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Abstract

Background: The International Convention on the Rights of Persons with Disabilities (CRPD) is the most important International
Document for recognizing the rights of persons with disabilities, including the right to health and rehabilitation. Islamic Republic
Iran acceded to the Convention in 2008, but still has a long way to go to achieve its desired status and in line with the objectives of the
convention. This study aimed to identify the barriers to the implementation of articles 25 and 26 of the CRPD in Iran.

Methods: This study was performed using conventional content analysis. Twenty-one individuals were recruited by purposive
sampling with maximum variation and were continued until saturation. Data were gathered through in-depth, semi-structured
interviews from June 2018 to May 2019. MAXQDA version 10 was used for analyzing data.

Results: The resulting data analysis yielded 860 initial or open codes. The concepts were categorized into 27 subcategories and 7
categories. Main categories were included: "Structure inefficiency", "lack of comprehensive rehabilitation program", "inadequate
awareness", "neglected economy of people with disabilities", "weak access to services", "cultural challenges" and "disregard for new
technologies".

Conclusion: The findings showed that the executive structures in the country have a lot of problems with health and rehabilitation
programs for people with disabilities. It seems understanding the barriers to implementation of articles 25 and 26 of the international
CRPD empowers officials in the field and improve services by providing a better view of the disabled. Nevertheless, it is
recommended for policymakers to consider rehabilitation as a main element of the health system.
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— What this article adds:
Our results of this study will provide a clear pathway for managers,

planners  rehabilitation for the PWD to be able to reform their
executive structures and to develop comprehensive programs, like
other ordinary people, and help them in achieving their human rights
in health and rehabilitation The findings could lead to a change in
health policymakers' attitudes toward rehabilitation services as one
of the rights of PWD.
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Introduction

According to the report of the World Health Organiza-
tion (WHO), about 15% of the world's population suffers
from various types of disabilities (1), while governmental
resources in Iran account for about 4% of the population
(2). At every point in history, societal approaches to disa-
bility varied: sometimes, like primitive communities, peo-
ple with disabilities (PWD) were destroyed at birth to
avoid overburdening, and sometimes they were treated
with pity, and they were considered worthy of kindness
and charity (3).

Today also PWD have many social limitations in differ-
ent societies, because they are more likely to miss primary
educations, receive a less formal education, and are less
likely to find a job, earnings, and it is more difficult to
access public services and are subject to discrimination
(4). However, today neither society nor the PWD accepts
these views, and they, rather than seeking special privileg-
es, want to play equal roles and responsibilities with other
members of society and organize powerful organizations
in pursuit of their neglected rights (3). In fact, disability is
a human rights issue because PWD experience inequalities
simply because of their disability. For example, they are
deprived of equal access to health care, employment, edu-
cation, and political participation. They are also often
abused and degraded (1).

The International CRPD is an international document
for the promotion of the rights of persons with disabili-
ties approved on December 13, 2006, at the United Na-
tions General Assembly with fifty articles covering vari-
ous aspects of their lives, including civil, political, cultur-
al, and social rights (5). The Convention is the first docu-
ment that guarantees the rights of PWD with particular
concerns (6), puts their problems on the global agenda,
and calls for their greater participation in society as citi-
zens with dignity. The International CRPD as a law rede-
fines the world and the living status of PWD (7).

Article 25 of the Convention clearly states the right to
the highest acceptable level of health without discrimina-
tion due to disability (5). This right is further extended in
Article 26 and obliged states, including the support of peer
groups, to enable PWD to achieve their maximum inde-
pendence and maintain physical, mental, social, and pro-
fessional abilities, as well as full participation in all as-
pects of lives (5).

Paragraph E of Article 25 of the Convention states that
health insurance and life insurance should be provided in a
fair and non-discriminatory manner to PWD (5). Some
studies show that few women with disabilities are covered
by the health insurance and there is a significant differ-
ence in the quality of care between the two subgroups of
insurance (8). Article 25 of the Convention also states that
for PWD the same quality and free and payable standards
of health care are provided as to the others, including
terms of sexual and reproductive health and population-
based health programs (5).

Article 26 states that governments are obliged to organ-
ize, strengthen, and extend services and facilitation the
rehabilitation programs, especially in the field of health
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(5). According to Article 25, in fulfilling their obligations
under the Convention, the states must provide health and
rehabilitation services in an appropriate manner to the sex,
the need, and the age of the person (9, 10).

The experiences of PWD show that despite the ratifica-
tion of the International Convention, their rights to pro-
mote and enforce human rights, especially in developing
countries, remain an important challenge(4). Abdi's in his
study (2015) explaining the challenges of providing reha-
bilitation services to PWD in Iran, identified six categories
of challenges including lack of knowledge, negative atti-
tudes toward disability, inadequate support for PWD,
problems for the providers, access problems, and payment
costs (11).

Countries in the West Asian region, including Iran, have
a large number of PWD due to natural disasters, heredi-
tary diseases, and brutal warfare. Such states appear to be
able to resolve their problems in their cooperation with
the CRPD (Article 12) and the General Assembly (3).

Iran joined the International CRPD in 2008 (12). In the
Islamic Republic of Iran, despite the value-based attitude
of Islamic worldview and despite some interesting and
beautiful points in Islamic texts including the Holy Qur'an
and its various interpretations, the Al-sira al-Nabawiyya
(Prophetic biography) the Imams Sira, and jurisprudential,
legal, theological, historical, and literary books (13), and
with respect to being underdeveloped, the right-centered
approach to PWD has not received much attention and has
only been formulated and enacted in a variety of laws and
regulations specific to PWD, with a view to being sup-
portive-centered. For various reasons, it has not been ef-
fective in achieving the intended objectives set forth in the
constitution and even in religious doctrine (14).

The higher the quality and rate of health indicators in a
society and the more balanced and appropriate the distri-
bution of these indicators, the better the relative well-
being and health of that community (15, 16). It should
also be considered that the health system is one of the
major parts of any country that is affected by the country's
economy and its determinants (17). Statistics show that
PWD are more deprived to access to health, education,
and employment than people without disabilities (1, 18).
The World Disability Report states that PWD have less
access to health care and unmet needs (1). Similar find-
ings have been reported in several countries (8, 19, 20).

Given the complexity and abstraction of the phenome-
non, the lack of knowledge in this area, and its relevance
to different communities, this study was conducted to gain
a better understanding based on the experiences of differ-
ent health care and rehabilitation stakeholders. It has also
sought to identify barriers to the implementation of Arti-
cles 25 and 26 of CRPD and to assist policymakers, plan-
ners, and providers in removing these barriers and improv-
ing the quality of rehabilitation services, which hopefully
ultimately leads to the integration of PWD and improve
their quality of life.
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Methods

Study design

This research was performed using conventional con-
tent analysis methodology. In this research, we didn't use
any previous hypothesis, and the data were gathered di-
rectly based on the participant's experiences. Constant
comparative analysis was deployed for data analysis. Ac-
cording to participants’ experiences, concepts and codes
were summarized and categorized based on differences or
similarities, and main categories were developed.

Setting

The participants were selected for this study in Tehran,
who had at least five years of experience in policy-making
or implementing programs and activities related to persons
with disabilities and a willingness to participate in this
research and describe their experiences. Twenty-one peo-
ple took part in this study. The study setting was the natu-
ral environment, and the experiences of participants were
investigated at their offices. The purposeful sampling
method with the most diversity was used for sampling in
interviews with policymakers, managers and heads of
non-governmental organizations with different education,
experiences and backgrounds in rehabilitation in the pub-

Table 1. The demographic characteristics of the participants

lic and private sectors. The demographic characteristics of
the participants are presented in Table 1.

Data collection

Data was gathered by the first author through face to
face interviews. The interviewer initially introduced her-
self and explained the aim of the study and received in-
formed consent from participants. Upon receiving the par-
ticipants’ agreement, the interviewers were recorded. Dur-
ing initial interviews, the researcher asked general and
open-ended questions in order to understand participants'
perceptions and experiences with barriers to the imple-
mentation of articles 25 and 26 of the CRPD in Iran. In-
terviews also contained probing questions (for example,
““Can you give me an example?’’ and ‘‘Please speak more
about it?’). The follow-up questions were asked accord-
ing to information provided by the participant to clarify
the concept under study. Data collection was continued
until saturation. Data were considered saturated when no
more codes could be identified and the properties and di-
mensions of the category were coherent or made sense.
The interviews were conducted from June 2018 to May
2019. The time of each interview was between 15 and 50
minutes. All participants took part in one interview.

Code Field Job Sex Education Sector Experience (year)
1 Higher Education Management Manager Male PhD Public 25
2 Health Care Management Manager Male PhD Public 20
3 Health Education Policymaker Male PhD Public 30
4 Occupational Therapy Expert Female MSc Private 27
5 Psychology Expert Male PhD Public 15
6 Graphic N.G.O Female BSc Private 16
7 Physiotherapy &Management Policy maker Male PhD Public 30
8 Strategic Management Policy maker Male PhD Public 28
9 Elderly Science Expert Male PhD Public 10
10 Management Policy maker Male MSc Public 27
11 Rehabilitation Management Manager Male MSc Public 20
12 Rehabilitation Management N.G.O Male MSc Private 30
13 Rehabilitation Management Manager Male MSc Public 20
14 Rehabilitation Management Policy maker Male MSc Public 25
15 Speech Therapy N.G.O Male BSc Private 24
16 Psychology of Exceptional Children N.G.O Male PhD Private 15
17 general surgery Manager Male MD Public 18
18 Health Care Management Expert Male PhD Public 18
19 International Law Expert Male PhD Private 8
20 Health and Social Welfare Expert Male PhD Public 12
21 Rehabilitation Management Manager Male MSc Public- Private 15
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Data Analysis

The data was processed through the content analysis
method. Interviews were tape-recorded and transcribed
verbatim. Information obtained was repeatedly read to
gain a general understanding of it. Then, data were ana-
lyzed using Graneheim and Lundman approach (2004);
This means data were divided into meaning units, con-
densed, labeled as codes, constantly compared to develop
sub-categories and categories (21). Condensing meaning
units was done by process of reducing the text while
maintaining their core and was coded accordingly after the
process of coding and grouping the codes. Finally, obtain-
ing underlying meanings, they were discussed by the re-
searchers’ team and revised as main categories; it should
be noted that data gathering and data analysis were con-
ducted in parallel and simultaneously. In each section,
with reflection and discussion resulted, peer check was
used to reach a consensus between research team mem-
bers. The MAXQDA software version 10 as well as man-
ually, was utilized in the analysis process.

Trustworthiness

In the current study, we used Lincoln and Guba's crite-
ria, including credibility, dependability, conformability,
and transferability (22). To increase the credibility of the
data, it is necessary to be involved within data for a long-
time. Therefore, the researchers were involved in data
collection for 13 months and using member check with
participants in the end of each interview and after the pro-
cess of coding and participants confirmed the reflected
interviews (23). In addition, dependability was assessed
by the peer check strategy (24). To enhance conformabil-
ity, all the background and stages of study, especially the

data analysis, were documented. Therefore, other interest-
ed researchers had access to these documents to use them
in possible future studies (22). For transformability, our
research team provided the conditions to use the results in
a variety of settings. To facilitate transferability, it is valu-
able to give a clear and distinct description of culture and
context, selection and characteristics of participants, data
collection and process of analysis. A rich and vigorous
presentation of the findings together with appropriate quo-
tations, will also enhance transferability (21).

Ethical Considerations

The informed consent was obtained from the partici-
pants via clarifying the purpose and the process of the
study. This study was adopted from the first author's mas-
ter’s degree thesis and was approved by the Ethical Com-
mittee of the University of Social Welfare and Rehabilita-
tion Sciences (USWR) in Tehran, Iran
(IR.USWR.REC.1397.105).

Results

Twenty-one participants (19 men and 2 women) took
part in this study. Participants included 5 policymakers, 6
rehabilitation managers, 6 expert in rehabilitation and 4
heads of non-governmental organizations with different
education, experiences and backgrounds in the public and
private sectors. All of the participants had work experi-
ence more than five years in the field of rehabilitation.

The study provided a new perspective on the important
barriers to the implementation of Articles 25 and 26 of the
International CRPD. The findings in 7 categories and 27
subcategories are presented in Table 2.

Table 1. Barriers to the implementation of articles 25 and 26 of the international CRPD

Categories Subcategories

Rehabilitation site deficiency
Dominance of the treatment-centered atmosphere
Idealistic Articles of the Convention

Structural inefficiency

Defect of implementation and evaluation of the Convention

Multiple agencies responsible for the affairs of PWD
The inefficiency of NGOs

Unclear protocol

Inadequate human resource distribution

Lack of comprehensive rehabilitation program

Weakness of timely intervention programs

lack of specific approach
Insufficient attention to prevention
lack of comprehensive information systems

Families
Communities
Therapists
Authorities

Inadequate awareness

The Neglected Economy of PWD

Weak access to services

Cultural Challenges

Ignoring of new technologies

Inefficient management of budgets and credits
Poor participation in the insurance system
Expensive rehabilitation services
Geographical access

Physical access

Lack of a rehabilitation view

Negative attitude

A sense of being a second- class citizen
Weakness in technology localization
Unavailability of new technologies

lack of up-to-date rehabilitation technologies

http://mjiri.iums.ac.ir
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Structural inefficiency

The findings showed that one of the main challenges
and concerns most participants stated was structural inef-
ficiency, which extracted from 6 sub-categories including;
“rehabilitation site deficiency”, “dominance of the treat-
ment-centered atmosphere”, “idealistic Articles of the
Convention”, “defect of implementation and evaluation of
the Convention”, “multiple agencies responsible for the
affairs of PWD?”, and “the inefficiency of NGOs. The last
one is the most important requirements for implementing
health and rehabilitation materials that, if inadequate, can
disrupt the implementation of the whole programs and
laws.

A contributor to Rehabilitation site deficiency stated:

“Rehabilitation is a subset of the ministry of Health that
needs to be separated. Even in the upstream documents,
rehabilitation is under the shadow of the Ministry of
Health, and we do not have an upstream policy document
to implement the rehabilitation services. On the other
hand, unfortunately, the Cooperatives  have not yet
reached a clear understanding of the division of responsi-
bilities in the field of rehabilitation”. (Participant19)

Lack of a comprehensive rehabilitation program

Many participants pointed out that there is no compre-
hensive rehabilitation program in our country that raises
other issues such as disruption of performance, parallel-
ism, and so on. This category comprises six sub-categories
of "unclear protocol", "inadequate human resource distri-
bution", "weakness of timely intervention programs",
"lack of specific approach”, "insufficient attention to pre-
vention", and "lack of comprehensive information sys-
tems". Another participant noted:

“We do not have a comprehensive rehabilitation pro-
gram in our country to exactly clarify the goals and poli-
cies for PWD. A part of this program is the responsibility
of the Ministries, and another part is related to the munic-
ipalities and in general, we have no plans for rehabilita-
tion services. In relation to the rehabilitation, even the
deputy director of rehabilitation has a number of stereo-
typed strategies, and they did not meet to formulate a plan
of action with the help of stakeholders, their different
work partners, and different people involved in a compre-
hensive plan and strategy”. (Participant 4)

Another Participant about prevention stated:

“No one has ever told people about prevention. The
health care system is ruled in the country. It seems to say,
“Let’s build a prison”. Well, it means we build to fill it!
However, if society thinks about prevention, it does not
think about prison. In a community, if health is respected
and prevention is at the forefront, fewer people will need
treatment and hospital-care”. (Participant 3)

Another Participant regarding the lack of a comprehen-
sive information system said:

“One of the problems that we have required to imple-
ment Articles 25 and 26 is the lack of a strong mechanism
for information. How much of the statistics that we use in
the census to provide the facilities to PWD are useful?
Their statistics are imperfect. If you want to census, we
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need these items. However, they say we cost millions of
dollars for every question we want to put in the census. If
we want to have proper planning, we need to work on
good statistics in terms of the number of PWD, the types
of needs, and the number of people who are regularly
added.”. (Participant 10)

Inadequate knowledge

One of the major issues that most of the participants
pointed out was the inadequate knowledge of the families,
communities, therapists, and authorities, which empha-
sized the need to pay attention to this subject. Unfortu-
nately, the lack of awareness about PWD is one of the
major issues and there are many problems to address. In
this regard, one participant noted:

“Another obstacle is that our knowledge is limited, that
is to say, education and knowledge cannot be injected into
society to soothe the eyes, but education must take shape
from childhood and kindergarten. As those children enter
school and then to university and become a manager, a
responsible, and/or a minister, their mind would be prac-
tically trained. Therefore, lack of awareness and training
for the community is a barrier that we necessarily seek to
address”. (Participant 8)

The Neglected Economy of PWD

This category was one of the main barriers to the im-
plementation of the CRPD in Iran. During the interviews,
all participants identified this as one of the most important
concerns that play a prominent role in receiving and deliv-
ering rehabilitation and health services. It has challenged
service delivery and, in most cases, increased the severity
of disability due to high costs and taking a long time. It
also overshadowed the provision of rehabilitation services
and resulted in interruption or non-follow-up of rehabilita-
tion. It extracted from the following subcategories: "inef-
ficient management of budgets and credits", "poor partici-
pation of the insurance system", and "expensive rehabili-
tation services". One interviewee described the obstacle
as:

“Another important issue is financing, which means that
if we want to have a nationwide program for all groups,
we need to be able to predict a credit line. There is no
credit line in the Ministry of Health because the insurance
system is in trouble. Every disabled person's per capita
income in the Welfare Organization is 900,000 Toomans a
year, so how can it be provided with jobs, housing, reha-
bilitation services, and education? This causes a lot of
need and low-income results in low costs”. (Participant 2)

Another contributor explained:

“The Welfare Organization reduces the insurance budg-
et each year, while the needs of the service seeckers are
very high. The organization is not able to respond because
the health budget of the country is given to the Ministry of
Health and parallelism in work has caused a loss of budg-
et.” (Participant 4)

Weak access to services
Access to services is one of the main concerns of partic-
ipants in providing and receiving rehabilitation and health
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services, most of which were mentioned in interviews and
were considered as a prerequisite for providing rehabilita-
tion services. This category extracted from subcategories
Included; the "geographical access" and "physical access"
sub-categories. One of the participants said:

“We do not have suitable access to health services in
our different parts of the country. We now observe health
homes in all rural areas that provide primary health care,
but we have a lot of difficulties in getting second and
third-level services. That is to say, PWD had to travel far
if they want to come to a town from the village, but there
was only one doctor in town while one needs a specialist
who did not exist. So, inaccessibility in terms of geograph-
ical barriers makes the quality and effectiveness of treat-
ment difficult and impedes the realization of the Article. In
terms of construction, we do not see a medical or dental
health center for PWD at the Ministry of Health, while
dentistry for them is a specialized job”. (Participant 2)

Cultural Challenges

One category that is a major obstacle to the presence of
PWD in the community and access to the services they
need is the cultural barriers existing among the communi-
ty, officials, therapists, families, and even PWD them-
selves. This category has three basic sub-categories, in-
cluding "lack of a rehabilitation view", "negative attitude",
and "a sense of being a second-class citizen". Relating to a
negative attitude, a contributor stated:

“The biggest challenge is the lack of a "positive atti-
tude". They consider PWD as a few numbers of people.
They do not really care that reviving a human being is a
revival of society as a whole. The idea of “revival” in the
Qur'an does not mean that you just bring life to other
people, but that one must come into the community and be
able to live and participate. This attitude prevents serious
attention to persons with disabilities. They focus more on
the disabilities of such persons, while they are, in fact very
capable people in doing their jobs. In the world, we see a
minister who is blind, but we have obstacles in our law at
present that prevent PWD from to enter into the parlia-
ment. This is a challenge that actually has the negative
attitude that we face even in the law”. (Participant7)

Another contributor regarding "being a second-class cit-
izen," stated:

“They come to the community with the stigma and peo-
ple lookat them as different. Although many things
changed compared with a decade ago, it is still the same;
that is, ordinary people look at PWD as second-class citi-
zens”. (Participant9)

Ignoring new technologies

New technologies of rehabilitation will undoubtedly
play an obvious and undeniable role in better adapting to
existing constraints, achieving greater independence, and
ultimately reducing the burden of care for families. One of
the barriers, considered in the present study, is the ignor-
ing of new technologies, which include the three basic
sub-categories of "weakness in technology localization",
"lack of up-to-date rehabilitation technologies", and "una-
vailability of new technologies”. In this regard, one partic-

ipant described:

“How much have we been able to access technology tai-
lored to our disability? Wheelchairs, as the simplest de-
vice, are usually just in one type, and people with different
disabilities and different height and weight characteristics
all use the same type. The conditions are more difficult in
sophisticated technologies such as hearing aids. In addi-
tion, technologies that can make their working environ-
ment comfortable, such as design a special pen, ergonom-
ics of the workplace, etc., are the major obstacles to the
realization of these two Articles”. (Participant 11)

Discussion

This study was conducted because of the importance of
providing rehabilitation and health services for PWD.
They showed various factors prevent the implemen-
tation of the International CRPD in Iran. In this study,
based on the participants' experience and understanding,
the main barriers included "inefficiency", "lack of com-
prehensive  rehabilitation  program", "inadequate
knowledge", "neglected economy of PWD", "limited ac-
cess to services", " cultural challenges", and "ignoring
new technologies". Other studies have addressed some of
these barriers, which are discussed below.

One of the major barriers to the implementation of the
Articles of the Health and Rehabilitation Convention was
the inefficiency of the structure, which included the sub-
categories of '"rehabilitation site failure", "treatment-
centered dominance", “idealistic Articles of the Conven-
tion", "failure to implement and evaluate the Convention",
"multiple centers in charge of people with disability", and
"the inefficiency of NGOs".

The study by Abdi et al. (2016), pointed "multiple
responsible centers", "the unknown situation of rehabilita-
tion", and "hospital-centered hospital atmosphere", which
confirms the findings of our study (25). Dalvandi's study
also showed not health cause functional impairment
(26). In the study of Soltani et al., the importance of the
associations and NGOs related to PWD has been under-
scored, which confirms the findings of the present study
(27). Besides, our study also provided new findings, in-
cluding the idealistic Articles of the Convention and the
inefficiency of NGOs that are major barriers to rehabilita-
tion services for PWD.

One of the most important challenges in implementing
Article 26 of the Convention, namely rehabilitation, was
the deficiency of a comprehensive rehabilitation program
that has six major sub-categories, including "unclear pro-
tocol", "inadequate human resource distribution", "weak-
ness of timely intervention programs", "lack of a clear
approach"”, "inadequate attention to prevention" and "lack
of comprehensive information systems".

According to the WHO report, in 2005, the UN found
standard rules on equal opportunities for PWD conducted
a global survey of non-binding implementation. In 42 per-
cent of participating countries, no rehabilitation policies
were adopted; in 50 percent of countries, the Rehabilita-
tion Act for Persons with Disabilities was not enacted, and
in 40 percent, there were no statutory rehabilitation pro-
grams. Many countries had appropriate laws and policies
http://mjiri.iums.ac.ir 5
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related to rehabilitation but wrapped behind in implement-
ing these policies, developing, and delivering local and
regional rehabilitation services (1).

In the present study, also lack a program one of
sub-categories extracted in the interviews of the partici-
pants that was a major obstacle to the provision of rehabil-
itation services in country. The superiority of our study
compared to the aforementioned survey was the introduc-
tion of new sub-categories, including the “weakness of
timely intervention programs,” “inadequate attention to
prevention,” “and the lack of a comprehensive infor-
mation system”.

The study by Eldar et al. (2008), on physical rehabili-
tation of physical disorders, showed that assistive technol-
ogy, sensory trauma, and specific procedures that could
lead to unequal distribution of services (28). In addition to
the lack of a strategic plan, our study also found cases of
"inadequate human resource distribution", "weakness of
timely intervention programs", "inadequate attention to
prevention", and "lack of comprehensive information sys-
tems'".

One of the categories extracted from the interviews was
"insufficient knowledge", which includes four sub-
categories. The subcategories demonstrate the need to

foster knowledge at all levels, including "family", "com-
munity", "therapists", and most importantly "authorities"
in the field.

According to the findings of  Andrew Long et al.
(2003), insufficient understanding and skill of nurses is
related to educational programs and the gap between nurs-
es' educational understanding and effective skill and
knowledge for working in rehabilitation settings (29).

In a study by Bahareh Rezaei Nick (2017), one of the
major barriers to cooperation among nurses was poor edu-
cational planning (30) . In another study by Abdi et al.
(2015), one of the major concerns of the majority of par-
ticipants, especially managers, policy-makers, and provid-
ers of rehabilitation services in the academic rehabilitation
system, was that it might cause insufficient awareness of
postgraduate service providers in providing rehabilitation
services (11). A study by Hosseini et al. (2010) assessed
the level of awareness of the clients of rehabilitation cen-
ters about the provisions of the patients' rights; they em-
phasized that there was awareness, education, the frequen-
cy of visits, and the rehabilitation ward. The study report-
ed that the knowledge of the therapists at the rehabilitation
centers was 53.6% good, 32.1% poor, and 14.3% moder-
ate (31), which is consistent with the findings of our
study.

Among the very important categories that the majority
of participants in the present study referred to were the
"disregarded economy of PWD". It has three sub-
categories of "inefficient budget and credit management",
"poor insurance system participation", and "expensive
rehabilitation services"; they are considered as the major
and fundamental barriers to promoting the rights of PWD
and access to desirable rehabilitation and health services.
In studies by Megan Hussey et al. and Abdi et al., the re-
sults indicated that the "financial" barrier is the main bar-
riers to providing rehabilitation services, which are con-
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sistent with the findings of our study (6, 11). In Lee Jung's
study (2014), 58.8% of PWD in Korea stated that they did
not receive medical services when they needed because
they have no money, which is a very high percentage and
confirmed the results of the present study (32). Also in the
study of Abasi (2009), the most economical problems
of families with mentally retarded children were in three
areas of medical and pharmaceutical costs (30.7%,) food
and clothing (24.3%), and transportation costs (23.6%),
respectively. These problems were because of incomplete
coverage of health insurance. Likewise, low family in-
come, lack of a suitable job, and lack of education to ob-
tain a job can intensify these problems (33). In the re-
search by Jahanbin et al. (2019), lack of financial re-
sources has been mentioned as one of the major problems
in the field of rehabilitation (34). The findings of all these
studies confirm the findings of the present study suggest-
ing inadequate insurance coverage, high cost of rehabilita-
tion services, and other financial problems.

As noted in the findings, access to services was one of
the influential factors in providing and receiving a rehabil-
itation and health service that was a major concern of our
research participants, and mentioned by most of the inter-
viewees, and is considered as a prerequisite to providing
rehabilitation services. Access includes the "geographical
access" and "physical access" sub-categories.  Murthy
Venkata (2014) in Southern India PWD faced more
barriers to accessing health services than people without
disabilities. Obstacles included: “ignoring service availa-
bility,” “service costs,” and “transportation problems”,
which was consistent with our research findings. Obsta-
cles included: ignoring service availability, service costs,
and transportation problems (35), which was consistent
with our research findings. In another study by Mégan
Hussey (2015), explaining the barriers to the implemen-
tation of health and rehabilitation materials at the interna-
tional CRPD in South Africa, the findings emphasized the
existence of physical barriers to health and rehabilitation
(6) which is fully consistent with the findings of our study.
The advantage of the present study is the addition of “ge-
ographical accessibility” to these services.

One of the categories that has become a major barrier to
PWD in the community and accessing the services they
need was the “cultural barriers” at the community level,
officials, therapists, families, and even PWD, and this
category has three basic sub-categories including "lack of
a rehabilitation view", "negative attitude", and "a sense of
being a second class citizen". A study by Megan Hussey
et al., as well as a qualitative study by Maria Zoormand et
al. (2019) entitled "Barriers and Facilitators of access to
health services for PWD in Cameroon and India" address
the barriers at the level of attitude of the family and com-
munity of the persons with disabilities (6, 36), which cor-
roborates the findings of the present study. Moreover, the
present study also emphasized the "weaknesses of the
authorities" and "second-class citizen", which was ne-
glected in previous studies.

“New technologies of rehabilitation”, undoubtedly,
play an obvious and undeniable role in better adapting to
existing constraints, achieving greater independence, and
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ultimately reducing the burden of care for the families and
other caretakers. One of the barriers innovated by the pre-
sent study, which was overlooked in previous studies, is
"disregard for new technologies", which includes the three
basic sub-categories of "weakness in technology localiza-
tion", "lack of up-to-date rehabilitation technologies", and
"unavailability of the new technologies". Only a few stud-
ies, such as those of Khanjani et al., have addressed the
importance of rehabilitation assistive technologies (37).

Limitations

In the present study research team did not interview
with PWD and her families, it is recommended to pay
more attention to it in the future studies.

Conclusion

This study has been explored barriers to the implemen-
tation of articles 25 and 26 of the CRPD in Iran. It iden-
tified challenges and the concerns for all rehabilitation
team and health services, policy-makers and managers,
therapists, and NGOs that service to the PWD. In the next
step, it can be helpful in addressing or eliminating the
challenges identified, and ultimately developing a com-
prehensive plan. The findings showed that the executive
structure in country have problems with health and reha-
bilitation programs for PWD. On the one hand, there is a
lack of a comprehensive rehabilitation program to present
a specific protocol that should be able to address, with
adequate and timely attention to prevention and interven-
tions, a large part of the challenges existing in achieving
the rights of persons with disabilities in Iranian health
system. Nevertheless, it is also necessary that policy-
makers they must change their insight to rehabilitation
services.
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