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Pour la MPR, il importe d’identifier les sujets représentant un enjeu médical et
économique, de formaliser des programmes de prise en charge efficients et de
définir des indicateurs permettant d’évaluer cette efficience.
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Nous sommes 1835 spécialistes MPR au début 2011 d’apres les données
de I’Atlas de la démographie médicale : situation au ler janvier 2011 (Conseil
national de I’ordre des médecins). Ainsi nous représentons un peu moins de 1 %
du total des 49 spécialités médicales et chirurgicales, dont 34 disciplines
médicales.

L’exercice salari€ est le plus fréquent et en augmentation (salariés 1325 dont
64,8 % hospitaliers, mixte 167, libéraux 340). La pyramide des dges est
encore déséquilibrée avec un nombre important de spécialistes MPR agés
de 55ans ou plus. Cette « génération en partance » a fait craindre
I’effondrement du nombre de spécialistes MPR. Heureusement apres un
étiage a moins de 30 nouveaux spécialistes MPR par an en 20062009, les
chiffres de nouveaux spécialistes en 2010 sont de 41 (avec 1’apport
notamment des médecins qualifiés via le DIU de médecine de rééducation et
une pratique). Les projections sont de pres d’une centaine de nouveaux MPR
chaque année a partir de 2014 avec I’'impact de la filiarisation de I’internat
depuis 2010. Cette « nouvelle vague » doit pouvoir accéder plus facilement
aux divers modes d’exercices de MPR. Des nouveaux terrains de stages ont
été agréés pour le DES et les remplacements doivent étre développés, car
aujourd’hui treés peu d’opportunités de remplacement sont proposées. Nous
allons également &tre confrontés a un acces au post internat plus difficile car
le nombre de postes de médecin assistants a stagné malgré 1’augmentation
considérable de celui des internes. Apres les actions pour la démographie,
cet acces a un parcours plus formateur et plus valorisant est un nouvel enjeu
pour nos instances de spécialité.
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Le modele définitif de tarification a 1’activité (T2A) en soins de suite et de
réadaptation (SSR) n’est toujours pas connu. Si la T2A en court séjour s’inspire
des Diagnosis Related Groups (DRG) de Fetter, le PMSI-SSR est une invention
frangaise fondée sur le modele des Resource Utilization Groups (RUG). Ceux-
ci, issus des longs séjours américains, sont aussi a ’origine des Groupes Iso-
Ressources (GIR) utilisés dans le secteur médicosocial. Alors qu’aux USA et
dans de nombreux pays un secteur post-aigu de réadaptation est identifié et
bénéficie d’un financement spécifique et distinct de celui du secteur des soins
subaigus justifiant un hébergement temporaire [1], la France a choisi une
classification commune.

La disparition de la segmentation entre réadaptation fonctionnelle et soins de
suite, voulue par les décrets de 2008, entraine une profonde ré ingénierie des
SSR. La pertinence du choix de la journée pondérée comme fondement du
PMSI en SSR face a I'impact d’une telle classification lors du passage a la
T2A en SSR est confrontée a la littérature internationale [2]. Les risques de
pertes de chances sont envisagés dans le contexte de la concurrence encadrée
instaurée a toutes les étapes de la chaine de soins [3]. Une réadaptation
accessible ne sera préservée que par une classification des groupes de
patients identifiant la complexité médicale des programmes requis et la
consommation de ressources attendue. Le colt relatif du traitement doit étre
comparé a une moyenne dans une échelle des cofits garantissant la faisabilité
de programmes de réadaptation conformes aux donnés de la science.
L’articulation médicoéconomique doit étre au service de parcours de soins
conciliant accessibilité, spécialisation, graduation territoriale et continuité
des soins.
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Performance of healthcare organizations can be defined as the mobilization of
resources to improve population health while controlling costs. Promoted by
the New Public Management, performance confronts the rehabilitation
physicians in a number of paradoxes [1]. The first is the paradox of
accountability that pits the individual interest of the patient and health policies,
concerned about the health of populations and rationalize resource allocation.
The second is the paradox of specialization. More units and skills are
differentiated and they must be associated with powerful integration
mechanisms centered on the purpose of care. The couple differentiation/
integration opposes the final outcome evaluation of the ““value chain’ to the
fragmentation of performance contracts. Performance cannot be limited to
statistical outputs, measurement of outputs exclusively related to financial
risk. The third paradox is that of the clinic. The long-term outcome leads to
manage the singularity but a large scale. At the microeconomic level, finally,
the paradox of autonomy places the sole practitioner in tension with the
assembly of skills within a network. The performance management confronts
four logical regulations often contradictory, professional, technocratic,
democratic and market. It involves the joint at various levels of governance
constraints of the operators, expectations of the beneficiaries, and
requirements of payers. A shared model of clinical outcomes is essential to
the definition of performance in rehabilitation medicine. The ICF can provide
this common vision, a bridge between care and social. By providing a
framework for analyzing the needs of care and outcomes, between the vision of
the doctor and the manager, it allows the construction of a classification system
for patients, only able to make sense of a chain of satisfaction among
stakeholders [2].
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Georges De Korvin and Alain Delarque, both delegates of the Syfmer to the
UEMS PRM Section have involved themselves in Clinical Affairs Committee
(CAC) activities. CAC deals with Quality of Care in PRM practice.

Georges de Korvin is the current CAC chairman. So far, six actions have been
achieved:— implementation of the UEMS PRM Accreditation Procedure of
Programmes of Care (AP). Thirteen programmes have been accredited during
the pilot phase and 10 programmes have been validated through the new patient
centered procedure, started in 2010. AP has been a basis for funding
negotiations in Austria, Estonia, Lithuania and France. Details on the website
WWW.euro-prm.org;

— first Letter of Intention to Cooperate (LIT) was signed in Mulhouse, 2009. AP
is one of the items of the LIT;

— ten papers have been published in Annals of PRM and International PRM
journals;

— CAC participated in PRM Quality of Care sessions in SOFMER and in other
National and International congresses;

— CAC has participated in PRM International Teaching Programmes i.e.
European School Marseille on motor disabilities (ESM.MD), International
Teaching Programme (ITP) Cofemer-Sofmer-IFRH;

— an increasing number of French PRM specialists are contributing to CAC
activities Yelnik, P.-A. Joseph, F. Le Moine, F. Boyer, J.-M. Coudreuse,
M. Chevignard.
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Introduction.— The fluid flow of the patients, the constitution of networks inside
a coherent medical pathway from the Acute Care facilities (AC), towards the
patient home or the Long-Term Care facilities (LTC) through the ACR is a stake
in public health (global efficiency: benefit/cost ratio depending the offer of
health-care facilities, the Length of Stay, the link with ambulatory care).

Objective.— The institution of the ACR coordination for each health territory
(decrees of April 17th and circular of October 3rd, 2008 concerning the ACR)
aims at improving this patient flow (junction between AC and ACR but also
towards the patient return to home, the ambulatory care and the LTC).
Means.— Their implementation needs firstly the inventory of the ACR facilities
offer (deployment of Trajectory — software helping the medical orientation) and
aims at the animation of an active partnership between AC, ACR, LTC and
ambulatory care.

Modalities— This activity needs:

— the clinical knowledge of the functional prognosis and of the elaboration of a
life plan: functional recovery — evolutionary potential of the chronic diseases —
evolutionary or fixed sequelae;

— the knowledge in the socioeconomic domain: social and professional project;
— the knowledge of ACR, LTC and of the ambulatory sector (missions, means,
limits);

— the ability to work in a multidisciplinary team and inside networks, and to
drive group;

— an interest to think and promote organisation in public health.
Conclusion.— The PMR competence can develop this office, strong of its ability
to take into account and manage the disability in a natural way inside a territory,
a way which is structured and structuring, without exclusive.
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Physiotherapy and rehabilitation make their way in the field of neuro-oncology.
Indeed rehabilitation valuation might be of great help both in evoluating tumor
and long-term neurological sequalae induced by radio-chimiotherapy. We
report three cases and suggest thereafter some possible progress in the
managing of these patients.

Case 1— Mr G., 55 yrs, has a right fronto-temporal anaplastic oligodendro-
glioma since 2008. Walking has progressively been more difficult although
cerebral MRI is stable. The rehabilitation doctor found out spasticity explained
by a faecaloma and veinous thrombosis. More technical aids and human formal
care at home were settled.

Case 2.— Mrs. J, 58 yrs, has a pulmonary tumor revealed by bone and cerebral
metastasis in 2008. She was treated with chimiotherpay and cerebral
radiotherapy ““in toto”. Three years after, she is falling, having limbs’ sensory
paresthesia bothering her in basic activities of daily living, and suffers from
behavioral and cognitive disorders. The rehabilitation doctor proposed
functional physical therapy and an assessment in occupational therapy.
Technical aids (for daily living and ‘““mnemonic prothesis™ because of cerebral
radio-induced encephalopathy) were proposed. More formal care was needed
because of familial *“‘burn-out”.

Case 3.—Ms L, 28 yrs had a pediatric brainstem medulloblastoma at the age of
2 yrs. She was treated in 1985 with surgery, radio and chimiotherapy. When
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