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a b s t r a c t
introduction: With an increasing number of people experiencing limitations in functioning during their life course, the need for compre-
hensive rehabilitation services is high. in 2017, the Who rehabilitation 2030 initiative noted that the need for the establishment and expansion 
of rehabilitation services is paramount in order to obtain well-being for the population and to ensure equal access to quality healthcare for all. the 
organization of rehabilitation services is however facing challenges especially in low-and middle-income countries with a very small propor-
tion of people who require rehabilitation actually getting them. Various surveys conducted in low-and -middle income countries have revealed 
existing gaps between the need for rehabilitation services and the actual receipt of these services. this systematic review aimed to determine 
the barriers and facilitators for increasing accessibility to rehabilitation services in low- and middle-income countries. recommendations for 
strengthening rehabilitation service organization are presented based on the available retrieved data.
EVidEncE acQuisition: in this systematic review, an electronic search through three primary databases, including Medline (pubMed), 
scopus and Web of science (Wos) was conducted to identify original studies reporting on barriers and facilitators for rehabilitation service 
organization in low-and middle-income countries. date of search: 25th april 2021 (pubMed), 3rd May 2021 (scopus and Web of science). all 
studies including barriers or/and facilitators for rehabilitation services in low- and middle income countries which were written in English were 
included in the review. the articles written in other languages and grey literature, were excluded from this review.
EVIDENCE SYNTHESIS: Total of 42 articles were included from year 1989 to 2021. Numerous barriers were identified that related to educa-
tion, resources, leadership, policy, technology and advanced treatment, community-based rehabilitation (CBR), social support, cultural influ-
ences, political issues, registries and standards of care. national health insurance including rehabilitation and funding from government and 
nGos are some of the facilitators to strengthen rehabilitation service organization. availability of cbr programs, academic rehabilitation train-
ing programs for allied health professionals, collaboration between Ministry of heath (Moh) and non-governmental organizations (nGos) on 
telerehabilitation services are amongst other facilitators.
conclusions: recommendations for improving and expanding rehabilitation service organization include funding, training, education, and 
sharing of resources.
(Cite this article as: htwe o, yuliawiratman bs, tannor ay, nor asikin MZ, soh E, de Groote W, et al. barriers and facilitators for increased acces-
sibility to quality rehabilitation services in low- and middle- income countries: a systematic review. Eur J phys rehabil Med 2024;60:514-22. doi: 
10.23736/s1973-9087.24.08154-1)
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persons who needed inpatient rehabilitation due to severe 
disabilities did not receive it.7, 8

as the coVid-19 pandemic continues to rage on, re-
ports of long term and post-coVid-19 complications with 
associated rehabilitation needs are numerous. the pan-
demic in itself has also largely disrupted the organization 
and provision of rehabilitation services in about 60-70% of 
countries globally.1

there is a need to identify the facilitators and barriers 
to rehabilitation service expansion especially in low-to-
middle income countries where there are major challenges 
in order to inform adequate and appropriate strengthening 
of the health system for rehabilitation.

the international society of physical and rehabilita-
tion Medicine (isprM) is a non-governmental organiza-
tion that engages with Who through its liaison commit-
tee and its “rehabilitation capacity building in lMic” 
Working Group in a bid to fulfil its task has embarked on 
this systematic review to identify the facilitators and bar-
riers to rehabilitation service expansion in low to middle 
income countries.

the aim of this review was to study the barriers which 
limit the accessibility to rehabilitation services in low-and 
middle-income countries; to determine the facilitators for 
increased accessibility to quality rehabilitation services in 
low-and middle-income countries; to provide recommen-
dations to optimize quality rehabilitation services in low-
and middle-income countries (lMic).

recommendations for improving and expanding reha-
bilitation service organization are presented based on the 
available retrieved data. project discussions and commu-
nications occurred via email and skype meetings and the 
group worked to put together the collective data and writ-
ing up this article.

Evidence acquisition

Identification and selection of studies

Search strategy

an electronic search was conducted to retrieve a pool of 
original studies reporting on barriers and facilitators for re-
habilitation service expansion in low-and middle-income 
countries. this involved a systematic search in 3 primary 
databases, including Medline (pubMed), scopus Web of 
science (Wos) and cochrane database. all studies includ-
ing barriers or/and facilitators for rehabilitation services in 
low- and middle-income countries which were written in 
English were included in the review. the articles written 

Introduction

the World health organization (Who) estimates that 
2.4 billion people globally are living with a health con-

dition that could benefit from rehabilitation.1 this number 
is estimated to increase as people are living longer with 
an increase in non-communicable diseases such as stroke, 
cancer and diabetes. rehabilitation is a set of interventions 
designed to optimize functioning and reduce disability in 
individuals with health conditions, in interaction with their 
environment.2 access to rehabilitation services by persons 
with functional impairment at all levels of healthcare with-
out barriers therefore reduces the negative impact of health 
conditions on the functioning of the individual. the Who 
in the second objective of its Global disability action plan 
aims to ‘strengthen and extend rehabilitation, habilitation, 
assistive technology, assistance and support services, and 
community-based rehabilitation’ while article 26 of the 
convention on the rights of persons with disabilities 
(pWds) encourages member states to plan and ensure the 
appropriate organization, strengthening and extension of 
rehabilitation services and programs within health, educa-
tion, employment and social services sectors.3, 4

in 2017, the Who rehabilitation 2030 initiative noted 
that the need for the establishment and organization of 
rehabilitation services is paramount in order to promote 
well-being and ensure quality as well as equal access to 
healthcare for all.5 rehabilitation service organization 
encompasses the provision of services at the different 
stages of injury or illness taking into account individual 
needs, the level of healthcare at which the individual is 
seeking care and the income level of the country while 
providing the opportunity for the individual to function 
optimally.

the organization of rehabilitation services is however 
facing challenges especially in low-to middle income 
countries with a very small proportion of people who re-
quire rehabilitation actually getting them. Various surveys 
conducted in low-to -middle income countries have re-
vealed existing gaps between the need for rehabilitation 
services and the actual receipt of these services. in 2015, 
for example, Zambia published a national disability sur-
vey report which revealed that even though 47.6% of per-
sons with disabilities needed medical rehabilitation, only 
17.2% actually received it despite 42.5% that have been 
aware of such services.6 the 2018 tonga national disabil-
ity survey report also showed that 28.9% of the population 
indicated that they needed rehabilitation services but only 
20.3% received these services. in afghanistan, 40.4% of 



htWE  barriErs and facilitators for Quality rEhabilitation sErVicEs

516 EuropEan Journal of physical and rEhabilitation MEdicinE June 2024 

the selected 42 full-text papers consisted of 5 cross-
sectional studies,10, 12, 20, 24, 25 10 qualitative studies,10, 13, 

15, 18, 22, 42, 44, 47, 51 13 review papers,9, 11-15, 19, 21, 23, 24, 26, 27, 

30, 32, 33, 35, 41, 43, 46, 48, 50of which five were systematic re-
views,14, 21, 26, 32, 50 one organizational-based study,19 one 
consortium-based study,45 one clinical commentary,49 and 
12 descriptive papers.27, 28, 30, 31, 33, 34, 36-41

the majority of papers looked at various aspects of re-
habilitation service organization such as type of rehabilita-
tion services availability, availability of formal discipline 
specific associations like the physiotherapy and occupa-
tional therapy associations, funding, stakeholder involve-
ment and standards for rehabilitation services. others 
explored patient experiences, rehabilitation workforce 
capacity, financial resources, leadership and policy, health 
insurance schemes, education opportunities as well as so-
cial and cultural issues influencing rehabilitation services 
provision.

Rehabilitation service organization

the studies reported various formal organizations10-26, 28, 

36, 42-51 and informal interventions10, 24, 27, 31, 37, 40 through 
religious bodies and community volunteers involved in re-
habilitation services. Whilst most of the institutions were 
based in government hospitals, a few were part of military 
hospitals.21, 24 Most did not have a complete team consist-
ing of rehabilitation physicians and allied health person-
nel. Many of the countries reported that they did not have a 
regulatory body overseeing the various rehabilitation pro-
fessions.

Most organizations highlighted the lack of structured 
healthcare services at the primary, secondary, tertiary hos-
pitals as well as unavailability of core rehabilitation ser-
vices like physiotherapy, occupational therapy and speech 
therapy services within the healthcare setting. specialized 
services such as neurorehabilitation,22 prosthetics and or-
thotics,17, 18, 28, 42 telehealth services,26, 30 cardiac,38 aural,39 
community based speech therapy,40 and assistive technol-
ogy,34 were also reported. financial barriers were reported 
in almost all the papers as a primary obstacle to forming 
and accessing these services. supportive policies such as 
national health insurance schemes (nhis) and various 
educational programs have been noted to be helpful in the 
functioning of the service organizations.

Barriers

Finance

Lack of finance proved to be the single most common fac-
tor among most countries when establishing and running 

in other languages and Grey literature were excluded from 
this review. two reviewers retrieved the data and 3 re-
viewers analyzed the selected manuscripts independently.

summary of the search strategy is presented in supple-
mentary digital Material 1, supplementary table i.

Evidence synthesis
the searches produced 150 papers with full-text reports. 
the reviewers then selected 42 papers based on relevance 
and closeness to the objectives.10-51 papers which did not 
meet the inclusion criteria were excluded from the review. 
the reasons for exclusion were study on general medical 
conditions such as leprosy, suicidal condition, acute or-
thopedic related conditions, cost-effectiveness of surgery, 
global health, psychological and social issues in back pain 
in low and middle income countries, autism spectrum, 
musculoskeletal issues and accessibility to surgery etc. 
(figure 1).9

the papers discussed about various rehabilitation ser-
vices organization addressing the type of organization 
(Government/university/academia/ private/hybrid/nGos 
/government-linked association/ Medical & non-medical 
associations/ foundations), types of hospital (district, 
primary, secondary, tertiary, non-tertiary, military), type of 
support/funding received by organization, rehabilitation 
setting, facilitators and obstacles in provision of rehabili-
tation services.

based on supplementary digital Material 2, table ii, 
several issues are highlighted as obstacles and facilitators 
in terms of rehabilitation service organization in lMic.10-51

Figure 1.—PRISMA flow chart of the study selection.9
[adapted from Moher d, et al.].9
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Resources

lack of resources proved to be amongst the most chal-
lenging obstacles faced. they include lack of mobility 
aids and appliances,10, 22, 32, 39 lack of access to therapy 
and rehabilitation services,10, 22, 23 low number and stan-
dard of skilled health-related professional,11-13, 15, 16, 

21, 23, 24, 31, 38-40, 43, 48 difficulty attracting and retaining 
staff,16, 37 lack of medical facilities and products,11, 13, 21 
lack of policies and standards,13, 15, 45 poor support from 
government health system,16 poor surgical techniques 
and rehabilitation treatment,17 neglected district hospi-
tal,19 lack of information resources,20, 33 low capacity for 
post treatment follow-up for patients,21, 22 limited service 
capacity,44, 48, 50 lack of cbr program,22 maldistribution 
with other pMr professionals mainly in urban regions,25 
demoralized workforce,25 inadequate resources for infra-
structure and equipments,30, 41, 43 inferior quality of assis-
tive technology products with higher cost of servicing,34 
lack of time,35, 36 lack of access to research resources for 
therapists not in academia,35 fragmented home-rehab 
services,44 and lack of maintenance services for assistive 
products.51

Leadership and policy

Good leadership often drives the success of programs, 
and in our review we noted that problems with leadership 
and policy include lack of political will,13, 25, 26, 31, 34, 50 
lack of government support,10, 32, 41, 42 lack of leadership 
and governance,11, 26, 32 lack of organizational mandate,20 
non availability of state funding for rehabilitation servic-
es,23, 38, 39, 43 poor legislation and fragmented healthcare 
system,24, 40, 45, 47 as well as lack of strategies for improved 
access to affordable quality care.25, 51 other factors includ-
ing unavailability of regulatory bodies to oversee medical 
and allied health services27 no universal access to health,28 
no mechanisms for coordination between government 
ministries and disability support organizations leading to 
lack of data integration,29 lack of technical consensus and 
health systems capacity,30, 41 no participation of pWds 
and lack of stakeholder involvement,49 along with lack of 
political equality of the disabled,17 were among the other 
challenges.

Technology/advanced treatment

lack of technological advances in areas of assistive tech-
nology, information and communication was noted to be 
a contributory factor to the challenges in establishing ser-
vice organizations.11, 16, 45

rehabilitation services organizations. Specific issues in-
clude high cost of services,38, 39, 50some requiring upfront 
costs,10 high cost of assistive devices,34 financial con-
straints and poor socioeconomic status,13, 16-19, 33, 37, 38, 42 
cost of medications,12 lack of financing for rehabilitation 
services by government and organizations,11, 23, 24, 27, 44 lack 
of insurance,14, 25, 32, 43 high cost of home visits,22 local 
bureaucracy policies,28 high cost for implementation and 
sustainable telehealth,30 dependence on external sources to 
carry out activities,36 and poor financial management by 
organizations/ authorities.41

Facilities/logistics

facility and logistic-related items have proven to be sig-
nificant barriers in rehabilitation service organization spe-
cifically lack of transport,10, 12, 14, 19, 21-23, 25, 33, 34, 36, 43 dis-
tance,14, 21, 28, 33, 50 poor infrastructure and accessibility,11, 

13, 19, 21, 24, 25, 31, 32, 36, 38, 48 lack of mobility aids,10 lack of re-
hab services,10, 15, 22, 48 low density of rehabilitation centers 
per inhabitant,23 disjointed services,19 long waiting time 
for prosthesis,28 lack of medical products and insufficient 
technology,11 including for prosthetic and orthotic fabrica-
tions,17, 22, 28 poor employment opportunities for physio-
therapists,27 reliance on paper based system,29 and lack of 
communication and data integration between government 
agencies, nGo and cbr providers.29

Education

continuous education is part of organizational develop-
ment. however, the many barriers faced include lack 
of specialist education and professional development 
opportunities,10, 13, 15, 16, 32, 47 limited access to informa-
tion and lack of research capacities,11, 21 limited educa-
tion and info about rehabilitation,12, 21, 25, 41, 42 lack of 
knowledge of disability, related services and attitudinal 
factors,13, 14, 22, 24 illiteracy barriers to access care,17, 19 
language barriers,17, 35 lack of research skills,21, 35, 45 ac-
quisition of further academic qualification plays little or 
no role in career progression of physiotherapists in ni-
gerian clinics,20 lack of acceptance of telehealth among 
stakeholders,26 apprehension related to data privacy in 
telehealth,26 perception that physiotherapy and physical 
rehabilitation are not essential,27 lack of awareness for 
rehabilitation on the part of government, bureaucrats and 
health professionals,32, 38, 43 poor use of evidence-based 
practice,41poor knowledge and skills among community 
health workers,44 lack of discussion among clinicians,46 
and no advisory group on disability at the Ministry of 
health level.48
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or average compliance of rehabilitation services with 
global standards,41 difficulties with recognizing rehabilita-
tion professionals in national healthcare centers.41

Facilitators

Finance

availability of national health insurance policy or scheme 
(nhis) albeit with limited or no coverage for rehabilita-
tion,13, 25, 34 funding from government,10-13, 15-17, 21, 22, 25, 

26, 38, 39 funding from external charitable organizations/ 
nGos,10, 17-19, 28, 41, 42, 51 diversification of income sources 
and projects to strengthen sustainability,18 bangladesh 
moving towards universal healthcare coverage,27 long-
term rehabilitation provided under the Ministry of social 
Welfare and nGos,27 disability allowance and medical 
compensation for government employees in pakistan,43 
funding for purchasing equipment, vehicles, building and 
paying salaries,49 were some of the financial facilitators 
for service organization.

Facilities/resources

availability of cbr programs,15 supportive programs, 
proximity of hospital and short evacuation time that en-
ables effective treatment of severe vascular injuries in ye-
men,21 government-managed general rehabilitation cen-
ter and physiotherapy clinics for pWd in chennai22 and 
nGos providing healthcare services27, 48, 50 were some of 
the facilitators identified.

all countries had some form of health information man-
agement system which collated population-based informa-
tion but most had very few indicators on rehabilitation and 
disability.29 availability of videoconference/skype with 
language translation interface,30 internet facility,30, 35, 40 
manual to improve information delivery,30 establishment 
of training facilities,48 and utilization of locally available 
materials,49 were among the resources that were noted to 
facilitate service organization.

Education/clinical

some countries had various educational programs such 
as physiotherapy degree10 and vocational training pro-
grams.15 Evidence-based practice (Ebp) uptake was noted 
to be higher with higher academic degree.20 other fac-
tors included Ebp already incorporated into academic 
curriculum,20 medical personnel training for emergency 
trauma cases and handling mass casualties,21 cbr work-
ers’ willingness to learn telehealth system,30 availability 
of educational resources,32, 35 international exchange pro-

Community-based rehabilitation

Lack of sufficient community-based rehabilitation (CBR) 
programs were often due to lack of resources for starting 
national level or local cbr programs,15, 22, 33, 36, 39, 41-43, 49 
as well as failure to robustly investigate feasibility and ac-
ceptability when designing and implementing telehealth 
systems at cbr level.30

Social support

lack of community or social support including10, 12, 13, 17, 

19, 30, 36, 39, 49, 51 discrimination from healthcare providers,14 
lack of support to clients and caregivers22 lack of utili-
zation of telehealth in cbr settings,30 demand by some 
caregivers to be paid to assist their relatives/pWd33, 37 and 
sometimes lack of awareness on availability of services 
by disability organizations,48 played a role in clients not 
receiving optimal services.

Cultural

common cultural beliefs that proved to be a setback in-
clude stigma surrounding disability,10, 19, 30, 32, 34 reli-
gious beliefs and practices as barriers to receive medical 
care,10, 13, 19, 24, 26, 43, 48 as health beliefs and racial preju-
dice,16 knowledge and culture about rehabilitation,30-32 lan-
guage barriers30 and personal behavior (lack of interest).35

Political

political instability and interprofessional disputes proved 
to be barriers to setting up effective rehabilitation service 
organizations.17, 32, 33, 36, 39-43, 47

Clinical

clinical services were hampered by ineffective communi-
cation with healthcare providers,12 lack of team collabora-
tion and communication,13 lack of skills,14, 17, 21 poor mul-
tidisciplinary collaboration13, 17, 24 inefficient first response 
protocol,21 and poor coordination between acute and sub-
acute healthcare sectors.24

Registries and standards

the limitations in having registries and standards include 
lack of disability data, lack of guidelines and accreditation 
standards,24, 25, 31, 33, 41, 42 physiotherapy lacking an official 
definition as a discipline among other health services,27 
lack of standard definitions and measurement methods on 
data validation and sharing,29, 40, 41 lack of disaster-related 
competencies,31 poor documentation of outcomes,36 poor 
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ness among the population about limitations in function-
ing and rehabilitation needs,13, 14, 22, 24 poor perceived qual-
ity of rehabilitation services,27 and a lack of skilled health 
care workers and high turnover of staff in government fa-
cilities.16, 37 a poor support from government to strengthen 
the health system16 is one of the major concerns, including 
inadequate regulation and implementation of telemedicine 
for rehabilitation.30

a few facilitators for increased accessibility to quality 
rehabilitation services were identified in this review such 
as a national health insurance plan including rehabilita-
tion, and funding from government and nGos. bangla-
desh27 is moving towards implementation of a universal 
health coverage program including government and nGo 
funding of rehabilitation services, whereas in pakistan43 
the government provides a disability allowance and medi-
cal compensation for government employees. availability 
of cbr in countries such as yemen21 and chennai22 was 
one of the facilitators for increasing access to rehabilitation 
services. other facilitators that improve quality of services 
included an academic degree for allied health,10, 32, 35, 37 
Ebp for rehabilitation,20 postgraduate training programs,38 
and a management and leadership skills training program 
for facility managers.41

in terms of integration of rehabilitation into the health 
system, programs set up by nGos were working towards 
handing over to local authorities,17 and collaboration with 
other service providers was key to deliver required in-
terventions.21 a collaboration between acute health care 
and step-down rehabilitation health facilities or nGos 
has been favourable.24 several successful initiatives for 
strengthening rehabilitation have been described; the na-
tional telehealth services program by the department of 
health in the philippines has improved awareness for re-
habilitation in rural areas,26 faculty support and credential 
training programs from nGos have improved quality of 
care,32, 48 advocacy and outreach work from leadership 
institute (li) in rwanda led to increase in physiotherapy 
referrals,36 training through task-sharing for students and 
community health workers has enabled the delivery of car-
diac rehabilitation,38 the use of clinical practice guidelines 
has been relevant to assist allied health care providers to 
address the challenges encountered, use of community 
healthcare workers has enabled extension of rehabilitation 
services to the community,44 and higher quality of coor-
dinated care resulted in a quick referral and rehabilitation 
pathway for landmine victims.42

With regards to policy-making for rehabilitation, Ghana, 
nigeria and bangladesh have made a move towards sub-

gram funded by government,32 long-distance education 
and clinical service placement,32 and training and support 
by rehabilitation workers (physical and rehabilitation 
Medicine, physiotherapy, occupational therapy, speech 
language pathology).37 specialized publicly funded pro-
gram such as cardiac rehabilitation programs,38 manage-
ment and leadership trainings focused on the user-friendly 
standards for rehabilitation and their implementation,41 de-
velopment management and quality assurance capabilities 
among rehabilitation service providers,41 and strong phys-
iotherapy undergraduate training programs to improve ca-
pacity to provide service47 were other notable educational 
programs.

Discussion

this research project conducted under the auspices of the 
isprM-Who Working Group for the “rehabilitation 
capacity building in lMic” was undertaken by several 
dedicated and experienced rehabilitation physicians who 
contribute to rehabilitation services development in lMic 
settings. Only 42 articles were identified from a systematic 
search that related to the subject of barriers and facilitators 
for increasing accessibility to rehabilitation services in 
low-and middle-income countries, including bangladesh, 
cambodia, Ghana, india, indonesia, iran, laos, Madagas-
car, Mongolia, nepal, nigeria, palestine, pakistan, philip-
pines, rwanda, sierra leone, south africa, sri lanka and 
Vietnam.

With rehabilitation services provided in primary, sec-
ondary and tertiary care hospitals, most rehabilitation ser-
vice organizations did not have the required rehabilitation 
team including rehabilitation physicians and allied health 
personnel and were lacking regulatory bodies to oversee 
standards for rehabilitation service provision. financ-
ing related issues were found to be the key barriers for 
the expansion of rehabilitation services as mentioned in 
29 out of the 42 articles reviewed, with majority concerns 
on high cost of services38, 39, 50 financial constraints and 
poor socioeconomic status,13, 16-19, 33, 37, 38, 42 lack of financ-
ing funding for rehabilitation services by government and 
organizations,11, 23, 24, 27, 44 and lack of insurance.14, 25, 32, 43 
Beside financing issues for rehabilitation services, some 
major barriers for accessibility to rehabilitation included 
a lack of rehabilitation health facilities, transport for us-
ers and advanced technologies11 for rehabilitation service 
provision. other elements contributing to challenges for 
increased service expansion and accessibility included a 
lack of communication and data integration between gov-
ernment agencies, nGos and cbr providers, low aware-
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• Encourage more nGos and cbr providers to assist 
with the countries’ needs.

Education

• continuous education is crucial to develop skillful re-
habilitation specialists and allied health professionals.

• Multiple rehabilitation cME for health care profes-
sionals and public forum will assist in disseminating reha-
bilitation services facilities and the needs of rehabilitation 
for pWds.

• inclusion of rehabilitation sections in most of the con-
ference to educate the health care professionals.

• Government/authority of those countries lacking 
in rehabilitation training should create opportunities for 
those who are qualified and willing to do further study in 
rehabilitation and encourage advisory panels at Ministry 
of health level.

• policy makers should include rehabilitation service 
development as a national agenda emphasizing on train-
ing, provision of facilities, technologies and cbr pro-
grams and collaboration with nGos.

Government’s support

• Government’s support, leadership and governance, 
organizational mandate, state funding for rehabilitation 
services, legislation, structured health care system, provi-
sion of quality care are key factors to implement an effi-
cient rehabilitation service organization.

• it is advisable to have regulatory bodies to oversee 
medical and allied health services.

• coordination between government ministries and dis-
ability support organization for a successful data integra-
tion are recommended.

• Empowering in technology and advanced treatment 
should be given priority to improve rehabilitation service 
delivery.

• policy makers should strategize to implement cbr 
program for those residing at remote area with limited re-
habilitation service facilities.

Consumers

• involvement of pWd and stakeholder’s is highly rec-
ommended.

• awareness raising forum to educate patients on avail-
able services needs to be encouraged.

• Multidisciplinary team care approach and collaboration 
is mandatory especially in acute and subacute sectors to im-
prove and optimize the patients’ care and clinical services.

scription of a national health insurance scheme (nhis) 
including rehabilitation although not covering the major-
ity of the population.12, 25, 37 policies such as integrating 
the patient navigation system into national health strategic 
planning and no refusal policy by nGos19 have improved 
approaches to rehabilitation care. thailand has strong 
health information systems including rehabilitation and 
also captures detailed information from other sources such 
as national citizen registration databases.29 some countries 
have adopted legislation toward enabling comprehensive 
rehabilitation and inclusive health services for people 
experiencing limitations in functioning through a politi-
cal commitment to improve care and support for pWds,32 
improving the referral system for rehabilitation,33, 37 of-
fering free medical treatment for government employees 
with disability and their families,43 and informed decision 
making and accountability in the provision of rehabilita-
tion services and information.45

societal support has helped to increase accessibility to 
rehabilitation care through self-help groups,15 spirit prac-
titioners,18 disabled staff demonstrating potential positive 
future for other patients,19 family members giving good 
family support,25, 33 and societal participation from na-
tional and international nGos,31 use of public holidays 
to educate community and increasing involvement of the 
participants and community members in education and 
leadership,36 and incentives to some volunteer work.37

Limitation of the study

Inadequate papers fulfilling objectives.

Conclusions

National policies

• implementation of supportive policies such as na-
tional health insurance scheme (nhis) and various edu-
cational programs will play a crucial role in the function-
ing of the rehabilitation service organization.

• Specific allocation of national budgets should be im-
plemented.

• all lMic should pay more attention to optimizing lo-
gistics/ transportation facilities, disable-friendly environ-
ment and facilities such as provision of satellite rehabilita-
tion centers for remote areas.

• Government should implement the policies to pro-
mote rehabilitation service facilities and Mou with coun-
tries who are willing to assist with technical support and 
training.
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15. deepak s. answering the rehabilitation needs of leprosy-affected 
persons in integrated setting through primary health care services and 
community-based rehabilitation. indian J lepr 2003;75:127–42.
16. Ennion l, Johannesson a. a qualitative study of the challenges of 
providing pre-prosthetic rehabilitation in rural south africa. prosthet or-
thot int 2018;42:179–86. 
17. harkins cs, McGarry a, buis a. provision of prosthetic and orthotic 
services in low-income countries: a review of the literature. prosthet or-
thot int 2013;37:353–61. 
18. hussain s. toes that look like toes: cambodian children’s perspec-
tives on prosthetic legs. Qual health res 2011;21:1427–40. 
19. ibbotson Jl, luitel b, adhikari b, Jagt Kr, bohler E, riviello r, et 
al. overcoming barriers to accessing surgery and rehabilitation in low 
and Middle-income countries: an innovative Model of patient naviga-
tion in nepal. World J surg 2021;45:2347–56. 
20. ibikunle po, onwuakagba iu, Maduka Eu, okoye Ec, umunna 
Jo. perceived barriers to evidence-based practice in stroke manage-
ment among physiotherapists in a developing country. J Eval clin pract 
2021;27:291–306. 
21. Jain rp, Meteke s, Gaffey Mf, Kamali M, Munyuzangabo M, als 
d, et al. delivering trauma and rehabilitation interventions to women 
and children in conflict settings: a systematic review. BMJ Glob Health 
2020;5(suppl 1):e001980. 
22. Kamalakannan s, Gudlavalleti Venkata M, prost a, natarajan s, pant h, 
chitalurri n, et al. rehabilitation needs of stroke survivors after discharge 
from hospital in india. arch phys Med rehabil 2016;97:1526–1532.e9. 
23. Kamenov K, Mills Ja, chatterji s, cieza a. needs and unmet 
needs for rehabilitation services: a scoping review. disabil rehabil 
2019;41:1227–37. 
24. Khan f, amatya b, sayed tM, butt aW, Jamil K, iqbal W, et al. 
World health organisation Global disability action plan 2014-2021: 
challenges and perspectives for physical medicine and rehabilitation in 
pakistan. J rehabil Med 2017;49:10–21. 
25. Khan f, owolabi Mo, amatya b, hamzat tK, ogunniyi a, oshi-
nowo h, et al. challenges and barriers for implementation of the World 
health organization Global disability action plan in low- and middle- 
income countries. J rehabil Med 2018;50:367–76. 
26. leochico cf, Espiritu ai, ignacio sd, Mojica Ja. challenges to the 
Emergence of telerehabilitation in a developing country: a systematic 
review. front neurol 2020;11:1007. 
27. Mamin fa, hayes r. physiotherapy in bangladesh: inequality begets 
inequality. front public health 2018;6:80. 
28. Matsen SL. A closer look at amputees in Vietnam: a field survey of 
Vietnamese using prostheses. prosthet orthot int 1999;23:93–101. 
29. Mcpherson a, durham J, richards n, Gouda h, rampatige r, Whit-
taker M. strengthening health information systems for disability-related 
rehabilitation in lMics. health policy plan 2017;32:384–94.
30. Mitchell-Gillespie B, Hashim H, Griffin M, AlHeresh R. Sustainable 
support solutions for community-based rehabilitation workers in refu-
gee camps: piloting telehealth acceptability and implementation. Global 
health 2020;16:82. 
31. Mousavi G, Khorasani-Zavareh d, ardalan a, Khankeh h, ostad-
taghizadeh a, Kamali M, et al. continuous post-disaster physical reha-
bilitation: a qualitative study on barriers and opportunities in iran. J inj 
Violence res 2019;11:35–44.
32. naicker as, htwe o, tannor ay, de Groote W, yuliawiratman bs, 
naicker Ms. facilitators and barriers to the rehabilitation Workforce ca-
pacity building in low- to Middle-income countries. phys Med rehabil 
clin n am 2019;30:867–77. 
33. naidoo u, Ennion l. barriers and facilitators to utilisation of reha-
bilitation services amongst persons with lower-limb amputations in a rural 
community in south africa. prosthet orthot int 2019;43:95–103. 
34. osam Ja, opoku Mp, dogbe Ja, nketsia W, hammond c. the use 
of assistive technologies among children with disabilities: the perception 

National registries and clinical practice guidelines

• national registries on disabilities, clinical guideline, 
accreditation standards for respective specialties such as 
physiotherapy, occupational therapy, speech language pa-
thology etc. are recommended.

• implementation of clinical practice guidelines for 
rehabilitation service provision needs to be addressed ef-
ficiently.
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