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Abstract
Background Providing rehabilitation services in primary health care (PHC) is associated with numerous health, 
social, and economic benefits. Therefore, low and middle-income countries, such as Iran, should benefit from the 
advantages of integrating rehabilitation services into PHC. We conducted a qualitative study to determine policy 
solutions that could facilitate the integration of rehabilitation services into Iran’s PHC network.

Methods Semi-structured interviews were conducted with 38 participants, including health policymakers, 
rehabilitation managers, faculty members, and rehabilitation practitioners. Purposive and snowball sampling 
strategies were adopted to recruit participants. The WHO Health System building blocks framework analysis was 
applied to analyze the collected data.

Results Participants’ perspectives and experiences outlined potential policy options including: (1) stewardship: 
increasing political support, strengthening the leadership of the rehabilitation sector, and promoting inter-sectoral 
collaborations; (2) service delivery: increasing the knowledge of healthcare professionals, using local volunteers, 
deploying mobile rehabilitation teams, using telerehabilitation, and improving referral pathways; (3) financing: 
increasing government funding, preparing a package of rehabilitation services, and using appropriate payment 
mechanisms; (4) human resources: expanding rehabilitation workforce, training rehabilitation assistants, and 
enhancing employment and social opportunities; (5) information systems: establishing a comprehensive information 
system and an effective surveillance system; and (6) technologies: facilitating access to a range of rehabilitation 
equipment and raw materials, especially for prosthetics and orthotics services.

Conclusion Based on the WHO six building blocks framework, this study identified several policy options for 
integrating rehabilitation services into the Iranian PHC Network. Some of the policy options include increasing 
political support, promoting inter-sectoral collaborations, increasing the skills and knowledge of healthcare workers, 
establishing effective referral pathways, strengthening team-working, and increasing government funding.
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Background
In recent decades, demographic changes and improve-
ments in acute healthcare have led to an increase in 
long-term conditions [1, 2]. The world’s population is 
aging as the number of people over the age of 60 years 
is projected to double by 2050 [3]. Moreover, the preva-
lence of non-communicable neurological conditions such 
as stroke, spinal cord injury, multiple sclerosis, and Par-
kinson’s disease is increasing [4]. Functional limitations 
and disability accompany these conditions. In addition, 
injuries caused by events such as traffic collisions, natural 
disasters, and industrial incidents have led to an increase 
in long-term musculoskeletal conditions, which affect 
nearly 1.3 billion people worldwide [5]. As a result, there 
is a significant demand for properly resourced rehabilita-
tion services.

Rehabilitation services seek to empower people liv-
ing with disability to participate in their communities 
by improving functional ability and reducing environ-
mental barriers [6, 7]. Rehabilitation services play a sig-
nificant role in reducing hospitalization, reducing health 
system costs, and augmenting economic productivity at 
the community level [8–10]. The World Health Organiza-
tion (WHO) has always emphasized the need to provide 
rehabilitation services to the entire population, and intro-
duced it as an essential part of universal health coverage 
(UHC) [11]. This approach requires strengthening reha-
bilitation services within all health system levels, includ-
ing in primary health care (PHC) [7].

PHC services include diagnosing health conditions, 
recognizing functional problems, and referring patients 
for secondary and tertiary levels of care [7]. Modern PHC 
services go beyond the traditional care provided by a pri-
mary care physician, with an emphasis on disease preven-
tion, detecting health conditions at an early-stage, and 
promoting health through community-based health and 
social programs [12]. PHC requires a multi-professional, 
interdisciplinary approach that includes physicians, 
nurses, dieticians, and rehabilitation professionals [7]. 
Providing rehabilitation services in PHC, besides health 
benefits, has social and economic benefits [13]. Due to 
the preventive effects of several rehabilitation interven-
tions, their timely provision to targeted populations (such 
as disabled children or older people) can prevent second-
ary complications [14, 15]. In addition, early rehabilita-
tion intervention can minimize the disability associated 
with long-term conditions such as stroke, cerebral palsy, 
and low back pain [7, 16] and optimize the consequences 
of other therapeutic interventions, such as surgery, by 
facilitating recovery [13]. Therefore, integrating rehabili-
tation services into PHC is essential, especially in low and 
middle-income countries such as Iran.

The concept of integration of health services as opposed 
to fragmented care is not new [17], and integrated care 

has been defined by several authors [18]. However, a 
principal characteristic of the concept of integrated care 
is bringing together key aspects in the design and deliv-
ery of care systems that are disjoined [19] to develop bet-
ter health systems [17]. Integrated health services deliver 
a continuum of care, including disease prevention, treat-
ment, and rehabilitation. Integration of services is impor-
tant for achieving UHC [20, 21]. It has been shown that 
despite the extensive literature, the development of inte-
grated PHC may not be a priority on a country’s health 
policy agenda and its establishment requires significant 
changes in a nation’s health system [22]. The Global Con-
ference on Primary Health Care, in Astana, Kazakhstan 
in 2018, explored how primary health care could effec-
tively and beneficially integrate the delivery of health ser-
vices [23].

Iran’s Ministry of Health and Medical Education 
(MOHME) is the main provider and policymaker of 
health services. More than 90% of Iranians are covered 
by social insurance organizations for their healthcare, 
including the Iran Health Insurance Organization, the 
Social Security Organization, and the Armed Forces 
Health Insurance Organization [24]. The MOHME 
mainly finances and delivers primary healthcare, whereas 
public secondary and tertiary care services are financed 
through insurance schemes. The private sector plays a 
significant role in healthcare provision in Iran and mainly 
focuses on secondary and tertiary healthcare services 
in urban areas [25]. The primary healthcare system in 
rural areas functions well, but only meets the healthcare 
needs of a minority of the country’s population as most 
people in Iran live in the main cities. Fragmentation of 
the administration of services and categorizing them into 
primary healthcare, outpatient services, and inpatient 
services have resulted in the failure to provide an inte-
grated and comprehensive system of health services [26].

The first steps to establishing a PHC network in Iran 
were taken in 1979, and the program was finally fully 
established in 1985 [27]. Evidence suggests that Iran’s 
PHC network is one of the most successful systems 
globally, and it has significantly promoted health indica-
tors across the country, especially in rural areas [28, 29]. 
In the PHC network in Iran, the smallest health service 
unit is called the “health-house”, which is a facility staffed 
with trained healthcare providers called Behvarz [27]. A 
health-house covers the inhabitants of one village (and 
sometimes adjacent villages) up to a population of about 
1,200 people. In densely populated villages, in addition 
to health-houses, there are rural health centers with a 
trained physician and a team of health workers, covering 
a population of about 7,000 [27]. In urban areas, health 
posts in addition to health centers provide similar ser-
vices. The district health centers direct this network as 
the smallest administrative unit of the Iranian health 



Page 3 of 12Shahabi et al. BMC Health Services Research         (2022) 22:1317 

system. The management of the networks at provincial 
and national levels is the responsibility of the universi-
ties of medical sciences and the MOHME, respectively 
[30]. PHC in Iran is mainly funded and provided by the 
government. All PHC services in Iran are free of charge 
and accessible to everyone so PHC coverage in rural 
areas is reported to be more than 95% [31]. However, 
the lack of clear criteria in payment systems, inadequate 
capitation fees and their inappropriate allocation, and the 
dominance of salary and fee-for-service payments are 
weaknesses of the payment system in the Iranian PHC 
network [27]. Figure 1 demonstrates the structure of the 
PHC network in Iran.

Despite the significant successes of Iran’s PHC network 
and the implementation of numerous reforms in recent 
decades [29], the program still faces challenges, including 
the lack of effective integration of rehabilitation services 
[32–34]. According to the recent recommendations of 
WHO on strengthening rehabilitation services in health 
systems and the increased demand for rehabilitation ser-
vices in Iran due to aging population, high prevalence of 
non-communicable diseases, musculoskeletal conditions, 
traffic collisions, and natural disasters in recent years 
[7, 11, 35], we conducted this qualitative study to deter-
mine policy solutions that might facilitate the integration 
of rehabilitation services into Iran’s PHC Network. This 
study aimed to explore the current challenges and poten-
tial policy solutions for integrating rehabilitation services 
into the PHC system in Iran.

Methods
This qualitative study was carried out in 2019 in Iran. The 
proposal for this study was reviewed and approved by the 
institutional review board of the Iran University of Medi-
cal Sciences, Tehran, Iran [36]. The standards for report-
ing qualitative research (SRQR) [37] and the consolidated 
criteria for reporting qualitative research (COREQ) [38] 
were followed in the development and reporting of this 
study.

Participants sampling and recruiting
Health policymakers, rehabilitation managers, and reha-
bilitation faculty members with at least three years of 
experience, as well as allied healthcare professionals 
(physiotherapists, orthotists/prosthetists, and occupa-
tional therapists) with at least four years of experience, 
were considered as potential participants. Both purposive 
and snowball sampling strategies were adopted to select 
participants to ensure maximum variety in terms of job 
status, experience, specialty, and gender. Sampling and 
recruitment of participants continued until data satura-
tion was reached, which was guaranteed by two sessions 
with duplicate findings. An invitation letter containing 
general information and study objectives was sent to par-
ticipants. With the participant’s agreement, an appropri-
ate time and place for the interview were set. Interviews 
were conducted face-to-face, by telephone, and virtually, 
depending on the availability of the participant.

Fig. 1 The structure of Iranian primary health care

 



Page 4 of 12Shahabi et al. BMC Health Services Research         (2022) 22:1317 

Data collection
Semi-structured interviews were conducted by the first 
author (S.SH) using a previously piloted interview guide. 
The research team revised the questions based on the 
feedback from the first interviews to improve transpar-
ency and clarity. The interview guide included three 
questions regarding integrating rehabilitation services 
into PHC: (1) What is the current status of rehabilitation 
services in PHC? (2) What are the most important bar-
riers to integrating rehabilitation services into PHC? and 
(3) What are your suggested solutions to promote the 
integration of rehabilitation services into PHC? The ses-
sions were held in a quiet environment without a third 
person. The interviews were audio recorded, and imme-
diately after each session, the interviewer transcribed the 
recorded file. Files related to each interviewee were saved 
under a pseudonym to guarantee anonymity. Data were 
collected from January 2019 to June 2019.

Data analysis
Framework analysis was applied to analyze the collected 
data [39]. Two authors (S.SH and A.A.T) performed the 
data analysis. Based on Braun and Clarke’s approach [40], 
the same authors read the transcribed texts frequently 
and independently following initial familiarization with 
the raw data. Then, preliminary codes were assigned to 
explain the meaning units. In the next step, the detected 
codes were abstracted by the research team and allocated 
to pre-defined themes according to the WHO health sys-
tem six building blocks framework (stewardship, service 
delivery, financing, human resources, information sys-
tems, and medicines and technologies) [41]. Disagree-
ments between authors were resolved through discussion 
and, in some cases, by using expert researcher advice. 
The data analysis was conducted manually and simul-
taneously with the data collection. Several authors with 
different scientific and professional backgrounds were 
involved in this step to minimize the potential risk of 
bias.

Trustworthiness
Several strategies were adopted to cover credibility, 
dependability, transferability, confirmability, and authen-
ticity [42]. Cross-checking by co-authors and data 
triangulation were used to enhance credibility. The 
involvement of several authors in data analysis increased 
the dependability of the result. Transferability was pro-
moted by in-depth descriptions of participants and 
explaining the sampling process. To meet confirmabil-
ity, member-checking by co-authors and participants 
was adopted to ensure that interpretations and findings 
were correctly extracted from the data. Finally, to ensure 
authenticity, excerpts from most participants were 
inserted to support the emerging themes.

Ethical considerations
The ethical committee of the Iran University of Medi-
cal Sciences approved the study. Participants were aware 
that their participation was voluntary and that they could 
leave the study freely at any stage. An informed consent 
form was signed by participants before each interview.

Results
The demographics of the 38 individuals who were inter-
viewed are presented in Table  1. Two individuals (a 
female practitioner and a male faculty member) declined 
to participate in the study. From the data analysis, several 
policy solutions were suggested based on the WHO six 
building blocks framework. In Table  2, these proposed 
policy solutions have been explained in detail, along with 
participants’ direct quotes.

Stewardship
During the interviews, the need to increase political sup-
port and strengthen the leadership in the field of reha-
bilitation in Iran was repeatedly mentioned. One of the 
participants said:

“For these services to be considered at all levels of 
the health system, the leadership in this area needs 
to be strengthened, which requires political sup-
port. It is this political support that can provide 
the necessary basis for the growth of the field of 
rehabilitation.“[Health Policymaker 02]

Participants emphasized the promotion of intersectoral 
collaborations as one of the potential solutions. Partici-
pants believed that due to the interdisciplinary nature 
of rehabilitation, several stakeholders are involved 
in providing these services, requiring inter-sectoral 
co-operation.

“Various organizations are involved in financing 
and providing rehabilitation services. The welfare 
organization itself provides community-based reha-
bilitation services. However, if there is close co-oper-
ation between this institution and the Ministry of 
Health, these services can be integrated into primary 
healthcare.“[Faculty member 01]

The level of awareness of policy- and decision-makers 
about the effects of rehabilitation services, especially 
their preventive effects, should be increased. Many rel-
evant policymakers view these services as tertiary inter-
ventions and a strategy when other options have failed.

“Interestingly, many health experts are still unaware 
that these [rehabilitation] services can be preven-
tative and prevent many serious complications in 
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the future. They always think that they should go to 
rehabilitation if treatment and therapy interven-
tions fail!“[Physiotherapist 03]

Participation of rehabilitation professionals in the policy-
making process can facilitate the strengthening of reha-
bilitation services, especially in PHC. One participant 
said:

“What do you expect from a policymaker with very 
little information about rehabilitation services? 
In my opinion, rehabilitation specialists should 

be involved in the care processes of care services to 
improve their rehabilitation position.“[Faculty mem-
ber 04]

Participants believed that national policy documents 
emphasized the provision of rehabilitation services 
in healthcare. They suggested that adhering to, and 
strengthening existing statutes could provide the nec-
essary basis for strengthening rehabilitation services in 
PHC.

“Adherence to existing upstream laws and docu-

Table 1 The characteristics of participants
ID sex Age

(years)
Specialty Job Interview 

format
HP01 Male 49 Health policy Senior advisor of MoHME Face-to-face

HP02 Male 49 Health policy Rehabilitation deputy of WO Telephone

HP03 Female 33 Health insurance Deputy of IHIO Telephone

HP04 Male 51 Health policy Advisor of MoHME Face-to-face

HP05 Male 49 Physician SSO Face-to-face

HP06 Male - Physician MoHME Face-to-face

HP07 Male 39 Health insurance IHIO Face-to-face

HP08 Female 29 Health insurance Private insurer Face-to-face

HP09 Male 44 Health technology assessment Medical university Face-to-face

HP10 Female 39 Health policy SSO Telephone

HP11 Female 36 Health policy IHIO Face-to-face

RM01 Male 53 Physiotherapy Rehabilitation deputy of RC Telephone

RM02 Male 49 Physician Rehabilitation deputy of WO Telephone

RM03 Female 29 Physiotherapy SI Telephone

RM04 Male 48 Physiotherapy Rehabilitation deputy of WO Telephone

RM05 Male 46 Occupational therapy Rehabilitation deputy of WO Telephone

RM06 Male 43 Physiotherapy - Telephone

RM07 Female 35 Prosthetics/Orthotics Rehabilitation administrator Face-to-face

FM01 Male 45 Prosthetics/Orthotics Faculty member Face-to-face

FM02 Male 37 Physiotherapy Faculty member Telephone

FM03 Male 36 Occupational therapy Faculty member Telephone

FM04 Male 57 Health policy Faculty member Face-to-face

FM05 Male 62 Physiotherapy Faculty member Telephone

FM06 Female 52 Occupational therapy Faculty member Telephone

FM07 Female 42 Prosthetics/Orthotics Faculty member Face-to-face

FM08 Male 58 Physiotherapy Faculty member Face-to-face

P01 Female 28 Physiotherapy Physiotherapist Telephone

P02 Female 27 Physiotherapy Physiotherapist Telephone

P03 Female 35 Physiotherapy Physiotherapist Telephone

P04 Female 29 Physiotherapy Physiotherapist Face-to-face

P05 Male 26 Physiotherapy Physiotherapist Face-to-face

PO01 Male 29 Prosthetics/Orthotics Orthotist Face-to-face

PO02 Female 29 Prosthetics/Orthotics Prosthetist/Orthotist Telephone

PO03 Male 30 Prosthetics/Orthotics Orthotist Telephone

PO04 Female 31 Prosthetics/Orthotics Orthotist Face-to-face

OT01 female 28 Occupational therapy Hand therapist Face-to-face

OT02 Male 29 Occupational therapy Occupational therapist Face-to-face

OT03 Female 36 Occupational therapy Occupational therapist Telephone
MOHME, Ministry of Health and Medical Education; WO, Welfare Organization; IHIO, Iranian Health Insurance Organization; SSO, Social Security Organization; RC, 
Red Crescent; SI, Supplementary Insurer.
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WHO six building 
blocks framework

Policy solutions Quotes

Stewardship Increasing political support “In order for these services to be considered at all levels of the health system, the leadership in this area 
needs to be strengthened, which requires political support. It is this political support that can provide the 
necessary basis for the growth of the field of rehabilitation.“[Health Policymaker 02]

Strengthening the 
leadership

Promoting inter-sectoral 
collaborations

“Various organizations are involved in financing and providing rehabilitation services. The welfare orga-
nization itself provides community-based rehabilitation services. However, if there is close cooperation 
between this institution and the Ministry of Health, these services can be integrated into primary health 
care.“[Faculty member 01]

Increasing the awareness 
of policymakers

“Interestingly, many health experts are still unaware that these [rehabilitation] services can be preventa-
tive and prevent many serious complications in the future. They always think that if treatment and 
therapy interventions fail, they should go to rehabilitation!“[Physiotherapist 03]

Participation of reha-
bilitation professionals in 
policy-making

“What do you expect from a policymaker who has very little information about rehabilitation services? 
In my opinion, rehabilitation specialists should be involved in all level of health systems in order to 
improve their rehabilitation position.“[Faculty member 04]

Adhering to existing laws “Adherence to existing upstream laws and documents can be very effective in integrating rehabilitation 
services. Unfortunately, there is no good adherence to the existing laws.“[Health policymaker 03]

Strengthening NGOs and 
local communities

“Recipients of rehabilitation services are usually disadvantaged and vulnerable groups and therefore 
do not have enough power to put pressure on policymakers. I think that by holding rehabilitation cam-
paigns and associations, their needs can be better shown.“[Orthotist/Prosthetist 02]

Promoting the position 
of scientific rehabilitation 
societies

“Scientific associations can provide a list of rehabilitation services that have preventive effects to consider 
in primary health care.“[Faculty member 05]

Services delivery Increasing the skills and 
knowledge of health care 
workers

“We can teach some skills to current staff [Behvarzs] and ask them to provide basic musculoskeletal as-
sessments as well as some training and exercises.“[Faculty member 02]

Using local volunteers “Many volunteers are interested in cooperating, especially in deprived and rural areas. With short train-
ing courses, they can be prepared to perform a set of tasks.“[Rehabilitation expert 01]

Using mobile rehabilita-
tion teams

“Rehabilitation professions can be used on a mobile basis. For example, visit the covered areas on a 
weekly basis and provide the necessary services.“[Health policymaker 05]

Applying telerehabilitation “We now have good internet throughout the country that we can use to provide telerehabilitation 
services.“[Rehabilitation expert 04]

Effective referral pathways “Existence of an effective referral system is a prerequisite for proper integration of rehabilitation services 
into health care, especially PHC.“[Health policymaker 10]

Team-working “There are many professions involved in PHC, and if there is no team-working, the desired goals will not 
be achieved at all!“[Health policymaker 07]

Clarifying the role of differ-
ent professions

“Proper integration of these services into PHC requires a clear understanding of the role of rehabilitation 
professions alongside other professions. Also, the knowledge of physicians and other health care workers 
should be enhanced in relation to rehabilitation services in order to form a good team-working“[Faculty 
member 06]

Financing Increasing the govern-
ment funding

“If we want to consider rehabilitation services in primary care, we need new financial resources. The 
government should allocate more resources to this area.“[Health policymaker 03]

Preparing a package of 
rehabilitation services

“Some physiotherapy services can be provided to pregnant mothers during pregnancy. There are also 
rehabilitation services for infants and children that, if provided in a timely manner, can prevent many 
problems in the future.“[Physiotherapist 03]

Considering competitive 
payment mechanisms

“How you pay employees is very important, both to the rehabilitation professionals and to current PHC 
staff. [Payment] Mechanisms should be used to motivate them to perform their tasks.“[Health policy-
maker 05]

Human resources Increasing the train-
ing of the rehabilitation 
workforce

“If we want to provide these services well in primary health care, we need to train more rehabilitation 
professionals in the fields of physiotherapy, occupational therapy and prosthetics/orthotics.“[Faculty 
member 02]

Training rehabilitation 
assistants

“Many rehabilitation graduates are not interested in working in PHC, especially in deprived and remote 
areas. Rehabilitation assistants can be trained by taking two-year courses.“[Faculty member 04]

Improving the job and 
social opportunities

“Graduates will no longer be interested in working in the PHC network until we improve the occupation-
al and social status of the workforce in disadvantaged and remote areas.“[Physiotherapist 02]

Health 
information

Creating a comprehensive 
information system

“How can we have an effective intervention if we do not have an information system of the needs and 
records of the patient?“[Faculty member 04]

Establishing an effective 
surveillance system

“There should be a comprehensive system that can well address the rehabilitation needs of the covered 
population.“[Health policymaker 07]

Table 2 Proposed policy solutions regarding each block of WHO six building blocks framework
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ments can be very effective in integrating rehabilita-
tion services. Unfortunately, there is no good adher-
ence to the existing laws.“[Health policymaker 03]

Individual service recipients, local community organiza-
tions and non-governmental organizations can campaign 
to improve services:

“Recipients of rehabilitation services are usu-
ally disadvantaged and vulnerable groups and 
therefore do not have enough power to pressure 
policymakers. I think their needs can be better 
shown by holding rehabilitation campaigns and 
associations.“[Orthotist/Prosthetist 02]

Rehabilitation associations can also play a crucial role in 
demonstrating the effectiveness of rehabilitation inter-
ventions, and informing relevant policy makers:

“Scientific associations can provide a list of rehabili-
tation services that have preventive effects to con-
sider in primary health care.“[Faculty member 05]

Service delivery
Some participants proposed increasing the skills and 
knowledge of current healthcare workers to provide a 
range of rehabilitation services in PHC. A university pro-
fessor believed that:

“We can teach some skills to current staff [Beh-
varzs] and ask them to provide basic muscu-
loskeletal assessments and some training and 
exercises.“[Faculty member 02]

Given the current workload of health workers, suitably 
trained local volunteers could provide a range of rehabili-
tation services.

“Many volunteers are interested in cooperating, 
especially in deprived and rural areas. They can be 
prepared to perform a set of tasks with short training 
courses.“[Rehabilitation expert 01]

Using mobile rehabilitation teams was mentioned as 
another solution. Participants believed that mobile reha-
bilitation teams could provide rehabilitation services, 

especially in rural and remote areas due to the lack of 
specialized personnel in non-urban settings.

“Rehabilitation professionals can serve in mobile 
clinics. For example, one may visit the cov-
ered areas every week and provide the necessary 
services.“[Health policymaker 05]

Telerehabilitation could be used to facilitate the provi-
sion of rehabilitation services to remote areas. The devel-
opment of the Internet across the country could greatly 
facilitate this approach.

“We now have good Internet throughout the coun-
try that we can use to provide telerehabilitation 
services.“[Rehabilitation expert 04]

Many participants described how rehabilitation services 
could be well integrated into PHC if there were effective 
referral pathways.

“Existence of an effective referral system is a pre-
requisite for proper integration of rehabilitation 
services in healthcare, especially primary health 
care.“[Health policymaker 10]

As different professions are involved, team working was 
emphasized as one of the most important strategies for 
the effective integration of rehabilitation services.

“There are many professions involved in primary 
health care, and if there is no team-working, the 
desired goals will not be achieved!“[Health policy-
maker 07]

Nonetheless, clarity on the role of professions involved in 
PHC, including allied health professionals, and adequate 
knowledge of physicians and other healthcare work-
ers about rehabilitation professions, can facilitate team 
working. In this regard, one of the participants said:

“Proper integration of these services in primary 
health care requires a clear understanding of the 
role of rehabilitation professions alongside other 
professions. Also, the knowledge of physicians and 
other healthcare workers should be enhanced 
about rehabilitation services to form a good team-

WHO six building 
blocks framework

Policy solutions Quotes

Medicines and 
technology

Providing needed equip-
ment and raw materials

“Some of the required equipment can be provided to employees in remote and rural areas, such as goni-
ometers to measure skeletal deviations and range of motion… Also, some equipment is really expensive 
and it is better to be in the city or province“[Physiotherapist 03]

Table 2 (continued) 
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working“[Faculty member 06]

Financing
Integration of rehabilitation services into PHC requires 
an increase in government funding as a health policy-
maker said:

“If we want to consider rehabilitation services in 
primary care, we need new financial resources. The 
government should allocate more resources to this 
area.“[Health policymaker 03]

An interesting point raised was the need to provide a 
package of rehabilitation interventions that can be inte-
grated into PHC, such as preventive interventions for 
pregnant mothers, infants, and children.

“Some physiotherapy services can be provided to 
pregnant mothers during pregnancy. There are 
also rehabilitation services for infants and children 
that, if provided timely, can prevent many future 
problems.“[Physiotherapist 03]

Many participants believed that having appropriate and 
competitive payment mechanisms for the PHC work-
force could lead to more effective rehabilitation services 
provided by PHC staff.

“How you pay employees is very important to reha-
bilitation professionals and current primary health 
care staff. [Payment] Mechanisms should be used to 
motivate them to perform their tasks.“[Health poli-
cymaker 05]

Human resources
The workforce is one of the most critical challenges 
addressed in this study. Several solutions were proposed, 
including increasing the training of the rehabilitation 
workforce.

“If we want to provide these services well in primary 
health care, we need to train more rehabilitation 
professionals in physiotherapy, occupational ther-
apy, and prosthetics/orthotics.“[Faculty member 02]

A curriculum could be developed to train rehabilitation 
assistants who would be able to work in PHC.

“Many rehabilitation graduates are not interested 
in working in primary health care, especially in 
deprived and remote areas. Rehabilitation assistants 
can be trained by taking two-year courses.“[Faculty 

member 04]

Nonetheless, even if the rehabilitation workforce were 
increased, there is still a lack of interest amongst reha-
bilitation professionals in engaging in PHC due to 
inadequate employment and social opportunities in dis-
advantaged areas. Therefore, job and social opportuni-
ties should be improved for deprived and less privileged 
areas.

“Graduates will no longer be interested in working 
in the primary healthcare network until we improve 
the occupational and social status of the workforce 
in disadvantaged and remote areas.“[Physiotherapist 
02]

Health information
The need for a comprehensive information system was 
mentioned to facilitate patient follow-up and improve 
referral pathways in PHC.

“How can we have an effective intervention if we do 
not have an information system of the needs and 
records of the patient?“[Faculty member 04]

An effective surveillance system that can prepare accu-
rate and timely information on the rehabilitation needs of 
the population could provide the evidence base for reha-
bilitation services in PHC.

“There should be a comprehensive system that can 
well address the rehabilitation needs of the covered 
population.“[Health policymaker 07]

Medicines and technologies
Providing effective rehabilitation services requires equip-
ment and materials. In this regard, some participants 
believed that basic equipment and materials could be 
provided at the rural level and more expensive and 
sophisticated equipment could be provided at city or pro-
vincial levels.

“Some of the required equipment can be pro-
vided to employees in remote and rural areas, 
such as goniometers to measure skeletal deviations 
and range of motion... Also, some equipment is 
really expensive and it is better to be in the city or 
province“[Physiotherapist 03]



Page 9 of 12Shahabi et al. BMC Health Services Research         (2022) 22:1317 

Discussion
Rehabilitation services have been a key but forgotten 
component of PHC in planning and providing health 
services. Although these services play an important role 
in all levels of care, their focus should be close to where 
people live and work to facilitate their utilization [43]. 
At present, rehabilitation services are provided at higher 
levels of care, and this type of fragmented rehabilita-
tion service is not efficient or cost-effective. Nonethe-
less, integration of these services into PHC, as a low-cost 
patient-centered level of care, will lead to the recovery of 
more patients with higher cost-effectiveness [44].

The first key finding of this study was to design an over-
arching concept for integrating rehabilitation services 
into PHC with respect to legal frameworks, inter-sectoral 
co-operation, and participation of NGOs and scientific 
societies. Indeed, effective integration of rehabilitation 
within the health system depends on the quality of reha-
bilitation stewardship and governance [11, 32]. Achiev-
ing the goal of rehabilitation as a key component of UHC 
and integrating it into the national health plan and bud-
get, as outlined in the 1978 Alma-Ata and 2018 Astana 
Declarations, requires strong leadership and governance, 
adequate funding, efficient service delivery models, mul-
tidisciplinary rehabilitation workforce, affordable assis-
tive equipment, and integration of rehabilitation data 
into the health information system [45].

Proposed policy options for providing rehabilitation 
services at the first level of care include telerehabilita-
tion, mobile rehabilitation teams, and using local capac-
ity to provide rehabilitation services. Previous studies 
have shown that in health systems where rehabilitation 
in the primary care infrastructure is very poor, telere-
habilitation is a potentially effective way to compensate 
for this deficiency [46]. Collaboration and team-work-
ing were important pillars of the effective integration 
of rehabilitation services into PHC in the present study. 
Developing relationships between rehabilitation and pri-
mary care providers, enhancing interprofessional skills, 
including knowledge of professional roles, and build-
ing trust are among the critical issues needed for effec-
tive integration [47, 48]. Indeed, a proper understanding 
of the role of rehabilitation professionals in primary care 
by professionals in the field, other health personnel, and 
health system policymakers facilitates integration [49]. 
The WHO has described how a mobile multidisciplinary 
rehabilitation team at the primary care level with defined 
referral pathways and local assistants can be effective in 
providing rehabilitation services [7], especially in rural 
and remote areas, all three of which mentioned by par-
ticipants in the present study. The experience of train-
ing and employing local health volunteers in Thailand to 
assist rehabilitation professionals as part of a health team 
improved the performance of people with disabilities in 

the community. It has been an effective policy, in line 
with our findings [50].

Based on the literature, inadequate financing is one 
of the most critical challenges of the rehabilitation sec-
tor in Iran [33]. The use of rehabilitation services and a 
disabled or elderly family member are known to be some 
of the main determinants when someone is facing cata-
strophic health expenditure [51, 52]. Unfortunately, in 
the reforms of recent decades in the Iranian health sys-
tem, not enough attention has been paid to rehabilitation 
services. As a result, the private sector finances and pro-
vides a major part of these services [53, 54].

An important issue addressed in this study is financ-
ing the integration of rehabilitation services into PHC, 
which means increasing government investment in this 
area and increasing the utilization of such services by 
the public. The collaboration of donors and NGOs can 
be very effective in financing rehabilitation services in 
PHC in countries like Iran, which face limited financial 
resources [32, 33]. In relation to how payments are made 
to rehabilitation providers, applying the global budget 
approach to compensate for the services provided by 
PHC staff is more effective than approaches such as fee-
for-service, in which the necessary resources to pay the 
rehabilitation service provider must be provided by the 
physician. With this approach, payment is made accord-
ing to the volume of services provided, making service 
integration more complex [47]. Until now, there has not 
been any defined package of rehabilitation services to 
incorporate them into the basic health benefits package 
in Iran [8]. Evidence suggests that considering rehabilita-
tion interventions with high-value care, such as services 
with preventive effects, can reduce the financial burden 
on the health system and help target groups participate 
effectively in the community [8, 55].

Effective integration of rehabilitation services into PHC 
depends on a trained rehabilitation workforce. However, 
in addition to the small number of rehabilitation gradu-
ates in many countries, especially developing countries 
[13], many graduates are not interested in serving in 
deprived and remote areas [7]. This situation is also seen 
in Iran (64.6 physiotherapists and 22.1 occupational ther-
apists per 1,000,000 population), where the majority of 
graduates are working in metropolitan areas due to pref-
erable social and economic conditions [33, 34]. One of the 
proposed solutions in the present study was to increase 
the number of graduates in the rehabilitation professions, 
although this policy needs time to be implemented. It is 
also necessary to encourage graduates to work in rural 
areas through providing attractive economic and social 
packages, which will take time to become effective. In 
the meantime, it may be possible to train rehabilitation 
assistants who can perform some of the basic tasks of 
the qualified rehabilitation professionals [7]. It may also 
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be possible to provide basic training to local volunteers 
to assess rehabilitation needs and provide some essential 
rehabilitation services. This approach has been used by a 
community-based rehabilitation program in China [56], 
and local and community contributions have been effec-
tive in the integration of rehabilitation services into PHC 
into Chile [7].

The national health information system often does not 
include rehabilitation-related information. This hinders 
rehabilitation policy at all levels and is one of the chal-
lenges of strengthening rehabilitation services glob-
ally [57]. In Iran, the lack of data on physical access to 
infrastructure and rehabilitation resources in public 
and private centers is a significant policy challenge to 
increasing access to rehabilitation services [58]. Thus, 
a comprehensive information system that includes 
rehabilitation-related information is one of the prereq-
uisites for integrating rehabilitation into healthcare ser-
vices, especially PHC [57]. Furthermore, establishing 
an effective surveillance system can inform policy- and 
decision-makers about the target groups and the need 
for rehabilitation services in different parts of the coun-
try and provide the necessary basis for considering the 
required interventions in PHC [59].

The approach to integrating rehabilitation into UHC in 
each country reflects the characteristics of that country’s 
health system, its values, the horizontal development of 
the social welfare system, and the availability of resources 
and infrastructure [60]. Therefore, a single global policy 
for integrating rehabilitation in the health system, espe-
cially at the first level of healthcare, cannot be recom-
mended and should be tailored to the context of each 
country. However, the policy options proposed in this 
study for integrating rehabilitation services into PHC in 
Iran can be considered by other low- and middle-income 
countries, as well as countries with a health system struc-
ture similar to Iran.

Despite all the efforts made, the present study has some 
limitations. Rehabilitation is a broad field consisting of 
many different professions, of which this study focused 
on only three: physiotherapy, occupational therapy, and 
prosthetics/orthotics. In addition, service users were not 
included in this study, missing important viewpoints.

Conclusion
This study has outlined policy options for integrating 
rehabilitation services into the Iranian PHC network 
based on the WHO six building blocks framework. In the 
governance dimension, the leadership of integration, leg-
islation, and participatory decision-making were shown 
to be the main components of integration policy. Legis-
lation with sufficient executive guarantees is required to 
put this issue on the policy agenda of the Iranian health 
system. Considering all policy stakeholders, especially 

the private sector as the leading actor and provider of 
secondary and tertiary care rehabilitation services in 
Iran, the Welfare Organization as the primary steward 
of disability in the country, and especially the people’s 
representatives as the users of services and main stake-
holders of this policy, can facilitate the integration of 
rehabilitation services into PHC.
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