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Background and Objectives: Rehabilitation is a vital component of health systems and a 
fundamental human right, essential for enhancing the quality of life of people with disabilities. Despite 
its importance, many discontinue rehabilitation, leading to poorer health outcomes and increased 
social and economic burdens. This study aimed to explore factors contributing to rehabilitation 
dropout from the perspectives of individuals with disabilities and rehabilitation providers.

Methods: A qualitative study was conducted in Tehran using conventional content analysis with an 
inductive approach, with credibility and trustworthiness maintained through recognized qualitative 
criteria. Semi-structured interviews were held with 28 individuals with physical, developmental, 
or cognitive disabilities (or their caregivers) and 10 rehabilitation service providers, including 
physiotherapists, occupational therapists, and speech therapists. Participants were recruited through 
purposive sampling with maximum variation.

Results: Analysis generated 43 codes, grouped into eight subthemes: Expectations and attitudes 
toward rehabilitation, accessibility challenges, financial barriers, therapist and center related issues, 
lack of cooperation and support, psychological factors, time management difficulties, and comorbid 
medical conditions. These coalesced into the overarching theme of “causal factors.” Key reasons 
for discontinuation included unrealistic expectations, economic hardship, transportation difficulties, 
limited insurance coverage, lack of family support, psychological distress, and work schedule conflict.

Conclusion: This qualitative study indicate that rehabilitation dropout among people with disabilities 
is a complex phenomenon shaped by the interaction of individual perceptions, economic constraints, 
accessibility barriers, service-related factors, psychological challenges, and social circumstances. 
Participants’ experiences showed that discontinuation does not result from a single dominant factor, 
but rather from the cumulative and overlapping effects of these conditions over time.
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Introduction

ehabilitation, as an essential component of 
the health system and a fundamental hu-
man right, plays a key role in improving 
the quality of life for individuals with dis-
abilities. The World Health Organization 

(WHO) identifies disability not only as a health issue but 
also as a development priority and part of human rights 
[1]. The global initiative “rehabilitation 2030” also em-
phasizes raising awareness, expanding access to rehabil-
itation services, and reducing costs [2]. With the increas-
ing prevalence of disability, particularly in developing 
countries, equitable access to rehabilitation services has 
become more critical than ever [3]. 

In general, the treatment and rehabilitation of any dis-
ease or disability involve several main stages. These in-
clude raising awareness about the disease process and 
related risk factors, screening for the disease, associated 
risks or comorbidities, diagnosis, treatment, adherence to 
prescribed treatment, and control or improvement [4]. In 
this regard, adherence and continuation of treatment are 
crucial for achieving effective outcomes. Studies have 
shown that regular and uninterrupted participation in re-
habilitation sessions is one of the most important factors 
in improving the condition of individuals with various 
disabilities [5, 6]. Furthermore, consistent participation 
in rehabilitation contributes to greater independence, re-
duced dependency, and has a cost-effective impact from 
an economic perspective [5, 6]. Timely interventions 
significantly increase their effectiveness [7]. In addition 
to direct and obvious costs, discontinuing treatment is 
also a risk factor for a range of adverse and secondary 
health outcomes [8, 9]. 

Despite the clear need for persistence and adherence 
in rehabilitation, some individuals with disabilities [10], 
or parents and caregivers of children with disabilities, 
may express dissatisfaction with rehabilitation for vari-
ous reasons and in some cases withdraw their children 
from ongoing rehabilitation programs [11]. This issue 
becomes particularly problematic when early interven-
tion is required, for instance, in children with develop-
mental delays or similar conditions, where the window 
of opportunity for intervention is limited. 

Health plays a crucial role in development, and for 
individuals with disabilities, achieving the highest pos-
sible level of health and quality of life depends on ad-
herence to rehabilitation programs. Regular attendance 
at rehabilitation sessions enhances treatment effective-
ness, reduces economic costs, and improves individual 
functioning. This is especially important for children and 
individuals with cognitive disabilities. Given the lack of 
comprehensive studies on the reasons behind dropout  
of rehabilitation treatments, the present study aimed to 
examine the factors influencing this issue from the per-
spective of individuals with disabilities and rehabilita-
tion service providers.

Materials and Methods

This qualitative study, conducted using conventional 
content analysis with an inductive approach, explored 
the experiences and perspectives of individuals with dis-
abilities and rehabilitation service providers regarding 
the reasons for discontinuation of treatment programs in 
Tehran. 

R

 What is “already known” in this topic:

Previous research has established that continuous participation in rehabilitation is essential for functional 
improvement and better quality of life among people with disabilities. Studies have also shown that rehabilitation 
dropout is influenced by multiple factors, including financial constraints, limited access to services, transportation 
difficulties, and inadequate insurance coverage. However, most existing studies have focused on single population 
groups or specific disabilities.

 What this article adds:

The findings of this study demonstrate that dropout results from the interaction of attitudinal, economic, 
accessibility-related, service-related, psychological, social, and time-related factors, rather than from a single 
cause. The study also highlights the role of unrealistic expectations, perceived slow progress, unprofessional 
administrative practices, and work schedule conflicts as key contributors to discontinuation.
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Participants were selected purposefully, with maximum 
variation in variables, such as type of disability, age, gen-
der, and level of education, to gather a comprehensive 
range of views and experiences. Inclusion criteria for in-
dividuals with disabilities were having attended at least 
three rehabilitation sessions, discontinuation of services 
for a period of three months or more after starting re-
habilitation, and willingness to participate in interviews. 
For service providers, inclusion criteria were possession 
of a valid medical license in one of the three mentioned 
fields and at least two years of professional experience. 
Ineffective cooperation during interviews or voluntary 
withdrawal were considered exclusion criteria. 

Data were collected through in-depth, semi-structured 
interviews. The interview guide consisted of open-ended, 
exploratory questions focusing on barriers to continuing 
rehabilitation services (for example, “What made you 
stop attending rehabilitation sessions? Please explain.”). 
The duration of the interviews ranged from 10 to 48 min-
utes. Prior to participation, written informed consent was 
obtained from all participants. The time and location of 
the sessions were mutually agreed upon and conducted 
in a quiet, calm environment. Participants were free to 
withdraw from the study at any stage and could contact 
the interviewer for clarification of any questions. Audio 
files were securely stored in protected folders with pass-
word access. The sampling process lasted for approxi-
mately 6 months. 

All interviews were audio-recorded and transcribed 
verbatim. They were then analyzed using conventional 
content analysis based on the method of Graneheim and 
Lundman [12]. Initial coding, categorization, and theme 
extraction were carried out by Mohammad Najafpour. 
The process included repeated reading of the transcripts 
to gain an overall understanding, identifying meaning 
units, condensing and abstracting them, and assigning 
codes. Subsequently, the codes were compared for simi-
larities and differences, grouped into subcategories, and 
finally organized into broader categories. 

To ensure trustworthiness of the data, Lincoln and Gu-
ba’s four criteria were applied: Transferability (through 
the selection of diverse participants), dependability (re-
checking the codes with other researchers), confirmabil-
ity (review of the results by several research team mem-
bers), and credibility (through field notes and in-depth 
analysis of interview transcripts) [13]. 

Results

Participants included 28 individuals with various phys-
ical motor, developmental, or cognitive disabilities (or 
their caregivers, in cases where the individual was too 
young or had insufficient cognitive ability to respond in-
dependently), as well as 10 service providers in the fields 
of physiotherapy, speech therapy, and occupational ther-
apy. The demographic characteristics of individuals with 
disabilities and caregivers are summarized in Tables 1 
and 2. The characteristics of rehabilitation service pro-
viders are shown in Table 3.

The interviewees shared their perspectives on the 
causal factors behind discontinuation of rehabilitation. 
Based on their views and experiences, 43 codes were 
extracted, which were organized into eight subthemes: 
“Expectations and attitudes toward rehabilitation,” “Ac-
cessibility issues,” “financial barriers,” “therapist and 
center related issues,” “role of collaboration and sup-
port from others,” “psychological factors,” “time man-
agement issues,” and “factors related to medical comor-
bidities.” from the integration of these subthemes, the 
overarching theme of “causal factors” emerged. The 
main theme, subthemes, and representative codes are 
summarized in Table 4, and each subtheme is described 
in detail in the following sections.

Expectations and attitudes toward rehabilitation

Clients’ expectations from rehabilitation services often 
did not align with reality, and this mismatch was one of 
the main reasons for discontinuation. Families usually 
expected a full recovery within a short period, whereas 
meaningful changes required time and continuity. For 
example, one parent stated: 

“At first, I thought that after four months of occupa-
tional therapy, my child would be on track and progress-
ing well. I assumed that after these four months, the pro-
cess would end, and I would have a healthy child back” 
(Participant 7 [P.7]).

Hopelessness regarding effectiveness, the belief that 
rehabilitation becomes useless after a certain age, and 
perceiving rehabilitation as merely a form of medical 
treatment were among other deterrents. Some partici-
pants considered services to be simple and non-special-
ized, or even harmful. One participant noted:

“I reached a point where I felt rehabilitation no longer 
benefited me, and I was at the end of the road” (P.3).
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Lack of observable progress, skepticism toward the 
concept of rehabilitation, a tendency to seek alterna-
tives such as traditional medicine, and the belief that 
rehabilitation outcomes are slow or progress would be 
incomplete were all reported as significant reasons for 
dropping out.

Accessibility issues

This subtheme referred to geographical and physical 
limitations in accessing rehabilitation centers. Partici-
pants identified long distances, heavy traffic in metro-
politan areas, and the lack of suitable public transpor-
tation as major barriers to continuity. One participant 
explained: 

“One of the reasons for discontinuation was that in 
Tehran, the long distances and heavy traffic were really 
exhausting” (P.10). 

In addition, difficulties in transporting individuals with 
disabilities, the absence of standard ramps and eleva-
tors, and behavioral challenges in social environments 
made attending sessions more difficult. In some cases, 
even caregivers experienced physical problems due to 
repeated transportation. One mother shared: 

“On the other hand, as he grew older, we could no lon-
ger carry him back and forth… I myself developed ar-
thritis and a herniated disc because of the constant lifting 
and moving” (P.16). 

Financial Barriers

This subtheme referred to the economic pressures asso-
ciated with receiving rehabilitation services. The identi-
fied codes included the high cost of sessions, additional 
transportation expenses, financial responsibilities for 

other children, lack of insurance coverage, unemploy-
ment or low family income, annual inflation, and the 
perception of low cost-effectiveness of rehabilitation. 

Participants stated that the repetition of multiple ses-
sions and high service fees restricted the continuation of 
therapy. One parent noted: 

“At that time, when it was twice a week, the costs really 
put pressure on me. I stopped and decided not to take my 
child anymore” (P.20). 

In addition to session fees, transportation costs were 
also a major obstacle:

“The center’s fees are not that high, maybe one or two 
million per month; but if I need to arrange transportation, 
it costs three or four million monthly, which is too much 
for me” (P.6). 

The lack of insurance coverage for occupational and 
speech therapy, and the insufficient coverage for physio-
therapy, further complicated service continuity:

“[The costs] are calculated as out-of-pocket expens-
es for me, and financial issues had a huge impact and 
caused a lot of stress” (P.23).

Economic challenges, such as unemployment and in-
flation exacerbated these financial burdens. One partici-
pant explained:

“The main reason for discontinuing rehabilitation was 
definitely the costs. The increasing rate of expenses 
made it impossible for us to continue” (P.3).

Finally, some families believed that the benefits of re-
habilitation were not proportional to its costs:

Table 1. Demographic characteristics of interviewed individuals with disabilities (self-respondents)

Participant ID Age (y) Gender Education Type of Disability Dropout Services

1 25 M MSc Disc herniation PT

2 25 M BA Genu varum (bow legs) PT

3 40 F BA Spinal cord injury OT & PT

22 60 F MSc Brain tumor PT

23 65 F HS Stroke PT

28 24 F BA Stuttering ST

Abbreviations: M: Male; F: Female; HS: High school diploma; BA: Bachelor’s degree; MSc: Master’s degree; OT: Occupational therapy; PT: 
Physiotherapy; ST: Speech therapy.
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“Overall, the family’s conclusion was that rehabilita-
tion is not cost-effective” (therapists (T.4). 

Therapist- and center-related issues 

This subtheme referred to problems associated with the 
quality of services, therapists’ behaviors, and the condi-
tions of rehabilitation centers. The main codes included 
communication difficulties with therapists, professional 
and ethical shortcomings, unprofessional conduct of 
front-desk and support staff, lack of full-time therapists, 
insufficient information exchange, failure to facilitate 

home-based exercises, low clinical competence, dissat-
isfaction with facilities, and the privatization of public 
centers. 

Some participants highlighted weak communication 
between their child and the therapist:

“My son couldn’t connect with his doctors there; I 
knew that when he entered the therapy room, he wasn’t 
able to build any rapport” (P.21).

Unethical behavior by staff was also strongly emphasized: 

Table 2. Demographic characteristics of caregivers interviewed on behalf of individuals with disabilities

Participant ID Age of Caregiver (y) Relation Education Type of Disability Dropout Services

4 34 Mother HS ASD OT & ST

5 28 Mother HS ASD OT & ST

6 33 Mother HS ASD OT

7 37 Mother BA ASD OT & ST

8 38 Mother HS ASD OT & ST

9 34 Mother BA ASD OT & ST

10 38 Mother BA Muscular dystrophy OT

11 37 Mother BA ASD OT & ST

12 39 Mother BA Mild CP OT & ST

13 34 Mother HS ADHD and Seizures ST

14 54 Father BA Stroke OT & PT

15 38 Mother Illit Mild CP and ASD OT & ST

16 41 Mother BA Lesch-Nyhan syndrome OT

17 29 Mother HS ASD OT & ST

18 27 Mother HS DD ST

19 31 Mother HS DD OT

20 32 Mother HS DD OT & ST

21 40 Mother Elem DD OT & ST

24 40 Mother HS Hearing impairment ST

25 43 Mother HS Down syndrome OT & ST

26 44 Son HS Stroke PT

27 38 Son BA Disc herniation PT

Abbreviations: F: Female; Elem: Elementary; HS: High school diploma; BA: Bachelor’s degree; Illit: Illiterate; OT: Occupational therapy; ST: 
Speech therapy; CP: Cerebral palsy; ASD: Autism spectrum disorder; DD: Developmental delay.
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“Unfortunately, many rehabilitation staff lack con-
science. They just come for the money, and when they 
see a quiet, less able child, they don’t work properly with 
them to save their energy for other clients. I wish there 
were real accountability for such behavior” (P.11). 

Similarly, inappropriate attitudes of center managers 
caused additional stress for families:

“…The managers of that center were so unethical and 
disrespectful to families that my husband only accom-
panied us to the entrance. He had to wait outside in the 
heat or cold because of their behavior and the way they 
supervised” (P.11). 

Another major concern was the irregular presence of 
therapists in welfare-affiliated centers:

“This center didn’t have occupational and speech 
therapists every day, sometimes just once a week. They 
didn’t have also enough time to work properly with the 
children” (P.9). 

Families also complained about the lack of clear infor-
mation regarding therapy goals and required duration:

“Even the occupational therapist himself didn’t know 
how much my child needed services…” (P.13).

Another issue was the lack of practical and feasible 
home exercises: 

“One of the exercises was sound recording, but because 
of stress I couldn’t do it. These exercises were exhaust-
ing and drained my energy, and eventually I had to stop” 
(P.28). 

Some participants reported dissatisfaction with the low 
clinical skills of staff: 

“I once went to centers under the Welfare Organization 
with lower fees, but I wasn’t satisfied at all. I felt like 
they were inexperienced people or students who had just 
studied superficially and gotten a certificate” (P.12). 

Additional barriers included inadequate facilities, such 
as the absence of playrooms for siblings and the priva-
tization of public centers, which increased costs and re-
duced service quality: 

“I realized that the costs had gone up because the cen-
ter became privatized, while the therapy hours decreased 
from three hours to less. It just wasn’t worth it” (P.9) 

Role of collaboration and support from others 

This subtheme highlighted the impact of family mem-
bers, relatives, and others on whether rehabilitation was 
continued or abandoned. The main codes included lack 
of task-sharing between parents, absence of support 
from relatives and friends, disruption of other family 
members’ personal lives, and even obstruction of treat-
ment by some individuals. 

Table 3. Demographic characteristics of rehabilitation service providers

Participant ID Profession Gender Age (y) Work Experience (y) Field of Practice Education Level

1 OT M 29 7 Public & private MSc

2 ST M 29 7 Public & private BA

3 OT M 28 6 Private MSc

4 OT M 24 2 Private BA

5 PT F 38 15 Private BA

6 OT M 24 3 Public & private BA

7 OT F 25 4 Private BA

8 PT M 24 2 Private BA

9 ST F 28 5 Private MSc

10 ST M 25 3 Private BA

Abbreviations: OT: Occupational therapy; ST: Speech therapy; PT: Physiotherapy; MSc: Master’s degree; BA: Bachelor’s degree.
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Table 4. Main theme, subthemes, and codes derived from qualitative content analysis on rehabilitation dropout

Main Theme Subtheme Code

Causal factors

Expectations and attitudes toward 
rehabilitation

Mismatch between rehabilitation outcomes and prior 
expectations

Feelings of hopelessness about rehabilitation effectiveness

Perception of ineffectiveness after a certain age

Treatment-oriented rather than rehabilitation-oriented 
perspective

Perceiving services as simple or obvious

Belief that rehabilitation may cause harm

Lack of tangible and visible effects

Lack of belief in the concept of rehabilitation and replacing it with 
alternatives

Belief that rehabilitation outcomes are slow

Assumption of full recovery after partial improvement

Accessibility issues

Long distance and heavy traffic

Difficulties in transporting individuals with disabilities

Physical harm during transportation

Lack of access to public transportation services

Financial barriers

High cost of rehabilitation services

Additional indirect costs of receiving services

Costs related to other children

Lack of insurance coverage

Unemployment and low household income

Impacts of annual inflation and rising prices

Low cost-effectiveness of rehabilitation

Therapist- and center- related issues

Professional, ethical, and behavioral challenges of therapists

Unprofessional conduct of front-desk and support staff

Lack of full- time therapists

Poor flow of information exchange

Therapists not facilitating home-based exercises

Low knowledge and clinical skills of therapists

Dissatisfaction with welfare facilities of centers

Privatization of public centers

Najafpour M, et al. Causal Factors of Rehabilitation Dropout. Func Disabil J. 2026; 9:E967.2.
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When the responsibility of follow-up fell solely on one 
parent, it often led to psychological exhaustion and treat-
ment discontinuation: 

“My husband was not supportive and didn’t back me 
up” (P.25).

The absence of support from extended family or friends 
further compounded the pressure. As one therapist em-
phasized: 

“…Having a supportive figure such as a strong father, 
mother, sister, or brother, who can not only handle the 
problems but also solve issues is critical” (T.1). 

In some cases, parents had to abandon work or educa-
tion to follow up with treatment:

“I left my job because of the rehabilitation sessions, 
and I barely managed to finish my university studies 
with so much struggle” (P.4).

There were also reports of relatives actively discourag-
ing therapy:

“Her husband completely disagreed with these pro-
grams. He kept saying, ‘Just leave it; these efforts are 
pointless’” (P.14). 

Psychological factors

This subtheme referred to the psychological influences 
on individuals, both from prior personal predispositions 
and from the emotional impact of attending rehabilita-
tion centers. Identified codes included psychological 
distress from rehabilitation follow-up, personal mindset 
challenges, stress, anxiety, and shame related to therapy 
attendance, negative encounters during commuting, and 
feelings of inadequacy when comparing with others. 

One core concept was the psychological burden of re-
habilitation itself. A participant shared:

“When I see other people, my mood is disturbed and 
I get anxious, and this makes me not want to be here” 
(P.18).

Another theme involved individual mindset-related 
barriers. Some participants attributed discontinuation to 
personal traits:

“More than anything, it was my personality, I just can’t 
do things consistently, so, I quit” (P.2). 

“The reason I didn’t continue was my own messiness” 
(P.13).

Main Theme Subtheme Code

Causal factors

Role of collaboration and support from others

Lack of task-sharing between parents

Lack of cooperation from relatives

Family members falling behind in other aspects of life

Discouragement or prevention from others

Psychological factors

Psychological burden and stress of continuing rehabilitation

Challenges related to individual mindsets

Stress, anxiety, and shame in treatment environments

Negative experiences with others’ reactions during commutes

Negative feelings from comparing with others

Time management issues

Time- consuming nature of rehabilitation

Work schedule conflict

Missing social events

Medical comorbidity- related factors
COVID-19 pandemic 

Overlap with pharmacological treatment
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Stress, anxiety, and shame associated with attending 
rehabilitation were also reported:

“At that time, I was worried the issue of urinary and 
fecal incontinence during sessions. After I quit rehab for 
five years, I finally felt relief from this concern” (P.3). 

Negative experiences during commuting also emerged, 
particularly due to social stigma toward individuals with 
disabilities: 

“Until he was 10, he was calm; I could take him by 
bus. But afterward, it was impossible to go by metro; he 
would hit me or mock others. We had several arguments 
with strangers who even tried to fight with him” (P.15). 

Another significant factor was the emotional distress of 
comparing one’s child to others, both to peers with dis-
abilities and to typically developing children: 

“…My children are triplets, and only one of them has 
this condition. For me, disability means that he is not like 
the other two. This has been the worst thing in my life, 
overshadowing everything else” (P.12) 

Time management issues

This subtheme referred to time-related constraints as-
sociated with attending rehabilitation sessions. The main 
codes included the time-consuming nature of the reha-
bilitation process, work schedule conflict, and depriva-
tion from social activities.

The lengthy process of attending sessions consumed a 
considerable portion of daily life:

“Altogether, the classes take at least five hours a day” 
(P.8).

For employed individuals, the overlap between work 
schedules and rehabilitation center hours was a signifi-
cant barrier:

“Since I am employed, this issue constantly conflicted 
with my job…” (P.13).

Moreover, the continuation of sessions often deprived 
participants of leisure activities and social events:

“A lot of time was wasted; considering the loss of per-
sonal life, work, etc.; it wasn’t worth it” (P.4).

Medical comorbidity-related factors 

This subtheme emphasized the impact of co-occurring 
or successive medical conditions on the discontinuation 
of rehabilitation services. Two primary emerged codes 
were the COVID-19 pandemic and interference with 
pharmacological treatment.

During the COVID-19 pandemic, many families dis-
continued rehabilitation due to fear of infection:

“We couldn’t go for two years because of COVID. 
Out of fear of illness and infection, I didn’t take him. 
Even though some centers were open, I kept him home. 
I didn’t let him attend school either; he stayed at home 
completely” (P.17).

Additionally, chronic conditions, such as epilepsy and 
the burden of heavy medication regimens also disrupted 
rehabilitation:

“At one stage, they said speech and occupational ther-
apy should be stopped because the medications he was 
taking were too strong” (P.8).

Discussion

This study aimed to explore the factors influencing the 
discontinuation of rehabilitation services from the per-
spectives of people with disabilities and service provid-
ers. The findings revealed that multiple factors contrib-
uted to non -adherence, which could be categorized into 
perceptual–attitudinal, economic, geographical, individ-
ual, social, and psychological dimensions. Unrealistic 
expectations and patients’ disappointment were among 
the most significant barriers, as the gap between patients’ 
perceptions of the rehabilitation process and its actual re-
alities increased the likelihood of treatment withdrawal, 
as Sloots et al. and Windle et al. emphasized [14, 15]. 
Furthermore, disbelief in rehabilitation and a tendency 
toward alternative treatments, such as traditional medi-
cine were also noted in the present study, consistent with 
the findings of Oshomoji et al. [16]. 

Economic barriers, including high service costs, lack of 
insurance coverage, and the impact of inflation, were iden-
tified as key reasons for discontinuation. These results are 
in line with the findings of Bamer et al. [17], Pishkhani et 
al. [18], and Aliabadi et al. [19]. Geographical challenges, 
such as long distances and transportation difficulties for 
people with disabilities, also played an important role in 
discontinuation, a finding that was also confirmed in stud-
ies by Borg et al. and Aliabadi et al. [19, 20]. 
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The quality of services and effective therapist–patient 
communication emerged as other critical factors, where 
dissatisfaction with staff interactions or weaknesses in 
the rehabilitation team contributed to non-adherence. 
This finding was consistent with the results of Pishkhani 
et al. [18] and Razjouyan et al. [21]. Similarly, family 
and social support were shown to be vital in ensuring the 
continuity of care, aligning with the findings of Ezzati 
and Grover et al. regarding the importance of emotional–
psychological support [22, 23].

From a psychological perspective, mental distress, 
stress, and negative attitudes of others were among the 
major factors leading to treatment discontinuation. Ez-
zati identified stress as a key reason [22], while Resur-
rección et al. emphasized the role of intrapersonal fac-
tors, such as health beliefs [10]. However, Pedersen 
et al. found that high anxiety could, in some cases, in-
crease participation [24]. Additionally, time constraints 
and conflicts with work or family responsibilities were 
other barriers, consistent with the studies by Hosseini 
et al. [25], Gibson et al. [26], and Worcester et al. [27]. 
Finally, comorbid conditions, such as COVID-19 or the 
need for intensive pharmacological treatment also led to 
discontinuation, in line with the findings of Borg et al. 
regarding cardiac patients [20] and Ezzati concerning 
obesity [22]. 

Taken together, these findings indicate that the dis-
continuation of rehabilitation results from the complex 
interplay of individual, social, economic, and structural 
factors. Therefore, policy-level and practice-level inter-
ventions should comprehensively address these dimen-
sions. 

Based on these findings, it can be concluded that de-
signing effective interventions to increase treatment ad-
herence requires a holistic and integrated approach. Such 
interventions should operate at the macro-policy level 
(e.g. expanding insurance coverage, decentralizing and 
localizing services), as well as at the operational level 
(e.g. better patient education, empowering therapists, 
modifying public attitudes, and strengthening family 
and social support). Addressing each of these dimen-
sions can serve as an effective step toward improving the 
quality of life of people with disabilities and enhancing 
the overall efficiency of rehabilitation services. While 
the results are not intended for statistical generalization, 
they offer transferable insights that may be applicable to 
similar social and rehabilitation contexts. 

Conclusion

The findings of this qualitative study clearly demon-
strated that dropout of rehabilitation programs among 
people with disabilities is a complex and multidimen-
sional phenomenon rooted in diverse and intertwined 
factors. These include unrealistic attitudes and expecta-
tions toward rehabilitation, financial difficulties, physi-
cal and geographical access barriers, shortcomings in 
service delivery models and professional interactions, 
individual psychological issues, time- and family-related 
challenges, and the lack of social and interpersonal sup-
port. This interconnection highlights that treatment dis-
continuation is not the result of a single factor but rather 
the outcome of the interaction of multiple factors across 
individual, interpersonal, social, and structural levels. 

Limitations

This study was conducted qualitatively in Tehran, 
which may restrict the generalizability of the findings to 
other regions or cultural contexts. Therefore, the find-
ings reflect the specific social and cultural context of the 
participants. Moreover, as data were based on partici-
pants’ self-reported experiences, some degree of recall 
bias may exist. 

Suggestions

Future research could expand on these findings by 
including participants from different regions and reha-
bilitation contexts to explore similarities and differences 
across settings. Mixed-method or longitudinal approach-
es may help deepen understanding and identify potential 
causal relationships. Moreover, including perspectives 
from policymakers, insurance providers, and rehabilita-
tion administrators could enrich the systemic view and 
support evidence-informed policy development. 
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