overcome. Yearly
congresses are also an important step towards increasing the
organization s funding base, and hence the possibility to expand
the functions of ISPRM’s Central Office. ISPRM s envisioned
leadership role in the context of an international web of PRM
Jjournals complementing the formally defined official journal of
ISPRM, regional societies, and so forth, is an inclusive rather
than exclusive approach that contributes to the development
of PRM journals worldwide. An important prerequisite for the
further development of ISPRM is the expansion and bureauc-
ratization of its Central Office, adding professionalism and sys-
tematic allocation of resources to the strengths of the voluntary
engagement of individual PRM doctors.

INTRODUCTION

With its emergence as the pre-eminent scientific and educa-
tional international society for practitioners in the field of
Physical and Rehabilitation Medicine (PRM) and its evolv-
ing role in collaboration with the World Health Organization
(WHO) and the United Nations (UN) system, the International
Society of Physical and Rehabilitation Medicine (ISPRM)
is now facing a number of challenges. In the first chapter of
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this special issue, which aims to involve the constituency in
the process of advancing ISPRM, we described the history
and achievements of ISPRM since its foundation in 1999 and
outlined the current challenges (1).

In order to address these challenges, ISPRM must now
evolve into an organization that assumes a leadership role in
the development of the field of PRM within the broader area
of human functioning and rehabilitation. The objective of this
second chapter is to outline approaches as to how ISPRM can
achieve this goal. The specific aims of this chapter are: (i) to
discuss ISPRM’s envisioned future role and position within
the world of PRM; and (i7) to describe the development of the
Central Office to meet the needs of ISPRM’s evolving role.

ROLE AND POSITION OF ISPRM WITHIN THE WORLD
OF PHYSICAL AND REHABILITATION MEDICINE

ISPRM, as the pre-eminent international society in the field of
PRM in official relation with the WHO, is in a unique position
to lead and facilitate the worldwide collaboration of scientific
organizations, conferences and journals in the field of PRM.
Scientific societies, conferences and journals are involved in,
sometimes fierce, international competition (2). However, they
are also mutually dependent with respect to their common
goal to advance their distinct scientific fields. While usually
independent and in no formal relationship, scientific societies,
journals and conferences should also have an inherent interest
in collaborating as long as their specific interests coincide or
are at least particularly considered, e.g. in a web of journals
(3). In this paper we try to answer the question as to how
ISPRM can enhance the current collaboration of PRM socie-
ties, conferences and journals.

World architecture of Physical and Rehabilitation Medicine
societies

ISPRM is committed to the UN’s fundamental principle of uni-
versalism, according to which every individual has the human
right to participate in and be a beneficiary of social progress
and better standards of life (4). In order truly to embrace this

© 2009 The Authors. doi: 10.2340/16501977-0408
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world societal perspective, it is helpful to act on the assumption
of a world architecture, comprising different levels of regional,
sub-regional, national and local subunits. Communication and
co-operation with the WHO and other institutions of the UN
system is facilitated through the orientation of ISPRM towards
their subdivision of world regions. Against this background,
ISPRM also needs to develop an understanding of its position
in the emerging world architecture of PRM societies as well
as a vision for its future position. Only then will ISPRM be
really capable of leading and facilitating PRM research and
practice in collaboration with other PRM institutions world-
wide. Table I and Fig. 1 show the current world architecture of
PRM from a regional and international perspective in relation
to the architecture of the WHO regions.

A number of aspects become obvious from this comparison.
First, there are no regional societies in the ISPRM regions
of the Middle East, Africa and Northern America. Secondly,
there are 2 examples of large regions embracing southern,
equatorial and northern parts of the world. The newly founded
Asia-Oceanian Society of PRM (AOSPRM) is an example
from the PRM perspective, while the Pan-American Health
Organization (PAHO) is an example from the WHO perspec-
tive. AOSPRM can be considered a model for the development
of large regional societies in the other parts of the world. In the
future one may accordingly envision a world architecture of
PRM with 3 large regions: Asia-Oceania (AO); Europe, Middle
East and Africa (EMA); and the Americas (AM).

Three large regional societies working in close collaboration
with ISPRM could importantly contribute to the strengthening
of PRM from an international perspective. Recognizing also the
potential advantages for ISPRM’s work, e.g. with respect to the
organization of ISPRM congresses as outlined below, ISPRM
may consider facilitating the creation of 3 large regional so-
cieties. More specifically, ISPRM may, in this respect, closely
collaborate with the European Society of PRM (ESPRM) and
the Latin American Society of PRM (AMLAR). Through its
traditional links and collaboration with the Middle East and the
Mediterranean Forum, ESPRM is in a unique position to lead
the development towards a large region by reaching out from
the northern to the southern hemisphere. AMLAR, a “tried and
true” regional society seems ideally positioned to reach out to
the northern American countries.

Since there is currently no regional society in the ISPRM
region “Middle East and Africa”, the evolution of ESPRM
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into a tentative European, Middle East, and African Society of
PRM (EMASPRM) seems a viable alternative to the creation of
regional societies in the Middle East and Africa, which seems
unlikely in the near future. Just as AOSPRM, this society may
then create 2 committees matched with, and responsible for, the
communication with the 2 regional WHO offices within the larger
region. Also, many Mediterranean and Middle Eastern countries
are already included in the Mediterranean Forum of PRM and are
collaborating closely with ESPRM. The envisioned integration of
ESPRM with the Middle Eastern and African region also offers
the unique opportunity to support PRM physicians in the latter
countries with regard to the development of the specialty. This
could importantly contribute to overcoming the paradox that PRM
is currently least present where it could contribute most. The col-
laboration of ISPRM and ESPRM in the development of PRM
in Africa, the Mediterranean region and the Middle East would
also be an important initiative to answer the call of the WHO
resolution on disability and rehabilitation “stressing that 80% of
people with disabilities, particularly in the child population, live
in low income countries and that poverty further limits access
to basic health services, including rehabilitation services” (5).
Clearly, these regions are most in need of rehabilitation services
because of “economic problems, poverty and ongoing social
conflicts and wars related to disability” (5). It is also important
to note that the integration of Europe with the Middle East and
Africa has been a vision of our former president, the late Professor
Haim Ring, who was the founder of the Mediterranean Forum.
An according development in the spirit of true partnership needs
to be fostered from the international level, i.e. ISPRM, in order
to avoid any feelings of “being patronized” by the Europeans on
the side of Africa and the Middle East.

Since it is unlikely that the USA, Canada and the English-
speaking Caribbean countries will organize a regional Northern
American society, an alternative would be that these countries
join forces with AMLAR, which could evolve into a Pan-
American society of PRM (tentatively named American So-
ciety of PRM, with the possible acronym AMSPRM). A Pan-
American organization would be in line with WHO’s regional
organization of PAHO and would follow the example of other
medical organizations, such as the International Federation
of Sports Medicine (FIMS). The integration of the Northern
American countries with AMLAR would also be in line with
the current paradigm shift in US policy towards increasing
international consultation and collaboration on the global level,

Table 1. The world architecture of Physical and Rehabilitation Medicine from regional and international perspectives

WHO regions Envisioned ISPRM large regions  Current ISPRM regions  Current regional societies ~ Envisioned regional societies
The Americas The Americas (AM) North America na tbd
Latin America AMLAR

Western Pacific Asia & Oceania (AO) Asia & Oceania AOSPRM AOSPRM
Asia
The Eastern Europe, Middle East, Africa Africa & Middle East na tbd

Mediterranean (EMA)
Africa na
Europe Europe ESPRM

na: not applicable; tbd: to be defined; ISPRM: International Society of Physical and Rehabilitation Medicine; ESPRM: European Society of Physical
and Rehabilitation Medicine; AMLAR: Latin American Society of Physical and Rehabilitation Medicine; AOSPRM: Asia-Oceanian Society of Physical

and Rehabilitation Medicine; WHO: World Health Organization.
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Fig. 1. World regions from the perspectives of: (a) World Health Organization (WHO); (b) International Society of Physical and Rehabilitation Medicine
(ISPRM) at present and, (c) envisioned ISPRM large regions.
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e.g. within the UN system (6), and the development of a new
vision of shared continental interests in collaboration with
Latin American countries (7). The integration of the Northern
American region with AMLAR could importantly increase the
involvement of one of the most active and powerful national
PRM societies, the American Academy of PRM (AAPMR)
in the regional and hence international arena. This would
importantly strengthen the regional and international PRM
perspective both within the Americas and globally.

The proposed naming and abbreviation of the envisioned
large regional societies are oriented towards the model of
AOSPRM, which includes AO as the initial letters, for the
included regions Asia and Oceania, S for Society, and PRM for
the scientific field. This is because the systematic use of this
model would contribute to the development of a common iden-
tity for PRM worldwide and easy recognition by international
institutions, including the WHO and other non-governmental
organizations (NGO).

While ISPRM cannot implement the suggested developments
towards 3 large regional societies, it can develop and share its
vision of an international PRM architecture, which it considers
most suitable for the development of the field. To facilitate such
a development it could also redefine its regions, moving from
currently 5 regions to 3 large regions. It could further develop
formal ties with the large regional societies. In this context it
could redefine its current concept of regional vice-presidents,
e.g. by providing the large regional societies with the possibil-
ity to nominate candidates or even elect the regional ISPRM
presidents from members of the regional boards. The idea that
ISPRM’s vice-presidents should, at the same time, be members
of'the executive board of the respective regional society seems
a preferred option in light of the fact that currently all regional
vice-presidents from regions where a regional society exists
are members of the respective regional board.

Whether or not ISPRM should develop formal relationships
with regional societies is open to debate. A first step may be the
development of working procedures for key common activities,
such as the organization of joint congresses, as described in
a following section.

Although ISPRM may implement its activities to facilitate
3 large international regions, it will need to be pragmatic in
its relationships with national and regional societies in order
to maintain a fully international presence. Co-operative rela-
tionships require that all parties see value in their participa-
tion. ISPRM cannot alienate significant national or regional
organizations through imposing its vision on them without
losing their representation. The ISPRM strategies will need
to emphasize persuasion, inclusion and, in all likelihood,
gradualism.

ISPRM congresses

ISPRM’s vision is to organize the leading international con-
gress in PRM with respect to scientific quality and attendance.
To achieve this goal, ISPRM must overcome the challenges
outlined in the first chapter of this special issue (1) and must
develop a loyal and engaging participant base through a sus-
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tained effort over time. This requires a number of changes in the
organization of future ISPRM congresses. They include yearly
instead of biennial congresses organized under the scientific
and administrative leadership of ISPRM together with a host
nation, and, possibly, in collaboration with a relevant regional
society. Respective joint committees with representatives of
ISPRM, the national host society and the regional society need
to be established 2 years ahead of a congress.

Yearly meetings. ISPRM cannot develop a profile in each single
member nation through congresses organized by a host nation.
It could, however, develop a profile in its large regions. This
would seem important, since many, if not most, individual
members are more likely to attend a meeting within their
region than an international meeting held in another, often
distant, region, associated with high travel costs. This point
has been clearly visible in the previous congresses, where
the majority of attendants came from the host country and
the respective region. In contrast, the international attendants
came mainly from a relatively small group of internationally
active members.

A prerequisite for the development of a profile in the regions
is a regular presence of ISPRM in each region. Unfortunately,
this is not possible with a biennial congress to be held in one
out of 5 regions. Not considering variations resulting from the
bidding process, ISPRM is currently present in each of its 5
regions only every tenth year.

To enhance ISPRM’s presence in the regions it seems pref-
erable to hold an ISPRM congress every year and to rotate
systematically within the 3, currently virtual, large ISPRM
regions. This would allow individual members to attend an
ISPRM congress in their region every third year and hence to
develop a loyalty with the congress. As shown in Table III of
the first chapter of this special issue (1), the switch to yearly
ISPRM congresses would be possible from 2014 onward.

Joint meetings in collaboration with a regional society and
a national society. A move of ISPRM towards yearly con-
gresses to be held in the 3 large regions potentially intensifies
the competition with international congresses organized by
regional and sub-regional societies (1). It thus seems crucial
to clarify the relationship of ISPRM with the relevant regional
societies.

A most attractive solution would be yearly ISPRM con-
gresses in collaboration with regional societies in a triennial
rhythm. Since there is only one regional society in Asia-
Oceania, the partner would be AOSPRM. In the large region
of Europe, Africa and the Middle East, ESPRM, together with
relevant national societies from the Middle East and Africa and
sub-regional organizations, could serve as the host regional
society for this large ISPRM region. In the large ISPRM region
of the Americas, the regional society AMLAR could, together
with the relevant national societies of the Northern American
region, serve as collaboration partner for the triennial ISPRM
meeting organized in the Americas. If, as envisioned and fol-
lowing the model of AOSPRM, 2 large regional societies would
emerge for Europe, Middle East, Africa and the Americas,
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ISPRM could in the future collaborate with these societies in
a triennial rhythm.

The main advantage of joint ISPRM-regional society meet-
ings hosted by a national society is the strengthening of both
the regional societies and ISPRM. The regional society benefits
from a triennial international scientific exchange and inter-
national lecturers as well as a worldwide attendance. ISPRM
benefits from a broad attendance of ISPRM individual members
and non-member PRM physicians from the region who are
loyal to their regional society meeting.

To strengthen both ISPRM and the regional societies, the
regional societies might decide to move to yearly congresses
as well. Besides the ISPRM world congress hosted together
with a particular regional society according to the suggested
rotation, ISPRM may be present at the 2 other regional con-
gresses that year in a special ISPRM session.

The organization of ISPRM congresses in collaboration
with regional societies and hosted by a national society is a
major challenge. However, because of the new situation of
having presidents who are not at the same time the organizers
of ISPRM congresses, ISPRM is, in any case, faced with the
challenge to develop suitable procedures with regard to com-
munication and collaboration with the host nation. Therefore,
it seems timely to develop a concept involving respective
hybrid organizational structures and procedures. There are a
number of principles that ISPRM must in the future consider
in the organization of congresses in collaboration with a host
nation and possibly a regional society.

Principles for ISPRM involvement in congress organization.
ISPRM’s mission to organize the leading international con-
gresses requires that ISPRM takes the lead in their scientific and
administrative organization. Up till now the national host and not
ISPRM carried the financial burden. ISPRM thus had to accept
that it only had a consulting role with respect to the scientific
programme and the financial and practical congress organiza-
tion including the financially relevant registration procedures
and industrial exhibition. In the future, ISPRM should consider
taking primary responsibility for the scientific and administra-
tive organization. When ISPRM will carry at least part of the
financial risk it will have a say in the sharing of the gains.

With regard to the scientific organization, it is suggested
that ISPRM in the future establishes joint scientific commit-
tees chaired by an ISPRM representative and involving in
addition the same number of members representing ISPRM,
the national society hosting the congress, and, if applicable,
the collaborating regional society. The number of committee
members designated by each partner should not exceed 15,
and hence 46 members in total including the chairperson pro-
vided by ISPRM. Since the committee members designated by
ISPRM are the holders of a “collective” or “social” memory
(8,9) and carry the experience from one congress to the next,
it is important that ISPRM designates its scientific committee
members for a period of several years in a “roll-over” proce-
dure. ISPRM could, for example, elect 5 new members to its
scientific committee every year in the case of a committee
consisting of 15 members and a term of 3 years.
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To ensure accountability with regard to the scientific content
it is suggested that ISPRM develops and adopts a topic list that
is altered only every few years to include emerging topics or ex-
clude topics of decreasing importance or interest. The definition
of'a congress topic list contributes to a coherent definition of the
field of competence as discussed in chapter 6 of this special issue
(10). In light of the envisioned collaboration with the regional
societies in the yearly congress, it should be developed in close
collaboration with the regional societies AOSPRM, AMLAR
and ESPRM. A first version of a topic list for the next ESPRM
congress in 2010 in Venice, developed under the auspices of
ESPRM (11), may serve as a starting point.

In addition to a congress topic list it would seem important
to develop a common basic structure for international PRM
congresses to ensure that both, clinically and research-oriented
congress participants can count on an attractive programme
covering all relevant areas over the years. Based on first
suggestions (12), it would again seem useful to develop an
internationally conforming basic structure in collaboration
with the regional societies.

With regard to the administrative organization, it is sug-
gested that ISPRM should in the future organize the abstract
submission process and handle the registration of congress
participants together with the national host and in collaboration
with the regional partner society. This will ensure continuity
with regard to the scientific evaluation of abstract submissions
and the possibility of ISPRM’s Central Office communicating
with its membership at the congress; its only possibility to
interact face-to-face.

The handling of these functions will require ISPRM to
develop its Central Office accordingly, as described below.
Conversely, the organization of sessions, invitations and re-
imbursements of speakers and exhibitions in the future could
also be the responsibility of the national host society. With
regard to financial agreements, it is suggested that all partners,
be it ISPRM and a host society or, ISPRM, a host society, and,
possibly, a regional society receive a similar share from a de-
fined part of the income generated through the congress.

As sponsorship of the congresses by industry is needed to
break even, it is advised that a specific congress sponsorship
committee should be set up for the recruitment of sponsors for
the congress. With yearly congresses, it will become easier to
convince sponsoring companies and to continue respective col-
laborations on a long-term basis. Presently each congress has
to start from scratch again. ISPRM should have an important
role in this sponsorship committee and provide its chair.

The evolution from the current decentralized model of con-
gress sponsorship to partnerships will require that ISPRM has
sufficient resources to accommodate to the risks of losses as
well as congress operations. This may require an incremental
strategy, perhaps first emphasizing the value of consistency of
scientific content from congress to congress (11, 12).

ISPRM’s involvement in both the scientific and sponsorship
committee would ensure the society’s scientific legitimacy
by the means of consistency with the Policy and Procedures
document (13) and organizational accountability in terms of
funding, as outlined in an accompanying paper (14).



Journals

Web of Physical and Rehabilitation Medicine journals. To-
gether with scientific societies and conferences, journals are
instrumental in the development of scientific fields. Journals
in particular have an important role in the dissemination of
research. The publication and discussion of the results of sci-
entific studies are essential in promoting the research process
in the direction of a constant approximation of truth in the
scientific community and the stimulation of new research
questions. Through the breadth and depth of the publications,
journals also importantly contribute to a common understand-
ing of a scientific field or “field of competence”. In doing so,
the visibility of the scientific field from outside is enhanced and
identification from inside the field is facilitated (3, 15).

With respect to their common goal, to develop and maintain
a distinct scientific field, societies, journals and conferences are
mutually dependent. Therefore, a society must decide whether
and how it will collaborate with journals of major relevance for
its constituency. Beyond organizing “meet the editor” sessions
at ISPRM congresses, ISPRM is challenged to define its role in
the emerging collaboration of journals sharing its mission.

It is thus suggested that ISPRM considers taking the lead in
the development of an international web of journals, building
on an initiative by ESPRM for the European region. ESPRM
has formalized its relationship with European journals which
share its vision, to strengthen the field of PRM within Europe
and internationally. ESPRM is envisioning a “web” of journals
that collaborate in concert. Through its initiative, ESPRM
by no means intends to interfere with the highly competitive
scientific publication process of “original work”. Research-
ers will and should publish their research in the most suitable
journal irrespective of a particular journal’s collaboration with
scientific societies such as ESPRM or ISPRM. ESPRM does,
however, hope that the envisioned web will contribute to the
strengthening of the journals in such a way that they become
scientifically more competitive and will attract an increasing
number of the best papers in the future (3).

A web of journals can also facilitate the publication of pa-
pers that are considered not primarily “scientific”, but which
are essential for the development of the field of competence.
Papers of immediate relevance for the development of the
field of competence include guidelines and standards as well
as discussion and policy papers developed in collaboration
with ISPRM, regional or national PRM societies (10, 16). The
same holds true for educational articles, which must find an
appropriate forum on the international, regional, language or
sub-regional area or national level.

The envisioned web is also intended to facilitate the publica-
tion of articles that are of primary relevance internationally,
for a specific region, language or sub-regional area, or country.
Examples are papers on rehabilitation and health services
provision, as well as case studies on rehabilitation care in the
context of national or regional healthcare systems. Other ex-
amples are language validations of measurement instruments
that are typically of interest and relevance to a national or
language sub-regional area, but not necessarily to a regional
or international readership.
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Finally, ISPRM, together with the regional societies, can
contribute to the scientific standards for journals by collaborat-
ing in the development of standards for the planning of studies
and grants and the reporting of studies based on the ICF and
the harmonization of author’s instructions, as described in
more detail in this special issue (10).

There are numerous journals of potential relevance for the
field of PRM. The reasons for this are the highly interdisci-
plinary orientation of rehabilitation and the broad field of
functioning and rehabilitation research, ranging “from the
cell to society” (17). While it would be possible to develop a
far-reaching web of journals in the area of human functioning
and rehabilitation (15), it seems preferable to adopt the ap-
proach by ESPRM and to develop a web of journals that are
clearly dedicated to PRM. Table II shows the current list of
journals collaborating in the European web of PRM journals.
Tables I1I and IV show tentative lists of PRM journals in the
Asia-Oceanian region and the American region.

Formal relationships. If ISPRM decides to follow the model
of ESPRM it would need to formalize relationships with indi-
vidual journals, taking into account the varying scope of each
journal and the current level of international competitiveness.
ISPRM would accordingly opt for the re-designation of its of-
ficial journal, the Journal of Rehabilitation Medicine (JRM) for
administrative and organizational issues, and the fostering of
a truly international highly competitive journal. It would then
formalize its relationship with journals that publish articles
both in English and national languages under consideration of
their international scientific competitiveness. All journals that
aim to establish official relations with ISPRM would need to
fulfil the first 4 out of the 6 criteria shown in Table V. Journals
fulfilling all 6 criteria would be “published in association with
ISPRM”, while journals fulfilling at least 4 criteria would be
“endorsed by ISPRM”. Editorial boards are selected by the
journals on pure scientific grounds and the members do not
represent any organization. An appropriate arrangement of
the contacts between the organizations and the journal would
therefore be to have special contact persons with the specific
role of discussing principles for the collaboration between the
journal and the organization, including publication of statement
papers and educational reviews.

Official journal. ISPRM is in the unique position that, since
2006, it has relied on the well-established JRM as its official
journal. While the JRM is not owned by ISPRM, it is run by an
independent non-profit foundation and published independently
of a commercial editor. JRM would welcome a representative
of ISPRM as an observer in meetings of its foundation. It sees
itself as an international journal based in Sweden covering all
aspects of PRM. While already highly international with respect
to its editorial board, JRM is committed ultimately to involve
scientists on parity from all 3 large ISPRM regions.

Based on its positive experience with the publication of the
abstracts from the first AOSPRM congress in 2009 and the
ESPRM congress in 2009, JRM is committed to publishing
the abstracts from ISPRM or joint ISPRM/regional societies

J Rehabil Med 41



G. Stucki et al.

804

“UONBN[IqRYY PUn UIZIPIN AYISI[BISAY 1N YRYIS[[ISID) AYISIYIIBLINSQ) “YIND() ‘SIs[e10adg
UONBI[IqeydY PUB SUIDIPIIA [BIISAYJ JO A12100S YSDYIN], :SIAYIS.L {USHEBINEPI[BAYY UA FUISIUSIOA ISPUB[IIPIN VYA 21e10dnody op 1§ BOIZI] BUIDIPIA BIIRIANO0S YINAYS ‘0BILIIqRY 9P 3 BOISI] BUIIIPIIN 9P
esongn}i0g opepaldos Y JINJS ‘uoneidepear op 10 anbisAyd ouroopou op asiedur] 919190 YTNAOS QUISIPIJA UONBI[IqRYY Pue [BIISAYJ JO A10190§ UeI[R)] YTAINIS ‘UOTIRI[IQRYIY PUB SUIDIPIA [BIISAYJ JO WINIO]
UBQURLINIPIIA (AU dAIN QUIDIPIIA UONRII[IQEYDY PUR [BIISAYJ JO A12100S [BUOTIBUINU] A JS] QUIDIPIA UONLII[IqeydY pue [eo1sAyd Jo A12100S uedadoiny (Y JSH USUIDIPIA UONRII[Iqeyy pue [ed1SAyJ JO A12100S
OIIR[[RH :dVIJHH ‘UONBIIGRYdY Pun WIZIPIJN SYISIENISAYJ 111 YRYIS[[959D) SYdsINd( *JINIDA “PUIIPIN UONEI[IQeYSY pue [B31SAT JO K12100S UBHEOID YISO “OUIIIPIIN UONBIN[IQRYY JO K9I008 Usnug JNYSH
"UOIJBIOPISUOD JOPUN OS[e AJUALIND oIk ‘Aoyin], pue uredg woij 3 -0 ‘sjewnol ueadoing [euonippy+
“(QUIdIpaIN uonEII[IqeyY Jo Awopedy ueadoiny ay) pue (SN () sIsI[e1oadg [edIpaJA Jo uorun ueadoing ay) Jo preog
QUIDIPIA UOTIBII[IqRYY PUe [eIISAYJ U} JO [eUInOf [BIOYJO o) OS[E ST JUIDIPIJA UOTIBII[IqRYY JO [BUINO[ *T *9) 9[qe) U} Ul UMOYS URL[} SUOIBZIUBSIO JOU)0 Y3im sdIysuone[a1 9Aey os[e Aew s[ewinol dwos

J13ojo0aureq 18 QUIOIPOIN
Jsareyonyg BOIZ1] BUISIPON uonejiqeyey
'$S91J AJISIOATUN)  POIN [1QBUYDY ‘arerodnooy pue [ed1SAY{ JO
RIAERN ANAAS (Bl [oreD),, SAUJ [0y UBIUBWIOY  BIUBWOY ysisug op BISIAGY - [eunof ueruetoy
QUIdIPIN
uone[Iqeyey UIZIpowIoIn| pun
S[euInolo/0p 109Ut0d-WAIY) MMM YNIDQ J0iny] qeydy pue [edISAYJ  UIZIPIWISUONBI|IqRYOY
pawsAyd,/zj/op-owary) mmm ANIOA SelIoA-QWRIY],  SelIOA-dWAIY ], PAIN SAUd ysiSug  Auewen UBULIdD) - JO [euwInof  ‘IZIPJA AYOSI[ENISAYJ
ysiuedg
qouaI] opdeN|Iqeay o
AANdS AANdS AANdS — ysySug  [eSnuod dsensniiod - popuu] BOIS],{ BUIDIPIIA
QUIdIPIN
uorewIou] uopeuLIoju] uone[Iqeyey QUIDIPIN
uoneIqeyoy uoneIqeyoy Jo [eumnof uonejiqeyoy
w728 s[euIno([edIpaurmmm INYIASI Jo uonepuno,g Jo uonepuno, poJA [1qeyY [ —  uopamg ysisug UBIABUIPUBOS - Jo [euwnop
BUIDIPIN
PN eysfoeyiqeyay
INYUASD INYUASD INULSD  11qeyy Z1q ysiSug BlROID ueneord - papuau] Teupeyizig
SINYUdSL QUIDIPIN
dvidgd uoneiiqeyay pue QUIOIPIN
WHdAN  [eo1sKyd Jo K1o100g uerreyf uoneNIqeydy
S1owadfommm AAANIS pue BOIPIIN  POIAl [19BYY ©I1SAYdooIpa] pue [ed1SAyd Jo
JBOIPIWRBAIUTIT MMM NIdSH BOIPIJA BAIQUIIA TUOIZIPH BAISUIIA TUOIZIPH m%ﬂ& [ g — \ﬁwﬁ Lm:wﬁm NQO.:.—M.— — Jeuinof SNMQO.:.—M.—
VIA suonearqng
woo'qndoges a1o JAR NS suonearqnd 4OVS gOVS  [iqeyay uld - 2N ysisug - — uoneIiqeyay [edtury
uonduosapyuondriosop
/808S0S/AWOY SAMD anbrsAtyq ourPIN
‘uondirosopreuInol/puy sAYJ pOIN ap 10 uoneydepedy]
/SdM /U093 101A3S [0 MMM YAWAOS YANA0S 101A08[q  1depeay uuy ysisug Qouel youal - papuaju] op so[euuy
(/:dny) TN %SO1A100S RoumQ Usiiqnd uoneiadlqqy  sadendue]  uIdLo Jo o3en3ue| Quweu apnqns Queu
PO Anuno) urej BElIAE | ysi3ug [eIOYIO

L () 1apa0 [ponaqoydip ur ayvniul (punol (WYJSH) dUIIPIN UoDIIGLYY pub [p215AYJ o (121008 uD2donzy Y] L0f pa.1apPISU0I dUIDIPIN UONDIIIGDYY pup [DI1SAY g ul sjpumol uvadoins 1] d]qe],

J Rehabil Med 41



805

ISPRM s way forward

“UONRIOOSSY SUIDIPIN UONBIIGRYSY 1RYL VINUL

QUIDIPAJA] UOHBII[IQBYIY JO AUWOPEOY ULAIOS] ANV ‘QUIDIPIJAl UOLIE)I[IQEYAY JO UONEIo0ssY asoueder (AR V[ SUONEI[IQEYY PU. SUIOIPIIA] [BIISAYJ JO A10100S 2SaUIY)) JAYJS)) SUONEIIqRYY PUE QUIDIPSIAl [BOISAYJ
JO TewInof AsaUIY)) YN[ 901oRI] PUE AI00Y ] UONEI[IQEYSY JO [EUINO( 9SOUTYY) J Y[ ‘OUIDIPIIA UONBIIqRYDY JO UONRID0SSY ASAUIY)) ARV $SU0SIOJ PI[QESI(] JO UONEII[IQRYY JO UONBIOOSSY BUIYD) (VD

PN
[1qeyoy QUISIPIIA
peoy joensqe uone)I[Iqeyay Jo AWapedy
IO ULIBY MMM NIV NIV VS ueoioy [ ysiSug AI0Y] uBoIOYy - - UBQIOY| JO [BUINOf YL
POIN
1o pueiey [, Jo SISLeIsAyJ rewSuery) [1qeyay QUISIPIJA UOnEH[IqeYIY
‘pauqeyarmmm VINIL JooBo[[o) [eAOY oYL “USIqn Ulyng ey L r ysiSug  puefrey, e L - - ey Jo [ewnor
PN
Juref [1qeyeoy pensqe QUISIPIJA UONEH[IqeYIY
sdloe TTuroosmmm WAVI NIVE WAVI rudp ysidug ueder  osoueder - - Jo Teuinof esoueder
Uy €916 STOT ISIT BUILD “YRIH JO ANSIUIA s5014 UONEI[IqRYaY uoneIqeysy [oIeasoy
JysT[Suz/sons UOIJBIOOSSY [BIIPAIA! [eorur|) jo eorur) SuroourSuyg onssiy
/WO PIOISZ Ud INIVD Uuone[Iqeyoy osaulyn [ewInof osauIyy - ysi3ug BulyD osaury) asauIyy - UonejIqeay [edruld
I0JUD)) YOIBISOY
uoneIqeyoy Isauryy
£321008 $10300(T 9SAUIYD)
Kja1008
€£8G8=PI[AUUBYD;10M UORENIIqeYSY 9SaulyD Qom0
"YOIBIS/qAMSI)/UD UOIRIOP,] SAOIAIOS [BIIPOLId] jorI1SqR pue K109, UOnE)I[IqBYOY
WO OIID MMM JAAVD SUOSIOJ PI[QESI(] BUIYD  OTUOIO[H SAUIY)) - ysidug it asoury) - - JO [eUINO( 9SAUIY))
Kya1008
xdse xapur/yo QUIOIPAA UOIRII[IQRYY UONBIIIqRYY ISAUIYD)  SOIIAIOS [BIIPOLId] joensqe QUIOIPOIA UOLIBIIIqRYY
/UD WO IqRYAI MMM JO UONBIOOSSY 9SoUIY)  BUIYD) ‘YI[BOH JO ANSIUIA  OIUONIJ[H dSAuUIY) - ysiSug BUIYD) asauIy) - - JO [euwInof asoury))
A3ojouyoay,
29 9ouaI0g Suoyz enp
JO 100§ [edIPIIN
Kjor008
UuoneIqeyoy osaulyd
UOIJBIOPI,] SOJIAISS [BIIPOLID] uone[IqeyRY
/WO JYO[SZ MMM JAAVD SUOSIoJ PI[QESI(] BUIYD)  OTUOIO[H SAUIYD) - - it asoury) - - JO [eUINO( 9SAUIY))
Ays1oatun) A3ojouyday,
% 20UI108 SUOYZ ¥NH 5o unwory Sunipy QUIDIPIIN
xdse JO100YRS [BIPSIN. yopeyiiqeyoy pue 1eo1sAyg uone)Iqeyey
-a8ed[eniul/gam UONBIOOSSY  QUIDIPIIA [eOISAyJ joensqe JO [ewnor pue QUIdIPIIA [BIISAYJ
/imyz/uorudfommm INIASD [BOIPAIA] SAUIYD)  JO [BUINO[ 9SAUIY)) - ysidug 'UIY) asoury) asaury) - JO [eUINO[ 9SAUIY))
wny reuwnol;/(ipde prepioD
/QUI[UO/SOINOSII A)I[Iqesi(] 10§ uondy $SaIg [eUINO[ UOTIRII[IqRYSY
/USHSuaArOjIe MMM PIEpI0)) ANIQESI(] J0J UOOY Kq parosuodg  Sunuig [euoneN - - eIpU] ysiSug - - Ajiqesi(q oyroed eIsy
(/7:dny) TIN SAMAI00S RUMQO JoysIqng uon sogendue; uwiSuo jo  oFenJue| suwreu apnqns sweu
—BIAQIQQY o0 Anuno) urejA JOULIO ] ysiSug [eYO

A2PAO [D212qDYID Ul 2UIDIPIPY UODIIJIGDYIY PUD [PI1SAYJ Ul Sppunol uniunad)-pisy ‘T[] 2[qeL

J Rehabil Med 41



G. Stucki et al.

806

“0B3EN[IqeaY 9 BIISI] BUIIPIIN AP LIIO[ISLIg dPEPIAIS0S YANdS
“0BOBIIIqERY  BOISL{ BUIDIPAIA 9P BISI[NEJ SPEPIIOOS YINAJS * UQIOEN[IQRYY A BOISL] BUIIPIIAL OP BUBDIXIJA PEPAIOOS "I ANINS ‘UQIIENIqeyay A BOISL{ BUIDIPIIN 9P BUNUSSIY PePaIoos Y AJNV'S “UQIEN[Iqeyay
K ©OISI,] BUIDIPIJA] 9P BURIQUIOO)) UQIIRIIOSY 29 JINDSV [eu01odooX edULLId B 0IIAIS 9P 0BIIV0SSY (JIDSV ‘QUIDIPIA UONBI[IqRYY PUE [BIISAYJ JO AJO100S UBOLIOWY UNRT VTNV ‘QUIDIPIJA UONBI[IqRYY JO
$SI3U0)) UBOLISWY (JAYDV ‘0LIBI[IqEIY o BOISI,] BUIDIPIJA 9P BIIA[ISEIq 0LdBIO0SSY NGV UOHEI[IqRYay Pue SUIOIPIA [BOISAYJ JO AWOPLIY UBOLIOWY NYRNIVY ‘SISHIRISAYJ OIUapesy JO UONRIo0SSY (JVV

WY JU-Wo,/edTSY-0/SU-d

quyey

uoE[IqeYRY
K BOIST,] BUIDIPIIA 9P

/1ouedso/woo o1yderSipowrmmm MANIAS AANINS YAWINS  SId PIIN XOIN AY ysiSug OJIXIIN ystuedg - BUBOIXOJN BISIADY
ogden|iqeay o
dse-eisiaa1/1q 310 yuds mmm MINAdS MINAdS ANAdS - - lizelg  9sangnjiod — OISI] BUIDIPIIN BISIADY
uomeIqeyay
G Joyoueyuny sauoroeorqnd K ©21S],] BUIDIPIIA 9P
/W00’ PEI)SIWO JUIose AWANDSY AWINOSY AWANDSY — joensqe ysiSug  e1quo[o) ystuedg - - BUBIQUIOJO]) BISIASY
¢1=p1idyd-zeunuosie uonRIIqeyRY
T ®)IS1A01/SI0 TAJIIES MMM AAINVS AAINVS AAINVS — joensqe ysrSug  eunuadry ystuedg - op BUNUASTY BISIAY
peproedosip
[ op [e13ojur onbojuo
- - - - - - eunuaSry ystueds - TUQIOB)I[IqRYDY
- - - - - - lizelg  9sangnjiod - IeqIqeay
/310"[eumnofiud mmm YBWIVY ABNAVY o138 AN - vsn ysHsug - - AN
d4OSv
HANS ogdeniqeay

MANGY  Op BUIOIPIJA esinbsoq sjoensqe oedelIqeay]
- AVINY 9 SOpmsH 9p onuay AANGV [1qead poIN ysiug [izexg  esangniiod - - 9P BUIPIN
1q'SI0°BLIBISY MMM AANGV AANGY AANGV - - [izexg  esangniiod - - BIeISL] Op [ewiof

EOIPIIN UQIOBNIqRYY

op ojudwrenredoq
‘[B100S LIOUISISY A EOIPOINL UQIOBNIqRYY
- - — PepIUBS op OLIISIUNIA - PN ['qBYY [0d —  E[eNZ3aUsA ystuedg - op upejog
UonBHIIqeyY
[1qeyay pue SuIdIpaN
/310" 1d-SOATYOIR MMM IOV JOIASS[H SIOINAY UOSWOY]  PIN SAYJ YoIy - VSN ysidug - [e91SAYJ JO SOATYOTY
uoneHIqeyay
SU[IM % 'qeyay 29 QUIDIPIIA] [BISAY
/wod qeyarpawsAydiue mmm dvv dVVv swer[[Ip noourddr]  paN sAyd [ wy - vsSn ysisug - JO [ewINO[ UBOLIOWY

QUIdIPIN

QUIDIPAIN Jo [ooyoS o[ned

JO [00yog o[ned oes Jo 0BS JO AJNISIOATUN

K)IS10ATUN) ‘SBOIUID) SBp  ‘seotul])) sep [endsoH

[endsoy oegdelIqey 0rdeI[IqRaYy dp sjoensqe

1q°S10"BILIRISRIOR MMM — 9P BUIDIPIA Op OBSIAI(]  BUIDIPIIA 9P OBSIAI( 1RSI oY ysisug lizelg  9son3njiog - - BOLIRISI] BJOY
(/:dny) TIN SA1}O100S RouUMQ Jaysiqng UONRIARIQQY sagen3ue| uiduo jo o3en3ue| Qwieu  opnqns Jwreu
EliiTe) Anuno) ulejy  Jouwio ysiSug [eYO

A2PA0 [D2112qDYd)D Ul 2UIIIPI Y UONDIIIqYY pup [D1SAYJ Ul SIpUnol undiduy AT QL

J Rehabil Med 41



Table V. Criteria for the collaborations of journals in Physical and
Rehabilitation Medicine with the International Society of Physical and
Rehabilitation Medicine (ISPRM) (3). Fulfilment of all 6 criteria qualifies
for “publication in association with ISPRM”, fulfilment of the first 4
criteria qualifies for “endorsed by ISPRM”

Criteria  Description

1 Publications in English
(It is possible to publish articles in other languages if an
English abstract is provided)

I English title or subtitle referring to the medical specialty
Physical and Rehabilitation Medicine (It is possible to carry
a title or subtitle in another language)

1 Involvement in the editorial board of at least 2 ISPRM
scientists named by the journal in consultation with ISPRM

v Provision of space for ISPRM relevant information

\% Impact Factor should exist

VI Citation in relevant databases such as Medline

hosted by an ISPRM member country in the future. JRM is also
committed to publishing a reasonable number of discussion
and policy papers concerning ISPRM’s internal and external
policy process, as described in accompanying chapters of this
special issue (10, 16). These papers would be reviewed in order
to meet the scientific standards of the journal.

The JRM is currently not an open access journal. However,
it provides free access to its articles after one year. In addition,
it provides open access to selected reviews, special reports and
educational articles. More importantly, all individual members
of ISPRM have immediate access to the electronic version of
the journal. To benefit as many individual members as possible
worldwide, it is therefore important to encourage national so-
cieties to negotiate a flat fee for all its individual members.

DEVELOPMENT OF THE CENTRAL OFFICE

One of the most important organizational challenges to ISPRM
is to further develop its Central Office. In order to meet the
challenges set out in the first chapter of this special issue, it is
suggested that ISPRM strengthens its Central Office in order to
make it an even more important and supportive part of ISPRM’s
development efforts and goal attainment (1).

General principle

The general principle behind this development is the change
from voluntary engagement of charismatic persons to bureau-
cratic authority (14, 18). Clearly, this pre-supposes higher
financial investment.

Additional professional staff. Ideally, in the future the manager
or central executive officer (CEO) of ISPRM who should have
experience in PRM as well as in professional management is
supported by additional staff. This should be, on one hand,
vertically integrated middle management and assistants to
whom specific fields such as public relations and tasks in rela-
tion to ISPRM’s strategic plan (16, 19) may be delegated, and
horizontally integrated consultants with expertise in specific
areas of PRM.
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Financing change — a first step. A first step towards financing
such a bureaucratic expansion of the Central Office might be,
as mentioned above, to place the organization of ISPRM con-
gresses and the administration of subsequent fees into ISPRM’s,
i.e. the Central Office’s, hands. Also, ISPRM membership of
national societies might in the future be limited to combined
membership, so that all national societies would have to pay a
lump sum for their individual members (1). In addition to the
financial advantages, this would spread the ISPRM mission
within a large number of individual members, e.g. through open
access to ISPRM’s official journal.

Key duties of the Central Office

In addition to the envisioned involvement of the congress or-
ganization, a set of key duties of the enhanced Central Office
would exist. These would be centred on membership manage-
ment and liaison and fundraising activities.

Membership management and liaison duties. A key duty would
be to enhance membership management, including the collec-
tion of membership fees and the recruitment of national and
individual members worldwide.

Additionally, the Central Office would foster liaison with
other PRM societies, other professional organizations in of-
ficial relation with the WHO, such as the World Federation
for Occupational Therapy (WFOT), as well as government
representatives. This would link the development of ISPRM’s
activities directly to the agendas of other key players (20).

Public relations and fundraising. Another key duty would be
the representation and presentation of ISPRM and its activi-
ties to international media, thus communicating the society’s
visions and goals to a global audience (21).

Finally, and elementary in bolstering the growth of ISPRM’s
influence in the future, the Central Office would — in close col-
laboration with the board, ISPRM’s sponsorship committee,
and its educational and development fund envision, compile,
and manage the strategic plan, including fundraising activities,
in particular the creation of new funding streams.

These new funding streams into ISPRM from private or
public sources would, on one hand, be used to finance ISPRM’s
internal organizational tasks and activities. On the other hand,
these new streams would be redirected to support projects in
possible global public private partnerships (GPPP) with the
goal of delivering rehabilitation services in developing coun-
tries (22). ISPRM may, in the future, facilitate such projects
by offering consulting with regard to their implementation,
supervision and monitoring of standards (10).

Preliminary objectives and first tasks of the enhanced Central
Office

In order to build and maintain such a pivotal organizational
structure 2 preliminary objectives are at hand: firstly, to em-
ploy additional management and public relations experts via
professional recruitment; secondly, to create new and readjust
current funding streams to establish a sufficient Central Office
budget for the challenges ahead. Then, a sequence of important
tasks can be managed.
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Central contact database. The first task of the Central Office
management would be to set up a central database of all ex-
isting and new PRM relevant networking contacts, including
regional and international, individual and institutional contacts
in the private and public realm.

These include: all national and regional PRM societies, other
international, regional and national NGOs relevant to PRM
including other health professional societies (20) and disability
advocacy organizations, governments, government ministries
and institutions, health experts from different political parties,
private companies, existing GPPPs (22, 23), social movements
postulating the establishment of rehabilitation services, interest
groups, and the mass media.

Public relations network. Secondly, a public relations network
would be set up (24). To this end, a set of appropriate network-
ing tools would be defined. Among these are face-to-face
contacts, telephone calls to private and public contacts, e-mail,
posters and presentations, speeches, specially organized [SPRM
venues (congresses, meetings, lunches, dinner speeches, open-
spaces, fundraising venues), sponsorship, etc. Since different
communication tools involve different levels of media richness,
i.e. types of information (e.g. emotions, content, pictures) which
can be exchanged, each tool or combination of tools may be
used for specific communication goals (25, 26).

Management of ISPRM presence at relevant venues. Thirdly,
according to the ISPRM strategic plan, the Central Office
would review relevant venues worldwide where ISPRM should
be present. Public relations activities (27) are to raise aware-

ness within the world society and nation states necessary for
the acquisition of new funding streams (28).

Relevant venues may include PRM congresses and scientific
meetings, international and national trade fairs, exhibitions, public
and closed government sessions and consultations at the interna-
tional, regional, sub-regional, national, and local level, as well as
private venues sponsored by companies relevant to PRM.

ISPRM’s Central Office would also organize new kinds of
venues to present ISPRM’s activities and discuss these with
different groups. Discussion forums (open spaces) and expert
meetings with representatives from media, politics, the private
sector and other interest groups such as disabled persons or-
ganizations (DPOs), development projects, capacity building
initiatives, and so forth, would be held.

At all of the above-mentioned venues members of the Central
Office’s public relations team and ISPRM regional representatives
would make direct face to face contact and create new network-
ing links and concrete agreement on new partnerships towards
a boundary-less enterprise (29). These joint partnerships may be
contracted sponsorship agreements, joint programme agreements,
joint public relations initiative agreements and many more. At
the centre of these networking initiatives would, of course, be the
planned yearly congresses organized by ISPRM itself.

CONCLUSION

The outlined approaches for developing ISPRM address many
challenges. They provide the basis for a respective decision
process within the responsible bodies of ISPRM (Table VI).

Table V1. Summary of issues and decision points on “developing International Society of Physical and Rehabilitation Medicine (ISPRM)”

Issues Decision points

Enhancing the ISPRM  Establishing a systematic internal policy process in relation to the PRM constituency

policy process and
agenda

Establishing an external policy process in relation to WHO, other professional organizations and NGOs
Systematic development of quadrennial policy agendas for the internal and external policy process

Systematic development of the networking in relation to the external policy process through participation and initiation of

relevant meetings

Professionalization of Organization of the ISPRM congress through the ISPRM Central Office

the Central Office

Generation of the funding necessary for the professionalization and expansion of the Central Office through the income

generated by the organization of yearly ISPRM congresses and development of a sponsor network
Co-ordination of the internal and external policy process and planning of the policy agenda through the Central Office staff
Participation and initiation of relevant meetings in relation to the external policy process through the Central Office staff in

collaboration with ISPRM officials
Enhancing ISPRM

Move to yearly ISPRM congresses (earliest possibility, 2014)
Systematic rotation of the congress location in the 3 large regions Asia/Oceania, Europe/Middle East/Africa, Americas

Co-operation in the ISPRM congresses with the regional societies AOSPRM, ESPRM and AMLAR

Publication of articles relevant for the internal and external policy process in ISPRM ‘s official journal (JRM)
Fostering of PRM journals worldwide through the facilitation and collaboration with webs of journals in the 3 large regions

congresses
Organization of the ISPRM congresses by its Central Office
Enhancing PRM Nomination of JRM as ISPRM’s only official journal
journals Observer role of ISPRM ‘s Central Office in the non-profit foundation running JRM
Establishing

Co-operation with the regional societies AOSPRM, ESPRM and AMLAR in the yearly ISPRM congress

collaborations with the Facilitation of the evolution of current regional societies towards large regional societies in Europe/the Middle East/Africa

regional societies and the Americas

Nomination of the regional ISPRM vice presidents by the regional societies AOSPRM, ESPRM and AMLAR

PRM: Physical and Rehabilitation Medicine; JRM: Journal of Rehabilitation Medicine; NGO: non-governmental organization; ISPRM: International
Society of PRM; ESPRM: European Society of PRM; AMLAR: Latin American Society of PRM; AOSPRM: Asia-Oceanian Society of PRM; WHO:

World Health Organization.
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SUMMARY

Using the International Society of Physical and Rehabilitation
Medicine (ISPRM) as a case in point, the paper describes the
complex world societal situation within which non-govern-
mental organizations (NGOs) that adress health issues have
to operate. In particular, as an international organization in
official relation with the World Health Organization (WHO),
ISPRM is confronted with a variety of responsibilities and
a true world health political mandate. The accompanying
rights need to be played out in relation to its own internal
member organization and external allies. The theory of the
world society and the current situation are briefly reviewed.
The role of international NGOs within the world health pol-
ity, rehabilitation and Physical and Rehabilitation Medicine
(PRM) is highlighted, whilst special emphasis is placed on
NGOs in official relation with WHO. Functions, dysfunctions
and challenges of international NGOs operating in the health
sector are discussed. Against this background, key approaches
to enhance ISPRM s political role are analysed. These include
transparent and accountable development of the organiza-
tion, the differentiation between internal and external policy
relations, the harmonization of organizational structures
and procedures, the consequential use of political structures
available to influence WHO's agenda, and the identification
of other policy players of major relevance to PRM in order to
build strategic alliances with external partners and to enhance
ISPRM'’s membership base.

INTRODUCTION

The notion that health is mainly a matter of chance, one’s
genetic endowment and personal lifestyle has slowly been
complemented by the view that everyone has the right to the
highest attainable level of health, or more simply, “the right to
health” (1, 2). This is clearly seen in the various World Health
Organization (WHO) initiatives promoting ‘health for all’ (3),
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i.e. the right to health care and other conditions nessecary for
good health on an equal basis with others, for example access
to food and clean water (4). Moreover, the United Nation (UN)
Millennium Development Goals (5) and many UN treaties
and declarations of human rights (2,4,6,7) may be cited. The
rationale for such a right is that health, unlike other elements
of human well-being, is not only a good thing in itself, it is
instrumental to every life plan or aspiration that an individual
might have (8). Moreover, health is increasingly conceived as
being contingent on environmental factors at the micro, meso
and macro level (9), including products, services and policies,
of which the modification may facilitate the realization of rights
to health (10-12). Health is herein increasingly understood
broadly as a matter not merely of the absence of disease, but
of optimal human functioning (10, 13, 14). This rephrasing of
the often questioned WHO health definition (15-17) makes
the link between health and disability explicit and provides a
framework for classification and measurement (18, 19).

In the area of functioning and disability, we currently face
a paradigm shift from a medical and charity approach to a
“human-rights approach to disability” (6, 20). Sparked by
the social model of disability (21), the focus has shifted from
special to equal treatment and full social inclusion (22-24) of
people with disability (25). This has recast the basic aim of
rehabilitation as an essential health strategy of achieving and
maintaining optimal human functioning (26), which in turn is
closely linked to quality of life and — in the human rights con-
text — to social inclusion and full participation of individuals
experiencing disability (6, 25). Within rehabilitation, Physical
and Rehabilitation Medicine (PRM) plays an essential role in
implementing this fundamental strategy (26—28).

At the same time, rehabilitation in general, and PRM spe-
cifically, must operate against the background of persistent
world social and political issues. These include continuous
discrimination against persons with disabilities (6), the lack of
adequate rehabilitation services, particularly in low and middle
income countries of the world (6, 29, 30), conflicting defini-
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tions and standards of PRM (27, 28, 31, 32), and the absence
of adequate research capacity in disability and rehabilitation
(33, 34). Non-governmental organizations (NGOs) can play a
major role in addressing these worldwide problems, comple-
menting the efforts of international governmental organizations
(IGOs), and counterbalancing the self-interest of nation states
and private enterprises (35-37).

As an international NGO of physicians (7) in official rela-
tion with WHO (38), the International Society of Physical and
Rehabilitation Medicine (ISPRM) clearly has a humanitarian
or civil-societal (36, 39, 40), a professional (27, 41) and a
scientific (33, 34) mandate to addressing the obstacles to real-
izing the right to health and taking responsibility for its larger
constituency. The three mandates are interlocked and include
contributions to the establishment of rehabilitation services
worldwide (29, 30), the development of PRM as a coherent
and globally-recognized profession (27, 28), and the building
of international research capacity in human functioning and
rehabilitation (41, 42). Internationally, ISPRM is one of the
professional health organizations that has put these global is-
sues on its agenda (43) and has gone on record to contribute
to realistic solutions (44).

Pivotal to the success of ISPRM in this endeavour is an
explicit, systematic and transparent delineation of policies
suited to exert influence from an international perspective. A
necessary prerequisite for this is a realistic understanding of
the current world societal situation and ISPRM’s position in the
world health policy. Without awareness of the complexities of
the world situation, it would not be possible to identify policy
tools with which ISPRM could make a constructive impact on
health policy (45), or to develop those policy processes and
organizational structures (45, 46) that ISPRM could use to
define and implement its policy agenda (43).

The aim of this paper is to develop a comprehensive under-
standing of, firstly, the position of international NGOs in the
world society at large, and the world health polity, rehabilita-
tion and PRM in particular, and, secondly, of key approaches
to how ISPRM can enhance its weight in health policy.

The specific objectives of this paper are: (i) to describe briefly
the basic features of the current world societal situation; (if) to
describe the role of NGOs in general and of ISPRM in particular;
(iii) to discuss potential functions and dysfunctions of NGOs
within the world health system; and (iv) to outline basic ap-
proaches to address respective challenges. These include: (a) the
set-up of a transparent and accountable discourse on ISPRM’s
structures and processes; (b) the differentiation between internal
and external relations; (¢) the harmonization of ISPRM’s struc-
tures and procedures with WHO; (d) mechanisms to influence
WHO’s agenda; (e) the identification of other key external actors
within the world health policy of major relevance to ISPRM; and
(f) toe-holds to enhance ISPRM’s membership base.

BASIC FEATURES OF THE CURRENT WORLD
SOCIETAL SITUATION

Although this is obviously not the place for a complete descrip-
tion of the current world societal situation, a few fundamental

observations may set the stage. Clearly, in today’s world there
are global resource dependences (47) and an uneven distribu-
tion of power and influence within global policy. There are
also enormous inequalities of health and functioning around
the globe (11, 30). At the same time, there are augmented op-
portunities for international NGOs such as ISPRM to intervene
and contribute solutions.

The most obvious source of these opportunities is the global
interconnectedness of communications, accompanied by a
growing permeability of national boundaries with regard to
economic, political, social and scientific exchange (48-50).
This global interconnectedness of communications, actions
and resources may be viewed as the essence of what has been
labelled the world society (24, 51, 52). These, and related
developments such as a world mass media system (53, 54)
and global telecommunication and information technologies
such as the internet (55), have contributed to what amounts
to a world culture (56-58), or even a worldwide civil society
based on universal humanitarian values (7, 8, 20, 40, 59, 60).
The WHO Civil Society Initiative (CSI) (39, 61) is but one
manifestation of this world culture.

World health system

Clearly, a world health system has emerged in recognition
of global health risks, such as infectious diseases, environ-
mental pollution, and poverty (62, 63). We are witnessing the
development of global health governance (64) to deal with
these global threats to health. Moreover, many behaviours
and factors formerly not considered as relevant to health are
now being seen as determinants of health, and thus as issues
for future interventions and policies (65, 66). This is, for in-
stance, expressed by a new understanding of functioning and
disability (6, 10, 13, 14). The distinction of functioning and
disability classifiable with WHO’s ICF is herein orthogonally
positioned to the classical distinction between health and ill-
health (health condition in the language of the ICF) classifiable
with WHO’s International Classification of Diseases (ICD). So,
for example, the prevention of health conditions in disabled
persons becomes a public health issue (26, 27, 67, 68). In rela-
tion to the other rehabilitation professions and other medical
strategies, PRM has a particular role within the health system
in promoting functioning as well as diagnosing and treating
health conditions (Fig. 1).

ICD — health condition

ICD code

Health condition & 0
functioning

No code Primary prevention

Health& g
functioning

Curative strategy

Sec./ tert.
: prevention

PRM & Rehabilitation
Support

Social Social
policy : [work — Primary “**-..
¢ - ¢

Health condition & >0
> disability

ICF — functioning qualifier

exclusion New prevention

Fig. 1. Two different codes of the health system: health condition and
functioning as targets of different health strategies. ICD: International
Classification of Diseases; ICF: International Classification of Functioning
Disability and Health; PRM: Physical and Rehabilitation Medicine.
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On the level of the society, every decision, for example,
whether to invest in coal-fired power plants, to promote sports
or to balance the budget, once viewed as purely national
economic or political issues, may now be conceived of as
issues with direct health consequences and potential global
impact (65).

At the organizational level, there are growing tendencies
towards global diffusion and convergence of organizational
structures and standards, such as WHO’s ICF, arising from
world cultural rationality (51, 56, 69—71). In organization
sociology, this phenomenon has been labelled institutional
isomorphism (70, 72). Examples of these tendencies are shifts
within the legitimacy management of international NGOs that
are related to the increased expression of universalism of hu-
man rights, such as the right to health.

Global health inequalities

By no means have these developments towards global con-
nectedness and the convergence of values and aspirations
disturbed the underlying inequalities of resources and unequal
realizations of those values and aspirations such as health.
Arguably, some developments, such as globalized capitalism
or global health risks, have produced and enhanced many
of the inequalities between world regions and social strata
(73, 74). Others, such as the UN Convention on the Rights
of Persons with Disabilities, are prescriptions rather than
descriptions, which are actually articulated by international
institutions because a great part of the world population is de
facto excluded from their realization. Their impact is, none-
theless, global in nature: a particular state may disapprove
of them and pretend to ignore them, but in the long run not
taking notice is almost impossible. Many “ignored” interna-
tional initiatives come back to state parties through “home
grown” social movements (51) or prominent ambassadors.
At the same time, different local cultures, including different
cultural constructions of disability (75), continue to exist in
the world society (76). These views sometimes struggle with
world cultural imperatives (77), sometimes lead to different
pathways of implementation and innovation. The latter is ac-
counted for in the world cultural concept of diversity (57, 78),
the former makes negotiations under the banner of “cultural
sensitivity” inevitable (20).

Rehabilitation systems and low resourced settings

The World Health Assembly (WHA) Resolution 58.32 stresses
“that 80% of people with disabilities, particularly in the child
population, live in low-income countries and that poverty
further limits access to [...] rehabilitation services [...].”
(30). Against this background, the call of the UN Conven-
tion that “States Parties shall organize, strengthen and extend
comprehensive habilitation and rehabilitation services and
programmes, particularly in the areas of health, employment,
education and social services” seems a Sisyphean task. The
UN Convention explicitly recognizes “the importance of
international cooperation for improving the living conditions
of persons with disabilities in every country, particularly in
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developing countries [...]” (6). ISPRM as a global PRM society
is clearly addressed by these calls.

Very few data are available on rehabilitation services in
low resource settings. Haig et al. (29), for instance, show that
in Sub-Saharan Africa virtually no rehabilitation services
are available. This means that even middle- and upper-class
Africans cannot access medical rehabilitation. Obviously, there
is a demand but no supply. The most difficult and important
challenge, however, lies in addressing the needs of the many
poor persons living with disabilities in low-resourced settings.
ISPRM is thus called upon to make a two-fold contribution. On
the one hand, the establishment of a market for rehabilitation
services may be facilitated, while, on the other hand, markets
need to be made accessible to the poor by fostering efficient
service provision and compensating market failure through
NGO and government provision of services or subsidies.

A major problem, also identified during a May 2008 meeting
of WHO DAR (Disability and Rehabilitation) and professional
rehabilitation organizations, including ISPRM, the World
Confederation of Physical Therapists (WCPT) and the World
Federation of Occupational Therapists (WFOT), is the “high
level of migration from less developed countries (brain drain)”,
meaning “that trained professionals leave their countries for
higher salaries and better recognition”, as documented in the
meeting minutes (79).

Against this backdrop, the potential role of international
NGOs in health and rehabilitation is clear but challenging.
There is a need to address inequalities of health and function-
ing and dysfunctions of current economic and political systems
within the world society, while simultaneously accounting for
cultural diversity. At the same time, world societal structures
need to be utilized to reach this objective.

THE ROLE OF NGOS IN THE WORLD SOCIETY AND
WORLD HEALTH POLITY

Worldwide, a constantly increasing number of NGOs or Civil
Society Organizations (CSOs) have taken on roles and partici-
pated in achieving tasks once managed exclusively by states
and international state initiatives (56, 61, 80, 81). NGOs are
beginning to play a major role in bridging the gap between
formulated policy principles and social and political reality
(36, 80). They often expand beyond national boundaries and
many are expected to uphold civil rights principles and world
societal public interests against powerful trans-national busi-
ness interests, national self interest, and conflicts between rich
and poor areas (35, 80, 82).

NGOs may be defined as non-state organizations comprised
of private individuals or associations that are organized on a
non-profit and voluntary basis to achieve a common purpose.
They operate at the local, national or international level,
i.e. NGOs with a global membership and/or global scope of
activities (35, 39, 56, 80, 83). According to WHO, NGOs
(also CSOs) “include [...] groups that represent consumers
and patients, associations with humanitarian, developmental,
scientific and/or professional goals and not-for-profit organi-
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zations that represent or are closely linked with commercial
interests” (84). Mixed goals NGOs, such as ISPRM, herein
need to be aware of potential conflicts of interest between
professional, humanitarian and scientific goals (85, 86), and
may be challenged by purely humanitarian NGOs, such as
disability rights organizations (87).The non-profit nature of
NGOs leads to a “non-distribution constraint”, i.e. surplus
generated cannot be distributed to individuals in control of
the NGO, but must be retained, reinvested (e.g. in a central
office, research projects, or service provision) or granted to
other NGOs (37).

NGOs in official relation with WHO

In the world health polity, NGOs in official relation with WHO,
such as ISPRM, are of major political relevance in reaching
“health-for-all” goals (84, 88). ISPRM’s main external policy
focal point is, and inevitably must be, the WHO and its policy
agenda.

Through official relations with WHO, health-related NGOs
are shifted from the periphery to the centre of the world health
political system. They become subject to a defined set of rules
and are eligible for the use of formal communication pathways
with intergovernmental entities (24, 84, 88).

Fig. 2 shows the increasing number of formal relations of
WHO with NGOs.

Protracted informal procedures are necessary to become an
NGO in official relation with WHO. The following criteria
for the admission of NGOs into official relations with WHO
apply: (7) the main area of competence must be in line with
WHO?’s purviews; (i) the NGO shall “centre on development
work in health or health-related fields”; (iii) shall not pursue
commercial interests; and (iv) “the major part of its activities
shall be relevant to and have a bearing on the implementation of
the “health-for-all” strategies [...]” (84, 88). When accredited,
the NGOs have specific privileges, including the attendance of
WHO meetings and duties such as the dissemination of WHO
information. Table I summarizes WHO’s principles for official
relationships with NGOs.

NGOs in official relations are reviewed by WHO every 3
years. Based on this review, decisions on the continuance of

250

Total in Official Relations
Applications

200

150

100

50

Fig. 2. Non-governmental organization (NGO) applications to official
relation with the World Health Organization (WHO) since 1948. Source:
WHO Civil Society Initiative (CSI).

the relationship are made (88). ISPRM thus needs to constantly
evaluate its own agenda and activities in the light of this scru-
tiny and deliver respective reports to WHO.

Functions of NGOs in the world health system

To understand ISPRM’s role in the world health system, it is
helpful to differentiate between varying NGO functions.

Enhancement of public goods and creation of social capital. Tt
has been highlighted that international NGOs are key players
in the mobilization of transnational support for the enhance-
ment of public or collective goods (37), otherwise exposed
to the moral hazard (89) of global private corporations and
short-term power interests (80, 82, 90) fostering adverse selec-
tion (91). This means that asymmetric information in favour
of corporations or state parties may lead to quality deficits
in goods and services provided and finally to a market of
“lemons”(91), i.e. an underprovision of health-related goods
and services at the highest possible quality level. International
NGOs may thus play a vital role in compensating market as
well as government failure (37). Moreover, because of their
greater community involvement (92), they can be considered
as generators of global social capital (37, 60, 93-95), i.e. stable
networks of cooperation and collaboration in a community or
region (96). This may lead to a particular effectiveness “in
areas of health intervention that demand social action, public
advocacy, or innovative and community-based responses to
health problems” (35). In this light, it becomes obvious why
“many IGOs originated as the result of [international] NGO
activity”, for instance UNESCO (78). Also, their world citizen
character provides international NGOs with an outstanding
role in monitoring the activities of 1GOs, nation states and
private corporations (80).

Contribution to world public opinion. International NGOs
are specialists in the compilation and dissemination of docu-
ments and opinions on political issues recognized worldwide
(97) such as poverty, landmines, torture, death penalty, and
globalization itself. Many international NGOs thereby make
extensive use of the possibilities of global mass communication
and the internet. They, thus, importantly influence the world
media and policy agenda (45, 98) and contribute to what might
be called “world public opinion” (80). NGOs have the potential
to spark social movements (60, 80) addressing specific health
issues such as functioning and disability.

Resource mobilization, fast response, and health service provision.
NGOs provide health technologies, expertise, human dedica-
tion and monetary resources not available to governments (61,
82). International NGOs appear to be much more flexible and
faster in responding to international social problems than gov-
ernmental administrations (80, 90, 99).They are particularly
seen as innovators and value creators in financing and health
service provision (82, 90).

More concretely speaking, NGOs can serve the function of
service provision, for instance managing a hospital in a low
resource setting (92). They can act as a supporter of other
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Table 1. Excerpt of the World Health Organization (WHO) policy principles governing official relations with non-governmental organizations (NGOs)

NGO/CSO
Definition

Objective

Official relation

Prerequisites

Privileges

Responsibilities

Consequences
for regional and
national
members

Civil Society Organizations (CSO):

“The increasingly accepted understanding of the term CSOs is that of non-state, not-for-profit, voluntary organizations formed by
people within the social sphere of civil society” (1).

NGO:

“The term NGO is also commonly used to describe non-state, not-for-profit, voluntary organizations” (1).

“The objectives of WHO’s collaboration with NGOs are

to promote the policies, strategies and programmes [of WHOJ; to collaborate with regard to various WHO programmes [...];

to implement these strategies; and to play an appropriate role in ensuring the harmonizing of intersectoral interests among the
various sectoral bodies concerned in a country, regional or global setting” (2)

“to strengthen mutually beneficial relations at global, regional and national levels in ways that improve health outcomes,
strengthen health actions and place health issues on the development agenda” (3).

“WHO recognizes only one category of formal relations, known as official relations [...]. All other contacts, including working
relations, are considered to be of an informal character” (2).

“The establishment of relations with NGOs shall be an evolving process proceeding through a number of separate stages [...]” (2).
“The Executive Board shall be responsible for deciding on the admission of NGOs into official relations [...]”; § 2 (2).

“the Board*s Standing Committee on Nongovernmental Organizations [...] shall consider applications submitted by NGOs [...]
and shall make recommendations to the Board; § 4.2 (2).

“The Board, through its Standing Committee [...], shall review collaboration with each NGO every three years and shall
determine the desirability of maintaining official relations”; § 4.6 (2).

“The Board may discontinue official relations if it considers that such relations are no longer appropriate or necessary [...]";§ 4.7 (2).
“The main area of competence of the NGO shall fall within the purview of WHO. Its aims and activities shall be in conformity
with [...] the Constitution of WHO, shall centre on development work in health or health-related fields, and shall be free [...]
commercial or profit-making nature. The major part of its activities shall be relevant to and have a bearing on the implementation
of the health-for-all strategies [...]”; § 3.1 (2).

“The NGO shall normally be international in its structure and/or scope, and shall represent a substantial proportion of the persons
globally organized [...]”;§ 3.2 (2).

“The NGO shall have a constitution [...], an established headquarters, a directing or governing body, an administrative structure
at various levels of action, and authority to speak for its members through its authorized representatives. Its members shall
exercise voting rights in relation to its policies or action”; § 3.3 (2).

“Thus, organizations eligible for admission into official relations are [...] international NGOs with a federated structure (made up
of national or regional groups or having individual members from different countries), foundations that raise resources for health
development activities in different parts of the world, and similar bodies promoting international health”; § 3.4 (2).

“In exceptional cases a national organization [...] may be considered for admission into official relations related work™; § 3.5 (2).
“The privileges conferred by official relationship shall include:

(7) the right to appoint a representative to participate, without right of vote, in WHO*s meetings or in those of the committees

and conferences convened under its authority [...] this representative at the invitation of the chairman of the meeting or on his
acceding to a request from the organization, shall be entitled to make a statement of an expository nature [...]

(i7) access to non-confidential documentation and such other documentation as the Director-General may see fit [...]

(#i7) the right to submit a memorandum to the Director-General, who would determine the nature and scope of the circulation.”; § 6.1 (2).
In the event of a memorandum being submitted which the Director-General considers might be placed on the agenda of the Health
Assembly, such memorandum shall be placed before the Executive Board for possible inclusion in the agenda of the Assembly”;
§6.2(2).

“NGOs shall be responsible for implementing the mutually agreed programme of collaboration and shall inform WHO [...] if for
any reason they are unable to fulfil their part [...]”; § 7.1 (2).

“NGOs shall [...] to disseminate information on WHO policies and programmes”; § 7.2 (2).

“NGOs shall collaborate [...] in WHO programmes to further health-for-all goals™; § 7.3 (2).

“NGOs shall [...] collaborate with the Member States where their activities are based in the implementation of the national/
regional/global health-for-all strategies™; § 7.4 (2).

“These NGOs [regional or national NGOs affiliated to international NGOs in official relations with WHO] are, by definition, in
official relations with the WHO Regional Office(s). They shall develop and implement a programme of collaboration with the
regional and national levels of WHO to ensure implementation of health-for-all strategies at the country level”; § 5.1 (2).
“Privileges similar to those stated above shall normally be accorded to national/regional NGOs having working relations with
WHO regional offices [...]”; § 6.3 (2).

“A national organization which is affiliated to an international NGO covering the same subject on an international basis shall
normally present its views through its government or through the international NGO [...]”; § 6.4 (2).

organizations’ initiatives, e.g. community-based rehabilitation in form of certifications (45). Their expertise can help funnel
programmes, by collecting funds, managing operations and the attention of nation states toward such partners, initiating
liaison tasks of partners (92, 99-101). new funding streams. In addition, their function as an inter-

Professional international NGOs such as ISPRM are also national advocacy organization helps to promote primary and
able to support initiatives by formally approving programmes grass-root healthcare concepts (80, 90, 92).
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Advocacy of minority and powerless majority groups. A major
element of government failure is the orientation of democratic
governments towards the majority or the “median-preference
voter” (37). Non-democratic governments, on the other hand,
may design policies for a predominant minority. Against this
backdrop, NGOs may act as advocates of powerless minority or
majority groups (102). In the case of advocacy, a professional
physicians’ organization, such as ISPRM, needs to be cautious.
Consultant doctors are in unique positions of power and are
generally well-paid members of any society, implying a careful
reflection of majority and minority positions in society (103).

Facilitating transnational research. As research organiza-
tions, international NGOs may serve the function of evidence
collection with regard to best practice in different resource
settings (104). This automatically brings macro and meso
level environmental factors (9) into the research equation,
e.g. through comparative analysis (105) or culturally sensitive
meta-analysis or systematic reviews (106). In highly rational-
ized societal systems, such as health research or medicine,
international NGOs may even be attributed greater authority
than states, IGOs, or international corporations, giving them “a
quasi official status in world society” (80). Examples are the
Institute of Medicine (IOM) (107) or the Cochrane Collabora-
tion for systematic reviews on healthcare interventions (108).
It is, however, also important to note that some NGOs may
be rather selective about health research and dissemination of
findings and contribute to increasing knowledge gaps.

Societal division of labour and professionalization. NGOs
representing a particular profession, such as ISPRM, have
a pivotal function in defining the field of competence of the
profession in question (109), describing appropriate education
and training curricula (41), setting standards of knowledge
and skills needed for professionalism (110), and drafting the
division of labour with related professions (111). They also
are of particular importance in prescribing ethical codes of
professional conduct. Violation of such codes may then even go
ahead with an exclusion from the profession, possibly backed
by executive state powers (80). International NGOs play an
additional role in the international standardization of profes-
sional requirements and ethics. On the international level,
important future partners of ISPRM thus may be, for example,
the International Standardization Organization (ISO) and the
International Labour Organization (ILO) of the UN system.
International NGOs may furthermore foster professionalization
and moral conduct by designing “awards to recognize moral
exemplars” (80).

Linking different societal sub-systems. NGOs are quite flexible
in crossing borders of the societal division of labour. They
are capable of linking perspectives from different societal
areas, e.g. the linkage of environment, economy, health and
development through a comprehensive approach towards water
supply in developing regions (36). NGOs, moreover, bring
players from different societal spheres together, encouraging
comprehensive problem-oriented discourses (112). NGOs,

and particularly international NGOs with their supplementary
transnational view, serve as structural couplings between dif-
ferent societal sub-systems that usually follow their own logic
(113). In a sense, ISPRM can thus be considered as a typical
international NGO dovetailing scientific, professional, and
humanitarian motives and approaches.

Successful initiatives. Successful initiatives of international
NGOs in the health sector have been described primarily
with regard to counteracting negative external effects derived
from corporate practice, e.g. in tobacco control, distribution
of pharmaceuticals, treatment access, and breast-feeding (82).
Also their roles in vaccination programmes delivered through
global private public partnerships (GPPP) (99-101, 112) and
guideline development (114) have been highlighted.

Dysfunctions and challenges of international NGOs

The legitimacy, effectiveness and efficiency of international
NGOs in addressing health issues and providing services have
also been questioned, for instance under the label of voluntary
failure (37).

Lack of formal authority. International NGOs often have no
formal authority flowing from democratic, legal, bureaucratic
or religious sources (56, 80). Moreover, they may not even
be known or have a standing in the regions in which they
want to operate, which may be the case with ISPRM in low
resourced settings.

Philanthropic bias. Health-related NGOs may be biased be-
cause of conflicts of interest resulting from different levels
of knowledge, influence, and resources of their partners (99).
This may entail the neglect of the interests of low resource
regions and minorities (35). Conversely, NGOs may focus
exclusively on a particular minority group, leading to neglect
of other stakeholders (philanthropic particularism) (37). Since
they are often dominated by actors from the north-western
hemisphere, NGOs may also act upon incorrect assumptions
about the implementation capacities of developing countries
(philanthropic amateurism) (37, 60, 80, 90), leading, for
instance, to unsustainable health systems and brain drain of
health professionals when the NGO withdraws its financial
support (115, 116). International NGOs may be motivated not
only by humanitarian concern, but also by a sense of mission
regarding questionable ideologies (philanthropic paternalism)
(37, 90). Since international NGOs provide collective goods
they also face the problem that people may use services al-
though they are not in need, or that former donors withdraw
their donations because others have contributed in larger
amounts than in the past (37, 117). This leads to difficulties
in addressing the underprovision of services (philanthropic
insufficiency) (37).

The moral entrepreneur’s dilemma. In the course of their
dependency on fundraising, NGOs face the dilemma of the
“moral entrepreneur” (118), insofar as they must continuously
show that they contribute to the solution of the problems they
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address, although at the same time the problem still exists or
is even more exigent than before.

The charity dilemma. Related to the moral entrepreneur’s
dilemma is a problem that may be called the charity dilemma.
Charitable organizations that contribute to the inclusion of
minorities in healthcare and beyond often need to depict the
minority that will benefit from the organization’s activities as
suffering and helpless. With the help of this strategy sympathy
can be aroused in potential donors and financial donations pro-
moted. However, this marketing strategy itself contributes to
the minority status of the group and may have negative effects
on societal attitudes towards group members, such as people
with disabilities. In a word, it may be disabling (119).

The professional standards dilemma. Professional standards
and guidelines lead to the exclusion of those from the profes-
sion who do not adhere to the standards (111). High profes-
sional standards may be indeed desirable but may also produce
systematic biases at the cost of professionals in low resource
settings where professional training does not exist or does
not have the form it has in developed countries. The dilemma
may, however, be dissolved by introducing “minimal” and
“gold” standards at the same time, whilst employing signature
procedures for the “gold” standard (45).

KEY APPROACHES IN ENHANCING THE POLITICAL
ROLE OF ISPRM

For ISPRM to fulfil its humanitarian, professional and sci-
entific mandate, it is essential to understand these issues.
Taking into account the situation of low resource settings,
for instance, is a normative expectation expressed by WHO
(35, 39, 82, 88) and is a crucial part of ISPRM’s work with
WHO (79, 120).

So, in order to avoid being a paper tiger, the management
of legitimacy (121) and the development of effective working
relations are inevitable.

Key approaches in this respect are: (7) to set up a transparent
discourse on how to further develop ISPRM’s organizational
structures and policy relations; (i7) to differentiate between
internal and external policy relations and in the latter case
between input and output; (iif) to harmonize organizational
structures and procedures in the light of the collaboration
with WHO; (iv) to consequently use existing structures to
influence WHO’s policy agenda; (v) to identify other main
external policy actors of potential relevance to joint initia-
tives and strategic alliances; and (vi) to develop a strategy to
enhance membership.

Transparent and accountable development of ISPRM s policy

An explicit description, evaluation, and discussion of appropri-
ate formal organizational and policy relations (46) and tools
(45) are a necessary starting point to foster ISPRM’s political
power. The transparency of related discussions and develop-
ments is a must in international politics. This will provide
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ISPRM members and its global constituency with traceable
information on these issues, thereby increasing their account-
ability for decisions (122, 123). In return, this discussion will
enhance group cohesion and shared identification with IS-
PRM’s visions and goals. On an inter-institutional and external
level, this discourse will increase ISPRM’s legitimacy as an
organization (70, 124), one capable of meeting international
standards of law and policy. More specifically, ISPRM’s stand-
ing with WHO and the UN system will be enhanced. It will
also help the organization to withstand scrutiny in the light of
funding accountability and legal requirements (125, 126). In
addition, it is hoped that this discussion will create a culture
of open exchange and questioning within ISPRM, which in
turn will lead to an improvement in its underlying structures
and processes and enhance their efficiency, effectiveness and
internal legitimacy (97).

Differentiation between internal and external policy relations

Organizations such as ISPRM are social systems that link
membership to certain codes of conduct, e.g. those stated in
the constitution, bylaws, or work contracts. Members are, for
instance, expected to follow orders from people in certain
positions regardless of their personal opinions. This connec-
tion of membership with expected conduct makes it possible
to reproduce behavioural patterns on the side of the members
in accordance with the purposes and rules of the organization
in question (113, 127-129). In contrast with families, organi-
zations are not an end in themselves but pursue goals in their
external environment (124), such as “rehabilitation-for-all”
in line with the WHO health-for-all initiative. Organiza-
tions thus differentiate between internal (self-reference) and
external relations (other-reference). The former refer to the
organization’s members, e.g. national PRM societies, which
may be seen as an internal environment. The term “internal
environment” stresses the fact that, from an institutional per-
spective, an organization can never be in complete control of
its members and sub-divisions. These often follow their own
agendas and interests in micro-political arrangements and
coalitions sometimes diametrically opposed to the organiza-
tion’s goals. External relations aim at influencing (output) or
accommodating to (input) relevant corporate or individual
actors within the external environment (113), e.g. influencing
a WHO resolution vs accommodating to a UN convention. An
organization’s constituency normally includes members as well
as non-members. The organization’s relations to its constitu-
ency are thus partly internal and partly external.

It is suggested that ISPRM defines the structure of its policy
process along similar lines and differentiates between an inter-
nal and external policy process and structure (45, 46).

Harmonization of internal and external structures and
procedures

When deciding on the development of organizational relations,
ISPRM’s choices are constrained to pre-existing norms of
its organizational environment. Moreover, ISPRM’s choices
directly affect its member societies on a national and regional
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level. Besides such pressure towards institutional isomorphism
(56, 70-72, 80), harmonization of internal and external struc-
tures and procedures can be seen as a powerful political means.
By measures of synchronization with, for instance, WHO, the
organization’s legitimacy (70) and its attractiveness to new
members and potential collaboration partners, including state
parties, may be enhanced.

More specifically, this means that compatibility with
WHO’s goals needs to be secured by adapting to WHO’s
programmes on the one hand and influencing its agenda on
the other. In addition, a mimicry of WHO'’s structures enables
ISPRM and its member societies to appropriately communi-
cate with WHO’s bodies at all world levels. Indeed, regional
and national member societies of an international NGO in
official relation with WHO are themselves “by definition,
in official relations with the WHO Regional Office(s). They
shall develop and implement a programme of collaboration
with the regional and national levels of WHO to ensure im-
plementation of health-for-all strategies at the country level”
(88). This signifies that collaboration of ISPRM with regional
and national societies so that they meet WHO expectations
is desirable for ISPRM as well as the societies in question.
Explicitly, WHO places emphasis on the “harmonization
of intersectoral interests among the various sectoral bodies
concerned on a country, regional or global setting” through
WHO-NGO collaboration (88).

Finally, an orientation towards other successful medical so-
cieties assures that respective public expectations are met. For
example, the publication of clinical guidelines is not merely a
matter of taste for an international medical society.

Enhancing external impact: influencing WHO's agenda

One of ISPRM’s most powerful tools to influence the world
health policy agenda is the right to submit a statement of an
expository nature in the forefront of a WHO meeting and to
submit a memorandum to WHO’s Director General, who then
decides on the nature and scope of its circulation (45, 88). An
ISPRM representative can additionally be at a WHA session
in question and make a statement, thus backing ISPRM’s ef-
fort to influence the global health policy agenda. Although
ISPRM does not have the right to vote in WHO meetings, it
thereby has the potential to influence the agenda, as has been
shown in the case example of the WHA Resolution provided
elsewhere (38).

An equally important means to influence the agenda and
decisions of WHO is the consultation with state parties entitled
to vote in the WHA. ISPRM’s relationships to national govern-
ments mediated through national and regional PRM societies
is thus of central importance to ISPRM’s external policy.

By means of coalition building with other NGOs in official
relation with WHO, additional value can be attached to a par-
ticular request. ISPRM and its allies can cumulate their rights
to send memoranda to WHO and make statements at the WHA.
Other NGOs might also have good relations with governments
in favour of the initiative in question, bringing an ally eligible
to vote into the equation.

Fig. 3. shows different pathways by which political influence
can be exerted on WHO.

Identification of other main external actors and seeking alliances

Apart from WHO, other external actors relevant to PRM and
rehabilitation at large are to be accounted for in ISPRM’s drive
to become the world-leading PRM representative.

First of all, these are other actors within the UN system.
These actors, and their relationships to each other are depicted
in Fig. 4. Actors of potential interest to ISPRM, for funding
possibilities or complementary fields of competence, have
been highlighted.

Procedures similar to the ones depicted above in relation to
WHO may be used to influence the global health agenda of
other institutions of the UN system. Also, an official relation
with some of these institutions may be pursued by working
closely together with the UN Non-Governmental Liaison
Service (NGLS) in Geneva (130).

Secondly, there are other NGOs, such as Rehabilitation
International (RI), in official relation with WHO that share
ISPRM’s humanitarian, professional and scientific goals.
Others may overlap with ISPRM’s field of competence, such
as the World Federation of Occupational Therapists (WFOT),
and further can be seen as complementary to ISPRM’s ex-
pertise, such as Disabled Persons Organizations (DPOs). The
Electronic Appendix I shows selected organizations in official
relation with WHO. It is indicated whether the society pur-
sues health for all, professional, and/or scientific goals, if it
is health condition specific or not, and if it may be a relevant
source of fundraising.

Thirdly, the same should be done for NGOs in official rela-
tion with other relevant entities of the UN system, e.g. the
International Labour Organization (ILO).

Fourthly, other relevant world societal actors need to be identi-
fied through literature and internet searches as well as the mass
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Fig. 3. Pathways of political influence on the World Health Organization
(WHO) by a non-governmental organization (NGO) in official relation.
CTS: Classification, Terminology and Standards; DAR: Disability and
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media. These could encompass the Red Cross, Health Forum,
Development Forum, Millennium Goals Circus, Club of Rome,
Global Fund, OECD and so forth. The International Red Cross,
for example, entertains a physical rehabilitation programme ad-
dressing rehabilitation issues in low resourced settings (131).

ISPRMs relationships with other IGOs and NGOs need to be
based on mutually agreed terms and conditions to reach outcomes
that are and are perceived to be beneficial (45). These relationships
can be alliances and partnerships between 2 entities or jointly with
multiple partners in form of a Global Private Public Partnership
(99). ISPRM can join forces with a national NGO, for example,
representing persons with disabilities in leading a campaign to
influence a health ministry’s agenda. A private company could be
included to provide necessary funds for the campaign.

ISPRM can, in addition, establish an advisory agreement with
intergovernmental organizations such as the European Union,
on how to implement standards and guidelines into the national
health systems. ISPRM could reach such a consultative status by
sending representatives to relevant IGO hearings and consulta-
tions, offering its expertise and network as input and resource.

Similarly, fostering interlocking directorates (45, 132), by
including representation of ISPRM on advisory or supervisory
boards of other NGOs, IGOs and private corporations, is a step
towards forging future coalitions and fostering advantageous
relationships.

Scaling up the organization: enhancing membership

A major internal task in enhancing ISPRM’s political influence
lies in broadening its basis. A prerequisite is the identification
and establishment of new internal relations to PRM societies
worldwide.

As outlined above, along with the responsibilities of an
organization in official relation with WHO, certain arguably
beneficial rights are also passed to ISPRM. These have far-
reaching implications, not only to ISPRM as the liaison rep-
resentative to WHO on the global level, but also to national
and regional societies that are automatically recipients of
such rights. Their own expertise will be sought and actively
called upon, adding to the societies’ authority and influence as
communicator and facilitator of health policy provisions. In
order to broaden ISPRM’s membership basis these advantages
have to be clearly communicated. Regional societies need to
be promoted (45, 133) and a procedure for official relations
with ISPRM developed. Together with these regional actors,
all national PRM societies and, where no society exists (29),
initiatives worldwide should be identified and convinced to
join ISPRM. The Electronic Appendix II contains a preliminary
list of national PRM societies within different world regions.
This provides the basis for efforts in enhancing ISPRM’s
membership.

CONCLUSION

This paper depicts a complex, sometimes contradictory and
confusing, world societal situation within which ISPRM has
to operate. In particular, as an international organization in of-

ficial relation with WHO, ISPRM is confronted with a variety
of responsibilities, but is also endowed with a world health
political mandate.

Against this background, further steps towards ISPRM
becoming an influential and central player within the world
health polity at large and rehabilitation in particular include
the elaboration of a policy process and respective policy tools
suitable for ISPRM’s projects (45) as well as the review of
ISPRM’s current organizational structures (46), as provided
in subsequent papers in this special issue. On this fundament,
ISPRM’s policy agenda (43) can then be built.
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SUMMARY

The politics of international non-governmental organizations
(NGOs) such as the International Society of Physical and Reha-
bilitation Medicine (ISPRM) serve the function of selecting and
attaining particular socially valued goals. The selection and
attainment of goals as the primary function of political action
can be structured along a policy process or cycle comprising
the stages of strategic goal setting and planning of strategic
pathways, agenda setting, resource mobilization, implementa-
tion, evaluation and innovation. At the various stages of this
policy process different policy tools or instruments, which can
be used to influence citizen and organizational behaviour in
the light of defined goals, can be applied. The objective of this
paper is to introduce and describe policy tools of potential
relevance to ISPRM with regard to different policy functions
and stages of the policy process.

INTRODUCTION

The International Society of Physical and Rehabilitation
Medicine (ISPRM) operates within a complex space of inter-
national negotiations and power relations, where international
governmental organizations (IGOs) and non-governmental
organizations (NGOs), nation states and private companies
compete (1). In this situation, ISPRM as an international NGO
in official relation with the World Health Organization (WHO)
clearly has an international political mandate to realize profes-
sional, scientific and humanitarian development goals within
the realms of Physical and Rehabilitation Medicine (PRM) and
rehabilitation at large (1). Along the process of developing and
implementing policies, a set of policy tools is at the disposal of
international NGOs operating within the health sector. Policy
is mainly about getting individual and corporate actors to do
things they otherwise would not have done, or to enable actors
to do things they might or could not have done otherwise (2).
Against this backdrop, policy tools can be seen as instruments

© 2009 The Authors. doi: 10.2340/16501977-0435

that can be used to influence citizen and organizational behaviour
in the light of defined goals (2). The selection and attainment
of goals as the primary function of political action (3—5) can be
structured along a policy process or cycle. At the various stages
of this policy process different policy tools can be applied.

The objective of this paper is to introduce and describe policy
tools of potential relevance to ISPRM with regard to different
policy functions and stages of the policy process.

The specific objectives are: (i) to review the societal func-
tion of political systems; (i) to describe different stages of the
policy process of international NGOs in terms of a designated
policy cycle; (iii) to discuss various policy tools suitable for
the goal selection, agenda setting, resource mobilization,
implementation and evaluation of international NGOs, such
as ISPRM.

This outline can serve as a long-term strategic framework
and a future reference for ISPRM.

FUNCTIONS OF POLICY AND THE POLICY CYCLE

Deriving from classical sociological theory, political systems
mainly serve the procedural function of goal selection and
attainment (3-5). Against this backdrop, organizations are
even seen as social systems specializing in the attainment of
particular goals (4, 6). Furthermore, they also fulfil other (la-
tent) functions, such as the integration of different coexisting
activities and networks (6). Following a newer version of so-
ciological systems theory (7), integration may be conceived as
the mutual reduction in degrees of freedom in the organization
itself and in internal and external environmental systems (1,
7). For example, by defining the core competencies of a PRM
physician or by building alliances with local rehabilitation
services initiatives in developing countries, ISPRM makes a
commitment to these standards and activities and, at the same
time, sets an agenda and rules, towards which other internal
or external actors need to orientate. Through latent pattern
maintenance (3, 6, 8) and continuity of an organization’s policy
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through symbolic action, the organization creates a common
identity and collective memory (9).

The organization’s own procedures and applied policy
tools are also generators of perceived internal and external
effectiveness, cohesion, trust, confidence (10) and legitimacy
(4, 11). For example, an ISPRM discussion paper may be
seen as a policy tool, as it outlines current policy initiatives
as well as their expected effects, reinforces common identity,
and enhances the legitimacy of ISPRM’s activities through
transparent dialogue (12, 13).

Following the chronology of the policy process yields a
policy cycle, along the different stages of which policy tools
may be structured. Against the background of environmental
factors and the organization’s own structures, the policy pro-
cess commences with strategic goal selection derived from the
organization’s vision and mission and the assessment of the
situational opportunity structure. In the following sections,
strategic pathways to goal attainment are defined. These can
be divided into agenda setting, resource mobilization, imple-
mentation, evaluation and, finally, readjustment of the strategy
and innovation activities, which impact on the environment
and may even lead to organizational change (Fig. 1).

In the phases of goal selection, agenda setting and resource
mobilization, most policy tools are non-specific, in that they
are both applicable to internal and external policy procedures
(1). At the implementation stage, however, internal policy tools
aimed at ISPRM’s members can often be distinguished from
tools designed for external policy relations (1, 14).

GOAL SETTING

The first, and most important, task of any organization is the
negotiation and formulation of goals. This goal setting process
is led by a collection of motives, themselves fused by institu-
tional memory, experience, views, perception of role and role
expectations from members, partners and competitors as well
as the larger constituency; e.g. ISPRM will not be expected to
build cars or drill wells. ISPRM hereby defines its vision (15)
as the general purpose of the organization (what we want), for
example rehabilitation for all. The realization of the vision
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Fig. 1. Policy cycle.
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can thus, in terms of decision theory (16, 17), be seen as the
decision problem (4). A vision is not realized yet and it is not
exactly clear how it can be realized in the future. Conversely, its
mission (15) is understood as the core activities of the institu-
tion (what we do); for instance, fostering the development of
rehabilitation in low resource settings. It can thus be understood
as the general preferences of the organization.

Strategic goals and development of strategic pathways

On one hand, strategic goals are derived from the organiza-
tion’s vision and mission, yielding a hierarchy of preferences
and sub-goals (4, 16, 17). On the other hand, the opportunity
structures presenting themselves to the organization need to
be analysed (18) (Fig. 1). This should involve an assessment
of the current state of affairs, the calculation of available and
additionally needed resources, and a time budget. Strategic
goals are thus more concrete than vision and mission, but are
still long-term goals of the institution. An example would be
the development of guidelines for the approval of community-
based rehabilitation (CBR) projects within the next 2 years.

Strategic pathways, in turn, state sequences of actions of the
institution that are compatible with its mission and that shall be
undertaken in the light of the perceived opportunity structure
in order to reach a strategic goal; for instance: (7) the assign-
ment of a task group; (i7) the review of existing and planned
CBR projects; (iii) the creation of a respective database; (iv)
contact with local decision makers and involved organizations;
(v) involvement of the latter in the design of a certification
process, and so forth.

Vision and the mission of an organization can only be
changed if its identity is altered as well. Once formulated,
they thus have a long-standing validity. Strategic goals and
pathways can be adapted more easily and are valid for a time
frame of approximately 2—4 years (presidential term). On
strategic pathways towards strategic goals the institution’s
internal and external goals can in turn themselves be broken
down into smaller operational units; namely waypoints or
milestones and tasks assigned to a schedule, e.g. first, second
and final draft of a guideline (19). Concrete suggestions for
ISPRM specific strategic goals and pathways, ISPRM’s policy
agenda, are presented in an accompanying paper in this special
issue (20).

When selecting strategic goals and pathways, ISPRM may, as
an organization in official relation with WHO (1, 14, 15, 20),
orientate towards the WHO agenda. This is facilitated through
ISPRM’s right to attend sessions of WHO governing bodies (1,
21, 22). Surprisingly, this possibility is currently used by only
one-third of the NGOs in official relation with WHO (23).

Identification of options: assessment of state of affairs,
resources and time frame

Against the background of the organization’s hierarchy of
preferences, goal setting starts with an assessment of a given
situation or setting and its challenges, for instance through the
exploration of the state of affairs in literature reviews, e.g. on
CBR in low resource settings, or expert consulting, e.g. through



interviews with the directors of respective rehabilitation pro-
grammes. This then leads to the identification of alternative
options for action, e.g. ISPRM letters of support vs supervision
or approval of existing community-based rehabilitation initia-
tives (certification) vs starting own initiatives, and expected
consequences. In a trade-off, these options are then weighed
with the organization’s hierarchy of preferences, perceived un-
certainties in the environment and available resources (internal
vs external financing) in connection with a desirable time frame
in relation to the perceived urgency of the goal. For example,
is adequate funding for visiting CBR settings in developing
countries available and are there ISPRM members who are
willing and able to engage in such activities? The resulting
decision focuses on the best and realistic alternatives. The
actual project management (19) follows. It begins by breaking
down the vision and mission into strategic pathways. These
include scheduled milestones towards strategic goals, such as
the development of a checklist for the approval of community-
based rehabilitation projects. Strategic pathways in policy
usually include an agenda setting strategy, efforts to mobilize
resources, an implementation, and a monitoring and evalua-
tion strategy. It is important to note that, from the beginning,
indicators and means for the evaluation of goal attainment
need to be considered and defined. This can be, for example,
done with a balanced scorecard concept including predefined
quantitative and qualitative measures (24).

AGENDA SETTING COMMUNICATION

An opus entitled “The Making of Rehabilitation. A Political
Economy of Medical Specialization, 1890—1980” (25) con-
cludes with a chapter on “The Fall from Power” of Physical
Medicine and Rehabilitation (PRM). One physiatrist is quoted
with the following remark: “To be blunt, it is much easier to
obtain visibility and acceptance with academic colleagues and
medical students as a specialist in sports medicine or in the
diagnosis and management of ambulatory patients with muscle
diseases, than as a manager of rehabilitation services to the
same patients”. Unfortunately, much of this is still true.

Therefore, the dedication of appropriate communication tools
for setting the internal and influencing the external media, public
and policy agenda (26, 27) is not a “soft” matter of taste, but of
utmost importance. Whilst goal selection is a matter of values
on the one hand and of opportunity on the other, combining
both through decision analysis, agenda setting is a matter of
communicating the selected goals and related issues.

ISPRM must seize the window of political opportunity
opened through the World Health Assembly (WHA) Resolu-
tion on Disability and Rehabilitation (28), the United Nations
(UN) Convention on the Rights of Persons with Disabilities
(29), and the increasing significance of transnational collabora-
tions involving IGOs and international NGOs (1) to place and
consolidate rehabilitation on the global health agenda.

The primary function of agenda setting communication is the
integration of communications and activities of organizational
subunits, partner organizations and allies. By focusing on
specific topics and actions, the degrees of freedom of systems
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in the internal and external environments are reduced (7). For
example, by bringing the importance of disability issues onto
the public agenda respective political action may be triggered.
At least in democratic states, political actors have little chance
of ignoring media and public agenda items given their interest
in being (re-)elected (26, 27). Corporate or individual actors
within the internal or external environment of the organization
reward this specialization with higher degrees of perceived
accountability and eligibility of the organization to address
these topics and perform respective tasks (13). Another func-
tion of agenda setting communication is to create collective
identity (30) and social memory (9). This leads, in turn, to
a gain in internal legitimacy. International NGOs are moral
entrepreneurs (31) “whose primary concern is enacting, codi-
fying, modifying, and propagating world cultural structures”
(32), meaning internationally agreed upon principles, such
as the International Classification of Functioning, Disability
and Health (ICF), or access to rehabilitation for all people
experiencing disability. Legitimacy of an international NGO
is herein at least as important as its cost-effectiveness or ef-
ficiency (4, 11, 32).

Agenda setting tools are diverse in nature as their purpose
is tailored to serve specific communication pathways. These
encompass oral and written communication as well as direct
and indirect communication in face-to-face interactions and
information transfer by technical media such as e-mail or
television, respectively. Also, media for individual communi-
cation comprising a defined group of recipients, e.g. ISPRM
members, need to be distinguished from mass media, which
aim at a previously unknown circle of mostly unrelated recipi-
ents (dispersed audience) (33), e.g. the larger constituency of
ISPRM. Agenda setting tools include publications in scientific
journals as well as newspapers, television, World Wide Web
and so forth, statements before WHO governing bodies, con-
gresses and meetings as well as public relations initiatives.

Publications

The publication of documents allows an international NGO
to shape the international discourse on political issues includ-
ing the perception of problems through observers relevant to
the issues in question (34). In this context, definitions and
conceptual descriptions, e.g. of disability (29, 35-37) or the
area of PRM and rehabilitation (38, 39) are pivotal to an inter-
nationally consistent and coherent development of PRM and
beyond. By disseminating them, discourses are created that
“systematically form the object of which they speak” (40).
Moreover, conceptual descriptions may reconcile different
viewpoints within an area (34) and allow tailored definitions
for specific purposes (38, 39).

Different types of publications. Memos, statements and com-
ments are short items informing and replying to specific meas-
ures and activities laid out in brief. State of the art, discussion
and position papers are long items with in-depth analysis and
argument design from the constituency at large and, in the case
of position papers, from institutional bodies eligible to speak
with authority. These are mainly published in scientific journals
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as the main mass medium of an international professional and
scientific society (15, 41, 42). However, publications in the
wider mass media, e.g. in the form of newspaper interviews,
are also possible and desirable.

ISPRM position, discussion and state-of-the-art papers. Be-
sides information on its official website, ISPRM should place
emphasis on the publication of related issues in journals rel-
evant to the PRM community and other stakeholders. In this
context, one can distinguish between ISPRM position papers
and discussion papers. Position papers are official statements
of the board of ISPRM and are published on behalf of the board
in the official journal of ISPRM. ISPRM discussion papers,
such as the paper at hand, are statements of ISPRM members
or other scholars commissioned by the board of governors,
the president’s cabinet or council, the executive or other com-
mittee. They may be published in ISPRM’s official journal,
another PRM journal or any other journal suitable for the topic,
sometimes reaching out beyond ISPRM’s constituency.

Also, state of the art papers in areas that ISPRM has identified
to be of major relevance for its policy agenda, e.g. on CBR in
developing countries, are instruments for setting the agenda.
They can be based on literature reviews or expert consultations
and need to be planned in the long run, including the identifica-
tion and invitation of appropriate author teams. Publication in
ISPRM’s official journal (Journal of Rehabilitation Medicine)
would be appropriate. An alternative is publishing international
reports or perspectives on certain issues or conditions relevant
to PRM in edited books. An example from the WHO is the
World Report on Disability and Rehabilitation (43). State of
the art papers may also play a role in the goal selection process
outlined above.

Submission of memoranda and statements to the World Health
Organization

The submission of memoranda to the WHO Director General
and placing statements before WHO governing bodies such as
the World Health Assembly (WHA) is a powerful agenda setting
tool at the disposal of international NGOs in official relation
with WHO (1, 15, 42). A WHO analysis (23) shows that this
policy tool is not widely used. From 1998 to 2002 for instance,
only 20.6% of the NGOs attending a WHA session made a state-
ment before this body. Also, the use of this policy tool varies
strongly between individual NGOs. Whilst one NGO placed 10
statements over the period 1998 to 2002, 18 NGOs did this only
once. An example of an ISPRM statement is given in an accom-
panying paper in this special issue (15). It seems advisable that
such statements are prepared by the publication of discussion
and position papers that they may then refer to.

Congresses and meetings

Congresses and meetings of internal institutional bodies,
such as the Executive Board, and of mixed internal-external
working groups are policy tools of first rank. They allow the
identification and preparation of upcoming issues, the recruit-
ment of members and the deployment of information to the
PRM community. They evoke inter-regional exchange and
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obligation in less resourced regions. Congresses spark scientific
and political co-operation and alliances on the international,
regional, sub-regional, national, and local level. The envisioned
future of ISPRM world congresses has been outlined in an
accompanying paper in this special issue (42).

Public relations initiatives

As congresses and meetings assure face-to-face interaction
in order to produce scientific exchange and organizational
development, so too do public relations (PR) initiatives assure
that a wide array of relevant audiences is reached face-to-face
or by mass media. PR activities of international societies try
to embrace the dilemma of breaching global boundaries whilst
addressing a local constituency and individuals alike (44). The
mass media should be used both to review relevant trends in
news and their impact and to then trigger public interest in the
core field of competence of ISPRM. Interest can be created by
personalizing the agenda using prominent ambassadors (26)
speaking for ISPRM and its goals. They may be placed on the
ISPRM website, in interviews printed or screened as part of
mass media’s news coverage of societal or PRM relevant events.
Making the public aware of ISPRM’s activities can also be
achieved by advertisements in digital and print mass media.

RESOURCE MOBILIZATION

The mobilization of resources is a necessary prerequisite of
goal attainment (4). It is prepared by agenda setting in terms
of interest management, i.e. the creation and concretization of
interests to donate resources, such as money or technology,
to the NGO (45) and the motivation to voluntarily engage in
the NGO’s activities on the side of the members (46). “The
basic building block for [international] NGOs is the interested
individual” (47). As far as financial resources are concerned,
many different strategies, apart from member fees, are available
to an international NGO in order to mobilize appropriate re-
sources (48). We want to highlight event-oriented fundraising,
co-funding, and sponsoring. Clearly, funding from industries
contributing to ill-health and disability, such as the tobacco
industry, or to armed conflicts, such as the weapons industry,
will not be accepted by ISPRM.

Event-oriented fundraising

PRM congresses, particularly ISPRM’s world congresses (15)
can be used for event-oriented fundraising (49), for which rep-
resentatives from PRM relevant industries and foundations are
invited. Industrial exhibitions as well as lectures on innovative
PRM products and technology including drugs are desirable
and need to be fostered in order to acquire new funding possi-
bilities from the health industry. Public and private foundations
dedicated to addressing world problems in the health sector
and beyond can be induced to attend an ISPRM conference
by providing opportunities to discuss PRM issues in the light
of more general global and regional developments. This can
be done by means of brain trusts or specific panels. Specifi-
cally, event-orientated fundraising (48) activities constitute a



win-win situation for an organization in terms of utilization of
media coverage and reaching fundraising goals.

Co-fundraising and cross-subsidization

The regional connectedness and knowledge of ISPRM’s
members allows ISPRM to perceive relevant health topics,
make them part of the policy agenda and, in turn, identify
good cause for action, resource allocation and development
initiatives. These good causes can be used as trigger topics,
funnelling public interest through ISPRM as the responsible
intervening organization. For example, ISPRM may decide to
support CBR projects in developing countries in a joint effort
with regional and national societies. ISPRM may offer know-
how in consultations and its name as the internationally pre-
eminent PRM organization. It may also guarantee appropriate
supervision of the assignment of funding streams. If clearly
communicated to potential donors, the funds raised can then
be used in part for ISPRM’s work, e.g. 20%, and in part for the
project in question. Potential donors might not see why they
should subsidize a professional organization’s get-togethers,
but if this organization is attributed to building rehabilitation
hospitals or CBR services in a developing region, then the
donors might consider funding such initiatives.

A related topic is cross-subsidization, meaning that an NGO
may charge higher prices for some goods and services, e.g.
for the certification of rehabilitation hospitals in high resource
settings. The surplus can then be used to lower the price for
other goods and services or to provide the same goods in low-
resource settings (50).

Sponsoring and cause-related marketing

Sponsoring is an attractive tool for the assurance of continu-
ously available financial measures. It includes contractual ar-
rangements between one or several private companies and
the NGO in question. As a reward for providing finances or
technology for the organization’s activities, the sponsor’s logo
may be placed on the organization’s website or the sponsor may
be allowed to advertise its products at events or in publication
organs of the NGO. Sponsors, however, need to be reviewed
and chosen with care, otherwise a loss in credibility of, and
trust in the organization is highly probable. Trust is difficult
to gain but easy to lose (51).

An interesting idea is the linkage of sponsoring and cause-
related (52) or social marketing (53), i.e. gaining a sponsor
for a specific project in conjunction with a wider marketing
and fundraising strategy.

IMPLEMENTATION AND APPLICATION

Once goals have been negotiated, the pathways to goal attain-
ment selected, an agenda set and communicated internally and
externally, then a set of tools and measures help to implement
the approved amendments to existing, and the creation of new
standards, procedures and structures.

In the end, it lies in the hands of elected officials and bodies
with their authority to decide on policy proposals for internal
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and external application (14). They vote — or reach agreement
by others means deemed appropriate to pass legislation — on
the adoption of standards and guidelines, and confirm goals of
their organization’s agenda. These policies are then expressed,
at one end of a formal scale, in an amended constitution, law
or bylaw or, at the other end, via publication in the minutes
of a respective session.

Implementation activities constitute the original value crea-
tion of an international NGO. The value added may be based on
the production of goods such as research results, the delivery
and distribution of goods and services, and the dissemination
of goals, codes of conduct and information.

Implementation strategies start with the assignment of tasks
and the allocation of the mobilized resources, which can be
done in designated work plans. Such plans can be agreed upon
with other organizations, making their elements mandatory and
excluding other issues. The example of the ISPRM-Disability
and Rehabilitation (DAR) work plan (20) is provided in an
accompanying paper of this special issue.

In the following sections, internal and then external policy
implementation tools are presented.

Adoptions, endorsements, and recommendations

Although in official WHO terminology, ISPRM cannot for-
mally adopt conventions, resolutions, or standards such as the
ICF as it is expected from states, it is suggested that an adoption
should nonetheless be possible from the internal perspective.
External goals and standards such as the UN Convention (29)
may thus be adopted by vote at relevant ISPRM bodies such
as the Board of Governors — ISPRM’s Assembly of Delegates
(14). The publication of the voting results in minutes of the
sessions as decision papers, e.g. on ISPRM’s website, thereby
ensures transparency with regard to the constituency at large.
Respective modifications of the bylaws may then follow.
Likewise, references to such international standards can be
made in a preamble to the bylaws. The strongest case of an
adoption is such an integration of the statement in ISPRM’s
guiding documents, i.e. By-Laws and Policy Principles, whilst
the weakest case is an ISPRM position statement published
on ISPRM’s website. ISPRM can then bring its members also
to ratify these documents so that they are obliged to make
respective amendments to their By-Laws as well.

Also, new internal standards, such as ICF Core Sets (54, 55)
or minimal standards for PRM doctors and facilities, as well
as technical guidelines, such as guidelines for the education
of PRM specialists (56) can be endorsed by ISPRM’s Board
of Governors. They need to be published in a wide range of
international, regional and national journals, including transla-
tions into different languages. For ISPRM’s external constitu-
ency, as well as other groups within the external environment,
such as state parties or other medical societies, they obtain the
character of recommendations.

Ratifications through International Society of Physical and
Rehabilitation Medicine members

Standards and guidelines adopted or endorsed by ISPRM
may become more or less binding for ISPRM’s membership,
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which is expected to ratify them. Apart from the exclusion of
members from the organization or monetary penalties, ISPRM
has, however, no formal sanctions at its disposal to enforce
such ratification.

Signatures. To legitimately represent an international NGO
in official relation with the WHO, ISPRM must be accessible
to all. Resource limitation in some regions and countries can,
however, hinder participation in the implementation of inter-
national health standards as required by ISPRM and alienate
potentially interested parties.

It may thus be advisable to employ a signature process
similar to that of the UN. Also, this process will allow the
consideration of the specific situation of low resource countries
in which the will to implement standards may be present but
the means might not be available in the near future. Further-
more, it may be possible to differentiate between signatures
that signify a general commitment to the standard and those
implying an obligation to implement the standard within a
given time frame. In the latter case, some countries may decide
to sign the standard or guideline not immediately but after a
clarification of the resource situation and the mobilization of
resources. ISPRM may grant a generous time frame, say 30
years, within which the signature may be submitted without the
need for formal sanctions. Signing societies may, however, be
obliged to implement the standard or guideline within a shorter
period of time, say 4 years. Perhaps motivated by the desire to
be at the forefront of an innovation (57), societies from high
resource countries may decide to sign immediately, whilst other
societies will have the opportunity to postpone the signature in
accordance with their resource situation. Signatures as a means
to facilitate ratification have the important advantage that they
lead to a self-commitment of the signing parties, making the
deviation a matter of cognitive dissonance (58).

Regional agency

It is nowadays commonplace in sociological theory that power
is not a zero sum game (5). A powerful principal, e.g. ISPRM,
is able to delegate tasks to powerful agents and set incentives
so that these tasks are accomplished in the principal’s sense
(59, 60).

ISPRM will thus have little chance of success in implement-
ing its long-term policy goals without the help of powerful
regional and national agents (59). ISPRM can, for instance,
adopt the UN Convention on the Rights of Persons with Dis-
abilities, or endorse ICF Core Sets for vocational rehabilitation,
and recommend their use. Ultimately, an initiative for the ap-
plication of any ICF Core Sets in everyday practice or for the
access to rehabilitation services will need to leave the global
policy level and influence grass-root life situations, interac-
tions and behaviours. It is thus of ISPRM’s utmost interest to
strengthen regional and national PRM societies.

Existing regional ISPRM member society structures (regional
agencies) can be used to create new, and utilize existing, regional
contacts and networks including both official governmental
bodies and other NGOs or grass-root social movements as well
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as the private economy. It must be clear, however, that ISPRM
cannot directly work with governments that are not democrati-
cally legitimized and that contribute to disability by suppress-
ing part of their population. ISPRM would not place itself in a
situation where it could be seen to be endorsing these regimes.
Indirect links might, however, be carefully considered in order
to help populations in need of PRM expertise.

The ISPRM regional and national members may implement
ISPRM’s policies by establishing formal relationships with
other regional or national NGOs or in a Global Private Public
Partnership (GPPP) (61-63). Examples include consultation
contracts with rehabilitation hospitals, health service providers
and health ministries to implement ICF (64, 65), the delivery
of training tools to local health professionals (66), certification
programmes (47) for hospitals and services, the monitoring
of standards and implementation of guidelines (47), and the
evaluation of health service delivery (47, 67). Such regional
and national agency can be furthered by ISPRM’s adoption or
endorsement of standards and guidelines, which then can be
referred to by the projects in question, by letters of support,
by consultation contracts with ISPRM and by ISPRM certi-
fication programmes. Of particular importance are regional
PRM societies, since they may function as a mediator between
ISPRM and national or local PRM initiatives. It is thus advised
to allow the affiliation of regional PRM societies as ISPRM
members (14).

Regional agency can also help ISPRM link agenda setting
and fundraising goals in the form of the above-depicted co-
fundraising.

Regional vice presidents of ISPRM (68) hereby serve as
a direct link between the regional societies and ISPRM via
interlocking directorates (14, 69). They may promote ISPRM’s
agenda goals, communicate its decisions and activities to na-
tional societies, encourage national societies within the region
in question to remain or become members of ISPRM as well as
be figureheads in the recruitment of individual members. Their
involvement in ISPRM congress organizations can strengthen
ISPRM’s regional ties and enhance the identification of the
regional societies with the topics set by ISPRM.

Organizational challenges are evident when thinking towards
the future of this regional cooperation in terms of real sub-
sidiarity or partial delegation, supervision and legal liabilities,
budgetary accountability, knowledge transfer (including tacit
knowledge), empowerment of regional institutions, and cul-
tural diversity and sensitivity.

Approval and certification

In order to support regional, national and local PRM institu-
tions and projects, ISPRM may decide to design an approval
process and certification programme (47). The institutions and
projects may be reviewed by ISPRM officers with regard to
their adherence to ISPRM standards and guidelines. ISPRM
certification may facilitate fundraising for the regional, national
or local project. In turn, ISPRM may, as mentioned above,
in the case of high resource settings receive a salary for the
certification or be granted part of the raised funds.



Networks

Sustainable networks with other public and private, profit and
non-profit organizations are central to ISPRM’s political influ-
ence and performance. Organizational networks can be seen as
collective entities governed by a common goal and/or leader-
ship structure (69, 70). They establish their own organizational
structures, both constraining and enabling joint activities (69,
70). In general, networking or hybrid organizational arrange-
ments between market and hierarchy can be transaction cost
saving (71). For NGOs, they are often the only alternative
for collective action. In many cases no possibility for vertical
integration is given, no market for the products or services
exists, or economic or ethical “market failure” is probable (50),
e.g. when the price of medicines makes them unaffordable in
the low resource settings most in need of them.

Networks are, moreover, generators of social capital (72)
and may produce a win-win situation in terms of the mobili-
zation of resources and complementary know-how balancing
mutual resource dependencies (73). In particular, sustain-
able networking arrangements create trust (74) and enhance
the flow of information from the larger environment (75).
Furthermore, feedback from networking partners on relations
with the constituency or other institutions constitute a “third
party” situation fostering a more objective perspective on the
organization’s activities (76).

Different forms of informal and formal networks exist, but
this will not be discussed in detail here. For an overview, see:
(69, 70). We do, however, highlight some selected networking
arrangements below.

In the context of all organizations, various informal networks
exist in the form of (web-based) forums, informal working
groups comprising individuals from different organizations and
the like. In the long run, a formalization and institutionalization
of networking relations may ensure a greater sustainability of
the networking arrangement.

Bridging groups. Bridging groups comprised of members
of different organizations committed to the attainment of a
common goal or the solution of a particular problem, are an
instrumental tool in starting up more formal network structures.
They provide basic information on the situation in particular
settings and on other participants of potential relevance. In
particular, they create personal trust, sparking confidence (10)
in the development of joint systems approaches. Since, for
instance, in Sub-Saharan Africa no PRM societies or adequate
services appear to exist (77), the set-up of a bridging group
including African physicians and policy players as well as
ISPRM representatives seems desirable.

Interlocking directorates. Interlocking directorates (69) or advi-
sory boards with other institutions are one interesting means of
fostering information flows, taking into account other organiza-
tions’ perspectives, and making personal contacts that can be of
utmost importance in the light of fundraising goals. As ISPRM
may want to send its officials into the supervisory or advisory
boards of other organizations relevant to human functioning and
rehabilitation, it may also decide to create its own supervisory
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board or advisors’ council inviting influential advisors from
related fields (14). Of particular importance to ISPRM seems to
be input from disabled persons and their advocacy organizations
(78). This holds all the more true since we undoubtedly face a
paradigm change from a medical supply model of the needy to
a rights-based approach of disability services (35, 79).

Strategic alliances, joint ventures and Global Private Public
Partnership. Strategic alliances (80-82) can be seen as networks
of organizations that formally have agreed upon contributing
to the attainment of joint strategic goals by allocating knowl-
edge, resources and manpower to a common strategic pathway.
Legally, strategic alliances can, for example, be realized within
a designated joint venture. In a joint venture 2 or more parties
“pool a proportion of their resources within a common legal
organization” (83, 84) in order to pursue joint projects with
predefined goals, resource allocation, time schedule and outcome
evaluation based on a contract between them (85). Joint ventures
appear to be a legal form well suited to the realization of GPPPs
fusing the resources of private corporations with the knowledge
and moral standing of civil-societal partners (61-63, 86).

EVALUATION AND INNOVATION

Evaluation means the assessment of the organization’s goal attain-
ment. It can be based on retrospective or concurrent evaluation of
implementation activities and, in the ideal case, on prospective
impact assessment of outcomes such as functioning within the
organization’s environment (67, 87). Proof of successful problem-
solving policies is quite difficult for international NGOs since the
success of their global activities may strongly vary across coun-
tries. Most importantly, the ultimate ends of international NGOs
are non-monetary and qualitative in nature. The implementation
of a particular policy may be described, but to measure its success
with hard figures in any way can be next to impossible. If IPSRM,
for instance, were to help build a CBR programme, it then may be
a huge step towards measuring and linking an increase in function
in the population to that initiative. Evaluation of goal attainment
in NGOs thus often has a ceremonial and ritual character aimed
at confirming that one is on the right track (11).

Indicators

Yet, if evaluation strategies have been prospectively integrated
into the organizations’ strategic planning, some hard or quan-
titative as well as soft or qualitative indicators may be avail-
able within a balanced score card concept (24). For example,
this could be the number of guidelines endorsed divided by
the number of planned guidelines, the enhancement of mem-
bership in percent, or the satisfaction of the members with
ISPRM’s work. Fundraising evaluation can help to identify
areas where public interest has focused and where it might be
heading. A prospective definition of the indicator in question
as well as the pursued goal in terms of the same indicator is,
however, a necessary pre-condition. Otherwise, self-fulfilling
prophecies and ad-hoc confirmations of the status quo are
highly probable.
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Member and consumer feedback: survey and web-based
exchange forum

Aregular, say yearly, member survey seems to be an appropriate
evaluation tool with which a constant feedback loop regarding
the ISPRM membership can be institutionalized. Such a survey
should contain some continuously recurring questions in order to
assess change within ISPRM’s member attitudes over the course
of time. Another part of the questions could, conversely, focus
on current problems and decisions at stake.

Also, a forum on the ISPRM website would allow more
spontaneous input from member and consumer side. A sys-
tematic strategy for the analysis of such data needs to be
pre-defined in order to avoid the forum ending up in “much
ado about nothing”.

Innovation: re-adjustment, impact, and organizational change

Innovation may be based on evaluation procedures, but also on
negotiations with internal and external actors, or more sponta-
neous discussions and the creativity of focal actors.

In most cases, the evaluation of an organization’s goal at-
tainment leads to an adjustment of goals and pathways at the
strategic decision level and leaves the organizational vision
and structures untouched. Similar re-adjustments may also be
stimulated by the organization’s impact on the environment

and respective alterations within the perceived opportunity
structure.

In extreme and revolutionary cases, often triggered by the
creativity of influential leaders or changes in the balance
of power between different member groups, organizational
change occurs, eliciting major alterations within the organiza-
tion’s formal structure and, even more seldomly, within the
organization’s vision and mission. In the latter case, a new
organization is born.

CONCLUSION

Using the model of a policy cycle comprising the elements of
goal selection, agenda setting, resource mobilization, imple-
mentation, evaluation and innovation, different policy tools
of potential relevance to ISPRM have been introduced and
discussed. Fig. 2 provides a detailed overview of how these
different policy tools are intertwined along the policy cycle.

The presented policy tools are based on a quite voluntary se-
lection of the authors. Not all of these might be of equal relevance
to ISPRM’s activities. Also, there will be many more instruments
of assistance in attempting to realize ISPRM’s mission.

The presented overview is, however, a promising starting
point for a more systematic policy development of ISPRM.
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Fig. 2. Policy tools in the policy process. NGO: non-governmental organization; IGO: international governmental organization.
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SUMMARY

International non-governmental organizations (NGOs) in offi-
cial relation with the World Health Organization (WHO) face
organizational challenges against the background of legitimate
representation of their membership and accountable procedures
within the organization. Moreover, challenges arise in the light
of such an international NGO'S civil societal mandate to help
reach the “health-for-all” goals as defined by WHO and to fa-
cilitate the implementation of the United Nations (UN) Conven-
tion on the Rights of Persons with Disabilities. The objective of
this paper is to examine how such an international NGO using
the International Society of Physical and Rehabilitation Medi-
cine (ISPRM) as a case in point can address these challenges.
The specific aims are to analyse ISPRM s structures and proce-
dures of internal organs and external relations and to develop
solutions. These possible solutions will be presented as inter-
nal organizational scenarios and a yearly schedule of meetings
closely aligned to that of WHO to facilitate an efficient internal
and external interaction.

INTRODUCTION

As an international non-governmental organization (NGO)
of physicians in official relation with the World Health Or-
ganization (WHO), the International Society of Physical and
Rehabilitation Medicine (ISPRM) clearly has a humanitarian
or civil-societal, a professional, and a scientific mandate to
address the obstacles to realizing the right to health (1).
Until now ISPRM has focused on the fulfilment of its pro-
fessional and scientific mandate. Its current organizational
structure was sufficient and well suited to serving these specific
aims. However, in the process of achieving its goals (2) a set
of challenges has arisen. They include the limits of volunteer
commitment, economic resources, resources available to the

© 2009 The Authors. doi: 10.2340/16501977-0414

central office, membership growth, and questions surrounding
the regional representation and the congress bidding system
(2). These challenges, seen from an internal perspective (1),
imply that their solution might be found in a review of ISPRM’s
organizational procedures and structures.

From an external perspective, ISPRM is expected to live up
to the civil-societal mandate it has been granted by WHO. As
an international NGO in official relation with WHO, ISPRM
has a set of rights and responsibilities (3) that directly trans-
late to a range of challenges to its organizational procedures
and structures (1). ISPRM could review these with respect
to legitimacy, accountability and effectiveness of policy
processes. The organizational structures may then be aligned
with good governance principles of WHO as well as ISPRM’s
evolving role, as described elsewhere (4). Procedures must,
in any case, be clearly defined and self-explanatory to avoid
their perpetual iteration, which can only reduce the time avail-
able for content discussions. Yet, there is no perfect solution
to every challenge — arguments in favour and against can
always be found.

The objective of this paper is to analyse how ISPRM can
develop its organizational structures and procedures suited to
enhance ISPRM’s legitimacy, downward accountability, and
policy process effectiveness.

The specific aims of this paper are to review the current
structures, procedures and challenges of accountability in
light of ISPRM’s civil-societal mandate and of legitimacy
management. Furthermore, this paper aims to present sug-
gested modifications and possible new scenarios of ISPRM’s
organizational structures. Moreover, the current external
liaison structures of ISPRM and respective challenges will be
outlined, and future perspectives of ISPRM’s external policy
relations and suggested adaptations, drawn from current find-
ings, will be presented.

J Rehabil Med 41
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ISPRM’S ORGANIZATIONAL STRUCTURE: CURRENT
SITUATION, CHALLENGES, FUTURE PERSPECTIVES
AND SUGGESTED ORGANIZATIONAL SCENARIOS

ISPRM’s achievements rest on an organizational and proce-
dural structure not unknown in the realm of international pro-
fessional health societies (5, 6). In fact, ISPRM, as is the case
for every NGO in official relation with the WHO, is required
to have a form of constitution clearly stating the organization’s
structures and procedures (3).

Current internal organizational and governance structure

ISPRM defines its internal organizational structures and pro-
cedures as stated in the By-Laws and Policy and Procedures
Document (7, 8). These laws and regulations state the rights
and responsibilities of elected officials and bodies.

The organizational structure of ISPRM (Fig. 1) includes the
President’s Cabinet, the Executive Committee, the Board of
Governors and Regional Vice Presidents. Other committees are
assigned to special fields of expertise or operational tasks, such
as the Nominating Committee or the By-Laws Committee.

The President s Cabinet recommends nominees to the Nomi-
nating Committee. It has the authority to act on issues that
need immediate attention and can pass this ad hoc authority
to the President. He is to act as determined by the Cabinet,
until the next meeting of the Executive Committee and/or
Board of Governors.

The members of the President’s Cabinet are also auto-
matically represented on the Executive Committee. They are
joined by the Executive Director (ex-officio), the Regional
Vice Presidents, one representative at large for the individual
members and one representative at large for the national so-
cieties. The Executive Director is responsible for the overall
operations of ISPRM, whilst the Secretary and Treasurer have
special duties.

Constituency

Selects

Nomination
Comittee

Executive Committee

President’s Cabinet approval

chair

Past President
President Elect

President «—— Vice President

ISPRM’s Board of Governors is the main legislative body
of the society. It consists of the Executive Committee, one
representative for each member nation nominated by the na-
tional societies and the same number of representatives of the
individual members.

The Board of Governors elects candidates to ISPRM’s
governing bodies. It decides on suggested amendments to the
By-Laws, i.e. the constitutional framework of the organiza-
tion which is binding for its members, with a simple majority
of its quorum.

Challenges to ISPRM s internal organizational and governance
structure

ISPRM’s organizational structure and dependant procedures
are deliberate, but complex, and arguably unclear in parts.

An international NGO’s organizational structure needs to
be rooted in 2 underlying themes of designated good govern-
ance — legitimacy and accountability. Legitimacy refers to
the authority to speak for a constituency based on equity in
elections and some form of expertise, or practical legitimacy
to advise or help others (9). Downward accountability (10) is
an intra-organizational trait resulting from good governance.
In addition, accountability is a managerial prerequisite of
a professional organization in terms of capacity, efficiency,
standards and anti-corruption (11).

ISPRM’s past experience has shown that further organiza-
tional development must be centred on the enhancement of
sustainable capacities in terms of personnel, funds, bureauc-
racy, and membership representation (2). Volunteer leadership
and engagement can only carry an organization as far as the
leadership reaches. The focus of control resting on few can
pioneer rapid growth. Yet, this leadership has to be able to
pass its legacy down to accountable others, who are willing
to implement and live ISPRM’s decisions, not just in zones of
indifference (12), but as a matter of conviction. Sustainable
growth needs economic resources as much
as these are needed to uphold a legitimate
and accountable organizational structure for
a growing global membership and the or-
ganization’s mandates. The challenge lies in
bolstering internal participatory structures,
when higher degrees of professionalization,
centralization, and bureaucratization — el-
ementary for the survival of a voluntary,
non-profit NGO — seem to pull in other
directions (13).

v v
Sectretary Treasurer___,.-"'

The organizational challenge of individual

v
Regional Vice
Presidents

v
1 Representative of Individual
Members at large

Non Member PRM Doctors

and Rehabilitation Medicine (ISPRM) (7).
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v
1 Representative of National
Member Society

member representation and suggested solu-
tions. The electoral process to the Board of
Governors and consequently its proportion-
ate composition could be revised to better
define the roles and constituencies of its
members.

To start, the term Governor in the name
Board of Governors could be seen as inap-
propriate. The current Board is so large and

Non Member National PRM Societies

Fig. 1. Internal organizational and governance structure of the International Society of Physical



meets so infrequently that it does not serve the roles usually as-
sumed by a Board of Governors. An orientation towards WHO’s
terminology seems better, i.e. the Assembly of Delegates.

The National Societies are to individually nominate can-
didates to be elected later to the Board to represent them.
Although the procedures in Appendix III of the Policies and
Procedures (8) outline a process for the open nomination of
individual members, nominating committees have, at times,
not communicated clearly to the members how they might
exercise these rights. However, the membership in the past has
submitted very few nominations for any of the ISPRM positions
even when asked explicitly to do so in the News and Views.
Thus, they have been nominated out of the overall member-
ship by a Nomination Committee comprised of already elected
members. This can lead to a limited selection and exclusion
of lesser known individuals.

Also, national societies that pay a lump sum for all their
members may have additional leverage when it comes to voting
through influencing their individual members.

Possible organizational solutions are presented in Table I.
All members of the Council of Presidents could be assigned
to the Nomination Committee, thus limiting the number of
Executive Committee members with approval and disapproval
rights of nominations. The Council of Presidents could itself
elect a chair and co-chair to co-ordinate and guide toward the
new duties. The Nomination Committee would only review
and approve or disapprove nominations. The Board of Gov-
ernors would then nominate candidates directly itself, rather
than having its representatives on the Nomination Committee
suggest nominees. Also, all other members willing to hold
office should be able to be candidates if approved of by the
Nomination Committee.

In terms of recognition of all member votes, a web-based
absentee balloting solution could be discussed. Not all mem-
bers are able to participate in all meetings and congresses to
vote. It should, however, be mentioned that these digital voting
systems have been proven to be problematic in some elections
(14). Also, a postal vote system needs to be reviewed in light
of resource limitations in many parts of the otherwise under-
represented developing world.

This, perhaps initially daunting, task could be handled pro-
fessionally and efficiently by an enlarged central office.

The evolving role of ISPRM as an international NGO 835

Organizational challenges regarding the Presidency and sug-
gested modification. The electoral process to the presidency
could be discussed and potentially revised. The Vice President,
elected by the Board of Governors, succeeds the President
Elect after a 2-year term to become ISPRM’s President for the
following 2 years. This accession process over 2 legislative
periods means the Board of Governors elects a President that
will not serve during its term, thus reducing its direct influence
on the President. Also, because of the selection process of the
individual members on the Board, the process of choosing
a President may lack the input of less well-known or active
members. The Vice President’s role is not clearly defined in the
By-Laws, although his or her term in office as Vice President
serves as a learning period for the future President to gain
familiarity with the governance of the organization through
participating in key committees. Also, the election of ISPRM’s
Regional Vice Presidents by the Board of Governors is chal-
lengeable. Persons with limited influence in the regions they
are to represent may be elected to the Executive Committee.

To meet these challenges the post of Vice President could
be faded out of the present system in favour of shorter, more
directly accountable terms of the Presidency. The constitution
does not state what role the Vice President has. His post can
also be confused with the Regional Vice Presidents, who in
future are to play a more prominent role (1, 4). The electorate
would thus vote on the President to first become President elect
for 2 years. Those favouring this approach believe the term
would allow the President Elect to prepare his Presidency in
full and assist the President at the same time. The enlarged Cen-
tral Office (4), when implemented, could compensate for the
loss of institutional memory by this reduction in personnel.

Also, the ISPRM Regional Vice Presidents need to be
selected or elected by the Regional Societies (4), to be then
approved by Board of Governors. It would then not be the
other way around as in the present system.

Future perspectives — suggested organizational scenarios

ISPRM’s internal policy structures and procedures, as stated
above, could be more democratic in terms of representation
and decision-making. On the one hand, to demand a complete,
democratic regime (15) to be put in place would exaggerate the
point. On the other hand, an NGO reaching out to the world

Table 1. The International Society of Physical and Rehabilitation Medicine (ISPRM) s internal organizational challenges and suggested solutions

Challenge Suggested solution

Pro/Contra

Representation of individual members

the Assembly of Delegates
Composition of the Nomination
Committee

Election of representatives of individual members to

All members of the Council of Presidents alone
assigned to Nomination Committee

Plus in legitimacy and downward accountability
Technical/resource challenges

Prevents self-selection

Plus in legitimacy and downward accountability

Nominations to be placed directly by Assembly of

Delegates

Review of nominations by Nominations Committee

Election of the ISPRM President and the

role of the ISPRM Vice President or General Assembly

President Elect serves a 2-year term to become

ISPRM President for 2 years

The post of ISPRM Vice President is to be faded out

Election of President Elect by Assembly of Delegates

Presidential post is more directly accountable
Technical challenge

Quicker turnaround of terms is more flexible
and appropriately fit to new agenda

Less confusion about Vice Presidencies
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should strive to be as inclusive as possible (13). In order for
ISPRM to be seen as a legitimate representative of regional,
national and individual PRM voices, the organization may
consider modifying its structures and procedures to hear the
whole choir and facilitate more participation (16, 17).

The current political organizational system has many con-
cepts well suited to the time in which it was designed. It was
especially beneficial in realizing ISPRM’s achievements, as
described in an accompanying paper (2). However, no system
is immune to changes in demands set by time and a dynamic
world societal agenda (1). Organizations must evolve over
time just to survive —a fact ISPRM’s leadership has acknowl-
edged by appointing an Organizational Structure Task Force.
The scenarios outlined below are aimed at differing stages of
ISPRM’s perceived future position in world health polity to
accommodate this gradual evolution over time.

The underlying structural principles of the following pos-
sible scenarios are already incorporated in the current system.
These are in particular: (7) the integration of all world levels
through Regional Vice Presidents, (i7) parity in occupancy of
governing bodies between representatives of individual and
national members; (ii7) the accession process in the presidency
to allow the accumulation of institutional memory (18); and
(iv) the democratic foundation to all structures.

Many elements presented below are well known from the
present system, for instance the Executive Committee, the
Board of Governors and the Nomination Committee. The 2
suggested scenarios incorporate these elements with alterations
to their election, composition and responsibilities.

The proposed changes within the present system apply
mainly to the relations between the elements. Furthermore,
innovative ideas are introduced (Figs. 2 and 3).

The reward of organizational change to ISPRM will be an
increase in structural and procedural legitimacy. In other words,
ISPRM will be perceived as the appropriate society to do the job
from an internal and external perspective (9). The challenge will

Constituency

Assembly of Delegates

Executive Committee

President’s Cabinet

Council of

Presidents Past President President

be to gain these perceptions and yet develop a structure that is
effective and efficient within the resources, human and monetary,
available to ISPRM at any given moment in time.

For clarity, from here on we refer to the Board of Governors
as the Assembly of Delegates and to the By-Laws and Policy and
Procedures document as the Constitution. Furthermore, when
mentioning the regions and ISPRM Regional Vice Presidents we
are referring to the current and the envisioned ISPRM regions as
outlined in an accompanying chapter of this special issue (4).

The following 2 scenarios incorporate the above-suggested
modifications to the present system. The composition of the
Executive Committee and the President’s Cabinet is only
changed in relation to the expiring Vice Presidency. The duties
of the Treasurer, the Secretary and the Executive Director, as
well as those of standing committees, special committees or
task forces, are not discussed here. Their role, like that of the
Membership Committee, could be discussed after agreement
on the general organizational structures.

Two-level transitional scenario

This first scenario is designed to serve ISPRM in a transi-
tion phase between the present and the three-level, best case,
scenario described below. It has a two-level structure now
of interest to us (Fig. 2). The lower level is composed of the
Assembly of Delegates; the upper level is represented by the
Executive Committee.

National and regional societies are automatically represented
in the Assembly of Delegates and eligible to vote. Each national
society can send one representative to the Assembly of Delegates
and each regional society can send 2 representatives. This is to
ensure that the few regional societies gain more leverage in terms
of voting in relation to a potentially large number of national
societies. Whoever is present at the Assembly can vote.

The individual members, however, vote on representatives to
the Assembly of Delegates then eligible to vote. Their number
is not to exceed those of the national and regional representa-
tives. No more than 5 individual representa-
tives are to be from 1 single country. Their
eligibility to hold office should by then have
been reviewed in the membership applica-
tion process by the Secretary as in the old
system. The dotted line in Fig. 2 indicates
that the individual members form a kind of
virtual assembly. This is a first reference to
the lowest level of the three-level scenarios,
to be described next.

President Elect

The Assembly of Delegates nominates and

Sectretary & Treasurer

1 Representative of Individual 1 Representative of National

Regional Vice

of National and Regional Societies

nomination & election

ex officio

Non Member PRM Doctors

Fig. 2. Two-level scenario.
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of Individual Members as Representatives 1 Representative for 2 Representatives from |
each National Society each Regional Socie

Non Member National & Regional PRM Societies

elects all candidates to hold office, be they
the presidential candidate, the Treasurer or

; : <+ -2 . . .
Nomination | Members at large Membf’ Society  Presidents ! other Executive Committee or President’s
Comittee | Nomination - Candidate review - Election | ST Cabinet members. The legitimacy and ac-
t T T / .. .
Same number of Representatives countability of the elected is thus assured.

The nominees are reviewed and approved
by the Nomination Committee. The ISPRM
Regional Vice Presidents appointed by the
regional societies ascend to the Executive
Committee after approval by the Assembly of



Delegates. This approval process replaces the electoral process
of the Regional Vice Presidents to the current Board of Gover-
nors, because the Regional Vice Presidents are already elected
officials of their regional societies. This mechanism allows
ISPRM to adhere to the WHO’s requirements of the integration
of regional organizational structures.

Three-level best case scenario

The two-level scenario is complemented in this case by a third
and lowest level (Fig. 3), best designed to incorporate all re-
quirements derived from ISPRM world societal mandate (1) and
an envisioned membership growth. This lowest level is to ensure
amore legitimate and organizationally manageable transmission
of membership rights to their representatives’ powers to govern
ISPRM. Also, an adjusted and more appropriate electoral proc-
ess from a managerial perspective at the same time enhances
downward accountability (10) and democratic legitimacy
towards the member and non-member constituency.

One representative of every national and 2 of every regional
society jointly form the Assembly of National and Regional
societies. On the same level all individual members form the As-
sembly of Individual Members. Both chambers would be chaired
by members of the Council of Presidents. These bodies are vir-
tual assemblies in so far as they only meet on special occasions.
Elections could be administered by the central office by means
of an electronic and postal ballot system. A scheduled meeting,
however, could be devised in order for individual members to
put questions to the President’s Cabinet and discuss policies and
procedures. Such a meeting could be convened at a scientific
Physical and Rehabilitation Medicine (PRM) congress (4).

In this scenario both chambers together form a General As-
sembly, which jointly elects the President Elect. The chambers
each elect 15 representatives to the Assembly of Delegates, one
level above. On the one hand, the limit to 15 candidates for each
chamber is to ensure that the governing Assembly of Delegates

Constituency

Executive Committee

President’s Cabinet

Council of Past
Presidents President

N

President
Elect

President

Sectretary & Treasurer +—

1 Representative of Individual

Members at large Member Societifs

1 Representative of National Regional Vice
Presidents

Nomination — Candidate review - Election !

Nomination 1
Comittee

nomination & election

Assembly of Individual Members of National & Regi

Individual Members

Non Member PRM Doctors
Fig. 3. Three-level scenario.

nomination & election

Non Member National & Regional PRM Societies
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is still manageable when ISPRM’s membership grows. Imagine
60 member countries and, respectively, 60 individual member
representatives voting on a policy item — one on an agenda of
20! On the other hand, a certain number of delegates is needed
to fully reflect ISPRM’s global diversity in membership (19).
The special representation of the regional societies by means
of 2 representatives sent to the Assembly of Delegates is not
incorporated in the three-level scenario. However, the Regional
Vice Presidents are still sent to the Executive Committee after
approval of the Assembly of Delegates. As do their colleagues
on the Nomination Committee, the Assembly chairs screen and
approve nominations to the Assembly of Delegates one level
above outside of the executive structure.

Such a more inclusive three-level system toward the incorpo-
ration of a broad-based and global membership, equipped with
the power to vote on issues and people, enhances the stability
of ISPRM’s internal and external policy. On the one hand, the
more veto players are in place the less likely it is that radical
shifts in the direction of ISPRM’s policies occur (20). On the
other hand, a less accountable leadership can be pioneers in
erecting structures not yet in place (21). This is especially
needed in countries where there are no PRM societies. In the
long run, however, policy structures need to incorporate plural-
ism and democratic parity to uphold sustainable policies. The
success of external activities lies in dependable policies born
out of accountable organizational structures and procedures.

EXTERNAL RELATIONS AND LIAISON STRUCTURES:
CURRENT SITUATION, CHALLENGES, AND FUTURE
PERSPECTIVES

ISPRM’s external relations and liaison structures are equally
important to ISPRM’s further development. They are, in fact,
primarily responsible for ISPRM’s organizational structures
and procedures (1). To be able to respond to external impulses
directed at organizational change and adapta-
tion are favourable attributes of a flexible and
capable international NGO (1, 22).

Current external relations

ISPRM has official working relations with
WHO’s Disability and Rehabilitation (DAR)
team in Geneva. A collaboration plan is in place
and regular formal meetings are held (23).
ISPRM is also part of a group with the other
professional rehabilitation organizations, in-
cluding the World Federation of Occupational
Therapists (WFOT) and the World Confedera-

L R tion of Physical Therapists (WCPT) that meets

for consultations with WHO (24).

Challenges within ISPRM s external relations

The challenges within the collaboration with
WHO (23) involve: (i) the development of
a systematic representation of ISPRM dur-
ing the World Health Assembly (WHA) in
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May every year (3); (ii) the assemblies of the WHO regional
meetings; and (iif) the systematic input by ISPRM delegates
with respect to activities across WHO secretariats relevant to
rehabilitation and PRM. Obviously, meeting these challenges
creates new coordinative challenges, which may be beyond
the powers of an organization run by individual members. As
outlined in an accompanying paper, it is of utmost importance
that ISPRM expands its Central Office (4). This expansion
may include the employment of an officer responsible for
coordinating the activities with WHO and United Nations
(UN) systems.

Since WHO is emphasizing the work within the WHO
regions and since much relevant action is taking place in the
regions, ISPRM may want to further systematically develop
its presence with the regional WHO offices, e.g. by holding
ISPRM sessions at regional conferences (4) and by monitoring
and contributing to the development of policies relevant for
rehabilitation on the regional level. The current WHO/ISPRM
collaboration plan provides the “names of the Regional Vice
Presidents of ISPRM who can serve as regional advisors to
DAR?” (23). The role of these regional points of contact with
WHO offices and collaboration centres and the inclusion of
lower, national and local levels could be discussed (1, 22).

ISPRM currently has no formal mechanism to work with
regional societies with which it shares its constituency, and
it is thus challenged to define its position in relation to them
(2). The WHO principles governing relations with NGOs
explicitly states that an NGO in official relation with WHO
“shall represent a substantial proportion of the persons globally
organized for the purpose of participating in the particular
field of interest in which it operates.” (3). Thus it seems that
regional societies must be able to become ISPRM members
representing their whole region. Since the interests of a whole
region may collide with the particular interests of all national
societies within that region, it makes sense, as described above,
to have representatives for whole regions as well.

Furthermore, negotiating the relationship terms, such as
the principle of subsidiarity, between allies and partners, is
necessary to avoid future conflict (25). In turn, this dialogue
can be used to incorporate regional societies’ experience into
ISPRM’s policy agenda (22), which can lead to influence le-
gitimacy more by addressing then common goals (9). It would
thus seem important to invite regional societies to ISPRM
venues in a call to openly discuss interests and expectations
of possible future membership relations.

Challenges to ISPRM s organizational structures regarding
external relations

ISPRM’s official relation status to WHO implies a set of rights
and responsibilities (3) that entail managerial and organiza-
tional consistency with WHO governing principles. Most
importantly, the membership of such an NGO in official rela-
tion must be able to vote on Policies and Procedures. WHO’s
scrutiny of all official relations is not only directed at reviewing
organizational efficiency and fiscal accountability. The bodies
of'the UN system and its partners are more crucially question-
ing the legitimacy of an organization to act on its behalf (1, 22).
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This suggests that international NGOs affiliated with the WHO
should strive to represent their membership as accurately as
possible. The outlined organizational scenarios aim to take
these arguments into consideration.

Similarly, a non-profit NGO’s role in advising the provision
of publicly funded services once delivered by states to its own
citizens could be subject to some controversy (13). This holds
especially true in light of the fact that an NGO may pursue
activities in states with non-democratic regimes. The NGO may
soon itself become a political space (26), preferably cultivating
democratic values, procedures and skills. Its potential to act
as a bridge between allies and partners of varying resources
and interests requires maintaining its legitimacy, including
representation of its vision through the process of participa-
tory governance (13).

Other external organizations (1) are themselves bound by
codes of conduct and, in most cases, international law. This
holds true for nation states and international governmental
organizations in or outside the UN system as well as other
international NGOs. These possible partners and allies are
thus very sensitive to ISPRM’s legitimacy. Private companies
approached to become possible sources of funds are equally
interested in a partner’s practical and moral legitimacy (9,
27), even more so in view of shareholder interests. In light of
increasing activities in potentially culturally sensitive contexts
(28) ISPRM must be aware of other professional watchdog
NGOs. A good public image is an extremely valuable asset in
times of global mass media (1, 22).

Future perspectives of ISPRM s external relations

The future development of the field of PRM and worldwide
implementation of programmes and initiatives to meet “health-
for-all” goals, as set out by WHO (29, 30) gives exceptional
opportunities to ISPRM. The implementation process of the
UN Convention on the Rights of Persons with Disabilities gives
guidance on what challenges need to be addressed where.

Collaborative initiatives in the form of global public-private
partnerships are only one of many policy tools the organization
can utilize to help meet those challenges (22,27, 31). The other
professional rehabilitation organizations are hereby valuable
allies to ISPRM.

A good example of a collaborative WHO effort involving
a governmental agency, a consumer organization, a trust, a
university and a professional organization is the WHO pub-
lication Guidelines on the provision of manual wheelchairs
in less resourced settings (32). ISPRM has also proven its
capability to consult WHO both on technical guidelines (2)
and other publications (33). The society could now focus on
bringing such partners together and on initiating, leading and
helping implement guidelines and standards in its field of
competence (31).

Toward an organizational development and enlargement,
ISPRM could consider using so called bridging groups, which
may be developed into strategic alliances (22). These would be
comprised of members of existing ISPRM national or regional
societies and of other members from relevant organizations,
such as development agencies. They would first serve as a basis



for information exchange and basic networking between par-
ticipating organizations. In a second step the group could, for
example, utilize its combined resources to reach out to regions
where no PRM organization or even network exists.

One possible scenario may be to send ISPRM representatives
into the advisory or supervisory boards of other organizations,
such as globally active corporations in rehabilitation technol-
ogy (22). Conversely, ISPRM may decide to create an advi-
sory or supervisory board inviting representatives of relevant
intergovernmental organizations (IGOs), other international
NGOs and corporations relevant to PRM. This will provide
for a continuous formal and informal flow of information and
gradual allocation of funding means.

Also, the Executive Committee could decide to assign an
existing or create a new standing committee on strategies to
expand and grow the field of competence outside of areas
of strong ISPRM membership. A standing committee could
look outside of the field at ways one can influence global
health policy as outlined in accompanying papers (1, 22). It,
or another task force, should monitor the work of the WHO
Standing Committee on NGOs to keep track of amendments
to rules, regulations and the official relation status of other
NGOs after review by WHO (34). Also, relations could be
established with the UN Non-Governmental Liaison Service
(NGLS) in Geneva (1, 35).

Lastly, when the time comes to amend its current By-laws,
a policy agenda item (31) for ISPRM could be added with a
vision statement that takes into account the UN Convention
on the Rights of Persons with Disabilities (36), the ICF (37),
the WHA’s Resolution on Disability and Rehabilitation (38),
and finally the vision and mission of the DAR team at WHO
(39).

A possible starting point in finding ways to meet the chal-
lenges within ISPRM’s external relations may be to look at
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the sequel of relevant yearly events. ISPRM may want to more
closely monitor the world health agenda as defined within
WHO governing body sessions (40). To achieve this aim,
ISPRM could review its yearly meeting schedule and seek to
align it to that of WHO.

Therefore, the next step is to outline ISPRM’s yearly timeline
in relation to the meeting agenda of the WHO Executive Board
and of the WHA with suggested adaptations.

SUGGESTED TIMELINE OF YEARLY EVENTS
CONSIDERING INTERNAL AND EXTERNAL
RELATIONS

Depicted in Fig. 4 is the yearly schedule of WHO meetings
responsible for shaping ISPRM’s agenda. Congresses and PRM
venues other than the ISPRM World Congress are not included.
This is to avoid distractions from central correlations.

ISPRM’s meeting schedule should be influenced by two
factors. Firstly, there are ISPRM’s own organizational pre-
requisites to meet and consult regularly. All world levels
need to be involved in the consultation and implementation of
ISPRM’s agenda (22). As outlined in an accompanying paper
(4) a joint ISPRM scientific committee could, for instance,
be created to ensure ISPRM’s involvement in the envisioned
yearly congress organization and the development of a congress
topic list. Also, the above suggested internal electoral system
needs to be scheduled.

Secondly, ISPRM’s meeting schedule is influenced by
WHO'’s meeting schedule, by which the consultations on the
world health agenda are coordinated. ISPRM can utilize its
dependency on WHO agenda setting power by shadowing
WHO’s meeting timeline. This would ensure a timely and ef-
fective deployment of ISPRM’s own policy tools (22, 31) to
efficiently influence the world health agenda.
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Fig. 4. World Health Organization (WHO) and International Society of Physical and Rehabilitation Medicine (ISPRM) timeline.
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WHO meeting schedule

The WHO Executive Board meets in January to revise the
WHO’s Medium-term Strategic Plan and the proposed Program
Budget. The revised documents are handed to the Director
General (DG), who then incorporates suggested amendments
by member state governments. The DG recommends the revi-
sions to the documents at the World Health Assembly (WHA),
as may be necessary. After the WHA the Executive Board meets
for its second session of the year. The Executive Board gives
effect to decisions and policies of the WHA. During the later
part of the year the Medium-term Strategic Plan is implemented
and continually revised at the WHO’s Regional Committee
meetings. The draft Strategic Plan is then again passed to the
Executive Committee for revision at its first session of the
following year. The specific functions of the WHA and the
Executive Board are stated in Table II.

This consultation cycle is open for contributions by external
allies and partners, such as ISPRM. The agenda of the WHA,

the Medium-term Strategic plan and the Program Budget are
published in advance of sessions and revised throughout the
year. ISPRM can thus easily recognize points of interest and
adjust its own strategies accordingly.

ISPRM's meeting schedule

As shown in Fig. 4, it is suggested to hold an additional ISPRM
Executive Committee meeting in February of each year. This
way, last minute changes to the WHA agenda or network
constellations could be acknowledged. Memoranda that the
Assembly of Delegates has voted upon the year before could
thus be amended appropriately. Also, activities to form coa-
litions with member states and other international NGOs at
the WHA could be coordinated and ISPRM representatives
briefed.

It is further suggested to coordinate ISPRM regional and
national working groups or task forces to participate in WHO
regional consultations. These working groups could be chaired

Table 11. Functions of the World Health Assembly (WHA) and the World Health Organization (WHO) Executive Board (40)

Functions of the WHA

Functions of the WHO Executive Board

Article 18

The functions of the Health Assembly shall be:

(a) to determine the policies of the Organization;

(b) to name the Members entitled to designate a person to serve on the

Board;

to appoint the Director-General,

to review and approve reports and activities of the Board and of

the Director-General and to instruct the Board in regard to matters

upon which action, study, investigation or report may be considered
desirable;

to establish such committees as may be considered necessary for

the work of the Organization;

(f) to supervise the financial policies of the Organization and to review

and approve the budget;

to instruct the Board and the Director-General to bring to

the attention of Members and of international organizations,

governmental or nongovernmental, any matter with regard to health

which the Health Assembly may consider appropriate;

to invite any organization, international or national, governmental

or non-governmental, which has responsibilities related to those of

the Organization, to appoint representatives to participate, without
right of vote, in its meetings or in those of the committees and
conferences convened under its authority, on conditions prescribed
by the Health Assembly; but in the case of national organizations,
invitations shall be issued only with the consent of the Government
concerned;

(i) to consider recommendations bearing on health made by the
General Assembly, the Economic and Social Council, the Security
Council or Trusteeship Council of the United Nations, and to report
to them on the steps taken by the Organization to give effect to such
recommendations;

(j) to report to the Economic and Social Council in accordance with

any agreement between the Organization and the United Nations;

to promote and conduct research in the field of health by the
personnel of the Organization, by the establishment of its own
institutions or by co-operation with official or non-official
institutions of any Member with the consent of its Government;

(1) to establish such other institutions as it may consider desirable;

(m) to take any other appropriate action to further the objective of the
Organization.

©
(d)

(e

(&)

(h)

k)

Article 28

The functions of the Board shall be:

(a) to give effect to the decisions and policies of the Health Assembly;

(b) to act as the executive organ of the Health Assembly;

(c) to perform any other functions entrusted to it by the Health

Assembly;

to advise the Health Assembly on questions referred to it by that

body and on matters assigned to the Organization by conventions,

agreements and regulations;

to submit advice or proposals to the Health Assembly on its own

initiative;

(f) to prepare the agenda of meetings of the Health Assembly;

(g) to submit to the Health Assembly for consideration and approval a
general programme of work covering a specific period;

(h) to study all questions within its competence;

(i) to take emergency measures within the functions and financial
resources of the Organization to deal with events requiring
immediate action. In particular it may authorize the Director-
General to take the necessary steps to combat epidemics, to
participate in the organization of health relief to victims of a
calamity and to undertake studies and research the urgency of
which has been drawn to the attention of the Board by any Member
or by the Director-General.

(d)

(e)
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by the Regional Vice Presidents. The working groups would
send reports to the Executive Committee in preparation of
the WHA in May and of the ISPRM congress in June. The
task forces and working groups could reconvene a day or so
before the ISPRM congress to evaluate progress. If neces-
sary, they should then recommend amendments to their own
mandate and plan of action to be voted on by the Assembly
of Delegates.

The biennial electoral process to the Assembly of Delegates
and the Presidency could be held in June to correlate with
ISPRM scientific meetings.

CONCLUSION

The above outline serves to show that ISPRM is in a unique
position to be the leading international, non-governmental
PRM actor. Its official relation status to WHO empowers
ISPRM to actively participate together with many possible
allies and partners in the fulfilment of “health-for-all” goals as
envisioned by the world health policy agenda (1, 3).

However, the current internal structural situation seems to be
inefficient and not well suited to this task. Moreover, ISPRM
may be inadequately equipped to utilize its full potential. In
light of major future challenges, modifications to its current
policy structures may become increasingly relevant. These even
seem mandatory against the background of: (i) an envisioned
growth of membership and the implications for manageability,
accountability and legitimacy; (i7) the self-imposed vision and
mission as outlined in the By-Laws; (7ii) and ISPRM’s duties
toward the WHO and the global PRM constituency.

Sowing the seeds of change necessarily involves strong
regional and national societies willing to take leadership in
the implementation of ISPRM policy agenda. They are the
cornerstones of sustainable growth and influence — notably in
regions where no PRM society exists. Externally, ISPRM must
be conscious of the rights and possibilities it already has with
WHO and must foster new alliances within the world political
system of IGOs and international NGOs.

Additionally, it would be of great advantage to appreciate
fully WHO’s schedule of yearly organizational meetings on
all world levels. Aligning ISPRM’s own meeting schedule to
that of WHO would significantly improve ISPRM’s influence
on, and ability to react to, world health policy.

Finally, the possible solutions to ISPRM’s perceived chal-
lenges outlined in this paper are not to be misunderstood as
being ISPRM’s official position or that of its individual bod-
ies. The main purpose of this paper is to stimulate discussion
of the introduced arguments and suggested scenarios in the
appropriate ISPRM bodies.
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SUMMARY

This paper suggests a comprehensive policy agenda and first steps
to be undertaken by the International Society of Physical and Re-
habilitation Medicine (ISPRM) in order to realize its humanitarian,
professional and scientific mandates. The general aims of ISPRM,
as formulated in its guiding documents, the relations with the World
Health Organization (WHO) and the United Nations system, and
demands of ISPRM s constituency herein form the basis of this
policy agenda. Agenda items encompass contributions to the es-
tablishment of rehabilitation services worldwide and the develop-

ment of rapid rehabilitation disaster response, the enhancement of

research capacity in Physical and Rehabilitation Medicine (PRM),

and the development of PRM societies. ISPRM s possible input in
general curricula in disability and rehabilitation, and in fighting
discrimination against people experiencing disability are discussed.

Moreover, the implementation of the International Classification of
Functioning, Disability and Health (ICF) in medicine, contribu-
tions to WHO guidelines relevant to disability and rehabilitation,

the provision of a conceptual description of the rehabilitation
strategy and the outline of a rehabilitation services matrix are seen

as important agenda items of ISPRM s external policy. With regard
to its constituency and internal policy, a definition of the field of
competence and a conceptual description of PRM, as well as the
development of a consistent and comprehensive congress topic list
and congress structure appear to be crucial items. The proposed
agenda items serve as a basis for future discussions.

INTRODUCTION

The basis for the International Society of Physical and Reha-
bilitation Medicine’s (ISPRM) international role in Physical
and Rehabilitation Medicine (PRM) and rehabilitation is a
comprehensive internal policy agenda in relation to its constitu-
ency, and an external policy agenda in relation to international
institutions including the World Health Organization (WHO),

© 2009 The Authors. doi: 10.2340/16501977-0431

the United Nations (UN) and other non-governmental organiza-
tions (NGOs) in official relation with WHO (1-3). Both sets
of policies may be influenced from the outside as well as from
the inside of the organization (1). They differ analytically, but
in practice are often intertwined.

ISPRM’s guiding documents, the By-laws (4), the Policy
and Procedures (5) and the WHO/ISPRM collaboration plan
(6) serve as a framework for the development of the policy
agenda. They are aligned with the guiding documents of
the Disability and Rehabilitation (DAR) team at WHO and
DAR’s Action Plan (7) and priorities (8), since ISPRM is
an NGO in official relation with WHO (1, 9, 10). Beyond
that, the main anchor point for ISPRM’s policy agenda is the
UN. In other chapters of this special issue on international
perspectives in rehabilitation (1, 3, 9, 10) we have described
basic features of the world societal environment within which
ISPRM operates, policy processes and tools at the disposal
of ISPRM, and organizational structures suited to ISPRM’s
evolving role.

The objective of this chapter is to describe ISPRM’s current
and emerging internal and external policy agenda. The specific
aims are to describe the rationale of each agenda item, to out-
line the current status of ISPRM activity, and to discuss the
next steps ISPRM can take to reach its policy objectives.

EXTERNAL POLICY AGENDA

A distinction is made between agenda items set by the UN
system or from the outside and agenda items set by ISPRM
itself or from the inside.

From the outside ISPRM’s external policy agenda is cur-
rently driven by 3 developments in the UN and WHO context:
(7) the implementation process of the UN Convention on the
Rights of Persons with Disabilities (in the following called UN
Convention (11)); (i7) the call by the World Health Assembly
(WHA) Resolution on Disability and Rehabilitation (in the

J Rehabil Med 41

Journal Compilation © 2009 Foundation of Rehabilitation Information. ISSN 1650-1977



844 G. Stucki et al.

following called WHA Resolution) to expand rehabilitation
capacity (12); and (iif) the implementation of the International
Classification of Functioning, Disability and Health (ICF)
(13) into medicine and, more specifically, into rehabilitation
(14-17).

From the inside ISPRM’s external policy agenda is driven by
the need: (7) to conceptualize rehabilitation as a health strategy
based on the ICF and relevant to all health professions; and
(i7) to develop an internationally shared understanding of the
principles of rehabilitation services provision along the con-
tinuum of care and within the broader perspective of health
services and care delivery.

Supporting the establishment of rehabilitation services
worldwide

Rationale of agenda item. The WHA Resolution stresses “that
80% of people with disabilities, particularly in the child popu-
lation, live in low-income countries and that poverty further
limits access to [...] rehabilitation services [...].” (12). The
WHA resolution thus requests the Director General of WHO
“[...] to provide support to Member States in strengthening
national rehabilitation programmes [...]”, and urges member
states “[...] to promote [...] full physical, informational, and
economic accessibility [...] to health and rehabilitation services
[...]”. By the same token, the UN Convention recognizes “[...]
the importance of accessibility [...] to health and education and
to information and communication, in enabling persons with
disabilities to fully enjoy all human rights and fundamental
freedoms [...]”, and requests that states parties “shall organ-
ize, strengthen and extend comprehensive habilitation and
rehabilitation services and programmes, particularly in the
areas of health, employment, education and social services”
(11). The UN convention also recognizes “the importance of
international cooperation for improving the living conditions
of persons with disabilities in every country, particularly in
developing countries [...]” (11). ISPRM, as an NGO in of-
ficial relation with WHO, is therefore requested to address
these issues.

Status of ISPRM activities. In the past, ISPRM has contributed
to WHO DAR’s Community Based Rehabilitation (CBR)
guidelines, the WHO Violence and Injury Prevention trauma
guidelines, and the World Report on Disability and Rehabili-
tation (2). Also, ISPRM is contributing to a WHO report on
“International Perspectives in Spinal Cord Injury” (IPSCI)
(18) which reviews the current situation of spinal cord injury
rehabilitation and beyond.

A set of activities is evolving in the context of the newly
established network of professional organizations in official
relation with WHO’s DAR team. In a meeting of the DAR pro-
fessional organizations network during the 61 WHA assembly
in 2008, in which ISPRM participated, the need to develop
a document outlining the minimum requirements to build a
national rehabilitation programme covering all specializations
(Physical Therapy, Occupational Therapy, PRM, etc)” was
recognized. A “needs assessment for physical rehabilitation
services in developing countries” was called upon, as well as
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the development of “guidelines for service provision”, and
guidelines for people with disabilities “and their role in their
own care, in line with CRPD (Convention on the Rights of
Persons with Disabilities; the authors (11)) Article 26” (19). A
meeting to build consensus on the next steps was envisioned.
Furthermore, “educational programs so that services are avail-
able in rural districts” are planned and the development of
consulting capacity of policy makers in rural areas and outreach
support were seen as targets of joint activities (19).

Next steps. In addition to the described and ongoing activities
in collaboration with DAR and its professional organizations
network, ISPRM may commission a discussion paper on the
agenda item. The paper could review the current situation
of PRM in the provision of rehabilitation services in low re-
sourced settings and discuss how ISPRM can support the work
of PRM physicians in these areas. The paper could also explore
possible collaborations with other organizations involved in
fostering rehabilitation services provision in low resource
countries, such as the International Society of Prosthetics and
Orthotics (ISPO) and the International Rehabilitation Forum
(20). Considering the importance of the issue, ISPRM may
consider the formation of a committee.

Developing rapid rehabilitation response to natural and man-
made disasters

Rationale for agenda item. War, terrorism, civil unrest, epi-
demics, earthquakes, flooding and storms may result in a sud-
den onslaught of huge numbers of catastrophic and disabling
injuries. National governments, NGOs, and the UN develop
sophisticated plans to respond to disasters. Rapid rehabilitation
response and specific strategies to protect and evacuate people
with disabilities are important elements of complete disaster
response programmes. Governmental plans seldom recognize
the acuity of medical rehabilitation. The responses to recent
disasters ranging from the Indonesian tsunami (21, 22) to the
wars in Iraq and Afghanistan (23-25) involved limited efforts
to provide acute medical rehabilitation for the local popula-
tions. Conversely, in the earthquake in China in May 2008 the
rehabilitation perspective was considered from the first day, and
PRM physicians including members of ISPRM were involved
in the planning and execution of the rescue effort.

Status of ISPRM activities. In the WHO DAR professional
organizations meeting this agenda item has been identified
as an important issue. The World Federation of Occupational
Therapists reported on ongoing activities (19).

Next steps. In addition to the ongoing activities in collabora-
tion with DAR and its professional organizations network
ISPRM may commission a discussion paper on the agenda
item. The paper could review PRM’s role in rehabilitation
service provision in recent disasters, discuss lessons learned
and outline how the rehabilitation perspective can be enhanced
in organizations involved in disaster response. Such a paper
could serve as input from PRM’s perspective for the respective
ongoing DAR activity.



Enhancement of research capacity

Rationale for agenda item. The WHA resolution urges mem-
ber states to “develop their knowledge base” and particularly
highlights the “importance of reliable information on various
aspects of disability prevention, rehabilitation and care” (12).
In this it is clearly recognized that “today’s investments in
rehabilitation research are investments in improved rehabilita-
tion care in the future” (26).

The challenges to build research capacity have been sum-
marized in 2 recent initiatives, the Rehabilitation Summit in
the USA (27) and an initiative by the Journal of Rehabilita-
tion Medicine (JRM) to conceptualize, organize and develop
human functioning and rehabilitation research based on the
ICF as a unifying model (28, 29). The latter is in line with the
notion by WHO’s DAR team that the “ICF should be used to
put order into research” (19).

Status of ISPRM activities. ISPRM is currently addressing this
agenda item through its contribution to the DAR professional or-
ganizations network where this agenda item is being explored.

Next steps. In addition to the ongoing activities in collabora-
tion with DAR and its professional organizations network,
ISPRM may commission a discussion paper on how to develop
rehabilitation research capacity from the perspective of PRM.
This paper could build on the 2 mentioned initiatives. Beyond
the issues discussed in these initiatives it should explore how
an NGO such as ISPRM can contribute to building research
capacity internationally and particularly in low resourced
countries (1). For this, one could draw on relevant experiences
including the European School Marseilles, France, the Euro-
Mediterranean Rehabilitation PRM School in Syracuse, Italy
and the work by the American Austrian Foundation (AAF).
The paper could serve as input from PRM’s perspective for
the ongoing DAR activity.

ISPRM may also explore how it could contribute to a more
widespread use of the ICF to enhance the relevance and
comparability of disability statistics worldwide and the con-
sideration of disability in addition to mortality in international
health policy.

Development of PRM societies for low resource settings

Rationale for agenda item. The development of PRM societies
in low resourced settings is an important means to achieve
the goals of the UN Convention and WHA Resolution. It is
a highly desirable condition for building sustainable medical
rehabilitation service provision. There are regions where no
PRM societies, and even no PRM, exist. It has, for instance,
been reported that in Sub-Saharan Africa, only 6 PRM doctors
serve 750 million Africans (30).

Status of ISPRM activities. Based on a list of PRM societies,
ISPRM has identified the countries that currently do not have
a PRM society (1).

Next steps. It is envisioned that ISPRM commissions a dis-
cussion paper on how to facilitate the development of PRM
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societies. The paper could review the state of rehabilitation
and PRM within the countries that do not have a PRM society
(1, 30). The latter task will, in part, be covered by the WHO’s
World Report on Disability and Rehabilitation (31), to which
individual ISPRM members as well as the organization as a
whole are providing input. The paper could also discuss how
to involve PRM physicians from developing regions, such as
Sub-Saharan Africa (30) in ISPRM’s policy processes, e.g.
through an observer status in the Board of Governors.

General curricula in disability and rehabilitation

Rationale for agenda item. All medical doctors and allied
health professions are confronted with issues related to func-
tioning and disability. Besides the education of PRM doctors
and academic researchers in PRM, all medical students, health
professionals and medical researchers should therefore receive
basic training in disability and rehabilitation. Unfortunately,
many respective curricula currently do not include appropriate
modules in functioning, disability and PRM.

Status of ISPRM activities. ISPRM is contributing to the plan
of WHO’s DAR team to design curricula “on disability and
rehabilitation for schools of public health, medical schools,
and other institutions training personnel for work in broader
public services” (7). In this context ISPRM has contributed
to a review of curricula on violence and injury prevention and
disability called TEACH VIP.

Next steps. As the only physician organization in official rela-
tion with DAR, ISPRM could facilitate the work of WHO’s
DAR team by commissioning a discussion paper that specifi-
cally addresses how functioning and disability could best be
included in curricula for medical doctors.

Fighting discrimination and promoting comprehensive views of
disability

Rationale for agenda item. According to the UN Convention,
discrimination against people with disabilities is a worldwide
major political issue. This discrimination may be a product of
the medical model of disability in conjunction with cultural
ideas about personal guilt and punishment (32). Also, the view
that disabled people are of no value to, and need to be cared for
by, society because they are no longer productive in economic
terms, still prevails in some countries.

Status of ISPRM activities. ISPRM may contribute to chang-
ing underlying attitudes towards the recognition “that people
with disabilities are important contributors to society and that
allocating resources to their rehabilitation is an investment
[...]” (12). Towards this goal ISPRM has an important role in
promoting and disseminating the comprehensive ICF model of
disability which is reconciling the social and the medical model.
In particular, the social aspects need to be highlighted, i.e. that
it may be the environment that causes the disability and not
only impairments. Indeed, blaming the environment including
health and social services is a strategy of keeping the person
from being discriminated against.
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Next steps. The strategic pathway regarding ISPRM’s contribu-
tion to fighting the global discrimination against people with
disabilities may entail the publication of a discussion paper
elaborating, for example, the anti-discriminative potential of
the ICF.

Implementation of the icf'in medicine

Rationale for agenda item. The ICF is becoming the unifying
and universal model for rehabilitation practice (15, 16, 33-35)
and research (28, 29). In addition, the ICF is instrumental for
comparable and meaningful disability statistics and the fighting
of discrimination and the promotion of comprehensive views
on disability, as outlined in previous sections of this paper.
While the ICF is now widely accepted as the unifying and
universal conceptual model for rehabilitation and PRM, it is
not yet widely implemented in clinical practice (34).

Status of ISPRM activities. To facilitate the implementation of
the ICF in medicine and rehabilitation in particular, practical
tools such as the ICF Checklist and the ICF Core Sets have
been developed (34). ISPRM is spearheading the development
of the ICF Core Sets in close collaboration with other inter-
national organizations, WHO and the ICF Research Branch
of the German WHO Family of International Classification
(DIMDI) (www.icf-research-branch.org). ICF Core Sets have
been developed along the continuum of care and across a
wide spectrum of health conditions (34, 36, 37). Currently,
a Generic ICF Core Set which serves as general reference is
underway (38).

While the development of the ICF Core Sets has been
conducted under the auspice of WHO’s Classification, Termi-
nology and Standards (CTS) team, the implementation of the
ICF and ICF Core Sets in rehabilitation is under the auspice of
WHO’s DAR team, with which ISPRM is in official relation.

Next steps. The first 2 steps along the strategic pathway to-
wards implementing the ICF in PRM are the adoption of the
ICF and the endorsement of the WHO ICF Core Sets by the
ISPRM board. The third step is the ratification through the
national societies in a process outlined in another article in
this special issue (9).

To facilitate the implementation based on the scientific litera-
ture (15, 16, 34, 35) ISPRM may consider the development of
manuals on using the ICF in clinical practice and on translating
values obtained with specific measurement instruments such
as the Functional Independence Measure (FIM) into the ICF
and vice versa (34).

In addition, ISPRM may consider the development of web-
based training tools, or facilitate the link to existing training
tools, such as the ICF Case Studies (www.icf-casestudies.org).

A special issue featuring studies on the implementation of the
ICF in concrete clinical settings inviting authors from different
world regions and implementing the ICF along the continuum
of care could enhance the implementation process.

Finally, and most importantly, ISPRM may want to collabo-
rate with WHO’s DAR team, which is leading the implementa-
tion of the ICF within WHO and worldwide in the development

J Rehabil Med 41

of a WHO Technical Guideline for the Implementation of the
ICF in Rehabilitation Practice. In this case, and considering
both the importance of the ICF agenda item and the wide range
of activities, the formation of an ICF Implementation Com-
mittee seems advisable.

WHO guidelines and glossary on terminology relevant to
disability and rehabilitation

Rationale for agenda item. 1t is almost a normative expecta-
tion that an international medical society such as ISPRM is
involved in the production and publication of guidelines on
health intervention standards and procedures. Guidelines are
of utmost value to clinical practice, since they provide the
basis for the development of more or less flexible routines
(39) that are informed by the current state of evidence and
expert opinion. A guideline can be understood as a document
containing recommendations about health interventions,
whether they are clinical, public health or policy. One may,
for example, differentiate between emergency, standard, and
management guidelines. Prerequisite for guidelines that can
be applied globally is a unified terminology in disability and
rehabilitation.

According to the WHO DAR Action Plan 2006-2011 (7),
a number of guidelines relevant to PRM have recently been
published, are currently being compiled or are planned.

In collaboration with the Measurements and Health infor-
mation Systems (MHI), the UN Statistics Division and the
Washington Group on Disability Statistics, guidelines on
appropriate data collection methods addressing the need for
disaggregated gender-specific disability statistics at the country
level are envisioned. Likewise, guidelines on strengthening
medical rehabilitation services are currently being developed.
Furthermore, guidelines on the provision of manual wheel-
chairs in less-resourced settings (40) have been published.
Guidelines for training personnel in developing countries for
prosthetics and orthotics services (41), as well as guidelines
for CBR are in preparation (18). Another important item of the
WHO DAR Action Plan is a glossary on terminology relevant
to disability and rehabilitation.

Status of ISPRM activities. ISPRM has already contributed
to the review of, and as advisors for, a WHO guideline on
CBR, which will be published in 2009. Collaboration in the
compilation of a position paper for medical rehabilitation is
provided according to ISPRM’s work plan with WHO: “ISPRM
will continue to be actively involved and to contribute to the
revised position paper on strengthening medical rehabilita-
tion and any other activities in relation to this; by attending
informal and formal meetings and the submission of written
reports and by commenting on revised versions. The new posi-
tion paper on strengthening medical rehabilitation will include
and comprehensively cover aspects brought in by the expertise
from ISPRM” (6). ISPRM’s collaboration with regard to the
glossary that is going to be included in the WHO World Report
on Disability and Rehabilitation (31) encompasses reviews by
ISPRM representatives and ISPRM’s representation on the
advisory committee.



Next steps. ISPRM may review already published guidelines
and, if applicable, adopt them by a vote of ISPRM’s Board
of Governors or Assembly of Delegates. Beyond adoption,
ISPRM may develop a ratification process for guidelines by
ISPRM member countries following the procedures outlined
in another chapter of this special issue (9).

As far as the guidelines currently under development are
concerned, ISPRM may consider enhancing its input and could,
accordingly, evolve its activities in the next work plan with
WHO’s DAR team.

Conceptual description of the rehabilitation strategy

Rationale for agenda item. As outlined in another article in
this special issue, conceptual descriptions and definitions are
powerful tools influencing the perception of real world problems
by internal and external players (9). A conceptual description
and derived definitions of rehabilitation are thus instrumental
in achieving the goals outlined in the UN Convention (11) and
the WHA resolution (12). More specifically, they facilitate the
development of a common understanding within the rehabilita-
tion professions in order to act in concert to enhance rehabilita-
tion capacity worldwide. By the same token, they are essential
for the successful development of the professional discipline
of PRM (42).

When describing and defining rehabilitation, it is useful and
necessary to distinguish between different understandings or
applications. From a public health perspective, rehabilitation
can be understood and described as a strategy in healthcare.
Other strategies include prevention, cure and support. From
the perspective of care provision, the rehabilitation strategy
is instrumental for the understanding and definition of profes-
sional disciplines including the medical specialty PRM (42).
From a primarily scientific perspective, the rehabilitation
strategy serves as a basis for the understanding and description
of distinct scientific fields, including integrative rehabilitation
sciences or biomedical rehabilitation sciences and engineer-
ing (43-45).

There is no single appropriate definition of rehabilitation
understood as a health strategy. For example, a legal definition
may differ from definitions suitable for the perspective of serv-
ice providers and payers, policy-makers, advocacy groups or
scientists. In addition, depending on the purpose, one may, for
example, wish to use a comprehensive or a brief definition.

To facilitate purpose-tailored, but consistent, definitions of
rehabilitation, the development of a conceptual description
that can serve as reference seems most useful. Considering
the ICF as an emerging unifying model for functioning and
rehabilitation a conceptual description should be based on the
ICF and use its taxonomy.

An ICF-based conceptual description can overcome the
limitations of past definitions of rehabilitation that have been
criticized for their narrow perspective based on the biomedical
model. They include the WHO’s definition of rehabilitation
from 1981 (46) and the UN standard rules from 1993 (47).
Whilst the biomedical perspective is essential in enabling peo-
ple to achieve optimal physical capacity, other approaches are
equally important. They include approaches that focus on the
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factual performance of individuals in their concrete life situa-
tion, which aim at the empowerment of proxies and caregivers
of the person, and which create a facilitating environment by,
for instance, removing environmental barriers.

Status of ISPRM activities. Towards a globally accepted ICF-
based conceptual description of the rehabilitation strategy
(Table I), JRM has recently published a discussion paper and
subsequent letters to the editor (48). A derived short definition
describes rehabilitation as the health strategy applied by PRM
and professionals in the health sector and across other sectors
that aims to enable people with health conditions experiencing
or likely to experience disability to achieve and maintain opti-
mal functioning in interaction with the environment (48).

Next steps. Considering the importance of a conceptual de-
scription and derived definitions of the rehabilitation strategy,
ISPRM may prioritize this agenda item in its work with WHO’s
DAR team. As a first step towards a globally accepted and
ICF-based conceptual description of the rehabilitation strategy
ISPRM thus brought the agenda item to the attention of DAR
and its professional organizations network during the meeting
held during the 61 WHA in 2008. In the envisioned process
towards a universally accepted conceptual description, ISPRM
may consider the development of a position statement based
on the JRM discussion paper.

Table 1. ICF-based conceptual description of rehabilitation strategy
(48) (ICF terms in the proposed ICF-based conceptual description are
marked in bold)

Rehabilitation is the health strategy which

based on WHO’s integrative model of human functioning and

disability

applies and integrates

= biomedical and engineering approaches to optimize a person’s
capacity

= approaches which build on and strengthen the resources of the
person

= approaches which provide a facilitating environment

= approaches which develop a person’s performance in the
interaction with the environment

over the course of a health condition;

along and across the continuum of care,

= ranging from the acute hospital to rehabilitation facilities and the
community;

and across sectors

= including health, education, labor and social affairs

with the goal

= to enable people with health conditions experiencing or likely to
experience disability to achieve and maintain optimal functioning

Rehabilitation is

= the core strategy for the medical specialty PRM,

= a major strategy for rehabilitation professions,

= arelevant strategy for other medical specialties and health
professions, service providers and payers in the health sector,

= and a relevant strategy for professionals and service providers
across sectors caring for or interacting with people with health
conditions experiencing or likely to experience disability.

ICF: International Classification of Functioning, Disability and Health;
PRM: Physical and Rehabilitation Medicine; WHO: World Health
Organization.

J Rehabil Med 41



848 G. Stucki et al.

Rehabilitation services within health services matrix

Rationale for agenda item. According to the WHO DAR action
plan (7), “the number of people with disabilities is increas-
ing due to population growth, ageing, emergence of chronic
diseases and medical advances that preserve and prolong life.
[...]. These trends are creating overwhelming demands for
health and rehabilitation services”.

A prerequisite to meet these demands is an internationally
shared understanding of the principles of rehabilitations serv-
ices provision within the broader perspective of health services
and care delivery. Recognizing the large international variation
in the types of services provided and their financing, basic
principles guiding rehabilitation services provision along the
continuum of care, for varying health conditions, and involving
different levels of care in varying environments may be identi-
fied. An envisioned matrix of rehabilitation within the broader
context of health services and care provision may facilitate the
specification of services tailored to a specific context and hence
foster an effective and efficient service provision.

Status of ISPRM activities. ISPRM has brought the agenda
item to the attention of the DAR meeting with the profes-
sional organizations network during the WHA in 2008. During
this meeting it was emphasized that the ICF should serve as
reference for a matrix with regard to intervention goals. The
matrix should further “cover different time frames: acute, post
acute, maintenance or habilitation” (19). The matrix should
also “be applicable across different care settings (tertiary,
secondary, primary — community and family) and highlight
the need for a continuum of care” (19). It was decided that
“WHO will develop an outline of the objectives of the matrix
and process for development for feedback by the professional
organizations” (19).

Next steps. Next steps on the strategic pathway towards the
development of a rehabilitation services matrix include a
review and discussion of the draft proposal within ISPRM’s
executive board and the publication of a discussion paper in
order to prepare for further discussions within DAR’s profes-
sional organizations network.

INTERNAL POLICY AGENDA

ISPRM’s internal policy agenda is driven by activities per-
ceived by its members to be of value to them. The agenda is
limited by the resources available to achieve all of interest to
the members.

From a policy perspective, a re-emerging current topic is
the definition of the “field of competence” of PRM. Examples
are an initiative of the professional practice committee of the
European Union of Medical Specialists (UEMS), which aims
to specify PRM’s “field of competence™ (49, 50).

The key difficulty in defining the field of competence of
PRM physicians may lie in the fact that PRM is not defined
by a disease or organ system, but rather by limitations of
functioning associated with health conditions in interaction
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with personal and environment factors. As a result of this
complexity, PRM is a highly interdisciplinary area in both
practice and research.

The discussion regarding the field of competence of PRM is
timely since we can now build on the ICF as a unifying model
for PRM allowing to conceptualize PRM as the “medicine of
functioning” (33, 42, 51, 52) or to identify a comprehensive
set of topics relevant for PRM congresses (53).

Conceptual description of PRM

Rationale for agenda item. An essential element for the
definition of the field of competence of PRM is a respective
conceptual description. A conceptual description can serve as
basis for derived definitions suited for specified purposes and
audiences (42). A conceptual description and derived defini-
tions of PRM are likely to foster a common identity of PRM
physicians and make the field more attractive for medical
students and other physicians.

Both the scientific basis of functioning and the conceptual
issues, such as the definition of the field of competence, are
of importance to develop a rehabilitation strategy. Thus co-
operation both with scientific and professional organizations
is important, for instance in Europe these are the European
Society of PRM (ESPRM) and UEMS PRM-Section and Board.
The Professional Practice Committee has already started a
process to define the field of competence of PRM as well as
the relations with other health professionals, in a series of
statements and position papers.

Status of ISPRM activities. A discussion paper providing a first
version of an ICF-based conceptual description of PRM has
been published in JRM (42). A modified version of the suggest-
ed conceptual description of PRM is reprinted in Table II.

Next steps. The basis for the development of an ICF-based
conceptual description and derived definitions of PRM is the
adoption of the ICF as the unifying framework for PRM by
ISPRM’s Board of Governors, as mentioned under the respec-
tive agenda item.

Next steps could include the review of a proposed con-
ceptual description and definitions and related letters to the
editor published in JRM within ISPRM’s governing bodies. A
position paper could then be drafted by an author team com-
missioned by ISPRM’s executive committee. After voting on
the draft and possible amendments, an ISPRM position paper
could be published.

A brief definition derived from the conceptual description
may then be included into an envisioned revised ISPRM con-
stitution (Bylaws and Policy Principles (4)). Finally, a ratifica-
tion process by national societies along the lines described in
another article in this special issue (9) is conceivable.

Congress topic list and congress structure

Rationale for agenda item. Scientific conferences are in-
strumental in the development of scientific fields or “fields
of competence”. Conferences bring scientists together and



Table II. /ICF-based conceptual description of the medical specialty
Physical and Rehabilitation Medicine (PRM) (42) (ICF terms in the
proposed description are marked in bold)

PRM is the medical specialty which based on
¢ the diagnosis and treatment of health conditions,
¢ WHO's integrative model of human functioning,
¢ and rehabilitation as its core health strategy.
¢ assesses functioning in relation to health conditions, personal and
environmental factors
¢ performs or applies biomedical and engineering interventions to
optimize capacity
suitable to:
= stabilize, improve or restore impaired body functions and
structures,
= prevent impairments, medical complications and risks
= compensate for the absence or loss of body functions and
structures
¢ leads and coordinates intervention programmes to optimize
performance
= in a multi-disciplinary iterative problem-solving process
= performing, applying and integrating a wide range of
biomedical, psychological and social interventions
¢ provides advice to patients and their immediate environment,
service providers and payers
= over the course of a health condition
= along and across the continuum of care from the acute hospital
to rehabilitation facilities and the community
= and across sectors from health, education, labor to social affairs
¢ manages rehabilitation, health and multi-sectorial services
¢ informs and advises the public and decision makers about suitable
policies and programmes in the health sector and across the other
sectors which
= provide a facilitating larger physical and social environment;
= ensure access to rehabilitation services as a human right;
= and empower practitioners to provide timely and effective PRM
care
with the goal
¢ to enable people experiencing or likely to experience disability to
achieve and maintain optimal functioning in the interaction with
the environment

ICF: International Classification of Functioning, Disability and Health;
WHO: World Health Organization.

foster the exchange of ideas as well as the formation of a com-
mon identity. Against this background, continuity of topics
discussed at scientific conferences in a field of competence
is essential to develop both, science and clinical practice. A
list of topics to which participants can refer when submitting
abstracts and presentations defines the field on the one hand,
and encourages researchers interested in these topics to attend
a conference on the other.

For scientific societies that are organizing congresses, it
is therefore worthwhile to carefully define the topic list for
the free submission of abstracts (either for poster sessions or
presentations). In the case of conferences in PRM, topics need
to be related to PRM practice, but should also be attractive
for PhD researchers working in such diverse fields as biology
and sociology and focusing on the understanding of human
functioning from the cell to society.

Until now topics of international PRM congresses, including
the ISPRM world congress (3), have varied widely, leading to
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varying coverage of issues relevant to PRM and limited con-
tinuity and institutional memory. Appendix II of the ISPRM
Policies and Procedures (5) provides only general guidance
regarding the topics to be provided at World Congresses.

Status of ISPRM activities. To foster a shared understanding
of the field of PRM, the ESPRM has initiated the discussion
towards the development of a topic list (53) and a minimal
structure for international PRM congresses (54).

Next steps. ISPRM may consider the development of a topic list
(53) and a minimal structure for international PRM congresses
(54) in close collaboration with the large regional societies,
including Asia-Oceanian Society of Physcial and Rehabilita-
tion Medicine (AOSPRM), European Society of Physcial and
Rehabilitation Medicine (ESPRM) and Asociacion Médica
Latinoamericana de Rehabilitacion (AMLAR). This would fa-
cilitate envisioned joint congresses of ISPRM in collaboration
with regional societies (3). When developing a topic list for
abstract submission it should provide orientation, but should
also allow flexibility. Topics thus need to be broadly defined,
providing leeway for innovation and specific focus.

As a final step ISPRM may endorse a topic list in concert
with the regional societies and set a date for revision. The
topic list could then become binding for abstract submissions
to future congresses.

DISCUSSION

This paper has described the main current policy agenda items
focusing on external policies (see Table III). Some agenda
items are quite clearly contoured; others are complex and
need long-term development and more extensive discussion
within ISPRM’s governing bodies, with other rehabilitation
professions, disabled persons organizations and so forth.
Also, there are a range of additional items that will require
attention in the future. These include clinical curricula and
clinical guidelines.

While it may be perceived as less tangible than congresses
and clinical guidelines, ISPRM’s members will probably ben-
efit from the development of ISPRM’s external policy agenda.
This includes an increased recognition of the specialty by
the WHO and the UN, as well as other medical disciplines
and health professions, disabled persons organizations and
the general public, including people with disabilities. Efforts
to increase rehabilitation capacity worldwide will enhance
the opportunities of PRM physicians to provide services and
care to people in need of rehabilitation. A central challenge
hereby is funding, an issue that has been addressed in some
detail in another chapter in this volume (3, 9). The authors
wish to invite ISPRM members and the wider constituency
to participate in an open debate on the suggested policy
agenda. It must be emphasized that this paper discusses only
selected policy agenda items. A broad discussion will need
to introduce new and worthwhile aspects of future political
engagement.
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Relation to UN system

WHO-DAR professional
organizations initiative

UN Convention;
WHA Resolution

1. Development of topic list
2. Endorsement of topic list

Discussion paper
1. Position paper

Next steps
Implementation 2. Integration into ISPRM constitution

Policy process
Implementation

stages*
Agenda setting
Agenda setting

Type of mandate
Professional;
Scientific;
Humanitarian
Professional
Scientific;
Professional

Status of ISPRM
activity
Discussion paper;

UEMS initiative
Discussion papers

External and Envisioned

Internal/
External
Internal

Internal
*The policy process stages refer to the policy cycle introduced in an accompanying paper (9). Goal setting is the process of defining and prioritizing goals. Agenda setting means the communication of an

issue and related goals to specific audiences. Resource mobilization refers to fundraising and human engagement. Implementation means the realization of goals in real world settings. Evaluation refers to

outcomes assessments.

Health; ISPRM: International Society of Physical and Rehabilitation Medicine; PRM: Physical and Rehabilitation Medicine; UEMS: European Union of Medical Specialists; UN: United Nations; WFOT:

DAR: Disability and Rehabilitation; FDRG; The Functioning and Disability Reference Group; FIC: Family of International Classification; ICF: International Classification of Functioning, Disability and
World Federation of Occupational Therapists, WHA: World Health Assembly; WHO: World Health Organization.

within health services matrix Internal

Agenda item/strategic goal
Rehabilitation services
Conceptual description of
PRM and the definition of
the field of competence
Congress topic list and
congress structure

Table II1. Contd.

—_

oo

10.

11.

14.

15.

17.

19.

20.

21.
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