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Abstract 
The financial crisis has caused a severe limitation of resources for the public health service and 
rehabilitation. The proposal of integrated diagnosis and treatment in rehabilitation, involving the 
introduction of new therapeutic models alongside orthodox models, could lead to a reduction in 
health care costs through better patient compliance. In rehabilitative assistance in health care, the 
limiting of financial resources can be simplified, given its multifaceted nature and the need to in-
tegrate clinical experience with research. In addition, the phases of rehabilitative recovery do not 
focus on organ damage, but improved participation and the reduction of disability. For this reason, 
we have considered incorporating narrative based medicine (NBM) and Psycho-Neuro-Immuno- 
Endocrinology (PNEI) in the rehabilitation process through an empathetic approach, taking evi-
dence based medicine (EBM) into account, thus creating a “framework” of reference. Managing pa-
tients through this “framework” would be a move towards an integrated model of care that could 
lead to a reduction in health care costs, given the aging population and the rise in patients with 
chronic pain. The decision to modify health care in rehabilitative assistance through a new “frame-
work” will require time, organizational capacity and experimentation, but may represent the ap-
propriate response for an improved quality of life for patients and a better allocation of resources. 
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Introduction 
In the light of the recent financial crisis, which has resulted in economic policies that severely limit the public 
health service, an integrated approach to rehabilitation can be proposed, which combines standard methods of 
diagnosis and treatment with the most up to date therapy and assistance models. 
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According to work carried out at the international level, incorporating other therapeutic models alongside or-
thodox methods of diagnosis and therapy would not require new funding. On the contrary, it could lead to cost 
reductions, as a result of increased patient compliance [1]. This can also prove productive in rehabilitation, given 
that there is no universally accepted definition or theoretical model of reference. 

Rehabilitation includes a variety of measures which are physical, functional, psychological and psycho-social. 
It is precise, because of this multi-faceted nature, that a form of rehabilitation may exist that can be conceived of 
as a combination of a variety of clinical, treatment and care models, which can be integrated with each other, 
creating a “framework” of reference for the evaluation of, and activities involving, the patient. 

In recent years, rehabilitation has seen a gradual advancement in research, in both purely technical terms and 
in terms of knowledge. More than 10,000 randomized clinical trials have been held, and the quality of the pro-
posed studies is progressively developing [2] [3]. Therapeutic decisions are being made based on the results 
available in the literature and Evidence-Based Rehabilitation (EBR), which summarizes the basic concepts of 
Evidence-Based Medicine (EBM) and Evidence-Based Practice (EBP), and now represents the model for inte-
grating clinical experience and the knowledge/application of the most validated techniques in the literature [4]. 

It is precisely this integration between clinical experience and knowledge that was officially confirmed in 
2005, when, with the “Sicily Statement on Evidence-based Practice”, an international research team affirmed 
that health professionals should possess a critical spirit both in relation to their professional practice and scien-
tific evidence, be able to research, evaluate and apply the best evidence, and be willing to implement guidelines 
and care approaches. The absence of these qualities will make it impossible for healthcare organizations to pro-
vide “the best care, based on evidence” [5]. 

It should be pointed out that research in the field of rehabilitation presents some particularities that distinguish 
it from other disciplines. The outcomes of rehabilitation, for example, are difficult to measure, as they aim to 
assess behaviours and not a single biological parameter. Indeed, EBR does not focus on organ damage alone, but 
recovery from disability and participation, placing the person at the center of the activity. 

In this regard, we have aimed to consider those branches of medicine, such as Narrative-Based Medicine 
(NBM), Psycho-Neuro-Immuno-Endocrinology (PNEI) and the connection with Empathy, which put into prac-
tice the centrality of the patient and have a positive correlation with EBM. 

Today more than ever, the term “to treat” refers to not only the implementation of the best therapeutic prac-
tices, but also returning to its original meaning. It must also involve caring for and accommodating the person 
who is experiencing the painful condition [6]. 

Narrative-Based Medicine (NBM) is part of this context. In fact, it is the form of medicine that makes refer-
ence to not only the patient’s experience, but also the experience of the healthcare professional, and above all 
the “narrative” relationship that develops between them. What the founder of Narrative-Based Medicine, Rita 
Char on, has called the “marriage” between Evidence and Narrative has proved even more effective [7]-[9]. In 
recent years, several studies have been conducted, and many trials are still ongoing. The results obtained high-
light how integrating EBM with NBM can offer, as well as an important ethical dimension, substantial practical 
advantages, such as a better “therapeutic alliance”, more effective diagnostic results, stronger adhesion to the 
treatment plan and increased confidence in the care offered [10]. Also, in the field of rehabilitation, in which it is 
difficult to manage the problems of patients with a single procedure, a model based on EBM and NBM can rep-
resent a powerful tool to achieve results closer to realistic concrete expectations, giving space to the world of the 
patients, reducing conflict and improving the quality of the work of operators, thus enabling more effective care 
pathways. 

Another new medical discipline that can be added is Psycho-Neuro-Endocrine-Immunology. PNEI became a 
clinically recognised science at the beginning of this century, thanks to intensive research and experimentation, 
which has established a connection between the brain, stress and immunity [11] [12]. The PNEI model interprets 
health and illness through a truly unified vision of the individual in their psychological, biological and environ-
mental identity. For the health care professionals, following the PNEI model involves constant awareness that 
organic disorders are always in some way related to emotional issues, and vice versa. The three major systems 
of biological regulation, the immune, endocrine and neurological systems, influence each other, share a dialogue, 
and use molecules that may, at the same time, act as neurotransmitters, hormones and cytokines [13]-[15]. In 
rehabilitation, following/implement the PNEI model will mean providing patients, especially the patients with 
disease and/or chronic pain, with a different approach, through stress management, physical activity and proper 
nutrition, thus positively affecting their lifestyle. 

With regard to the connection with empathy, it has been established that rehabilitative practice has always 
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given great importance to the therapist-patient relationship. The therapeutic relationship that develops between 
the two parties is commonly considered to be essential to the outcome of the rehabilitation process. A good 
therapeutic relationship requires the establishment of a high level of empathy, and the ability of the operator to 
see the situation through the patient’s eyes, to enter into their thoughts and their meanings, even if they are dif-
ferent from our own, and get in touch with what the patient feels and see things from their perspective. Also in 
this case, as with narrative medicine and PNEI, several studies have been conducted, and the results obtained 
demonstrate not only an advantage for the patient who, quite naturally, prefers to work with a health care pro-
fessional who is not only well trained, but also empathetic and willing to listen and understand their state of 
mind, but also greater satisfaction for the operator, resulting in a more successful outcome of the disease. Being 
empathetic has been correlated with better therapeutic results (outcomes) and less medico-legal litigation [16] 
[17]. 

All of this proposes the inclusion in rehabilitation of therapeutic models that are moving towards an integrated 
management of the patient, along with better patient compliance, which could result in a reduction of costs. 

This is especially true, as economic policy, with limited healthcare costs, must increasingly provide for an 
aging population. The aging demography is one of the most significant phenomena in the 21st century, and en-
tails an increase in chronic and degenerative diseases. Thus, to maintain the current level of “health and well- 
being”, it is necessary to identify economically compatible and sustainable alternatives in the near future. 

Figure 1 clearly illustrates the evolution of health care. The 1970s saw the first consideration of efficiency, 
followed by effectiveness, leading to, in the present day, a discussion of integrated governance, which includes 
clinical aspects, finance, management, research, the safety of patients and workers, and information and tech-
nology [18]. 

The European framework of health spending is significantly burdened by the management of chronic pain, 
which affects 1 out of 5 persons [19]. On average, these people can live with chronic pain for a period of time 
that can last for up to 7 years [20]. The health systems of the various states must pay a total of €3300 bn [21]. 
About 90% of this figure is made up of indirect costs, such as lost productivity, social security and the payment 
of public subsidies. About 1/3 of survey participants state that chronic pain has a negative impact on household 
income, with an average decrease of 31% in Europe, leading to a series of additional tensions which exacerbate 
the patient’s condition. Conventional therapies prove effective for less than half of the participants. The most 
frequently used treatments against chronic pain are NSAIDs, antineuropathic medication and opioids, despite 
progress made in treatment [19]. 

In this regard, it is clear how the health care is moving towards the centrality of the patient. Indeed, the World 
Health Organization (WHO) has indicated among the priority objectives of “Health 2020” (Figure 2) the provi-
sion of facilities and services that will encourage citizens/patients to make use of their own resources and be an 
active part of the system, promote improved information and knowledge, give space to the patient’s voice and 
build a health system that is oriented towards the patient and limiting healthcare costs, and at the European level, 
the concept of patient oriented healthcare is included in the more general principle of empowerment [22] [23]. 

The combination of the various therapeutic models described could represent a reduction in health care costs, 
moving from a system that treats pathologies to a set of integrated interventions that take care of the actual needs 
of people, and could therefore be productive in a correct allocation of resources. 

In conclusion, it will take time, organizational skills and specific experiments to radically change the under-
standing of health care and rehabilitation, and limit the gap between research and clinical experience [5], 
through the development of a framework that combines various therapeutic models (Figure 3), but this repre 
 

 
Figure 1. The evolution of health care.                
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Figure 2. The priority objectives of “Health 2020”.      

 

 
Figure 3. Development of a framework that combines various 
therapeutic models.                                       

 
sents the ideal path towards a better response for the patient and an improvement in well-being and healthcare, 
with a higher healthy life expectancy and better use of reduced economic resources. 
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