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physical and Rehabilitation Medicine (pRM) is an inde-
pendent medical specialty focusing on the improvement of 
functioning. a shared understanding of concepts is of vital 
importance for integrated action in this field. The aim of 
the present paper is to provide a conceptual model of pRM, 
to give background on its development and adoptions, and 
to explain the choice of terms, phrases, and concepts. it is 
based on the terms and concepts of the international clas-
sification of Functioning, Disability and Health (ICF) that 
provides a widely accepted conceptual model and taxonomy 
of human functioning. Based on the White Book on physi-
cal and Rehabilitation Medicine in Europe of 2006 a first 
proposal for a conceptual description of rehabilitation has 
been published in 2007. this proposal has been subjected 
to comments for modifications and amendments. E.g. it was 
underlined that pRM can apply both a health condition per-
spective including curative approaches and measures aiming 
at body functions and structures and a multi-dimensional 
and multi-professional team approach aiming to optimize 
functioning from a comprehensive functioning and disability 
perspective. the interaction between the pRM specialist and 
the person should be characterized as a partnership. pRM 
specialists work across all areas of health services and across 
all age groups. in summary, the specialty of pRM is charac-
terized as the medicine of functioning.
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BaCkgrounD

Physical and Rehabilitation Medicine (PRM) is an independent 
medical specialty working in prevention, therapy and rehabilita-
tion. Its main focus is on the improvement of functioning (1, 2). 

PrM is a growing discipline. Various societal and medical trends, 
including the ageing of populations, the increasing number of 
people with functional limitations due to improving survival rates 
in different disease entities (e.g. stroke, spinal cord injury, multiple 
trauma) and the need of elderly workers to remain integrated in 
the workforce despite the presence of chronic illnesses, call for 
an increasing importance of rehabilitation in the future. 

PrM deals with various disease entities with functional limita-
tions (1–3). It is therefore a medical specialty that is not defined 
by a disease or organ system. Functioning and its limitations are 
important in acute, post-acute and the long-term care of persons 
with disabling and/or chronic health conditions. The International 
Classification of Functioning, Disability, and Health (ICF) of the 
World Health organization (WHo) provides a widely acknow-
ledged and accepted conceptual model and taxonomy of human 
functioning, including body structures and functions, activities 
and participation, as well as the contextual factors (4). 

PRM is part of the multi-disciplinary and multi-professional 
field of rehabilitation (1–3, 5). Integrated action is a pre-
requisite for successful rehabilitation. Because, by defini-
tion, limitations in functioning represent multidimensional 
problems, there is considerable overlap with other medical 
and non-medical health professions. Rehabilitation represents 
an area where professionals with different backgrounds and 
concepts need to cooperate. Therefore, a shared understanding 
of terms or concepts is of vital importance for integrated ac-
tion. Definitions and conceptual descriptions are tools to foster 
shared understanding and to influence similar perceptions of 
problems by different stakeholders (6).

In Europe, the publishing of the White Books on Physical and 
Rehabilitation Medicine in 1989 and 2006 served as landmarks for 
PrM (1, 2, 7). They were set out to describe the nature, field and 
characteristics of PrM. They aimed at harmonizing standards and 
understandings of PrM in Europe as a specialty within medicine 
and within rehabilitation care, and were also thought to provide a 
common identity of PrM as an emerging medical specialty. 

The White Book on Physical and Rehabilitation Medicine 
in Europe of 2006 (1, 2) includes a proposal for a definition of 
PRM that was elaborated in a paper in the Journal of Rehabili-
tation Medicine in 2007 (8). It is based on the understanding 
of rehabilitation as a health strategy, distinct from but related 
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to curative, preventive and supportive health strategies (9). 
as mentioned above, rehabilitation is the core strategy of the 
PrM profession. The ICF serves as the main reference for a 
conceptual description of rehabilitation (10) and therefore should 
be the basis of a conceptual description of PrM. The leading 
international organizations of PrM1 have endorsed the ICF as 
a common framework for rehabilitation. In addition, a common 
understanding of rehabilitation as a health strategy based on the 
ICF has been adopted by the Section and Board for Physical 
and Rehabilitation Medicine of the European Union of Medi-
cal Specialists (UEMS-PRM Section and Board), the European 
Society for Physical and Rehabilitation Medicine (ESPRM) and 
the European Academy of Rehabilitation Medicine (EARM) 
(10). To strive towards a common understanding of PrM has 
also been set out as a key element of current UEMS-PRM Sec-
tion activities (11).

It might prove to be too ambitious to reach a common defini-
tion of PrM suited for different purposes and stakeholders, e.g. 
to inform other medical disciplines, other health professions, 
and patient groups, as well as those participating in healthcare 
policy and management. In order to provide a common general 
understanding of PrM as a medical specialty within the field of 
rehabilitation, it is useful to develop a conceptual description 
of PrM that can serve as a reference for PrM definitions from 
different perspectives or instrumental to different purposes.

The aim of the present paper is to provide such a conceptual 
model of PrM, to provide background information on its de-
velopment and adoptions, and to explain the choice of terms, 
phrases, and concepts. 

DEVEloPMEnT oF THE ConCEPTual DEsCrIPTIon

The present development of a conceptual description of re-
habilitation dates back to the White Book on Physical and 
Rehabilitation Medicine in Europe of 2006 (1, 2) and a paper 
in the Journal of Rehabilitation Medicine in 2007 (8) that 
was published in conjunction with the Professional Practice 
Committee of the UEMS-PRM Section. It was also presented 
within discussions about a publication dealing with the White 
Book in the American Journal of Physical and Rehabilitation 
Medicine in 2009 (12).

Both the White Book and the conceptual description of physi-
cal and rehabilitation medicine were approved by the uEMs-
PrM section and Board, i.e. a panel of delegated experts from 
all European countries. The White Book was also adopted by the 
ESPRM. The conceptual description was published in the Jour-
nal for Rehabilitation Medicine in 2007 with a call for comments 
and proposals for revision. In 2009 the paper was again sent to 
all delegates of the uEMs-PrM section and Board asking for 
further comment until its general assembly in Marseille in March 

2010. This process, as well as the publications by Stucki et al. 
(9, 12), have led to a number of suggestions for modifications 
or amendments. These suggestions have been collected and 
discussed within a working group involving the authors of this 
paper. on grounds of these discussions a modified version of the 
conceptual description of physical and rehabilitation medicine 
was set up and discussed within the UEMS Section and Board 
as well as in the EsPrM. Both bodies adopted the final version 
in Marseille in March 2010. The EARM adopted this conceptual 
description at their sion-meeting in December 2010. In a parallel 
process a conceptual description of the rehabilitation strategy (9, 
10) was discussed, adopted, and submitted for publication.

The resulting conceptual description of physical and rehabili-
tation medicine is presented in this paper. In the second part of 
the paper the modification from the previous published version 
(8) will be discussed, reflecting the suggestions that have been 
sent to the authors as well as the discussions within the PRM 
bodies. The present conceptual description of PRM is the result 
of a longer discussion process, and might therefore be regarded 
not as an optimal, but as a best achievable, solution. We intro-
duce here the suggestions for modifications or amendments, and 
elaborate on their pros and cons and their meaning.

a ConCEPTual DEsCrIPTIon oF PHysICal anD 
rEHaBIlITaTIon MEDICInE

The conceptual description of PRM that has been adopted by 
the UEMS-PRM Section and Board and the ESPRM is shown 
in Table I. 

The first paragraph (1 in Table I) makes explicit reference 
to the ICF as the commonly accepted model for PRM and in 
rehabilitation. also, it explicitly refers to rehabilitation as a 
core health strategy for PrM as introduced by stucki et al. in 
2007 (8). It is the only medical discipline that has rehabilitation 
as a core strategy. other medical disciplines can and should 
apply rehabilitation as a health strategy, too. However, PrM is 
“arguably the only specialty which systematically applies the 
rehab strategy across populations, settings and situations from 
the acute hospital to the community” (8, p. 289) and across all 
age groups. Therefore, it represents the medical specialty for 
the rehabilitation strategy.

The second paragraph (2 in Table I) characterizes the root 
of PrM as a medical specialty that involves diagnosis of 
diseases that can and should be classified in the International 
Classification of Diseases (ICD) (13). 

at the same time, PrM is specifically characterized by the 
need for the complex assessment of functioning that integrates 
aspects of the health condition, personal and environmental 
factors according to the ICF. The third paragraph (3 in Table 
I) highlights that PrM physicians are specialists in the assess-
ment of functioning. assessment is preferred to the term “diag-
nosis” of functioning, since this task does not usually result in 
functioning entities like a diagnosis. It is best represented as a 
result of a multidimensional assessment at very different levels 
(body structures and body functions, activities, participation, 
health condition, personal factors and environmental factors 

1International Society for Physical and Rehabilitation Medicine, European 
Society for Physical and Rehabilitation Medicine, Section and Board for 
Physical and Rehabilitation Medicine of the European Union of Medical 
Specialists, European Academy of Rehabilitation Medicine, and many 
other regional, sub-regional and national bodies around the world.
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and their interaction). It also includes an assessment of legal 
disability, which is often in the realm of PRM.

Paragraph 4 refers to the interventional part of PrM, which, in 
principle, should be represented in an International Classification 
of Health Interventions that is being worked on currently by WHo 

(http://www.who.int/classifications/ichi/en/). This paragraph fo-
cuses on the interventions with which the PrM physician allies 
him- or herself, or that are prescribed by PRM specialists. These 

interventions are focused on the health conditions and related 
body structures and functions. They relate to what has been 
described formerly in a narrower sense as physical medicine. 
These interventions can be either applied by a PrM specialist 
as a single intervention or as part of a comprehensive approach 
within a multiprofessional rehabilitation framework. Thus, on 
the one hand, they apply a health condition perspective including 
curative approaches and measures aiming at body functions and 
structures. On the other hand, they apply a multi-dimensional and 
multi-professional team approach aiming to optimize functioning 
from a comprehensive functioning and disability perspective. It 
represents an integration of an ICD and ICF perspective that has 
been described as the integration of two different codes of health 
systems, i.e. health condition and functioning as targets of differ-
ent health strategies (14). This dual perspective corresponds to 
the current effort to include aspects of functioning in terms of the 
ICF into the development of the ICD-11 (15).

The list of examples of different biomedical and engineer-
ing interventions from the first version (8) has been excluded 
in order to avoid an unhelpful pre-selection of major or most 
important types of interventions, which are always subject to 
change within a few years time depending on new scientific 
evidence from clinical studies; also it makes the conceptual 
description more parsimonious.

Paragraph 5 (5 in Table I) refers to the multi-modal interven-
tions applied within the framework of the multi-disciplinary and 
multi-professional rehabilitation team. A main task and chal-
lenge in rehabilitation is not just the performance or application 
of different interventions, but the integration of these different 
approaches to serve the patients’ needs in terms of functional 
outcomes. The more the health condition plays a crucial role 
in rehabilitation, the more prominent the role of the PRM dis-
cipline to coordinate and integrate the different interventions. 
The role of the PRM physician within the rehabilitation team is 
described here as leader and coordinator of interventions, and 
the main goals are the improvement of activity and participation. 
Of course, other rehabilitation professionals can be leader and 
coordinator of rehabilitation teams, especially if non-medical 
aspects become salient in the rehabilitation process. It should 
follow a systematic, problem-solving approach, e.g. by applica-
tion of the Rehab-Cycle (16). 

In this paragraph the original wording “to optimize perform-
ance” has been replaced by “to optimize activity and participa-
tion”. In recent discussions about the ICF we have experienced 
that the concept “performance” has repeatedly been used with 
equivocal meanings. Therefore we decided to resort to the 
better-established concepts of activity and participation. 

The field of rehabilitation is characterized by using the 
persons’ lived experience as the starting point for interven-
tion. Even more than in other medical disciplines, aims of 
interventions have to be developed within the context of a 
shared decision-making approach. also, the rehabilitation 
patient plays the crucial role in achievement and maintenance 
of rehabilitation success. Therefore, a strong affirmation of 
patient-centeredness is a prerequisite of PRM. 

The subjective perception of the person with disability should 
therefore play a crucial role in PrM interventions. This subjec-

Table I. International Classification of Functioning, Disability and Health 
(ICF)-based conceptual description of Physical and Rehabilitation 
Medicine (PRM)

1 Physical and Rehabilitation Medicine is the medical specialty that, 
based on WHo’s integrative model of functioning, disability and 
health and rehabilitation as its core health strategy,

2 • diagnoses health conditions 
3 • assesses functioning in relation to health conditions, personal 

and environmental factors
4 • performs, applies and/or prescribes biomedical and 

technological interventions to treat health conditions
◦ in order to

- stabilize, improve or restore impaired body functions 
and structures

- prevent impairments and medical complications, and 
manage risks

- compensate for the absence or loss of body functions and 
structures

5 • leads and coordinates intervention programs to optimize 
activity and participation 
◦ in a patient-centered problem-solving process
◦ in partnership between person and provider and/or carer 

and in appreciation of the person’s perception of his or her 
position in life

◦ performing, applying and integrating biomedical and 
technological interventions, psychological and behavioral; 
educational and counseling, occupational and vocational, 
social and supportive, and physical environmental 
interventions

6 • provides advice to patients and their immediate social 
environment, service providers and payers
◦ over the course of a health condition,
◦ for all age groups
◦ along and across the continuum of care,

- including hospitals, rehabilitation facilities and the 
community

◦ and across sectors
- including health, education, employment and social affairs

7 • provides education to patients, relatives and other important 
persons to promote functioning and health

8 • manages rehabilitation and health across all areas of health 
services 

9 • informs and advises the public and decision makers about 
suitable policies and programs in the health sector and across 
other sectors that 
◦ provide a facilitative larger physical and social environment;
◦ ensure access to rehabilitation services as a human right;
◦ and empower PrM specialists to provide timely and effective 

care
10 with the goal 

• to enable persons with health conditions experiencing or 
likely to experience disability to achieve and maintain optimal 
functioning in interaction with their environment.

ICF terms are marked in bold, rows are numbered in italic.
WHo: World Health organization.
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tive perception is often referred to by the term quality of life 
(Qol). However, we abstained from using the term Qol in this 
conceptual description because it has additional and substantially 
diverse meanings (17). The use of the term Qol appears to be 
too equivocal. However, PrM-interventions may influence dif-
ferent aspects of Qol, e.g. improvement in functions, perception 
of wellbeing and health perception. also, PrM interventions 
should not be introduced solely on grounds of patients’ demands 
or preferences. The terms “partnership” and “in appreciation of” 
should capture the important interplay between the person with 
his or her subjective needs and wishes and the clinical professions, 
including PrM, who also have to take societal values, norms and 
regulations into account. The process of identifying common 
intervention goals on grounds of the present health condition and 
level of functioning is best described as a patient-centred problem 
solving approach that characterizes shared decision-making (18). 
Here, the relationship between person and provider should be de-
signated as a partnership. also, the PrM specialist has to lead and 
coordinate intervention programmes that include non-professional 
care-givers. This is accounted for in this paragraph, too.

Paragraph 6 relates to the role of the PrM specialist as being 
a central person in accompanying the person through different 
phases and stages of rehabilitation and to serve as a coordinator 
integrating the needs of the patient, his or her immediate social 
environment, other service providers, as well as service payers. To 
some extent the PrM specialist takes up the role of a “case man-
ager”. This management role is explicitly taken up in paragraph 
8. However, there are other definitions of this role that may be 
taken up by other professionals too. For this reason the term “case 
manager” has not been chosen in this conceptual description. 

rehabilitation is a health strategy that applies to very different 
stages of a health condition and is therefore not restricted to cer-
tain types of facilities, such as rehabilitation centres, but should 
be part of interventions in different healthcare facilities (19). This 
important feature of rehabilitation is again taken up in paragraph 
8 (“across all areas of health services”). also, rehabilitation does 
not preclude any age group, as it applies both to children, youth, 
working or non-working adults, the elderly or the very old. There-
fore, PrM has to take all these different groups into account. PrM 
services should also be integrated into different types of facilities. 
However, a shared framework for classification of rehabilitation 
services is still lacking. such a framework should help countries to 
compare their efforts and put them into perspective, or to develop 
other types of services needed. Currently, there are first efforts 
within the realm of the International Society of Physical and Re-
habilitation Medicine (IsPrM) to develop such framework (20).

Paragraph 7 highlights the importance of education of the 
patient and other persons relevant to promote functioning and 
health. This reflects the importance of self-management in 
health and functioning and the necessity of support by and of 
the social environment (3)

Paragraph 8 has been referred to already. It underlines that 
PrM specialists are managing rehabilitation in all sectors of 
healthcare. relevant sectors are acute care, post-acute care and 
long-term care. Corresponding PrM services can be described 
as “acute rehabilitation” (or “rehabilitation in acute settings”; 
21), post-acute rehabilitation and long-term rehabilitation. The 

latter includes the concepts of community-based rehabilitation 
(22) and intermittent in- or out-patient rehabilitation measures. 
The specific role of PrM in community settings has not yet 
been described in detail. This task could be done on the basis 
of the proposed conceptual description of PrM. The paragraph 
additionally makes clear that PrM may be active in services 
other than PRM departments. 

Paragraph 9 highlights the importance of influencing the 
public and decision makers of developing suitable policies 
and programmes for rehabilitation. This refers to the concept 
of environmental factors influencing functioning of people 
with disabilities. The work and the success of the work of 
any rehabilitation profession depend on the existing environ-
mental conditions in which the patient lives and in which the 
rehabilitative care operates. Participation in terms of return-
to-work can hardly be accomplished in a society without some 
opportunities for gainful employment. The type and breadth of 
provision of devices for disabled persons is heavily influenced 
by political decisions. Therefore, PRM professionals should be 
active both on an individual and public health level to influence 
policies or programmes according to the needs of the respec-
tive persons with health conditions experiencing or likely to 
experience disability. These aspects are referred to the term 
“larger physical and social environment” differentiating the 
immediate aspects of environment (e.g. family).

The goal of PrM (paragraph 10) has been taken from the 
conceptual description of the rehabilitation strategy (11). It 
relates to achieving and maintaining optimal functioning that 
always implies the respective interaction with environmental 
and personal factors (4). In their World report on Disability 
the WHo has used a similar phrase to express the goal of 
rehabilitation (23), i.e. “a set of measures that assist individu-
als who experience, or are likely to experience, disability to 
achieve and maintain optimal functioning in interaction with 
their environments” (p. 96).

FUTURE PROSPECTS

IsPrM, as an official WHo partner within the Disability and 
rehabilitation-network, adopts and propagates this conceptual 
description of PRM to foster a world-wide common under-
standing of PrM.

ConClusIon

In many developing countries, other professions are involved in 
the main tasks of PrM. There, as well as in developed countries, 
the role of PRM professionals can only be further delineated in 
relation the other important health professions involved in reha-
bilitation. Rehabilitation is multiprofessional and interdisciplinary 
in nature. There will always be the need to match necessary tasks 
to professions on the grounds of available resources. 

It should be kept in mind that an over-involvement of medical 
professions in rehabilitation runs the danger of medicalization 
of problems related to functioning. at the same time it should 
be clearly acknowledged that most persons in need of reha-
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bilitation are confronted with a health condition that should 
be dealt with by a profession with in-depth knowledge on 
physiological processes, body structures and body functions 
integrated into a functioning perspective. The specialty of PrM 
is “the medicine of functioning” (12, p. 1041). 

Finally, it should be noted that the recent World Report on 
Disability by WHo (23) conveys key ideas that have been in-
cluded in this conceptual description of PRM. PRM are said to 
contribute to the primary goal of rehabilitation, i.e. achieving 
and maintaining optimal functioning in interaction with the 
environment, through diagnosis and treatment of health condi-
tions, reducing impairments, and preventing or treating compli-
cations. In addition, the World Report states that rehabilitation 
is cross-sectoral, “provided along a continuum of care ranging 
from hospital care to rehabilitation in the community” (p. 96), 
comprising acute, post-acute and maintenance phases.
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