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Abstract
Introduction and Objective. In every society there are people who have the legal or biological status of a disabled person. 
There are 1.3 billion people worldwide who require assistance and support at every stage of their medical treatment 
and rehabilitation. Their social needs are underestimated, which reduces their quality of life. The aim of the review is to 
identify the types of medical and social problems encountered by the disabled, the importance of their extent and level of 
interdependence, defined by the tasks of comprehensive rehabilitation in order to maximise the independence of people 
with disabilities. �  
Review Methods. A review was conducted of scientific literature in English, German and Polish covering the years 1980–2024 
on the rehabilitation process with regard to medical and social needs. The following key words were used in the research in 
PubMed, PubMed Central and Google Scholar databases: disabled people, interdependence of medical and social needs, 
rehabilitation process. �  
Brief description of the state of knowledge. Disabled persons, especially the most severely disadvantaged, are among 
the most excluded groups in many countries. They are marginalised in both social and working life. Fundamental support 
for people with disabilities involves the full implementation of comprehensive rehabilitation that takes into account both 
medical and social needs. The majority of scientific works deal with the medical side of disability. Rehabilitation is not always 
accessible to disabled persons, especially those living in small towns and villages.�  
Summary. People with disabilities require much more support in terms of social and vocational rehabilitation. Their level 
of participation and improved quality of life is ensured by well-organised comprehensive rehabilitation.
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INTRODUCTION

In every society, with varying numbers and percentages, 
there are people who, for a variety of reasons, form a group of 
disabled persons with different levels of bodily dysfunction, 
i.e. physical, mental and social. A number of studies and 
various statistical compilations in the world in general and 
in individual countries show that the available data are 
inconsistent. There are many reasons for this, but the most 
important include lack of a uniform definition of a disabled 
person, lack of uniform methods of disability assessment, 
and lack of updated data on the extent of disability. Other 
problems include highly disparate living conditions, level of 
economic development, geographical location, and cultural 
or educational level of the population. The lack of reliable 
data on the number of people with disabilities, the types 

of bodily dysfunctions and the degree of disability are the 
reasons why many people do not receive full treatment and 
rehabilitation, which leads to low social participation and 
an increase in the group of people with a low quality of life.

At every level, people with disabilities require support for 
their health and social needs that vary in quantity and quality 
according to the causes, types and degree of body limitations. 
Invaluable support at every stage of the fight against the 
causes of disability is comprehensive rehabilitation. This is 
a process aimed at restoring as much function as possible 
and the ability to function independently or with some 
support in society, for a person who has lost these chances 
due to illness or injury. It is difficult to prioritise medical 
and social problems, especially as, to a large extent, they are 
closely interdependent. This problem is recognised not only 
by groups of academics, professional health and social service 
workers, but also by those with disabilities themselves who 
experience it in their lives in the form of low accessibility to 
rehabilitation services.
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OBJECTIVE

The aim of this review is to present research priorities 
regarding the most important problems and related methods 
of meeting the needs of people with disabilities in the health 
and social categories, and the types of interdependence ranges 
in the different characteristics of these two categories. For 
this purpose, characteristics of the most important issues 
and problems that have a significant impact on the level of 
functioning of these people in the community are presented, 
with a particular focus on the needs for rehabilitation 
activities. The scopes of research needs aimed at increasing 
the effectiveness of social rehabilitation, strongly related 
to the improvement of the quality of life of people with 
disabilities in their place of residence, are also presented. In 
Poland, this mainly concerns people living in rural areas.

MATERIALS AND METHOD

In order to achieve the objectives of the review, scientific 
literature published between 1980 – 2024 in Polish, English 
and German was reviewed using PubMed, PubMed Central 
and Google Scholar databases. The literature concerned works 
of a medical, psychological, sociological, and legal nature 
related to the comprehensive rehabilitation of people with 
disabilities. The following key words were used in the search: 
disabled people, definitions of disability, interdependence 
of medical and social characteristics, effectiveness of social 
rehabilitation, comprehensive rehabilitation.

Articles on the prevalence of medical and social needs 
of people with disabilities, as well as the extent of their 
interdependence, were identified. After compiling a list 
of potentially relevant articles, a comprehensive selection 
of relevant papers on defining disability, health and the 
rehabilitation process, as well as on the characterisation 
of rehabilitation needs in the category of broadly defined 
medical and social needs, was carried out. Of particular 
relevance were articles on the impact of the effectiveness 
of rehabilitation, especially that of social and vocational 
rehabilitation, on the functioning of disabled people in their 
living environment. The authors also drew on their own 
many years of research experience in disability issues.

DESCRIPTION OFTHE STATE OF KNOWLEDGE

Currently, disability is a serious public health problem 
worldwide. To date, the real extent of disability has not 
been identified in any country, and the situation is unlikely 
to improve significantly in the near future. Currently, the 
reported extent of disability is an estimate. According to the 
data published by the World Health Organisation (WHO), 
approximately 16% of the world’s population, or over 1.3 
billion persons worldwide, belong to the category of the 
disabled. Another 190 million people experience serious 
difficulties in normal, everyday functioning, and do not 
know how and where to seek support. Many scientific and 
statistical data, as well as materials from the WHO and 
the United Nations Special Rapporteur on the Rights of 
Persons with Disabilities, show that the number of people 
with various disabilities is increasing every year [1, 2]. 
The causes of body dysfunctions are also changing, which 

requires changes in the organization of health care. The 
main causes of various types of body dysfunctions include 
chronic non-communicable diseases, injuries, population 
aging, genetic/congenital defects. Social and environmental 
causes are also increasingly mentioned. The increase in the 
number of people with disabilities is caused by wars, various 
forms of violence, natural disasters, low level of health care, 
low level of quality of life, unhealthy behaviours,and other 
phenomena. Since the first attempts to define disability, 
the subject of discussion of many scientists, practitioners 
of various professions, and finally people with disabilities 
themselves, has been to achieve a balanced share of medical 
and social needs provided to people with disabilities. Due 
to the extremely diverse nature of the problems and issues 
resulting from disability, medical assessment of disability 
alone is not enough. Social issues play a much greater role, 
most of which are the result of negative health causes. Many 
factors of both groups are interdependent or overlapping. A 
person becomes disabled only when their participation in 
community life becomes limited or impossible, caused by 
various types of barriers of varying levels of burden. These 
include architectural, economic, psychological, cultural, 
educational and social barriers of many different types. 
Many studies show that for disabled people, social barriers 
are a much greater obstacle to everyday functioning than 
the functional limitations experienced [3, 4]. Therefore, it 
is necessary to abandon the exclusively medical model of 
disability in favour of the social-medical model [5]. According 
to the assumptions of the social model, individual problems 
become social problems, and only then can they be solved in 
a planned and effective manner [6]. The effectiveness of these 
measures is assessed by the disabled persons’ achievements 
of the goal of active participation in society on an equal basis 
with other members of society [7]. A major achievement 
and useful document in assessing the needs of people with 
disabilities is the International Classification of Functioning, 
Disability and Health (ICF) promulgated by WHO in 2001. 
This Classification adopts a model of disability, combining 
medical and social aspects.

A person with a disability is not only a person with a medical 
condition who requires medical care, but is also a member 
of society and should have the same rights as all citizens [8]. 
The legal instrument – the United Nations Convention on the 
Rights of Persons with Disabilities (UNCRPD), adopted in 
2006 – is also important for people with disabilities. Its aim 
is to protect and ensure the full and equal enjoyment of all 
human rights and fundamental freedoms by persons with 
disabilities, and to respect their dignity [9].

Defining disability as a problem interdependent with 
the definitions of health and disease. Every health problem 
always starts with a definition: what is health, and then, 
what is disease and what is disability. Each of these concepts 
has its own definition, which, however, despite many years 
of work carried out by various scientific bodies, do not 
satisfy all researchers. The understanding of health has 
undergone major changes since experts from the WHO 
first defined health in 1948 as ‘a state of complete physical, 
mental, and social well-being and not merely the absence of 
disease or infirmity’ [10]. These changes mainly concern the 
understanding of health as a continuum, and not as a static 
state, as well as the inclusion of health in the existential 
dimension in physical, mental, and social health. In 2020, 
Krahn et  al. proposed the following definition of health: 
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‘Health is the dynamic balance of physical, mental, social, and 
existential well-being in adapting to conditions of life and the 
environment’ [11]. The definition of health is interdependent 
with the definition of disease and disability. In the literature, 
there are at least 120 definitions of health, and only slightly 
fewer definitions of disease. One of the more interesting 
of the latter is the definition by Banja, which argues that 
the key to characterizing (but not distinguishing) disease 
is the way in which health professionals in a given society 
relate their knowledge of pathophysiological processes, 
subjective symptomatology, and objective clinical signs to 
cultural attitudes about the threat to human well-being 
posed by health-related adversities, and what measures are 
socially and professionally recognized in order to address the 
problem [12]. In addition, good health requires adaptation 
in coping with stress and is conditioned by social, personal, 
and environmental factors.

However, there is a new definition: ‘health is dynamic, 
continuous and multidimensional, distinct from function, 
and determined by balance and adaptation.’ This new 
definition has implications for research, policy, and practice, 
with particular emphasis on health in the context of disability 
and chronic disease [11]. Despitethe many definitions of this 
condition, there is no single one that would objectively and 
fully define disability in its all dimensions, namely somatic, 
mental and psychological, as well as social (including 
vocational). In connection with this, the third problem 
was also taken into account, which is closely related to the 
previous one, namely, the scientific problems of defining 
disability [13]. Many studies by various specialists who deal 
with disability issues show that defining disability is a task 
as difficult as defining health and disease, and perhaps even 
impossible. Disability is also defined by many definitions, 
none of which, however, has been fully accepted. The reasons 
for this problem include, among others, difficulties in defining 
a clear boundary between health and disease, between 
disease and disability, as well as difficulties in defining the 
principles of determining the degree of disability, i.e. the 
‘specific gravity’ of the health condition of a disabled person. 
The most frequently cited definition is the one formulated 
by experts from the WHO: ‘A disabled person is a person 
whose significant impairments and reduced efficiency of the 
body’s functioning make it impossible, difficult or limited 
to function effectively in society, taking into account factors 
such as gender, age and external factors’ [14]. This is all the 
more difficult because it is impossible to include all types of 
disabilities in the definition. Depending on the cause, the 
following types of disabilities can be distinguished:
1)	people with sensory disabilities (damage to the sense 

organs (blind and partially sighted persons, deaf and hard 
of hearing persons);

2)	people with physical disabilities (persons with motor 
disabilities, with damage to their musculoskeletal system, 
persons with internal diseases);

3)	people with mental disabilities (mentally retarded persons, 
mentally ill persons with personality and behavioural 
disorders, people suffering from epilepsy, with disorders 
of consciousness);

4)	people with complex disabilities, affected by more than 
one disability [15].

Due to the fact that the concept of disability concerns the 
functioning of a person in many areas of life, the problem of 

disability is a subject of interest of many scientific disciplines, 
ranging from medicine to law. Therefore, researchers develop 
definitions and nomenclature for their own scientific needs. 
Over the last 35 years, the content of the definition of 
disability has been expanded to include facts that researchers 
discover through studies on various groups of people with 
various causes of body dysfunction. Such works also result 
in changes in the terminology for defining various states of 
body dysfunction. Terms such as ‘invalid’, ‘cripple’, ‘lame’, 
and ‘handicapped’, long used in many societies, currently 
have a pejorative meaning, and therefore have been replaced 
by a broader concept – ‘a disabled person’. This corresponds 
almost completely to various states of dysfunction, both 
somatic, physical, mental and social, regardless of gender, 
age, place of residence, level of education or profession.

Defining the concept of a disabled person is still an 
open problem in many countries worldwide; for example, 
definitional difficulties have led French legislation not to 
adopt a formal definition of this concept, but to grant the 
status of a disabled person by means of an individual decision, 
through decisions of the Committee established for this 
purpose [15, 16]. It should be emphasized here that disabled 
people themselves take part in the discussions, including 
those related to definition, demanding to be addressed as 
‘persons with disabilities’. Moreover, since there are various 
intermediate states between health and illness, which are 
numerous, there is the problem of treating each disabled 
person as an individual, with specific personality traits. 
This means that a person with the same type and degree of 
disability may have, in certain areas, a completely different 
type and nature of needs and expectations. Professor A. 
Kabsch was right in claiming that ‘disability is a trait as 
individual as the individuality of each person can be’ [17]. This 
results in the difficulty of assessing the degree of disability.

The most effective method for the social and professional 
integration of people with disabilities is rehabilitation. 
Rehabilitation (Latin re – again, anew, against; habilis – fit, 
proper, appropriate) has already become an indispensable 
component of the social development of every modern country 
[5]. It is a branch of medicine that became distinguished quite 
late – in the middle of the 20th century. Its development was 
associated with the increase in the number of disabled people 
(invalids) after the Second World War and later the polio 
epidemic. The pioneers of modern medical rehabilitation in 
the world were Howard Rusk and Viktor Dega. Rusk defined 
rehabilitation as the third stage of treatment, the first being 
diagnosis, the second primary treatment. In Dega’s approach, 
rehabilitation is supposed to co-exist with and be an integral 
part of primary treatment [18]. Rehabilitation, according to 
experts of the WHO, is the comprehensive and coordinated 
application of medical, social and occupational interventions 
to enhance functional abilities and improve the overall well-
being of individuals with impaired functional capacity [19]. 
The effectiveness of the rehabilitation process depends on 
starting improvement as early as possible, from the onset of 
the disease. Early commencement of rehabilitation shortens 
the treatment period and prevents the onset or perpetuation 
of different ranges of disability. One commonly held view is 
that once recovery has reached a plateau and treatment is 
discontinued, the person with a disability is likely to remain 
permanently at that level of health and functioning. This view 
does not take into account the true nature of disabilities: they 
are long-term, dynamic illnesses, the severity of which can 
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change many times over the course of a lifetime. Moreover, 
a person with a disability often develops other, additional 
diseases, so-called co-morbidities, which are not necessarily 
causally related to the original source of the disability. This 
calls for changes in treatment measures and rehabilitation 
methods.

The available works on defining rehabilitation reveal that 
their multiplicity shows that it is necessary to adopt only a 
general scheme of rehabilitation measures, referred to as 
comprehensive rehabilitation in the broadest sense. Any 
details included in the definition do not serve all individual 
persons [20]. Here it is worth mentioning the philosophy of 
the Polish School of Rehabilitation, the initiators of which 
were W. Dega and M. Weiss. In October 1970, WHO experts 
highly assessed the assumptions of the Polish rehabilitation 
concept and indicated that it was worth imitating and 
promoting in the world [21]. The Polish rehabilitation concept 
programme includes the following goals and features:
1)	early initiation – means starting rehabilitation at the 

earliest possible stage of treatment, from the first day of 
hospitalisation or outpatient visit. It is an important basis 
for rehabilitation of post-traumatic treatment, as well as all 
diseases, including cardiological, neurological;

2)	universality – is available to everyone, which means from 
the beginning the implementation of all three stages of 
rehabilitation to those who need it, and includes all 
specialties in hospital, outpatient and sanatorium treatment;

3)	comprehensiveness – all aspects (stages) of rehabilitation 
are taken into account from the beginning, i.e. therapeutic, 
psychological and socio-professional. All stages of the 
rehabilitation process can only be implemented by a group 
of well-prepared specialists, creating an interdisciplinary 
team closely cooperating with each other. Its composition 
depends on the content of the rehabilitation programme, 
which is developed individually for a given person. 
Depending on the individual needs of the disabled 
person, this process may include the entire rehabilitation 
procedure, i.e. three stages, closely interdependent 
(therapeutic, psychological, social, including vocational 
rehabilitation) or take place in a limited form;

4)	continuity – rehabilitation from the moment of initiation is 
carried out until full fitness is achieved, and in those who 
do not promise full recovery, until optimal compensatory 
mechanisms are achieved, consolidating the results of 
the improvement or maintaining the achieved condition. 
Medical rehabilitation closely linked to psychological, 
social, including vocational rehabilitation, creates 
comprehensive rehabilitation. The most important features 
of the individual stages of rehabilitation are:

1.	Medical rehabilitation – a modern treatment programme, 
the aim of which is to restore, in the shortest possible time, 
fitness allowing participation in social life, and in the case 
of morphological damage – to develop and consolidate 
replacement mechanisms. This is the first stage that opens 
up enormous possibilities for the use of ways and methods 
in the remaining two stages of rehabilitation in order to 
restore full or maximum psychophysical fitness to the 
disabled person.

2.	Psychological rehabilitation – restoring mental balance 
to the disabled person and regaining a sense of self-
worth. People who have suffered an illness or injury 
often experience a sense of low self-esteem and exclusion. 
Psychological therapy is then an essential element of 
rehabilitation, enabling the disabled person to return to 
the fulfilment of social roles and taking up activities in 
everyday life, while accepting their physical condition.

3.	Social rehabilitation – including vocational rehabilitation 
– enabling active participation in social, cultural and 
professional life, learning to overcome environmental, 
technical and communication barriers. The aim of social 
rehabilitation is also to educate healthy people about the 
issue of disability.

4.	Vocational rehabilitation – restoring the ability of a person 
with disabilities to work according to their skills and 
qualifications, carrying out professional reorientation, 
using the advice of a career advisor, training and 
ensuring conditions for taking up work after completing 
rehabilitation [22] (Fig. 1).

Medical* NEEDS Social **

–	medical diagnosis
–	specialized treatment
–	early rehabilitation
–	systematic medical care
–	determination of rehabilitation needs as the  

recommendation to continue in the living environment

–	medical care in the living environment
–	availability of rehabilitation activities in the living environment
–	support for family members during the rehabilitation process
        – availability of employment with adapted work places
                 – participation in social life in the place of residence
                         – practising sport

Figure 1. The complete rehabilitation process and its stages.
Source: own work.
* medical (including psychological); ** social (including professional)
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Despite the passage of time, the assumptions of the Polish 
school of rehabilitation and its philosophy, are still relevant, 
and its scheme can be used in every country. They should 
certainly be modified and adapted to the needs and tasks 
resulting from medical progress and organizational changes 
in the health care. Rehabilitation understood as a process 
provides unique, irreplaceable support for people with 
disabilities. This applies to all persons with disabilities, and 
especially those suffering from chronic diseases or serious 
injuries for whom all stages of rehabilitation are necessary, 
which constitute a full process providing opportunities to 
achieve improvement in the quality of life [23].

Depending on the individual needs of the person with a 
disability, this process may encompass the entire rehabilitation 
procedure, included in all stages, closely interlocking with 
each other, or it may take place in a limited form. Research 
shows that there are different ranges of interdependence 
between interventions of a medical and social nature and, 
moreover, from the opinions of people with disabilities, a 
higher proportion is attributed to tasks falling within the 
stage of social and vocational rehabilitation [24].

The purpose of rehabilitation is to ensure that disabled 
people, regardless of the type of disability, enjoy the greatest 
possible social and economic participation in the life of 
society and the greatest possible independence. Therefore, 
the more detailed the data on the extent of disability, 
causes and consequences are, the better the basis will be for 
developing tasks and goals in the individual stages (aspects) 
of rehabilitation, i.e. therapeutic, psychological and social, 
including professional, i.e. comprehensive rehabilitation. 
The comprehensiveness of rehabilitation concerns a 
comprehensive, holistic view of the patient as the subject of 
action, because a person is treated and not his or her illness 
[25, 26] (Fig. 2).

Figure 2. Comprehensive rehabilitation scheme [27]

The above assumptions show that the multiplicity of 
categories of the meaning of rehabilitation is not limited to 
one or even several definitions. Wade [27] rightly emphasizes 
that the definition serves to control the unstable meaning 
of the word – it only outlines and creates boundaries. 
Nevertheless, there are many reasons to categorize the 
meaning of rehabilitation and each researcher or team will 
need their own definition. Despite this, Wade believes that 
attempts to define rehabilitation for any purpose, including 
scientific purposes, will fail for three reasons: linguistic, 
clinical and logical [27]. However, further attempts to 
define the meaning of rehabilitation should be sought and 
undertaken and such attempts are already underway. It is 
worth citing three works focused on defining rehabilitation 
for scientific purposes: Tederko P. et  al., Rehabilitation – 

definition for research purposes (2024) [28]; Negrini S. et al., 
Rehabilitation definition for research purposes. A global 
stakeholders’ initiative (Cochrane Rehabilitation, 2022) [29]; 
Battel et  al., The new rehabilitation definition for research 
purposes could improve rehabilitation description (Cochrane 
Systematic Reviews) [30].

There is also a need to standardize the concept of secondary 
disability. In assessing the achievements of rehabilitation 
activities, an extremely important problem that affects 
many people with disabilities cannot be ignored, namely 
dealing with the problem of secondary disability. Based on 
the reference literature, various definitions of secondary 
disability can be found. Discrepancies in this area provide 
a certain difficulty in various areas of care for these people, 
as well as in legislative work. This term appeared about 30 
years ago, and over time two types of assessments of this 
health problem have emerged. The first group are researchers 
who claim that secondary disability is a consequence of 
another disease that is causally related to the primary disease 
state, and can lead to further functional limitations to a 
varying extent [31] The most commonly reported secondary 
diseases or symptoms include pressure sores, contractures, 
urinary tract infections, sleep disorders, or depression. Each 
of these can lead to additional impairments, limitations, and 
disabilities [32, 33, 34] The way this problem is presented 
can be called a medical concept. Another approach to this 
issue is social or psychosocial. Therefore, it can be said that 
secondary disability is a repeated loss of functions, both 
physical and mental, by a disabled person, as a result of 
the lack of continuing physical, psychological, social and 
especially professional rehabilitation, which in a relatively 
short time leads to a reduction or loss of the rehabilitation 
achievements achieved by the disabled person [5]. This is 
a highly harmful condition for the further functioning of 
each disabled person in the living environment. It is difficult 
to determine the causes of neglect concerning the abilities 
acquired or regained by disabled people, mainly physical 
ones. They may result from neglect by the disabled persons 
themselves, or to varying degrees, from neglect by specialists 
in primary, specialist and social health care.

Improving the condition of people with secondary 
disability is possible, but difficult, not only for physical 
reasons, but mainly for psychological reasons. The condition 
of secondary disability often leads to a sense of loneliness, 
helplessness, experiences of depressive states, low self-esteem 
and a low level of acceptance of the disease, and even lack of 
acceptance. Such a situation of a disabled person indicates 
a lack or neglect of social rehabilitation, and thus a lack of 
comprehensive rehabilitation. The implemented medical 
rehabilitation is largely limited to medical activities and has 
a shorter period of intervention. According to the principles 
of comprehensive rehabilitation, this is the basis for social 
rehabilitation activities, mainly in the living environment.

Medical and social dimensions of disability – areas 
of cooperation. Currently, in many countries, non-
communicable diseases, injuries and poisonings constitute a 
serious health, social and economic problem, the consequences 
of which are disabilities of various types and degrees. In 
every population, this practically applies to every age group. 
Rubio [35] states that the incidence of disability may largely 
result from differences in the health conditions and their 
interaction with environmental and personal factors [35]. 
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People with disabilities do not form a homogeneous group, 
they differ in many ways. These include: causes of disability, 
degree of disability, duration of disability, experiences related 
to disability, lack or types of social support, natural abilities 
and interests.

Great hopes are associated with the implementation of 
comprehensive data on functioning and disability all over the 
world. They are necessary to supplement data on mortality 
and morbidity. It is necessary to estimate rehabilitation 
needs for as many countries and regions as possible, and 
to monitor the Convention on the Rights of Persons with 
Disabilities (CRPD) and the Sustainable Development Goals 
(SDGs). Studies are already being conducted based on ICF 
questionnaires and WHO Model Disability Survey tools 
focused on functioning and disability, and have good and 
very good psychometric properties [36]. Lee also presented 
in his work the psychometric properties of tools such as 
the World Health Organization Functioning and Disability 
Disaggregation Tool (FDD11) – a short tool for disaggregating 
disability that can be used by many countries [37].

One of the most important problems affecting many 
disabled people in most countries of the world is that of health 
inequalities. According to the WHO, health inequalities 
constitute unnecessary and avoidable differences in health 
status, which are considered unjust [38]. The broadly 
understood care provided to people with disabilities is 
highly insufficient, as evidenced by scientific works on 
various medical, psychological and social topics. Although 
diagnosing the needs of these people has been ongoing 
for many years, including the development of legislative 
regulations, the situation of people with disabilities is 
changing slowly, which is also confirmed by the persons 
concerned. Most of the problems of this group of people fall 
within the broad scope of socio-environmental problems. 
The most important include: discrimination, negative social 
attitudes, low level of education, difficult access to public 
places, the need to use institutional forms of care, e.g. social 
welfare homes, unequal and unfair treatment in employment.

Despite being legally mandated in the system of 
international law on equal opportunities, many disabled 
people are not provided with equal opportunities and 
equal treatment in the social environment, they experience 
exclusion, or even self-exclusion. These types of problems 
constitute a high deficiency in rehabilitation care, mainly 
social care, despite the fact that rehabilitation is a combined 
and coordinated therapeutic, psychological, pedagogical, 
socio-professional impact, aimed at regaining or restoring 
in a person permanently or temporarily damaged in health, 
the abilities, skills and the possibility of independent life in 
society [39]. Over 80% of disabled people define their level 
of independence by taking up professional work, which is 
the final stage of effective comprehensive rehabilitation. 
No degree of disability eliminates a disabled person from 
the possibility of taking up employment [40, 41]. No job 
requires full fitness from the person who is to perform it. 
There are jobs with different levels of requirements that can 
be successfully performed by most disabled people; however, 
the problem is that rehabilitation at the stage of professional 
activities in many countries, including Poland, is ineffective.

People with disabilities experience various types of 
problems much more often compared to people without 
bodily dysfunctions. These include more frequent deaths 
up to 20 years earlier than people without disabilities, twice 

the risk of developing diseases such as asthma, depression, 
diabetes, stroke, obesity, poor oral health, and most people 
with disabilities experience multiple diseases. A huge 
problem for these people is the lack of access to transport, 
more than 15 times more common than for people without 
disabilities. A major problem for disabled persons is the 
state of health of their oral cavity, and research in this area is 
rarely conducted. Kim [42, 43] reports that socio-economic 
problems, gender and age were the most common reasons for 
unmet dental needs. There are also people who have never 
used the services of a dentist. Studies on a group of doctors 
practicing in the USA show that people with disabilities 
experience inequalities in health care. 82.4% of them stated 
that people with significant disabilities have a worse quality 
of life than those who are able-bodied. Only 40.7% of doctors 
were confident in their ability to provide equal quality care to 
disabled patients, 18.1% strongly agreed that the healthcare 
system treats these patients unfairly [44].

In addition to the above-mentioned difficulties, a major 
health and social problem is the increasing number of elderly 
people, which affects many societies, mainly in Europe. 
This involves the need for organizational changes in the 
provision of medical treatment, rehabilitation, and periodic 
or permanent care for the elderly, most of whom have the 
status of disabled persons.

It should be strongly emphasized that comprehensive 
rehabilitation is particularly applicable in the care of disabled 
people with significant limitations in locomotor abilities, i.e. 
persons using wheelchairs, requiring support from other 
people and appropriate technical equipment, as well as 
those constantly confined to their bed. This does not only 
apply to people with movement disorders due to injuries 
(traumatic amputations, fractures in various parts of the 
spine) or the consequences of congenital malformations 
(e.g. spina bifida, encephalocele), but also to people whose 
movement limitations are the result of various long-term 
chronic diseases. Care for these people is often provided 
by family members, for whom these tasks are emotionally, 
physically and economically burdensome. In 1980, Steven H. 
Zarit [45] defined the term ‘caregiver burden’ as the physical, 
emotional, material and social costs incurred as a result of 
family members looking after a chronically ill person [45]. 
However, the quality of life in chronic diseases is inextricably 
linked to broadly understood comprehensive rehabilitation.

There is another group of people that needs attention, 
namely those who require full rehabilitation, but most of 
whom do not receive it – people who live with so-called 
‘invisible’ disabilities. Invisible disabilities include a wide 
range of health problems, such as chronic pain, chronic 
fatigue, autoimmune diseases, personality disorders, 
autism, Asperger’s syndrome, cognitive impairment, 
including dementia, obsessive-compulsive disorder, and 
sensory difficulties. These people should, above all, count on 
assistance from primary healthcare workers [46]. In Poland, 
these people can count on support from the Fundacja Dobro 
Powraca – Good Returns Foundation, an organization for 
people with multiple sclerosis and other chronic illnesses, 
which has been functioning since 2009 [47].

It is also impossible to ignore the large groups of people 
who live in extremely difficult conditions, namely, refugees. 
Anwar et al. [48] presented the results of research on a group 
of 864 people over the age of 60 living in a refugee camp 
in Bangladesh. Based on the factors determining the self-
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declared functional status by the respondents, it was shown 
that the disabled constituted 26.5% of all the respondents. 
Disability mainly concerned the inability to perform self-care 
activities, use of stairs, locomotor insufficiency, loneliness, 
and poor memory [48].

SUMMARY

Disability is a widespread phenomenon and according to 
the WHO nearly 16% of the world’s population, or about 
1.3 billion people, suffer from various disabilities. This huge 
number of people is indicative of a major public health 
problem. So far, much has been done for these people, 
including in terms of legislation, i.e. defining disability, 
assessing disability, defining rehabilitation, publishing 
laws, conventions, programmes and organising campaigns 
to improve the living conditions of this large minority in 
many communities. Also, a great deal of research has been 
carried out on multi-profile topics, including the elimination 
of various barriers, the creation of a more welcoming 
environment for disabled persons, full participation in 
society, the availability of rehabilitation in the community, 
and employment opportunities. However, in spite of these 
achievements, many researchers and people with disabilities 
express their dissatisfaction due to ineffective rehabilitation 
measures meant to improve daily functioning and quality of 
life. A high level of effectiveness can only be achieved with 
an individual comprehensive rehabilitation programme. 
Rehabilitation should become an important element of social 
policy in every country.

Based on the above, the following directions of research 
and organizational change needs have been identified, which 
are necessary to improve the quality of life of persons with 
disabilities through comprehensive, effective use of the 
principles of comprehensive rehabilitation:
1)	Continuation of work on the development of a general 

definition of disability (with the participation of people 
with disabilities), in cooperation with medical specialists 
and other specialists necessary to support persons with 
disabilities in their living environment (psychologists, 
lawyers, sociologists, educators, career counsellors).

2)	Research on the determination of interdependence of 
activities of medical and psychological natures with 
rehabilitation activities of social nature, in order to 
distinguish tasks that should be monitored by the team 
developing an individual programme for each disabled 
person. This mainly concerns the implementation of 
rehabilitation measures already carried out in the living 
environment, especially for people with severe mobility 
problems and who are permanently confined to their bed.

3)	Encouraging health care decision-makers to incorporate 
the principles of the Polish School of Rehabilitation, the 
advantages of which were appreciated already in 1970 
by the WHO experts and recommended as worthy of 
imitation.

4)	Monitoring the fate of disabled people continuing 
rehabilitation in living conditions, including the home 
environment, in order to prevent secondary disability.

5)	Conducting research on groups of disabled people 
living in small towns and villages in the field of supply 
of rehabilitation, orthopaedic and technical devices, 
identifying barriers, including architectural, digital, 

informational, employment opportunities, access to 
education, communication infrastructure capabilities – 
in order to determine the level of risk of social exclusion, 
e.g. forms of discrimination.

6)	Monitoring the effectiveness and availability of 
rehabilitation activities in the living environment of 
disabled people and diagnosing barriers and difficulties 
of an environmental nature.

7)	Introduction of a system for recording disabled people in 
order to determine the types of medical, psychological 
and social needs on an ongoing basis, with data related 
to employment.

8)	Building patterns of medical and social needs through 
mapping in order to assess the types of differentiated needs 
by region, depending on the causes of disability, so that 
rehabilitation activities and medical interventions reach 
disabled people as quickly as possible.

Comprehensive rehabilitation is of key importance, with 
the programme resulting in obtaining new professional 
qualifications or professional retraining for all those who, 
due to some illness or accident, have lost the ability to 
perform their previous profession and would like to work 
in accordance with their interests and health condition. 
It is also a huge opportunity for people with congenital or 
acquired disabilities during the developmental period, who 
have never worked and have no such prospects.

According to Wade, scientific evidence indicates that 
rehabilitation can bring benefits to any person with long-term 
disability resulting from any cause, can be implemented at 
any stage of the disease, at any age, and can be implemented 
in any environment. The effectiveness of rehabilitation 
depends on an expert multidisciplinary team, working within 
a bio-psychosocial model of illness and cooperating in order 
to achieve agreed goals [49]. Undoubtedly, rehabilitation 
interventions are among the most effective ways for people 
with disabilities to emerge from social isolation, loneliness, 
anxiety and depression, and this is closely linked to improved 
quality of life and social reintegration [50]. Restoring the 
ability of disabled people to work is also important from 
an economic point of view. Many persons with disabilities 
have the capacity to support themselves, they just need to be 
supported in order to do so. Even the most modern forms of 
medical treatment will not fully benefit the patients if they 
are not complemented by comprehensive rehabilitation [20].

REFERENCES

1.	Disability, march 2024. World Health Organization: https://www.who.
int/news-room/fact-sheets/detail/disability-and-health

2.	Better disability data key for 1.3 billion people worldwide; 11 October 
2023 Consultancy-me.com

3.	Dudzińska A. Niepełnosprawność jako obszar interwencji publicznej. 
Warszawa: Wydawnictwa Uniwersytetu Warszawskiego; 2021.

4.	Szulc P. Bariery w życiu codziennym i ich wpływ na jakość życia z 
niepełnosprawnościami. Przegl Krytyczny. 2021;3(2):51–64.

5.	Kołłątaj B, Kołłątaj WP, Cipora E, et al. Research priorities in the domain 
of disability – correlation between health and social characteristics. 
A Polish example. Ann Agric Environ Med. 2022;29(4):463–470. 
doi:10.26444/aaem/156328

6.	Wilmowska-Pietruszyńska A. Rehabilitacja kompleksowa osób z 
niepełnosprawnością. Niepełnosprawni.pl, 28.03.2023.

7.	Ćwirlej-Sozańska AB, Wiśniowska-Szurlej A, Wilmowska-
Pietruszyńska A, et al. Factors associated with disability and quality 
of life among the oldest-old living in community in Poland – a 

204 Annals of Agricultural and Environmental Medicine 2025, Vol 32, No 2



Barbara Kołłątaj, Witold Piotr Kołłątaj, Elżbieta Cipora, Halina Piecewicz-Szczęsna , Irena Dorota Karwat﻿﻿﻿﻿. Determination of the medical and social levels of disability…

cross-sectional study. Ann Agric Environ Med. 2020;27(4):621–629. 
doi:10.26444/aaem/115020

8.	International Classification of Functioning, Disability And Health 
Zestawienie informacji o osobach z niepełnosprawnościami – ICF. , 
Geneva: World Health Organization 2001.

9.	United Nations Convention on the Rights of Persons with Disabilities. 
European Commision. An official website of the European Union.

10.	Schramme T. Health as Complete Well-Being: The WHO Definition 
and Beyond Open Access. Public Health Ethics. 2023;16(3):210–218. 
https://doi.org/10.1093/phe/phad017

11.	Krahn GL, Robinson A, Alexa J, et al. It’s time to reconsider how we 
define health: Perspective from disability and chronic condition. Disabil 
Health J. 2021 Oct;14(4):101129. doi: 10.1016/j.dhjo.2021.101129

12.	Banja JD. Defining Disease. In: Humber, JM, Almeder RF, editors. 
What Is Disease? Biomedical Ethics Reviews. Totowa, NJ: Humana 
Press; 1997. https://doi.org/10.1007/978-1-59259-451-1-5

13.	Kołłątaj B. Selected health and social needs resulting from state of health 
of disabled rural inhabitants from the aspect of problems with defining 
disability. J Educ Health Sport 2020;10(10):17–34. eISSN2391-8306.doi.
http://dx.doi.org/ 10.12775/ JEHS. 2020.10.10.002

14.	Gutterman AS. Definitions and Models of Disability. Ageism and 
Disability. Sustainable Impact Entrepreneurship Project. 2023:1–14.

15.	Baart J, Elbers W, Schippers A. Who is disabled? On whether the 
funkcjonal deffinition of disability targes the same individuals as 
the subjective definition. Front Sustain. 2023;4–2023. https://doi.
org/10.3389/frsus.2023.1163128

16.	Abualghaib O, Groce N, Simeu N, Carew MT, Mont D. Making visible 
the invisible: Why disability-disaggregated data is vital to “leave no-one 
behind.” Sustainability 2019; 11:3091. doi: 10.3390/su11113091

17.	Baart J, Elbers W, Schippers A. Who is disabled? On whether the 
functional definition of disability targets the same individuals as the 
subjective definitione. Front Sustain. 16 May 2023, Sec. Modeling and 
Optimization for Decision Support, Volume 4 – 2023. https://doi.
org/10.3389/frsus.2023.1163128

18.	Kabsch A. Przeciążenia narządów ruchu w pracy zawodowej i w sporcie. 
T. III. Diagnostyka, leczenie, profilaktyka. Poznań: Wyd. AWF w 
Poznaniu; 1990.

19.	Wilmowska-Pietruszyńska A. Między łóżkiem chorego a warsztatem 
pracy. Niepełnosprawni.pl. https://archiwum.niepelnosprawni.pl/
ledge/x/2115915

20.	Mills JA, Marks E, Reynolds T, et al. Rehabilitation: Essential along 
the Continuum of Care. NIH: 2025. https://www.ncbi.nlm.nih.gov/
books/NBK525298/

21.	Kuch M, Janiszewski M, Mamcarz A. Rehabilitacja kardiologiczna. 
Warszawa: Wyd. Medical Education; 2020.

22.	Lubecki M. Polski model rehabilitacji medycznej zaakceptowany i 
zalecany przez WHO. Hygeia Public Health. 2011;46(4):506–515.

23.	Czechowski K, Wilmowska-Pietruszyńska A. O potrzebie rehabilitacji 
kompleksowej. W Niepełnosprawność (Warszawa). 2016;2:35–51.

24.	Negrini S, Selb M, Kiekens C, et  al. Cochrane Rehabilitation 
Methodology Meeting participants. Rehabilitation definition for 
research purposes. A global stakeholders’ initiative by Cochrane 
Rehabilitation. Eur J Phys Rehabil Med. 2022;58(3):333–41.

25.	Olkin R. Conceptualizing disability: Three models of disability. 
American Psychological Association, march 2022. https://www.
apa.org/ed/precollege/psychology-teacher-network/introductory-
psychology/disability-models

26.	Meyer T, Kiekens C, Selb M, et  al. Toward a new definition of 
rehabilitation for research purposes: a comparative analysis of current 
definitions. Eur J Phys Rehabil Med. 2020;56:672–81. doi:10.23736/
S1973-9087.20.06610-1

27.	Rutkowska E. Wsparcie, jako element rehabilitacji kompleksową osób 
z niepełnosprawnością. Niepełnosprawność – zagadnienia, problemy, 
rozwiązania. Nr III;2012,4:39–52.

28.	Wade DT. What is rehabilitation? An empirical investigation leading 
to an evidence-based description. Clin Rehabil. 2020;34(5):571–583.

29.	Tederko P, Górnicz M, Babij K, et  al. Rehabilitation definition for 
research purposes. Ann Agric Environ Med. 2024;31(4):609–615. 
doi:10.26444/aaem/192615

30.	Negrini S, Selb M, Kiekens C, et al. Rehabilitation definition for research 
purposes. A global stakeholders’ initiative by Cochrane Rehabilitation. 
Eur J Phys Rehabil Med. 2022;58(3):333–341. doi:10.23736/S1973 
9087.22.07509-8 7

31.	Battel I, Arienti C, Levack W. The new rehabilitation definition 
for research purposes could improve rehabilitation description in 
Cochrane Systematic Reviews. Cochrane, Evidence Synthesis and 
Methods; 2024. doi: 10.1002/cesm.70000

32.	Richardson A, Samaranayaka A, Sullivan M, et al. Secondary health 
conditions and disability among people with spinal cord injury: A 
prospective cohort study. JSCM. 2021;44:19–28 https://doi.org/10.10
80/10790268.2019.1581392

33.	Byra S. Primary and secondary disability appraisal – Predictive role of 
sociodemographic and disability-related variables. Szkoła Specj. 2019; 
80(1):5–18. https://doi.org/10.5604/01.3001.0013.1381

34.	Moharić M. Research on prevalence of secondary conditions in 
individuals with disabilities: an overview. Inter J Rehabil Res. 
2017;40(4):297–302 https://doi.org/10.1097/MRR.0000000000000255

35.	Saloniki EC, Lammons W, Markham S. Understanding disability from 
a secondary data lens perspective: Evidence from consultations with 
members of the public with disabilities in the UK. PLOS One. 2025. 
https://doi.org/10.1371/journal.pone.0318409

36.	Rubio Valverde JR, Mackenbach JP, Nusselder WJ. Trends in inequalities 
in disability in Europe between 2002 and 2017. J Epidemiol Community 
Health. 2021 Aug;75(8):712–720. https://doi.org/10.1136/jech-2020-
216141. Epub 2021 Mar 5. PMID: 33674458; PMCID: PMC8292565.

37.	Sabariego C, Fellinghauer C, Lee L, et al. Generating comprehensive 
functioning and disability data worldwide: development process, 
data analyses strategy and reliability of the WHO and World Bank 
Model Disability Survey. Arch Public Health. 2022;80(1):6. https://
doi.org/10.1186/s13690-021-00769-z. PMID: 34983659; PMCID: 
PMC8725367.

38.	Lee L, Kamenov K, Fellinghauer C, et  al. WHO Functioning and 
Disability Disaggregation (FDD11) tool: a reliable approach for 
disaggregating data by disability. Arch Public Health. 2022;80(1):249. 
https://doi.org/10.1186/s13690-022-01001-2. PMID: 36476629; PMCID: 
PMC9730553.

39.	Hankova M, Kroutilová Nováková R, Hricová A. Social Rehabilitation 
to Strengthen the Autonomy and Self-Sufficiency of Disabled People: 
Pre–Post Study. 2025. https://doi.org/10.1177/10497315251339628

40.	Gréaux M, Moro MF, Kaloyan Kamenov K, et al. Health equity for 
persons with disabilities: a global scoping review on barriers and 
interventions in healthcare services. Inter J Equity Health. 2023;22:236. 
https://doi.org/10.1186/s12939-023-02035-w

41.	Canhete Pereira RM, Monteiro I. Vocational rehabilitation and return 
to work: integrative review. Rev Bras Med Trab. 2020;17(3):441–455. 
https://doi.org/10.5327/Z1679443520190350

42.	Tomczyszyn D. Social vocational rehabilitation of people with 
disabilities. Rozprawy Społeczne. 2020;14:102–113.

43.	Kim NH, Ryu JI. Is there a sexual difference in the relationship between 
sociodemographic information and the unmet dental care needs of 
disabled adults? An analysis from a national survey on persons with 
disabilities. BMC Oral Health. 20233;23(1):830. https://doi.org/10.1186/
s12903-023-03576-w. PMID: 37924058; PMCID: PMC10625303.

44.	Krause L, Schmidt P, Seeling S, et  al. Inanspruchnahme 
zahnmedizinischer Versorgung von Erwachsenen mit und ohne 
Beeinträchtigungen und Behinderungen – Ergebnisse der Studie 
GEDA 2014/2015-EHIS [Utilization of dental care by adults with and 
without impairments and disabilities-results of the GEDA 2014/2015-
EHIS study]. Bundesgesundheit sblatt Gesundheitsforschung 
Gesundheitsschutz. 2023 Dec;66(12):1414–1422. German. doi: 10.1007/
s00103-023-03748-7. Epub 2023 Jul 14. PMID: 37452217; PMCID: 
PMC10667143

45.	Iezzoni LI, Rao SR, Ressalam J, et al. Physicians’ Perceptions Of People 
With Disability And Their Health Care. Health Aff (Millwood). 
2021;40(2):297–306. https://doi.org/10.1377/hlthaff.2020.01452. PMID: 
33523739; PMCID: PMC8722582.

46.	Zarit SH, Reever KE, Bach-Peterson J. Relatives of the impaired elderly: 
correlates of feelings of burden. The Gerontologist. 1980;20:649.

47.	Living with non-visible disabilities disability unit, 17 Dcember 2020 
– raising awareness.

48.	Dobro Powraca – Fundacja na rzecz Chorych na stwardnienie rozsiane 
i inne choroby przewlekłe. https://dobropowraca.pl

49.	Anwar A, Yadav UN, Huda MN, et al. Prevalence and determinants 
of self-reported functional status among older adults residing in 
the largest refugee camp of the world. BMC Geriatr. 2023;23(1):345. 
https://doi.org/10.1186/s12877-023-04067-x. PMID: 37264327; PMCID: 
PMC10234234

50.	Wade DT. Defining rehabilitation: An exploration of why it is attempted, 
and why it will always fail. Clin Rehabil. 2021;35(12):1650–1656. https://
doi.org/10.1177/02692155211028018

51.	Thorneycroft R. Screwing the Social Model of Disability. SJDR. 
2024:286–299. https://doi.org/10.16993/sjdr.1130

205Annals of Agricultural and Environmental Medicine 2025, Vol 32, No 2


