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CLINICAL
REHABILITATION

What attributes should a specialist 
in rehabilitation have? Seven 
suggested specialist Capabilities  
in Practice

Derick T Wade

Abstract
Problem: Many services and professionals refer to themselves as providing rehabilitation. There is no 
agreed method for determining whether someone has specific expertise in rehabilitation. This makes it 
difficult for patients and payers to know whether professionals who claim to provide rehabilitation are 
specifically expert in rehabilitation.
Context: Doctors have a medical speciality of rehabilitation. The medical training curriculum gives 
attributes that differentiate a rehabilitation specialist from other doctors. Until recently, these attributes 
were competencies to undertake activities associated with specialization. Apart from nurses, who 
have at least one, unofficial, curriculum identifying specific competencies, other professions involved in 
rehabilitation do not have any way to show specialization in rehabilitation.
Capabilities in Practice: The U.K. General Medical Council accredits specialist medical training. It has 
moved from specifying multiple practical clinical competencies to specifying fewer high-level ‘Capabilities 
in Practice’. Six are generic to all doctors, eight identify the trained doctor as having specialist rehabilitation 
skills. This article adopts this approach to put forward seven generic and seven specialist capabilities to 
identify any professional as having special expertise in rehabilitation. The seven specialist capabilities 
centre on the biopsychosocial model of illness and multidisciplinary teamwork. Four of them could be 
used to define a specialist rehabilitation team.
Conclusion: Seven capabilities identifying specialization in rehabilitation are put forward for discussion. 
They could form the basis of a formal recognition that any professional has additional expertise in 
rehabilitation. A validating authority would be needed to provide oversight and governance.
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Introduction

How should one signify that a healthcare worker 
has expertise in rehabilitation? Healthcare profes-
sional titles refer to the profession, such as nurse, 
psychologist, doctor and so on. Additional descrip-
tors may identify a special area of expertise, usually 
based on a disease group, such as cardiologist or 
oncologist (for a doctor) or cardiac or oncological 
(for a nurse or therapist). Professional qualification 
is validated by an appropriate state-recognized 
authority. Use of descriptors is not controlled.

The medical profession has formalized what 
differentiates a doctor specialized in rehabilita-
tion from other doctors; it is enshrined in special-
ist training curricula and examinations. Curricula 
have usually been framed in terms of competen-
cies at particular tasks, together with an accumu-
lation of experience in rehabilitation.1 The 
Association of Rehabilitation Nursing (in the 
United States) has developed a set of 16 compe-
tencies shown in Box 1, defining specialization 
in rehabilitation nursing.2,3 I am unaware of any 
other professional bodies setting out criteria 
which validate specific knowledge and skills in 
rehabilitation.

Those using or paying for rehabilitation need 
some way of knowing whether any person with 
some healthcare qualification has the rehabilitation 
expertise claimed, in addition to their validated pro-
fessional qualification. This article suggests a mech-
anism which recognizes that many professions, 
including carers, may have or gain expertise.

Rehabilitation

Before discussing the attributes that might demon-
strate that a clinician has expertise in rehabilitation, 
it is necessary to set out what rehabilitation is.

Rehabilitation refers to an educational, problem-
solving process focused on disability with the goal 
of optimizing social participation, guided by the 
patient’s preferences.4–6 The process involves a mul-
tidisciplinary team6–8 that may include any one of a 
very large number of professions. It happens in 
many settings, and is embedded in different organi-
zations both within and outside healthcare.

Rehabilitation interventions7 (see Box 2) include:

•• The following four generic components:
|| Exercise that increases cardio-vascular and 

muscular fitness.
|| Repeated practice of activities that are 

affected, to improve performance.
|| Education of the patient, especially about 

self-management.
|| Providing psychosocial support, to allevi-

ate associated emotional difficulties.
•• One personalized component, a set of interven-

tions tailored to the person’s needs and goals, 
which should be monitored for effectiveness.

Competencies to capabilities

Until recently, professional abilities were defined 
by competencies, the ability of the person to carry 
out some defined task or activity safely. The tasks 
are specific to the profession, and are relatively 
easily assessed as being present or not. Over time, 
the number of competencies has increased, lead-
ing to a practical difficulty in assessing the trainee. 
Competencies usually concern defined proce-
dures. They do not assess more complex clinical 

Box 1. Nursing competencies in rehabilitation 
(Association of Rehabilitation Nursing).2,3

Competencies assessed:
• Autonomic dysreflexia
• Bladder function
• Bowel function
• Communication
• Disability
• Dysphagia
• Gerontology
•  Musculoskeletal, body mechanics, functional 

transfer techniques
• Neuropathophysiology and functional assessment
• Pain
• Patient and family education
• Paediatrics
• Rehabilitation
• Safe patient handling
• Sexuality
• Skin and wound care
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performance, such as managing an outpatient 
clinic. Medical specialization has been defined by 
competencies in many countries.10–13

These considerations led the U.K. General 
Medical Council to move from assessing multiple 
competencies to assessing trainee doctors in their 
performance of complex professional activities. 
These are termed ‘Capabilities in Practice’. Only a 
relatively small number is assessed. They cover 
performance of broad and complex clinical activi-
ties, which necessarily require competencies. For 
example, one capability for specialists in internal 
medicine is ‘managing an acute unselected take’,14 

being responsible for all the clinical and other 
problems that may arise during a spell ‘on-take’.

Capabilities are difficult to measure. The stand-
ard used is being ‘entrustable’; your colleagues 
would trust you to manage without supervision.15–18 
The evidence for entrustability is accumulated dur-
ing postqualification training, a period of at least 9 
years in medicine in the United Kingdom.

Generic capabilities

When developing specialist curricula, the General 
Medical Council recognized that all healthcare 

Box 2. An evidence-based description of effective rehabilitation.

Patients and places:
Rehabilitation may
•  benefit anyone with a longer term disabling illness at any stage of that illness and
•  be delivered in any setting

The outcome:
The goal is to optimize a patient’s self-rated quality of life and degree of social integration through:
•  optimizing independence in activities,
•  minimizing pain and distress and
•  optimizing the ability to adapt and respond to changes in circumstances

The structure:
Rehabilitation:
•  requires an expert, multidisciplinary team, who:

  use the biopsychosocial model of illness9

  agree a formulation of the situation, covering all domains of the biopsychosocial model
  set collaborative team-based goals
   participate in close, collaborative working across all boundaries, professional, organizational and 

geographic
  undertake ongoing monitoring of change and effects of interventions

The process:
Rehabilitation is:
•  a problem-solving process,
•  framed in the context of the holistic biopsychosocial model of illness,
•  focused on a patient’s functional activities,
•  delivered in a person-centred way and

The interventions:
Rehabilitation will usually involve:
•  the following general approaches to management

  Repeated practice of functional activities
  General exercise that increases cardio-respiratory work
  Education, with an emphasis upon self-management
  Psycho-social support (not well defined yet) and

•  some specific actions tailored to the patient’s priorities and needs,
  covering (if necessary) all domains of the biopsychosocial model of illness and
  being evaluated regularly for their benefits and harms, to determine whether they should be continued, 

changed or abandoned
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professionals needed a core set of generic capabili-
ties, and that a specialist must have these in addi-
tion to specialist capabilities. They developed a 
framework of nine general professional capabili-
ties,9 which covered six capabilities and three pro-
fessional characteristics: knowledge, skills and 
professional values and behaviours. Then, while 
developing training curricula, they identified six 
capabilities that all secondary care doctors had to 
have to practice independently (Box 3).

Although these generic capabilities were devel-
oped in relation to doctors, they should be relevant 
to all healthcare professions. This article has adapted 
them to be more applicable across professions and 
added one, to set out seven generic capabilities 
(Supplemental Figure 1). The capabilities are out-
lined below, highlighting the areas of particular 
importance within rehabilitation. They are expressed 
as: ‘Having the capability to: . . .’

1. Function within the healthcare and social sup-
port management systems.

All healthcare workers need to understand their 
healthcare system(s) and, increasingly, their social 
support system(s). This helps them work within 
their system, to negotiate access to appropriate 
resources for their patients both within and outside 
the healthcare system, and to explain matters to 
their patients.

Rehabilitation specialists specifically need to 
understand social care systems and non-statutory 
services, because many patients have to use these 
services to meet their needs.

2. Adapt actions to the social context of their 
patients.

All healthcare professionals must consider the 
patient’s social context. Some aspects are very per-
sonal, such as family values or cultural rules, and 
some are very general, such as legally defined 
practices or local cultures.

Rehabilitation specialists need to pay particular 
attention to the common social contexts among 
their patient population, such as religious beliefs, 
attitudes towards disability, and local cultural 
norms, because almost all rehabilitation actions 
relate to a patient in their social context. Any deci-
sions and suggested actions or goals must be con-
cordant with the patient’s social milieu.

3. Communicate effectively, including when 
sharing decision-making.

All healthcare professionals need to communi-
cate effectively. This does not mean simply giving 
someone information. It encompasses active and 
empathetic listening, non-verbal communication, 
writing informative letters or referrals, use of vari-
ous technologies such as phones and video confer-
encing, the style of interaction and so on. Failures 
in communication underlie many complaints and 
episodes of harm to patients.

Rehabilitation specialists additionally need to 
recognize when a patient has difficulties affecting 
communication as part of their illness, such as 
reduced hearing, language impairment (aphasia), 
cognitive losses, attentional difficulties, delusional 
beliefs and so on. Moreover, rehabilitation profes-
sionals must be skillful at communicating with 
people who have communication difficulties.

4. Focus on quality and safety, and participate in 
quality improvement systems.

All healthcare professionals should focus on the 
quality and safety of their own work, and also of the 

Box 3. Six generic capabilities for secondary care 
doctors in training (General Medical Council).19

The six capabilities are:
•  Able to function successfully within the National 

Health Service (NHS) organizational and 
management systems.

•  Able to deal with ethical and legal issues related 
to clinical practice.

•  Communicates effectively and is able to share 
decision making while maintaining appropriate 
situational awareness, professional behaviour 
and professional judgement.

•  Is focused of patient safety and delivers effective 
quality improvement in patient care.

•  Carries out research and manages data 
appropriately.

•  Acts as a clinical teacher and clinical supervisor.
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service or team they work within. This concern 
means giving effective treatments and avoiding 
harm, and extends to many other matters affecting 
service quality, such as being respectful of others. 
There is also a responsibility to comply with and 
actively participate in any quality control and moni-
toring systems.

Rehabilitation specialists additionally need to 
consider activities and services occurring outside the 
local rehabilitation service and organization, includ-
ing those outside healthcare. Patients will be in con-
tact with many services which may be provided by 
social services, non-statutory, not-for-profit organi-
zations, and commercial organizations. Much of the 
observed harm in rehabilitation arises from poor 
communication and collaboration between services. 
The potential for quality improvement through bet-
ter collaboration, and the potential for harm from 
poor services and/or lack of collaboration, must 
always be recognized and acted on.

5. Understand and support research.

All healthcare professionals need some under-
standing of research and should be able to evaluate 
it. They should be able and willing to support 
research. Engagement with research should foster 
an attitude of curiosity, critical thinking, a willing-
ness to change and adapt, and increased collabora-
tion with others.

Much health research only considers outcome at 
the level of disease and physiological function. 
Rehabilitation specialists should particularly con-
sider the functional and social outcomes of research 
and should encourage the use of patient-related 
outcomes whenever the opportunity arises.

6. Teach and supervise healthcare trainees.

All healthcare professionals have a responsibil-
ity to help teach and train others, even if only by 
supervising someone who has just started. Most 
people will also teach and train colleagues as a nor-
mal part of their day-to-day work; a few undertake 
more formal teaching.

Rehabilitation specialists should specifically 
teach training-grade professionals from outside 
their own profession. Effective teamwork depends 

upon each person having an awareness of the 
knowledge and skills of other team members.

7. Base all clinical practice on best available evi-
dence, and on professional standards.

This encompasses (a) keeping up-to-date with 
relevant knowledge and skills, usually referred to as 
continuing professional development, (b) using and 
applying that to all aspects of clinical practice and 
(c) seeking out relevant evidence and using it when 
faced with a new problem or other uncertainty.

Rehabilitation specialists specifically need to 
participate in multidisciplinary learning with other 
professions, to enable better coordinated care. They 
also need training in multiprofessional teamwork, 
such as undertaking rehabilitation interventions with 
others and setting team goals. This requirement con-
trasts with the uniprofessional focus of most contin-
uing professional development activities.

Rehabilitation speciality-specific 
capabilities

The General Medical Council then allowed each 
speciality to set out upto eight specialist ‘Capabilities 
in Practice’, that identified the areas of expertise 
associated with the speciality. The eight ‘Capabilities 
in Practice’ for the U.K. Rehabilitation Medicine 
curriculum19 are shown in Box 4. These have been 
adapted and reduced to the seven capabilities sug-
gested here for all rehabilitation specialists, shown 
in Supplemental Figure 2. Each is expressed as: 
‘Having the capability to: . . .’

1. Use the biopsychosocial model of illness in all 
areas of practice.

This encapsulates one of the central differentiat-
ing aspects of rehabilitation, the need to take a 
holistic view of a patient’s situation. It requires 
anyone specializing in rehabilitation not only to 
know the biopsychosocial model,20 but to use it in 
all spheres of work: direct patient care activities; 
academic activities such as teaching and research-
ing; management activities such as monitoring the 
quality of services and improving them; financial 
activities such as quantifying and justifying 
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resources; and bureaucratically, such as organizing 
clinical records or information.

A rehabilitation specialist obviously will not be 
personally and directly responsible for the use of the 
model in all these different areas. On the contrary, 
good managers and organizations design systems 
around the needs of clinicians and so the rehabilita-
tion specialist has the opportunity to promulgate the 
use of the model when system design or change is 
happening. In clinical practice, patient formulations 
and planning should be based on this model, notes 
and documents should be set in this framework, and 
intra-team communication should be based on it. A 
rehabilitation professional should use the model at 
all times, not just ‘when needed’.

2. Develop (with others) a rehabilitation plan for 
the patient.

Using the biopsychosocial model requires a 
willingness and ability to consider how all the 
patient’s identified needs may be met, including 

those needs well outside the expertise of the pro-
fessional or team. The professional (and team) 
should identify and refer patients to the resources 
needed to meet other needs. Their responsibility is 
to ensure all needs are met, not to meet all needs 
themselves. A rehabilitation professional should 
contribute to this broader activity, thinking well 
outside their specific professional area of knowl-
edge and skills. Identifying priorities among the 
many possible actions and goals is another impor-
tant characteristic.

This capability is particularly important when 
the professional is the patient’s first contact with 
rehabilitation. The rehabilitation professional 
should be able to identify the main interventions or 
further assessments likely to be needed and to form 
an outline plan. Rehabilitation specialists must 
avoid being ‘a man with a hammer, who sees eve-
rything as a nail’ and, instead, acknowledge that 
‘no problem is an island entire of itself; every per-
son’s problem is a piece of a greater whole’. Then 
they need to develop a plan for the whole patient, 
not just the part the professional knows most about.

3. Work as a full and equal member of any multi-
disciplinary team.

Rehabilitation problems are complex, and col-
laborative teamwork of people with many different 
areas of knowledge and skills is the best approach 
to any complex problem.8 It requires individuals to 
relax the boundaries around their unique profes-
sional training, sharing their expertise, helping 
other team members to acquire relevant skills to 
support their interventions, and being prepared to 
help other team members with their interventions.8

Teamwork requires each team member: to give 
positive attention to achieving good teamwork; to 
show commitment to the team, treating others with 
respect; to be prepared both to lead and to be led; to 
appreciate the knowledge and skills of other members 
of the team, so that they can develop and then work 
jointly on agreed goals; and to support interventions 
designed by others, especially the common ones.7

4. Work across organizational and geographic 
boundaries, collaborating with other profes-
sionals and teams.

Box 4. Specialist capabilities for rehabilitation 
medicine (in United Kingdom).19

There are eight ‘Capabilities in Practice’:
•  Able to formulate a full rehabilitation analysis of 

any clinical problem presented, to include both 
disease-related and disability-related factors.

•  Able to set out a rehabilitation plan for any 
new patient seen with any disability, this plan 
extending beyond the consultant’s own specific 
service.

•  Able to work as a full and equal member of any 
multidisciplinary rehabilitation team.

•  Able to identify and set priorities within a 
rehabilitation plan.

•  Able to diagnose and manage existing and new 
medical problems in a rehabilitation context.

•  Able to recognize need for and to deliver 
successfully specific medical rehabilitation 
treatments.

•  Able to work in any setting, across 
organizational boundaries and in close 
collaboration with other specialist teams.

•  Able to make and justify decisions in the face 
of the many clinical, sociocultural, prognostic, 
ethical, and legal uncertainties and influences 
that arise in complex cases.
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It will be rare that a particular rehabilitation pro-
fessional, team or service can resolve all patient 
problems without any input from others. 
Transferring responsibility to another team is also 
common. Teams and team members need to be will-
ing to work closely with others outside their own 
service, sharing information and work. Often this 
will involve training others, professionals and fam-
ily/friends, how to help or support the patient.

The rehabilitation specialist will actively iden-
tify and work with other professionals outside their 
own service needed to help their patient. The spe-
cialist will liaise, teach others anything needed to 
help the patient, and will pass over all relevant 
information, within the rules governing confidenti-
ality. Failure to pass on information poses a signifi-
cant risk to the patient, and wastes resources.

5. Recognize, accept and manage uncertainty 
and complexity, with long-term commitment 
to the patient if needed.

Patients needing rehabilitation often have 
problems that are complex and may last for years 
or for life. There is usually uncertainty both about 
the future in general, and about whether or not an 
intervention will help. Some patients are over-
whelmed by and lost in the myriad of different 
people and services involved. Over time the 
patient will meet hundreds of people and many 
services, and each will usually undertake a small 
specific input and then discharge the person. 
Frequently, no one takes responsibility for ensur-
ing that all problems are identified and managed, 
or for maintaining a continuing rehabilitation-
professional interest.

The rehabilitation specialist needs to acknowl-
edge this complexity and uncertainty, and to explain 
the uncertainty to the patient and others clearly. The 
biopsychosocial model is useful in demonstrating 
the many factors influencing outcome. The reha-
bilitation specialist also should recognize when a 
patient and, often, their family are struggling with 
the multitude of people and services. After discus-
sion with others, they should be prepared to provide 
long-term rehabilitation support, not limited to their 
own professional expertise.

6. Support the common, generic rehabilitation 
interventions.

Successful rehabilitation uses many of the same 
interventions across all conditions and settings,7 
shown in Box 2.

While the specialist in rehabilitation will not be 
expert in all these interventions, each and every 
rehabilitation specialist must have some familiarity 
with them, sufficient to provide basic input and, 
with support and training from others, to support 
more specific interventions safely. Conversely, the 
rehabilitation specialist should help other profes-
sionals to support their own interventions.

7. Use profession-specific expertise to help the 
patient and assist team processes.

Each team member will have a body of knowl-
edge and skills not held by others within the team. 
Blurring of boundaries does not require complete 
loss of uniprofessional expertise. Indeed, mainte-
nance of unique expertise is vital.

The professional with rehabilitation specialism 
will be expected to undertake a more detailed assess-
ment of factors relating to their specific professional 
expertise, and then to explain the significance and 
impact of their findings in the context of all other 
information. They should contribute to the analysis 
and understanding of the patient’s situation.

The professional with rehabilitation specialism 
will also be expected to give a more accurate prog-
nosis for matters within their area of expertise, and 
to identify what profession-specific interventions 
might assist and how, and what suggested interven-
tions will not assist, and why. In this way they 
should help develop a comprehensive rehabilita-
tion plan. They need the knowledge and skills to 
explain and justify decisions about their own pro-
fessional treatments, to explain risks and benefits, 
to deliver them, and to know when an intervention 
is not helping or should be stopped.

Discussion

Rehabilitation has no professional body to set out 
what it does, what knowledge and skills define it 
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and how expertise is to be demonstrated. This 
leaves it open for anyone to define themselves as 
experts – with the only exception being medical 
doctors. Some people assume that some profes-
sions, such as physiotherapists, occupational thera-
pists and speech and language therapists, are 
automatically experts in rehabilitation.

This lack of an over-arching authority leads to a 
difficulty for those who commission or pay for 
rehabilitation. How can an individual or organiza-
tion paying a service or a professional person for 
rehabilitation be satisfied that the person or team 
members have expertise in rehabilitation, rather 
than just in their own professional activities?

The article has developed seven specialist capa-
bilities that might be used to classify someone as 
being a ‘rehabilitation specialist’ within their pro-
fession. As is shown in Supplemental Figure 2, it 
has also, and incidentally, developed at least four 
features that identify a team as being an expert 
rehabilitation team:

•• Using the biopsychosocial model of illness in 
all areas of practice,

•• Developing a comprehensive rehabilitation plan,
•• Working across organizational and geographic 

boundaries, collaborating with other profes-
sionals and teams,

•• Accepting and managing uncertainty and com-
plexity, including making a long-term commit-
ment to the patient if necessary and

These capabilities are put forward to stimulate dis-
cussion about what it means to be a professional 
with additional expertise in rehabilitation. This 
process cannot be taken much further until and 
unless a professional body representing rehabilita-
tion (and not just a limited set of professions) is set 
up within the country.
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