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ABSTRACT

This paper explores the educational role of the physiotherapist
in neurological disorders, focusing on re-education as a means of
transformation and adaptation. Education is understood as a
change involving values, knowledge and behaviours; in
healthcare it becomes a strategic resource for managing chronic
conditions, especially in Italy, given population ageing and the
high prevalence of chronic disease. Drawing on andragogy and
empowerment, the physiotherapist acts as a facilitator of
change, guiding patients towards autonomy and conscious self-
management. Two re-educational approaches are compared: in
acute disorders such as stroke, the aim is to exploit the window
of neuroplasticity to maximise functional recovery; in
neurodegenerative diseases such as Parkinson’s disease, the
focus shifts to continuous adaptation and the preservation of
residual abilities. Re-education thus emerges not as a return to a
previous state, but as the creative building of new functional
patterns.
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1. Introduction

To understand the educational role played within healthcare, we need to start
from the broader concept of education. The term describes a continuous and
dynamic process aimed at the full development of the individual. Education is
not limited to the transmission of knowledge: it entails a deep transformation
that involves, above all, values, attitudes and behaviours, enabling individuals
to face the challenges of life and to contribute to collective well-being (Avellino,

2024).

Seen from this perspective, education can be defined as a change: a process of
adaptation that prepares the individual to respond to the changes that life
imposes. In the case of illness, for instance, the physical and psychological
change brought about by the disease makes education an essential tool for
supporting patients as they become aware of their condition and learn to

manage it autonomously.

This leads us to the concept of educational intervention, which can be defined
as the set of intentional actions and tools adopted by a person acting as an
educator in order to facilitate the growth and transformation of those to whom
the action is addressed. It rests on the ability to guide others towards greater
autonomy, fostering the acquisition of the skills and tools needed to
understand and cope with everyday challenges. Its main purpose is to promote
personal and social change, creating the conditions for each individual to
express their full potential and to take an active and conscious part in the

society to which they belong (Rangaswamy, 2022).

If we apply this definition to healthcare, we can state that the educational role

is a crucial dimension of the health professions (Garino, 2020), closely linked to



health promotion and to the autonomous management of the change
generated by disease. Let us now consider how certain factors, the context first

of all, make the educational role of health professionals so important.

2. The epidemiological context in Italy

According to the 2024 ISTAT Report, the average age of the Italian population
reached 46.6 years on 1 January 2024, up steadily from 42.3 years in 2004. The
old-age index now stands at 199.8%, an increase of 64% over the last twenty
years. About a quarter of the population (24.7%) is aged 65 or over, with a

particularly marked growth in the number of people over 80 (ISTAT, 2024).

As regards chronic conditions, the most recent data show that 70% of Italian
adults suffer from at least one chronic disease, while 42% of people over 75
live with three or more (Assolombarda, 2024). Among older people, as early as
the 60—64 age group 59.3% have at least one chronic-degenerative condition,
a share that rises to 86% among those over 75 (Pasetti & Vergolini, 2024). The
most common diseases include arterial hypertension (56.8%), osteoarthritis

and arthritis (49.8%) and osteoporosis (30.8%) (Ministero della Salute, 2024).

This epidemiological picture shows how chronic non-communicable diseases
represent one of the main challenges for the Italian National Health Service:
globally, they accounted for 80.5% of years lived with disability (YLDs) in 2019
(The European House — Ambrosetti, 2024). In Italy, musculoskeletal disorders
are the leading cause of years lived with disability, followed by mental

disorders, neurological disorders and diabetes.

The educational function of health professionals can therefore be regarded as
a strategic element for improving the quality and effectiveness of interventions

in chronic care.



The educational dimension of the health professional’s role has also been
recognised by the World Health Organization, which stresses the importance
of training practitioners who are able to educate patients in prevention and in
the informed management of disease. According to the WHO, “therapeutic
patient education (TPE) is a structured, person-centred learning process that
supports individuals living with chronic conditions to self-manage their own
health by drawing on their own resources, supported by their carers and
families. It brings together several interventions and is considered part of the
broader family of self-management support interventions” (World Health

Organization [WHO], 2023).

The concept of health education therefore goes beyond the mere transfer of
information. It presupposes the ability to establish an empathic and
collaborative relationship with the patient and to build a shared learning
pathway that takes account of their needs, experiences and resources.
According to the principles of andragogy, the discipline that studies learning
and education in adulthood (Pagani, 2024), the individual — turned into a
patient by illness — is an active co-protagonist of the educational process, and
thus of the healing process, rather than a passive recipient of instructions. The
concept of andragogy, developed by Malcolm Knowles from the late 1960s
onwards, marked a paradigm shift in adult education. Knowles (1968) defines
andragogy as “the art and science of helping adults learn”, clearly
distinguishing it from traditional pedagogy. According to this model, adults
learn differently from children: they need to understand why they are learning
(the need to know), they bring with them a wealth of experience that forms
the basis for new learning, and they are motivated mainly by internal factors
such as self-fulfilment and quality of life (Knowles, 1996). In healthcare, this

approach means recognising the patient as an active co-protagonist of their



own care pathway rather than as a passive recipient of medical instructions.
The literature offers several examples of how the health education that
professionals provide to patients can be a key factor in the management of
chronic conditions. Recent studies have shown that educational interventions
aimed at self-management produce significant benefits in disease
management and pain reduction in patients with diabetes and obesity (Correia
et al., 2022), chronic low back pain? (Sidiq et al., 2024) and headache (Mingels
et al., 2024).

3. Patient empowerment as an educational strategy

Patient empowerment is a central element of modern therapeutic education.
Defined as the process through which patients acquire the ability to take
control of their own health (Castro et al., 2016), empowerment is a
transformation that involves autonomy, competence, resilience and self-
efficacy (Tatta et al., 2023). According to the framework proposed by
Vainauskiené and Vaitkiené (2021), patient empowerment operates through
several interconnected levels, integrating cognitive, emotional and behavioural
factors. In chronic disease, empowerment interventions have proved effective
in improving not only clinical outcomes but also patients’ psychological state,
interpersonal relationships and health behaviours. In particular, empowerment
works by strengthening self-efficacy, which mediates the relationship between
educational interventions and self-management behaviours (Wang & Geng,
2019). In physiotherapy, this approach translates into the ability to guide

patients towards greater decision-making and practical autonomy,

2 Low back pain is defined as pain located in the lumbar region, i.e. below the costal margin and above
the inferior gluteal folds, with or without radiation to the lower limbs. It can be classified as specific,
when it can be attributed to an identified pathology such as a fracture, or non-specific, when it is not
associated with any recognisable pathological cause.



encouraging them to take responsibility for their own body and for the
management of their condition. Therapeutic patient education, as defined by
the WHO (2023), is “a structured, person-centred learning process that
supports individuals living with chronic conditions to self-manage their own
health”. This process is not limited to the transfer of information: it requires an
empathic and collaborative relationship, capable of valuing the individual’s

resources and the context in which the patient lives.

4. The educational role of the physiotherapist

Article 1 of the Ministerial Decree of 14 September 1994, No. 741, which sets
out the professional profile of the physiotherapist (Decreto Ministeriale n.
741/1994), defines the physiotherapist as follows:

“[...] the health professional, holding a university diploma qualifying for
practice, who carries out, independently or in collaboration with other
health professionals, prevention, treatment and rehabilitation
interventions in the areas of motor function, higher cortical functions and
visceral functions resulting from pathological events of various
aetiologies, congenital or acquired. [..] independently practises
therapeutic activity for the functional re-education of motor,

psychomotor and cognitive disabilities using physical, manual, massage
and occupational therapies [...]” (our translation).

The evolution of physiotherapy has progressively emphasised the educational
dimension of the profession. Recent surveys of physiotherapists show that
patient education is regarded as an integral and fundamental component of
clinical practice (Snook et al., 2022). However, there are also significant barriers
to the effective implementation of this educational role, including lack of time,
limited pedagogical skills and difficulty in adopting a truly patient-centred

approach (Forbes et al., 2017).



Recent studies have shown that short educational interventions can
significantly improve the skills of physiotherapists, and of physiotherapy
students, in therapeutic patient education. The adoption of structured
frameworks, such as the one proposed by the WHO for TPE, and the integration
of andragogical principles into everyday practice are key strategies for

overcoming these barriers (Grbavac et al., 2024; Mingels et al., 2024).

5. Rehabilitation and re-education: from definition to the evolution of the

concept

Rehabilitation is a collaborative, multimodal and person-centred process. It
integrates interventions aimed at improving individual capacities, specifically
addressing body structures and functions, activities and participation, as well
as the contextual factors that affect performance. Its main goal is to optimise
the person’s overall functioning so that they can manage the consequences of
disease (Levack et al., 2015). Within this framework lies re-education, the core
around which the work of relearning, adaptation and construction of new

functional patterns develops.

But what do we mean by re-education? Historically, the term was not used in
rehabilitation but rather in custodial, school or social settings, with the aim of
“correcting” behaviours considered deviant or inappropriate. The concept
reflected a normative and standardised approach, centred on the imposition
of rules and on conformity to predefined models, with no regard for individual
subjectivity and resources. Only in the twentieth century, with the progress of
physical medicine and rehabilitation, was the term gradually adopted in
healthcare, where it acquired a more inclusive and patient-centred meaning

(Wade, 2015).



Today the term “re-education” suggests, in its very etymology, the idea of a
return to education: not a simple restoration of the original condition, but a
redefinition of the patient’s abilities and skills. In clinical practice this approach
is essential, since the consequences of a disease, an injury or a degenerative
condition often make a complete return to the previous state of health
impossible. Re-education thus becomes a creative process aimed at building a
“parallel path”, a new balance that allows patients to lead a life that is still full

and rewarding.

6. Different re-educational approaches in physiotherapy

If we were to outline the main areas of rehabilitation in which physiotherapists
work, we could reduce them to two: orthopaedic and neurological. Let us start
from the general picture before moving on to the details. Neurological
rehabilitation is a multidisciplinary therapeutic approach aimed at improving
functions impaired by neurological diseases or injuries. It draws on the
principle of neuroplasticity, that is, the capacity of the nervous system to
reorganise and adapt, in order to restore or compensate for motor, cognitive
and psychological abilities. Orthopaedic rehabilitation, by contrast, focuses
mainly on the recovery of impaired musculoskeletal function. Its aim is to
improve strength, mobility and joint stability, supporting a safe and efficient

return to daily or sporting activities (George et al., 2024).

6.1 Re-education in the neurological patient: acute and neurodegenerative

conditions compared

The distinction between neurological and orthopaedic rehabilitation is not only

a matter of fields of intervention: it also reflects different ways in which the



physiotherapist guides the re-education process. While in neurology the focus
is on neuroplasticity, orthopaedic rehabilitation works mainly on

biomechanics, concentrating on the restoration of musculoskeletal function.

The common thread, however, remains the same: re-education as a process
that does not simply aim to “go back”, but to create new possibilities for
adaptation. This principle, applied differently depending on the disease and the
context, becomes particularly evident in neurology, on which we focus here,
since neurological conditions have the greatest impact on the patient’s life.
Below we compare two neurological conditions with different characteristics:
an acute event (stroke) and a neurodegenerative disease (Parkinson’s disease).
The re-educational approach changes profoundly depending on the condition

at hand; let us see how these differences take shape.

6.2 The acute neurological condition: stroke

In the case of stroke?, re-education is a pathway designed to make the most of
the window of opportunity offered by the brain’s neuroplasticity. Immediately
after the acute event, the nervous system goes through a phase of heightened
receptivity to change (the reactive phase), during which neural connections can
be reorganised to compensate for functional losses. This makes the re-
educational approach particularly dynamic and intensive in the early phase,

since every day gained is crucial to maximising recovery.

One of the most common consequences of stroke is hemiparesis, that is, a loss

of control and strength in one side of the body (the arm and leg on the same

3 Stroke is a clinical syndrome characterised by the sudden onset of focal neurological deficits, such
as muscle weakness, speech difficulties or visual disturbances, caused by a cerebrovascular disorder.
It is mainly classified into two types: ischaemic stroke, due to vascular occlusion, and haemorrhagic
stroke, caused by the rupture of a blood vessel with consequent cerebral haemorrhage.



side). Consider a patient who, as a result of the stroke, has lost the use of the
dominant arm: they could be enrolled in a constraint-induced movement
therapy (CIMT) programme (de Azevedo et al., 2022). This technique consists
in restraining the healthy limb, forcing the brain to reactivate the neural circuits
linked to the affected limb. Through repetitive and motivating activities, the
patient learns new ways of using the impaired limb, even if these do not exactly
reproduce the original movements. Alongside interventions targeting the
upper limb, post-stroke rehabilitation also includes the recovery of sit-to-stand
ability, a skill that is fundamental for autonomy in daily activities. Specific
training, based above all on the repetitive practice of the movement, has been
shown to improve both the speed of rising to stand and the symmetry of

weight-bearing between the two legs (Pollock et al., 2014).

Another distinctive aspect is education in the strict sense. It accompanies
patients as they come to understand their new abilities and learn to manage
the limitations caused by the disease. This means teaching strategies for
tackling tasks that were once simple and taken for granted, such as grasping a
glass or getting up from a chair, safely and independently. In many cases, the
physiotherapist introduces adaptive devices, such as grip aids, which become
an integral part of the re-education process. Patients do not merely relearn
motor patterns: they adapt them to their new functional context, striking a
balance between the recovery of lost abilities and the discovery of new

strategies.

6.3 The degenerative neurological condition: Parkinson’s disease

In Parkinson’s disease, a neurodegenerative condition characterised by the

progressive loss of dopaminergic neurons (Poewe et al.,, 2017), the re-



education process differs from the one adopted in acute conditions such as
stroke. Whereas stroke calls for intensive intervention to exploit the window
of greatest neural plasticity, re-education in Parkinson’s disease focuses on
continuous adaptation and on preserving residual abilities over time, despite
the inevitable progression of the disease. It is therefore based on the
management of an evolving process, in which the patient must be constantly
educated to cope with new or worsening symptoms of a condition whose

progression cannot be halted.

In a patient in the early stage of the disease, for example, interventions will
focus on improving fine motor skills, balance and coordination. Techniques
such as dual-task training (performing motor tasks while carrying out cognitive
ones) help to improve gait and the ability to respond to environmental stimuli.
In a patient at an advanced stage, on the other hand, re-educational

approaches will aim at preserving simple motor gestures.

7. Conclusions

In this paper we have explored the educational role of health professionals,
with a particular focus on the physiotherapist, highlighting re-education as the
common thread of a transformative process. Education, understood as a
change involving values, knowledge and behaviours, becomes an indispensable
tool for facing the change imposed by disease. Starting from a historical
reflection, we have seen how the concept of rehabilitation has evolved from a
strictly biomedical approach to a more holistic one, able to consider the patient
in all their complexity (Tomassini et al., 2025). In this context, re-education
emerges as the core of rehabilitation: a creative process that does not merely

restore the previous state, but seeks to build new operational, functional and



sustainable patterns for the patient. The comparison between acute
neurological conditions, such as stroke, and chronic neurodegenerative ones,
such as Parkinson’s disease, has highlighted distinct yet complementary re-

educational approaches.

Looking ahead, the educational role should be further integrated into the
training of physiotherapists, with modules devoted to pedagogical strategies
and to the patient-centred approach (Avellino, 2025; Calaprice, 2022). In
addition, innovative technologies such as virtual reality and telerehabilitation
could strengthen educational work, making it more accessible and effective.
The main challenge remains that of balancing functional recovery with the
promotion of patient autonomy, helping patients become co-protagonists of
their own care pathway. Only in this way can re-education become a tool
capable of restoring dignity and quality of life, even in the face of difficult and

complex health conditions.



References

Assolombarda — Silver Economy Network. (2024). Scenario longevita. Rapporto

2024. Milano, Italia: Assolombarda.

Avellino, A. (Ed.). (2024). Pedagogia e didattica per le professioni sanitarie. Teorie,

metodi, applicazioni. Torino, Italia: UTET.

Avellino, A. (2025). To what extent are the pedagogical disciplines present in the
bachelor’s degree courses of the rehabilitation health professions in Italy? Analysis
of the presence of courses in the PAED sectors in the study plans of the 2024/2025

cohort of the courses L-SNT/02. Italian Journal of Educational Research, 35, 10-21.

Calaprice, S. (2022). | professionisti dell’educazione, la ricerca pedagogica, la

pedagogia professionale. Medical Humanities & Medicina Narrativa, 1, 65-74.

Castro, E. M., Van Regenmortel, T., Vanhaecht, K., Sermeus, W., & Van Hecke, A.
(2016). Patient empowerment, patient participation and patient-centeredness in
hospital care: A concept analysis based on a literature review. Patient Education

and Counseling, 99(12), 1923-1939.

Correia, J. C., Waqgas, A., Huat, T. S., Gariani, K., Jornayvaz, F. R., Golay, A., & Pataky,
Z. (2022). Effectiveness of therapeutic patient education interventions in obesity
and diabetes: A systematic review and meta-analysis of randomized controlled

trials. Nutrients, 14(18), 3807.

de Azevedo, J. A., Barbosa, F. D. S., Seixas, V. M., da Silva Scipioni, K. R. D., Sampaio,
P.Y.S., da Cruz, D. M. C,, Piscitelli, D., Chui, K. K., & de Freitas Zanona, A. (2022).
Effects of constraint-induced movement therapy on activity and participation after
a stroke: Systematic review and meta-analysis. Frontiers in Human Neuroscience,

16, 987061.



Decreto Ministeriale 14 settembre 1994, n. 741. Regolamento concernente

I'individuazione della figura e del relativo profilo professionale del fisioterapista.

Forbes, R., Mandrusiak, A., Russell, T., & Smith, M. (2017). Evaluating
physiotherapists’ practice and perceptions of patient education: A national survey

in Australia. International Journal of Therapy and Rehabilitation, 24(3), 122—130.

Garino, L. (2020). Quale pedagogia per la professione infermieristica. Medical

Humanities & Medicina Narrativa, 3, 17-41.

George, T. K., Mostoufi, S. A., & Tria, A. J., Jr. (2024). Orthopedic rehabilitation:

Principles and practice. Cham, Switzerland: Springer.

Grbavag, V., Naletili¢, M., & Simi¢, J. (2024). Impact of short-term patient education
intervention on the teaching skills of physical therapy students: A randomized

controlled trial. BMC Medical Education, 24(1), 1348.

ISTAT. (2024). Rapporto annuale 2024. La situazione del Paese. Roma, Italia: Istituto

Nazionale di Statistica.

Knowles, M. S. (1968). Androgogy, not pedagogy! Adult Leadership, 16(10), 350-
352.

Knowles, M. S. (1996). Quando I'adulto impara. Pedagogia e andragogia. Milano,

Italia: FrancoAngeli.

Levack, W. M., Weatherall, M., Hay-Smith, E. J., Dean, S. G., McPherson, K., &
Siegert, R. J. (2015). Goal setting and strategies to enhance goal pursuit for adults
with acquired disability participating in rehabilitation. Cochrane Database of

Systematic Reviews, 2015(7), CD009727.

Mingels, S., Granitzer, M., Luedtke, K., & Dankaerts, W. (2024). Therapeutic patient
education as part of the physiotherapy management of adults with headache: A

scoping review. Current Pain and Headache Reports, 28(7), 547-564.



Ministero della Salute. (2024). Relazione sullo stato sanitario del Paese 2023-2024.

Roma, Italia: Ministero della Salute.

Pagani, J. (2024). Formazione in ambito sanitario: un approccio strutturato al
cambiamento. In A. Avellino (Ed.), Pedagogia e didattica per le professioni sanitarie.

Teorie, metodi, applicazioni. Torino, Italia: UTET.

Pasetti, P., & Vergolini, L. (2024). Le condizioni di salute degli anziani in Italia:

un’analisi per cluster. Neodemos, settembre 2024.

Poewe, W., Seppi, K., Tanner, C. M., Halliday, G. M., Brundin, P., Volkmann, J.,
Schrag, A. E., & Lang, A. E. (2017). Parkinson disease. Nature Reviews Disease
Primers, 3, 17013.

Pollock, A., Gray, C., Culham, E., Durward, B. R., & Langhorne, P. (2014).
Interventions for improving sit-to-stand ability following stroke. Cochrane Database

of Systematic Reviews, 2014(5), CD007232.

Rangaswamy, C. (2022). Education and social transformation: An interrelationship.

International Journal of Creative Research Thoughts, 10(6), €906—e908.

Sidig, M., Muzaffar, T., Janakiraman, B., et al. (2024). Effects of pain education on
disability, pain, quality of life, and self-efficacy in chronic low back pain: A

randomized controlled trial. PLOS ONE, 19(5), e0294302.

Snook, A. G., Arnadottir, S. A., & Forbes, R. (2022). A survey of patient education
practices and perceptions of physiotherapists: A mixed methods study.

Physiotherapy Theory and Practice. Advance online publication.

Tatta, J., Pignataro, R. M., Bezner, J. R., George, S. Z., & Rothschild, C. E. (2023).
PRISM-Pain Recovery and Integrative Systems Model: A process-based cognitive-

behavioral approach for physical therapy. Physical Therapy, 103(10), pzad077.



The European House — Ambrosetti. (2024). Le malattie croniche non trasmissibili:

una sfida per il futuro del SSN. Milano, Italia: The European House — Ambrosetti.

Tomassini, M., Marini Padovani, A., Cicatiello, S., & Avellino, A. (2025). L’alleanza
terapista-paziente: il ruolo dell’educazione terapeutica sugli aspetti psicosociali del

dolore. Mizar. Costellazione di pensieri, 23, 58—65.

Vainauskiené, V., & Vaitkiené, R. (2021). Enablers of patient knowledge
empowerment for self-management of chronic disease: An integrative review.

International Journal of Environmental Research and Public Health, 18(5), 2247.

Wade, D. (2015). Rehabilitation — a new approach. Overview and Part One: The
problems. Clinical Rehabilitation, 29(11), 1041-1050.

Wang, J., & Geng, L. (2019). Effects of socioeconomic status on physical and
psychological health: Lifestyle as a mediator. International Journal of

Environmental Research and Public Health, 16(2), 281.

World Health Organization. (2023). Therapeutic patient education: An introductory

guide. Copenhagen, Denmark: WHO Regional Office for Europe.



