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Nurses play a key role in providing rehabilitation care. In this regard, identifying

the factors that a�ect their practice can be useful in planning to improve

the quality of rehabilitation nursing care. This study aims to explore the

experience of nurses and members of the rehabilitation team about barriers

and facilitators of rehabilitation nursing care of patients with disability in

the rehabilitation hospital. This qualitative study was conducted in the main

public rehabilitation hospital in Tehran, Iran. Eighteen persons including 12

nurses in clinical and managerial positions, an occupational therapist, a

physical medicine specialist, a patient, and an informal caregiver participated

in this study. Participants were selected based on purposeful sampling.

Data were collected through 18 in-depth semi-structured interviews and

analyzed based on qualitative content analysis principles. Three themes were

derived from the data analysis, which represented Barriers and facilitators

related to nurses (specialized knowledge and skills, psychological status,

mentoring, professional communication), barriers and facilitators related to

the work environment (nurses’ performance evaluation, nursing workforce,

comprehensive care facilities, workplace design, specialized unit), barriers and

facilitators related to patients and caregivers (patient’s participation in nursing

care, patient adaptation, e�ciency of formal caregivers). The experiences of

the rehabilitation team shows that not only nurses, but also the environment,

patients, and caregivers can a�ect the provision of care and change the quality

of care. Identifying these factors can help managers, researchers, and clinical

nurses to facilitate and improve rehabilitation nursing care by modifying the

influencing factors.
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Introduction

Rehabilitation is one of the fundamental services in health

care that is provided for a wide range of diseases and health

problems at acute, sub-acute, and long-term phases (1). The

aim of rehabilitation is to promote, achieve and maintain

maximum performance through training and empowerment of

people with disabilities to manage their health status and adapt

to their conditions (2, 3). The rehabilitation process is based

on teamwork. Members of the rehabilitation team, including

physicians, nurses, physiotherapists, occupational therapists,

and psychotherapists are involved in this process (4, 5). Among

the members of the rehabilitation team, nurses play a key role

in the rehabilitation process and have several responsibilities

in providing rehabilitation care (6). Nursing care prepares

patients for the rehabilitation process, leads to the continuation

of rehabilitation, achieves desired rehabilitation outcomes, and

improves patients’ quality of life (7, 8). Due to the inability of

patients to perform activities of daily living, nurses help them to

meet basic needs (7, 9). In addition to meeting physical needs,

nurses support patients in psychological, spiritual, and social
dimensions (10, 11). Providing comprehensive rehabilitation
nursing care in all dimensions requires some prerequisites.
In addition to the nurse’s competence in providing care,

contextual factors such as environmental characteristics, care

equipment, and leadership affect the nurse’s ability to provide

comprehensive care (12–15). In 2014, Clarke identified some

of the factors affecting nursing care by reviewing the literature

on stroke rehabilitation. Some of these identified factors such

as the clarity of nurses’ roles, the interdisciplinary work, and

evidence-based practice facilitated nursing care (16). Also,

problems such as nursing shortage, focus on routine practice,

parallel or separate teamwork, and hierarchical relationships

between nurses and therapists prevented the provision of

rehabilitation nursing care (16). All these factors affect the

provision of holistic nursing care and the safety and quality

of care. In addition, considering the importance of nursing

care role in the rehabilitation process, barriers and facilitators

can affect the achievement of rehabilitation outcomes. They

also affect the health status and quality of life of people

with disabilities (4, 13, 16, 17). Barriers can reduce nurses’

performance due to mental fatigue, dissatisfaction, and burnout

(18–21). Despite the importance of recognizing these challenges,

few studies have been conducted to identify the factors affecting

rehabilitation nursing care. Among these studies, quantitative

research is unable to comprehensively explain the affecting

factors. Qualitative studies have focused solely on a specific

area such as stroke rehabilitation. In addition, most of them

have focused on examining the viewpoints of nurses and the

experiences of other members of the rehabilitation team in

working with rehabilitation nurses have been less considered

(13–16). Therefore, this qualitative study was conducted to

explore the rich experiences of all members of the rehabilitation

team on barriers and facilitators of rehabilitation nursing care

for patients with disability in the rehabilitation hospital.

Materials and methods

Design

Deep understanding of different people’s experiences about

human phenomena such as rehabilitation nursing care can

be achieved through qualitative research. Content analysis

is one of the most widely used techniques in qualitative

research, especially in the field of nursing, which aims to

provide knowledge and understanding of the phenomenon

studied. Since the aim of this study was to understand the

experiences of nurses and other members of the rehabilitation

team about barriers and facilitators of rehabilitation nursing

care, this qualitative studywas carried out with a content analysis

approach (22–24).

Participants

The study population consisted of the members of the

rehabilitation team in Rofaydeh Rehabilitation hospital in

Tehran. Inclusion criteria include a bachelor’s degree or higher

and 6 months of work experience in a rehabilitation hospital

for nurses; experience working with rehabilitation nurses for

rehabilitation team members; experience of hospitalization in

Rofaydeh rehabilitation hospital for patients and caregivers.

Participants were included in the study based on purposeful

sampling. the first participant was selected by the research team

based on the participant’s experience and willingness. Maximum

variation in Sampling was performed to obtain a wide range of

experiences. Eighteen persons including 12 nurses (eight clinical

nurses, two head nurses and one educational supervisor, and

one clinical supervisor), an occupational therapist, a physical

medicine and rehabilitation specialist, a nurse assistant, a

patient with multiple sclerosis with a history of three periods

of hospitalization and a caregiver of a patient with stroke

participated in this study.

Data gathering

Data were collected through 18 semi-structured in-depth

interviews. Before the meeting, coordination was made about

the time and place according to the participants’ willingness.

Before starting the interview, the necessary explanations about

the research were provided and informed written consent was

obtained. Based on the interview guide prepared by the research

team, interviews started and continued with questions tailored

to the role of each participant, for example, clinical nurses
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were asked that “Please tell me what factors affect the care

you provide to patients?” Rehabilitation team members were

asked “what factors affect nurses’ care provision based on your

experience working with nurses?”. The following questions were

based on participant responses and the questions were referred

differently. At the end of each interview, the interviewer was

asked to provide additional information by asking, “Do youwant

to add anything else?”. The interview continued for as long as the

participant wanted and lasted an average of 45–60 min.

Data analysis

In this study, the data were analyzed using conventional

content analysis based on the five stages of Graneheim and

Lundman. In the first step, In the first stage, the recorded

interviews were transcribed verbatim. The interviews were read

several times to understand the whole sense of the interview. The

text of the interview was read and divided into meaning units

and were abstracted and labeled with a code. During coding and

labeling meaning units, the main context and whole sense were

considered. The codes were compared based on differences and

similarities and sorted into categories. The tentative categories

were discussed by the research team and revised. Finally, the

underlying meaning, that is the latent content of the categories

was formulated into themes (23). Interviews continued until no

new categories or relevant themes emerged and the categories

evolved in terms of conceptualization (24).

Trustworthiness and ethical
consideration

In order to ensure the trustworthiness of the data based on

Lincoln and Guba’s evaluation criteria, credibility, dependability

or accountability, transferability and confirmability were

addressed. In this regard, the researcher was present in the

research environment for more than a year to collect qualitative

data and tried to gather valid information through prolong

engagement in conducting interviews. Participants with

maximum diversity were selected in terms of education, work

experience, gender, and job position. Through the process of

member check, the initial coding of interviews was examined by

participants to verify the accuracy of the codes. Also, in order

to conduct peer review, three faculty members familiar with

qualitative research examined the codes and categories and

agreed on interpretations. Clear and distinct descriptions of

culture and context, selection and characteristics of participants,

data collection, and analysis process were presented (22, 23, 25).

This research is part of a larger study. The present study

has been approved by the Ethics Committee of the University

of Rehabilitation Sciences and Social Health (Code of ethics:

IR.USWR.REC.1400.069) In this study, the researcher adhered

to ethical considerations such as confidentiality of participants’

names, permission to record interviews, obtaining informed

written consent to participate in the study, and the discretion

of participants to withdraw from the study at each stage of

the study.

Results

Participants characteristics

Eighteen persons including 12 nurses, an occupational

therapist, a physical medicine and rehabilitation specialist, a

nurse assistant, a patient with multiple sclerosis with a history

of three periods of hospitalization, and a caregiver of a patient

with stroke participated in this study. The nurses participating

in the study included 8 clinical nurses, two head nurses, one

educational supervisor, and one clinical supervisor. Among

the nurses participating in this study, eight worked as clinical

nurses, two heads of nursing, one clinical supervisor, and one

educational supervisor at Rofaydeh Rehabilitation Hospital.

The educational degree of nurses was from undergraduate to

doctoral level. five nurses were master’s students or graduates

of nursing rehabilitation with an average of 2 years of

work experience.

Three themes were derived from the data analysis,

which represented Barriers and facilitators related to

nurses (specialized knowledge and skills, psychological

status, mentoring, professional communication), barriers

and facilitators related to the work environment (nurses’

performance evaluation, nursing workforce, comprehensive

care facilities, workplace design, specialized unit), barriers

and facilitators related to patients and caregivers (patient’s

participation in nursing care, patient adaptation, efficiency of

formal caregivers).

Barriers and facilitators related to nurses

This theme suggests that some nurses’ issues such

as specialized knowledge and skills, psychological status,

mentoring, and professional communication can affect the

provision of rehabilitation nursing care.

Specialized knowledge and skills

This category stated that due to the lack of a comprehensive

and special course in the field of rehabilitation nursing in

the undergraduate nursing curriculum, nurses do not acquire

specialized knowledge and skills in this field and face challenges

while working in a rehabilitation hospital. The number of

nurses with a master’s degree in rehabilitation nursing is limited

and these nurses often have little experience working in a

rehabilitation hospital. Rehabilitation nursing care is specialized
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care, and a lack of specialized knowledge and skills prevents the

provision of comprehensive and specialized care. A nurse who is

a master’s student of rehabilitation nursing (p3) stated that:

“At the undergraduate level, I learned a little bit about

rehabilitation, but now that I’m studying rehabilitation, my

perspective has changed. . . for example, I noticed that my

colleagues didn’t educate patients about home modification

when they saw that I was training patients about it, they

became curious, and I explained it to them”.

In relation to the lack of specialized knowledge of novice

nurses, (P6) mentioned this:

“I have a bachelor’s degree in nursing, when I came to this

hospital, I knew nothing about rehabilitation, caring for

people with disabilities was difficult for me because I only

knew how to care for patients with general problems such as

diabetes or heart diseases”.

The hospital’s educational supervisor (p12) stated:

“One of our problems is the small number of nurses with

rehabilitation expertise, some of whom are still students...

To manage this problem, one of the prerequisites for

employment in this hospital is to study the principles

of rehabilitation, but it is not enough, because The

field of rehabilitation is extensive, and we need to train

them constantly to develop their knowledge and improve

their skills”.

Psychological status

Long-term hospitalization, slow progression and long

recovery process of disabled patients, lack of psychological and

emotional readiness of nurses to work in rehabilitation units,

and difficulty of care are factors that impose a psychological

burden on nurses. These psychological stresses affect nurses’

performance and prevent them from comprehensively

presenting their roles and responsibilities. (P6) in this

regard stated:

“a nurse who works in the rehabilitation hospital is under

pressure... It’s hard to see people with these conditions,

Patients’ condition affects our work. . . They always talk to

us about their problems and it’s too hard to listen to them

Because their disease is often incurable, and we can only

help them adapt... If something happens to them, even after

discharge, we become very sad... they are like our family”.

The psychological burden of care has made nurses feel that

they need support, but the emotional and psychological status

of nurses is usually ignored. In these conditions, psychological

stress increases day by day and reduces their performance.

(P7) described:

“To continue working, nurses need to be emotionally

strengthened.... One of our colleagues holds motivational

classes for patients to strengthen their psychological

condition, we also need to attend these kinds of classes. . . ”.

Mentoring

The number of nurses with rehabilitation expertise is limited

and most of the nurses working in the rehabilitation hospital

are general nurses. In this situation, rehabilitation nurses and

experienced nurses as a mentor can help and guide their

colleagues to provide better care. The presence of experienced

nurses in each work shift can help to manage the problems

of patients in specific situations. (P4), who has long work

experience in a rehabilitation hospital, has explained:

“When someone has the high experience, they know how to

act in different situations, and a less experienced colleague

can get help if needed”.

p6, who has less experience in working in the rehabilitation

hospital, has stated:

“For example, there are some things that we may ignore,

but the guidance of our experienced colleague or head nurse

helps us to consider more details, and this affects our quality

of care a lot, not just doing routine nursing work.... I learned

a lot about rehabilitation this way”.

In addition, some nurses have other responsibilities, such

as specialized wound care, holding motivational classes for

patients, or providing educational content and education in

charge. The presence of nurses who have been trained and

experienced in a particular field such as wound care can help

other nurses in providing specialized care. (P1) who is in charge

of education in one of the units stated:

“I am in charge of education in this unit. I helpmy colleagues

provide the best educational content for their patients...If

they have questions about educating patients or need more

educational resources, I will provide them”.

Regarding the importance of having wound care specialist

nurses in facilitating care, (P6) described:

“Some nurses in this hospital are experts in wound care,

they teach us how to dress different kinds of wounds, even

when they are not in the hospital, we call them, and they

guide us. In this situation, we can easily and correctly dress

any wound”.
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Professional communication

Communication of rehabilitation team members with

each other is one of the most important requirements of

the rehabilitation process. Nurses ’communication with other

members of the rehabilitation team helps to be aware of patients’

progress in rehabilitation. Also, if any physical or psychological

problem occurs in the rehabilitation process, therapists notify

nurses and nurses can consider it in providing care. The

occupational therapist participating in the study (p17) stated:

“Sometimes patients have a hypotensive episode in the

occupational unit, so we call and notify nurses, and when

the patient returns to the unit, the nurses assess the patient’s

hemodynamic condition and take care of him/her, or when

the patient complains of shoulder pain, we inform nurses to

manage pain by using a sling or something else”.

Communication among nurses is an important factor

affecting care. The development of communication leads to

the integration of the care process and the provision of

comprehensive and safe care. One of the participating nurses

(P1) stated:

“We have a cyberspace group if special care like a new

orthosis is prescribed to a patient, the head nurse informs

us in the group, and everyone knows to consider it... The

head nurse usually attends teamwork meetings and informs

us of the results in person or online. In general, teamwork

meetings are useful because we will be aware of the decisions

of the rehabilitation team and the condition of patients so

if patients need special care or medical intervention we will

follow up”.

Developing communication between patients and nurses

leads to better awareness of different physical, psychological,

social, and spiritual aspects of patients and providing

individualized nursing care. In this regard, the patient

participating in the study (p14) has stated:

“In this hospital, we and nurses have a good relationship.

We’re really like a family so it’s easier for us to tell them our

problems, they understand us better and treat us according

to our situation... I think everyone works better when the

communication space is productive and friendly”.

Barriers and facilitators related to the
work environment

This theme suggests that factors such as nurses’ performance

evaluation, nursing workforce, comprehensive care facilities,

workplace design, and the specialized unit can facilitate or

hinder the delivery of care.

Nurses’ performance evaluation

The performance of Nurses is constantly evaluated by

supervisors and head nurses. These evaluations focus only

on defects while nurses expect that positive aspects of their

performance be considered as well. This method of evaluation

reduces the motivation of nurses to provide care, causing them

to only perform their duties and not try to improve the quality

of care. (P4) noted that:

“Each month, supervisors randomly select and review the

records of several patients, nursing reports are carefully

checked, and head nurses are informed about our mistakes.

The focus is only on errors However, If the nurse has written

a perfect and complete report, it will not be taken into

consideration. . . Sometimes I wonder why I spend so much

time writing a good report in detail, they don’t care. . . ”.

Nurses expect different aspects of their care to be seen and

receive positive feedback. P5 noted:

“You know, it doesn’t matter if someone is responsible,

for example, I always check that patients do rehabilitation

exercises that the physiotherapist gives them and use their

night splints, I supervise patient caregivers to brush patients’

teeth, despite all the positive work, I was never encouraged,

but if there is the slightest mistake in the nursing report, I

will be blamed immediately. . . ”.

Identifying and highlighting the positive points of nurses’

performance can encourage them to provide better care.

(P4) noted:

“We expect our positive points of performance to be

identified and when that doesn’t happen, the importance of

providing better care is diminished gradually and we will no

longer be willing to provide the best care!”.

Nursing workforce

One of the barriers to providing care is the nursing

shortage that causes compressed work schedules. Nurses have

to work more, and they don’t have enough time to rest

after work shifts. Continuous work and fatigue reduce their

ability to provide high-quality care. One of the nurses (P5)

pointed out:

“We work overtime while we don’t want it. . . Our working

conditions are tough, and overtimemakes us tired toomuch,

we always feel tired because we can’t get enough rest, we will

no longer be able to think about comprehensive care”.

In addition, most shifts are 18 h or 12 h to compensate for

nursing shortage. One of the nurses (P4) described:
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“18-h shifts are too long, most of my shifts are 18 h, I come

to the hospital from 13:00 and until 8:00 tomorrow and I

only have 1 day to rest afterward. This not only increases the

chances of errors but also prevents us from thinking about

different aspects of rehabilitation.”.

This problem also causes nurses to take care of more

patients. Therefore, in addition to a compressed work schedule

and long work shifts, the workload is also higher than the

standard. This leads to less time to take care of each patient

and focus on minimum requirements. One head nurse who is

in charge of planning the work schedule (P9), stated:

“Our unit has 19 beds. According to the standards of

the Ministry of Health, we have three fewer nurses, so

the working hours of our staff are increased, and Each

nurse should take care of 10 patients and will not have

enough time to meet all patients’ needs or even talk

to them”.

Comprehensive care facilities

Patients with disabilities usually have comorbidities so,

need some diagnostic tests or medical consults, that need

to be done accordingly. Delays in treatment can make it

difficult to provide care and will be challenging for nurses.

Besides, Disabled patients are susceptible to acute events

such as falling, seizure, or aspiration. In the absence of

adequate facilities in these emergent conditions, nurses would

be exhausted and cannot provide comprehensive care to their

patients. The clinical supervisor participating in the study (P13)

stated that:

“We don’t have CT scan or MRI in this center, and when

a patient needs these tests, he/she should be transferred to

another hospital, which can be dangerous for the patient and

increase the workload of nurses. During the transfer, one

nursemust take care of that patient so his/her colleaguemust

take care of all patients in the unit”.

The process of transferring the critically ill patient to

other hospitals is very long. This long process prevents nurses

from providing adequate and equal care for all patients.

The nurse, who is a graduate of intensive care nursing

(p5), noted:

“We don’t have an intensive care unit, when a patient

gets severely ill, for example, suffering from respiratory

distress, we have to focus on him/her . . . the patient’s

transfer is time-consuming...In this situation, we can’t

supervise the rehabilitation program of other patients, we

need to prioritize care and provide only the acute and

necessary care.”.

Workplace design

Some parts of the hospital environment are not suitable for

patients with disability. problems such as the long corridors

make it difficult to access and monitor the patients properly.

Most rooms have three beds, and the number of beds does

not fit the room space. In these rooms, nurses have difficulty

providing care because the risk of infection transmission is

high, and it is impossible to protect patients’ privacy and

talk to them privately. Noisy and crowded rooms distract the

patient during training and reduce the effectiveness and quality

of education. Inappropriate design of rooms also makes it

difficult to provide care such as dressing changes or intermittent

catheterization. Caregiver of the patient participated (p15) in the

study described:

“Sometimes when nurses want to talk to my mother

privately, they take her to another place, like the hospital

yard, because their room has three beds. . . Sometimes,

because the rooms are crowded, we may not understand

some parts of their education and ask them to repeat it, It’s

hard and time-consuming. Nurses get tired”.

An inappropriate environment in critical situations creates

more challenges. A participant who had the experience of

participating in cardiovascular resuscitation. (P8) stated:

“Imagine that in this small room we want to bring

an emergency trolley near the patient, there’s no

space for ourselves to resuscitate the patient... In this

situation, in which every second is important, we

should move everything around to find enough space

for resuscitation”.

Specialized unit

Only patients with similar problems are admitted

to specialized units. Therefore, nurses better identify

patients’ needs, education becomes more specialized, and

the safety and quality of care increase. One participant

who works in the multiple sclerosis rehabilitation

unit and previously worked in non-specialized units

(P1) stated:

“In our unit, only patients with MS are admitted... Nurses

exactly know what problems and needs patients may have

and they (nurses) know how to identify them. . . Medication

errors decreased because patients have similar problems. It

is easier to educate them. . . For example, we know how to

treat patients with MS who have certain moods.”.

In these units, similar problems of patients with certain

diseases have been identified and protocols have been developed

to manage them. These protocols help nurses to be aware
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of special risks. Therefore, they can anticipate certain risks

such as falling, aspiration, or seizure and prevent them. In

addition, when these happen, nurses can provide acute care

more quickly and accurately. P10 who works in the stroke

unit noted:

“In our units, some of our patients are susceptible to seizure,

a protocol has been developed for seizure management,

so our nurses know how to take care of a convulsing

patient...., patients with stroke are also prone to shoulder

subluxation and pain, so we assess this problem in all

patients and train their caregivers to prevent subluxation...

patient safety improves because we take care according to a

specific protocol”.

Barriers and facilitators related to
patients and caregivers

This theme indicates that the patient’s cooperation

with the nurse facilitates the provision of care and

the inefficiency of caregivers in performing their

duties is an obstacle in the provision of rehabilitation

nursing care.

Patient’s participation in nursing care

Rehabilitation nursing care requires patient participation

in rehabilitation exercises, repetition of trained skills, and

adherence to treatment. If the patient is not cooperating,

the nurse should spend more time repeating rehabilitation

and training interventions and not make progress

in learning new skills. Also, patient cooperation in

observing the principles of safety and health facilitates

the provision of safe and quality care. The patient

participant noted:

“Well, some patients do not cooperate with the nurses, for

example, the nurse asks the patient to take his medication

on time, but the patient does not pay attention and the nurse

has to go to the room several times and remind the patient

to take his medication.”

Considering the importance of patient participation

in providing safe care, the caregiver participating in this

study stated:

“Sometimes patients don’t listen to nurses and do dangerous

things. For example, nurses emphasize that they should get

help from the caregiver to get out of bed and not to go out

on their own, but not to pay attention.”

One of the participating nurses also stated:

“When patients cooperate with us, our work gets better, for

example, when I teach the patient how to do CIC and he

participates and learns to do it independently, I can teach

him more and he will become independent sooner.”

Patient adaptation

Patients admitted to rehabilitation services shortly after

injury or illness may not yet be able to adapt. In these situations,

denial of physical problems or illness causes them to reject the

exercises and training provided by nurses. Failure to accept the

condition and functional limitations may put patients at risk and

make it difficult for the nurse to take care of them. Some patients

are stubborn with nurses at this stage and do not pay attention to

nurses’ care recommendations. The participating nurse working

in the brain and spinal cord injury unit (P4) stated:

“It is difficult for the patient to cope with what happened

to him, especially the patient who suffers from a spinal cord

injury due to an accident and the patient is stubborn in the

first days, does not want to listen to the training. We need to

spend a lot of time talking to them to be satisfied to take care

of ourselves.”

These patients also suffer from psychological problems that

make them less receptive to rehabilitation nursing care. A nurse

working in the multiple sclerosis unit (P1) noted:

“When a patient is diagnosed with MS and hospitalized for

treatment and rehabilitation during the attack phase, he or

she does not pay attention to the recommended diet or

behave aggressively...”

E�ciency of formal caregivers

Many patients employ formal caregivers, and this has

increased during the COVID-19 pandemic. Although these

caregivers are introduced to patients by the hospital, their

eligibility for patient care is not assessed. Most of them

do not have enough knowledge or experience to care for

patients with disability. Therefore, instead of using this time to

provide comprehensive care for patients, nurses should spend

a lot of time training caregivers and monitoring their work.

(P9) described:

“One of our biggest challenges at this hospital is private

caregivers (formal caregivers). Instead of spending time

caring for the patient, we need to educate the private

caregivers while these trainings should have been given to

them before . . . We must constantly monitor their work to

prevent them from making mistakes”.
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In addition to being incompetent for patient care, they do

not cooperate well with nurses. This leads to an increase in the

workload of nurses and exhausts them. (P3) stated in this regard:

“It’s the duty of the caregiver to help patient to do their

exercise but they evade from their responsibilities.... Patients

should be taken to rehabilitation units on time, but they

don’t care. . . we are too busy to check them all the time, it

is annoying that we should remind them everything....”.

Although the incompetence of official caregivers creates

many problems for nurses, the relevant authorities are not

aware of the importance of their role and do not monitor the

performance of formal caregivers. One of the participating head

nurses (p10) stated:

“Lack of cooperation of caregivers is a burden on nurses, the

others do not care. For example, one of our officials said that

we don’t care who wants to take care of the patient...., while

the caregivers and their performance are very important“.

Discussion

The aim of this study was to investigate Barriers and

facilitators of rehabilitation nursing care for patients with

disability in the rehabilitation hospital. The findings indicated

that some of these factors are related to nurses, patients, and

caregivers and some are related to the work environment.

Specialized knowledge and skills, psychological status,

mentoring, and professional communication are barriers and

facilitators factors. The need for specialized knowledge and

skills to provide rehabilitation nursing care can be a barrier

to providing nursing care. Because of the shortage of nurses

with rehabilitation expertise, general nurses with undergraduate

education or nurses with other specialties provide care in

the rehabilitation hospital. These nurses have not received

adequate rehabilitation training and have no special skills in

providing rehabilitation care. Previous studies have consistently

shown that one of the challenges of rehabilitation nursing

care is inadequate training of nurses and a lack of specialized

knowledge in the field of rehabilitation (16, 26). The knowledge

and skills of nurses affect their performance in providing

care, their relationship with patients, and the rehabilitation

process (27). In the absence of sufficient knowledge and

non-specialized skills, rehabilitation care is not fully provided,

participation of nurses in the rehabilitation process is limited,

achieving optimal results becomes difficult, and the risk of

injury increases (16, 26, 28). According to the findings of this

study, in such situations where the number of nurses with

rehabilitation expertise is limited, guidance from rehabilitation

nurse specialists, nurses with other specialties such as wound

care, or experienced nurses are facilitators of rehabilitation

care. In accordance with these results, evidence in stroke

rehabilitation shows that assisting clinical nurses by advanced

professional nurses plays a key role in better understanding

comprehensive care and leads to improved care (15).

As a facilitating factor related to nurses, the professional

communication among nurses, nurses with other members

of the rehabilitation team and nurses with the patients and

their caregivers lead to a better understanding of the patient’s

condition and rehabilitation process. As a result, this improves

the performance of all members of the rehabilitation team

especially nurses. In line with these findings, previous studies

have also shown that communication and teamwork of nurses

with each other, as well as other rehabilitation team members,

are important facilitators in providing care, increasing the

quality and safety of care, and reducing missed nursing

care (4, 14, 16, 29).

The findings also indicate that working in rehabilitation

units imposes psychological stress on nurses. Because of the

close and long relationship between nurses and patients with

disability, nurses are faced with patients’ problems, and this

puts nurses under pressure. The results of other studies also

indicate that working in rehabilitation units is very challenging

and has a great psychological burden on the members of the

rehabilitation team because they are in contact with patients

who have experienced unpleasant events, some suffer from

pain and they have various physical, psychological, familial, or

social obstacles in the path of rehabilitation. In such situations,

rehabilitation nurses experience very high psychological stress

which leads to emotional exhaustion (21, 30–32). These work-

related psychological problems affect the quality of care and, if

continued, cause burnout of nurses, which negatively affects the

provision of care (33).

The results of this study also indicate that nurses’

performance evaluation, nursing workforce, comprehensive care

facilities, workplace design, and specialized unit are barriers

and facilitators related to the work environment. Based on the

findings, the lack of an accurate method of evaluating nurses’

performance, focusing solely on weaknesses and deficiencies,

and ignoring the positive points of nurses’ performance have

made them unmotivated in providing care. This can cause

nurses to only meet minimum standards and not try to improve

care. Evidence also suggests that a lack of encouragement for

nurses causes a lack of motivation, affects their performance,

and causes less attention to their responsibilities (34). This also

leads to reduced responsibility, neglecting patient needs, lack of

follow-up, and repeated missed nursing care (35). This situation

along with high psychological pressure and heavy workload can

cause burnout in nurses (33, 34).

Shortage of the nursing workforce as a barrier increases the

working hours and the workload of nurses. In general, caring for

patients with disabilities is heavy and difficult and rehabilitation

nurses manage disability and associated diseases, meet basic

needs, help to perform activities of daily living, and promote the
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mental health and social status of patients (7, 8, 16). Providing

care in this wide range is harder despite the shortage of nursing

staff and this prevents comprehensive rehabilitation nursing

care. In addition, a high workload can reduce the quality of care

and patient outcomes and increase the occurrence of undesirable

events such as falls and infections (16, 18, 36).

In addition, due to the lack of comprehensive facilities

and resident physicians, nurses face challenges in providing

care when acute problems occur. Therefore, the long process

of transferring patients for diagnostic tests or intensive care

facilities attracts most of the nurses’ attention to critical patients

and reduces attention to other patients. It is not uncommon

for disabled patients to have acute care needs and may need to

be transferred to an acute care facility. Therefore, rehabilitation

units should be close to acute care facilities and rapid and

uninterrupted transfers must be available (37, 38). It is also

advisable to equip rehabilitation hospitals with some acute care

facilities, such as CT scan imaging so that some problems can

be managed without transferring patients to other centers. All

these factors affect patient care and can improve the quality of

care and outcomes (37–39).

The workplace design for providing care has also created

challenges for nurses. Problems such as lack of space prevent

nurses from providing education in a calm environment,

protecting the privacy and private dialogue with patients,

observing hygiene principles and infection control, and acute

care. In confirming these results, evidence suggests that the

environment affects nurses’ performance and can improve

the efficiency, effectiveness, and safety of care (12). Other

studies also show that environmental barriers affect the

relationship between nurse and patient. Single bedrooms can

somewhat resolve privacy and infection control, and the patient’s

distraction in providing education (12, 40). Participants in this

study also stated that the design of units has given them less

access to patients’ rooms. Problems such as long ways to access

patients can negatively affect nurses’ readiness to provide care

and cause dissatisfaction (20).

The results of this study show that some characteristics of the

care environment such as specialized units facilitate professional

care. In this situation, nursing care and patient education are

provided in a specialized manner, patients’ problems are well

identified, and managed, and safer care is provided. Previous

studies also show that the expertise of nurses, specialized

nursing care, specific rehabilitation interventions, and provision

of rehabilitation care in specialized units lead to better care and

achieving more favorable outcomes for patients (38, 41).

Barriers and facilitators related to patients and caregivers

were patient participation in nursing care, patient adaptation,

and efficiency of official caregivers. Findings indicated that

patient participation in rehabilitation nursing care facilitates

care delivery. Evidence also indicated that patient participation

is one of the most important and fundamental factors and

prerequisites for nursing care and the rehabilitation process

(42–44). Patients’ participation in nursing care facilitates the

provision of care, improves nurses’ performance, and achieves

desired outcomes for patients (42, 43, 45–48). Findings from the

literature review show that one of the ways to increase patient

participation is to improve nurse-patient communication (43,

49, 50). The professional relationship between nurse and patient

is another facilitating factor of rehabilitation nursing care in

this study. Therefore, paying attention to improving professional

communication can improve synergy by facilitating patient

participation to facilitate the provision of rehabilitation care.

The findings of this study indicated that patients’ adaptation

to their situation facilitates the provision of rehabilitation

nursing care. Sister Callista Roy, a nursing theorist, has proposed

an adaptation model through which nurses assist patients in

achieving adaptation, in other words, nurses facilitate patient

adaptation (51–53). However, the authors of this study did not

find evidence as to whether the patient’s adaptation to their

condition facilitates the provision of nursing care.

Another barrier to care is the inefficiency of formal

caregivers. The incompetence of formal caregivers forces the

nurse to train and prepare them for care and constantly

supervise their work. Evidence also suggests that the

unpreparedness of caregivers is one of the barriers to

rehabilitation care (38). Other studies indicate that there

is no specific framework for training and supporting caregivers,

causing nurses to spend time to training and preparing them

for care to compensate for this shortage. This increases their

workload and prevents them from providing rehabilitation care

(12, 39–41).

Regarding our results and previous evidence, we state

that managers, researchers, and clinical nurses can play

an important role in strengthening the facilitator and

removing barriers. Nursing managers can improve nurses’

professional knowledge, skills, and professional communication

by holding training courses with different topics such as

rehabilitation principles, communication, and teamwork

skills. Proper workplace design for provision of rehabilitation

care, equipping and specializing the care units and standard

workforce allocation are other tasks that can be done by

managers to facilitate rehabilitation care. Clinical nurses’

efforts to gain more knowledge and skills and improve

communication and collaboration with other members of

the rehabilitation team can help them provide better care.

Nursing researchers can design and implement interventions

in future research to improve nurses’ psychological status,

increase participation, patient adaptation and efficiency of

formal caregivers.

Conclusion

The results of this study indicated that there are several

factors in facilitating or inhibiting the provision of rehabilitation
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nursing care, some of which are related to nurses, patients and

caregivers, and the work environment. Barriers can negatively

affect the quality and safety of care, prevent comprehensive

care, increase missed nursing care, and cause exhaustion and

burnout in nurses. Facilitating factors also promote professional

care and provide comprehensive care. Considering the impact

of barriers and facilitators on the quality and safety of

care, recognizing barriers and facilitators, and planning to

eliminate or strengthen them are very important. The results

of this study remind us that achieving this goal depends on

improving nurses’ situation, paying attention to patients and

their caregivers, and resolving work environment shortcomings.

this finding can help managers, researchers, and clinical nurses

to modify these factors to improve rehabilitation nursing

care. Considering this study was conducted in the inpatient

rehabilitation hospital, it is suggested that future studies be

performed in different settings.
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