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Abstract 
This article traces the historical development of the role of the rehabilitation nurse. This development highlights the 
importance of the caring approach in the humanization of nursing cares. The Caring-DCP model (Disability Creation 
Process) presents effectively a relational approach that combines care and rehabilitation which could be efficient in this 
kind of setting. The alliance of these two concepts provides to nurses a unique way to work in the bosom of the 
interprofessional team that focusing on the patient social participation. 
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Introduction 
In the last 50 years, the role of nurses has evolved and diversified. The emancipation of the role, the specialization of the 
practice and nurses’ recognition of their own role are some examples of these changes. It was Virginia Henderson [1] who 
suggested that nurses are, or at least have the potential to be, “rehabilitators par excellence”. But what does that role 
involve? What perspective could we have on this role? The rehabilitation nurse’s role has grown over the years, but it 
remains relatively unknown, especially regarding the all potential of its caring aspect. The Caring-DCP (Disability 
Creation Process) model will reveal an efficient way to promote humanization of care in a rehabilitation setting. Moreover, 
in this context, interprofessional collaboration and patient social participation issues need to be debated as well.   

Historical development of the role 
According to Wirotius [2], the role of the rehabilitation nurse developed in lockstep with the history of rehabilitation. In the 
early period of rehabilitation as a specialty, secular nurses were gradually taking over the role of nuns in health care. The 
two world wars highlighted nurses’ devotion and bravery on the battlefield. Their focus was on restoring soldiers to a state 
of fitness so they could either return to battle or be sent home [3]. At this time, interventions focused largely on disability 
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and physical/functional improvements [4]. Thus, this period represented the first appearance of the rehabilitation nurse. 
From those beginnings, the need for rehabilitation became increasingly obvious in the field of physical impairments [5], 
and a need was perceived to move to a new concept of care. The therapeutic relation between nurse and patient evolved 
such that patient care was no longer centered on the disease itself but on the individual as a unique entity.  

This modification of the concept of care is still relevant today. Several care approaches based on different nursing models 
are now available. In recent years, the health care system has paid particular attention to the humanization of care [6]. The 
role of the rehabilitation nurse has developed accordingly but remains little known to non-specialists.  

Matter and Rugraff [7] define the role of rehabilitation nurses as follows: The rehabilitation nurse cares for patients 
suffering from a temporary or permanent disability, which necessitates not only technical skills but also interpersonal and 
educational competencies, since the illness or accident causes the patient to lose autonomy, either partially or totally. 

The clinical aspect of the nurse’s role is subdivided into several dimensions: basic care (activities of daily life), technical 
care (vital signs, dressings, catheterization, medication, etc.), specialized care (transfers, prevention and treatment of 
bedsores, etc.) and ultra-specialized care (dysphagia, bladder and intestinal training, etc.), with the ultimate aim of 
achieving maximum functional autonomy for the patient. These different kinds of care are associated with a relationship 
with a person, who is generally coping with the process of grieving at the time [8]. In the context of rehabilitation, the 
concept of caring is omnipresent in the nurse’s approach to the patient. This environment is a propitious one for individual 
care, and a humanistic approach to providing this care contributes to the promotion and preservation of human dignity [9].  

The caring approach 
The caring approach occupies an important place within nursing practice. It has been applied by the nursing departments 
of many rehabilitation centers in Quebec. For patients, this approach means care that respects their human dignity while 
seeking to optimize the development of their full potential [10]. Thus, the patient is considered holistically, with body, mind 
and spirit being addressed simultaneously. By applying a caring philosophy, nurses refine their practice by providing care 
that is specific to patients’ individuality while respecting their learning speed and taking account of their life plans for the 
short, medium and long term. The focus is not on specific treatments but on the objective that is targeted. In most cases, 
this objective can be summarized as a certain level of well-being and growth in the patient over the long term [11, 12].  

Jean Watson, the initiator of this approach, suggests that the caring approach is the essence of nursing [13, 14]. According to 
Watson, the nurse’s role is to: 

• Establish a caring relationship with patients 

• Treat patients as holistic beings (body, mind and spirit) 

• Display unconditional acceptance 

• Treat patients with a positive regard 

• Promote health through knowledge and intervention 

• Spend uninterrupted time with patients: “caring moments” 

In the philosophy of caring, nurses refine their practice by providing specific care by taking the patient’s body, mind and 
soul into consideration, along with the environment in which care is provided. 

An example of caring in the rehabilitation context 
This example highlights the alternatives offered in a clinical intervention with a patient. By taking the patient as a whole 
person into consideration, nurses can contribute positively or negatively to his or her rehabilitation based on the choices 
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they make. Take, for example, a patient who regularly calls to complain about being unable to sleep. The nurse could 
decide to administer a medication immediately or take a few minutes to discuss the causes of the patient’s insomnia with 
him or her. The first option would lead to sleep immediately, but could result in problems such as side effects of 
medication interactions or decreased nighttime care routines. The second option will take more time; however, greater 
patient satisfaction is likely to result. In addition, this option would enhance the progress of the patient’s rehabilitation. 
This type of intervention has the objective of focusing on patients and accompanying them in developing skills so that they 
can move toward optimum social participation. 

While still being concerned with patients’ situation “here and now”, as well as what will happen to them in the future, the 
nurse who adopts a caring approach will strive to prevent undesirable events in the care environment or after the patients 
leave it. In this sense, caring contributes to preventing readmissions in the health care sector and thus to improving 
productivity and many aspects of the organization of care [15]. Thus, this humanistic approach is valuable for the patient, 
for the nurses and for the health care system, because it may promote quality care that would be particularly beneficial for 
patients in rehabilitation.  

Rehabilitation care and the role of nurses  
Physical rehabilitation care differs from other kinds of health care because it cannot be defined as constituting either 
long-term or acute care. However, as in all kinds of health care, nurses are the professionals who are the closest to patients, 
and thus the ones who are most aware of the latest developments in the patients’ condition. Nurses have a preferential 
relationship with patients, 24 hours a day, 365 days a year. They are the cornerstone of the team surrounding the patient. 

Rehabilitation is a topic of considerable interest given that it is a key step in reducing disability and preventing recurrence 
while the individual returns to his or her initial level, or nearly so. This kind of care requires from the nurse, among other 
things, increasing knowledge of the administration of antibiotics, the use of technical assistance, and post-operative care. 
However, all these things can be claimed to be the responsibility of nurses in any field. It is difficult to define how 
rehabilitation nurses’ practice compares to other specialties [16]. In fact, nurses play an important role but their contribution 
to rehabilitation is largely undiscussed in the literature. 

Some studies have reported on the role of rehabilitation nurses. Kirkevold [17] identified four therapeutic rehabilitative 
nursing functions: interpreting, consoling, conserving and integrating. Similarly, Long et al. [16] reported six interlinked 
roles for nurses: assessment, coordination and communication, technical and physical care, therapy integration and 
therapy carry-on, emotional support, and involving the family. Pryor and Smith [18] developed a framework for Australian 
rehabilitation nurses that identified seven domains of practice: the rehabilitation approach, the teaching and coaching role, 
observation, assessment and interpretation, administering and monitoring therapeutic interventions, management of 
rapidly changing situations, management, advocacy and coordination, and monitoring and ensuring the quality of health 
care practices. However, despite those various approaches, the role of the rehabilitation nurse is far from straightforward, 
given the long duration of rehabilitation and the uncertainty of its outcomes [19]. 

In fact, the variety of disabilities makes this area of care more complex than many others. Rehabilitation services are 
offered to patients of all ages with neurological, motor, visual, hearing, speech or language impairments. Thus, a 
rehabilitation nurse is responsible for different patients suffering from different kinds of temporary or permanent 
disabilities. Rehabilitation is important because it allows patients to move forward from being unable to perform the 
majority of their personal care tasks to the recovery of normal everyday activities. To achieve this, patients must go 
through a long and tedious process that requires daily work. Thus, patients must collaborate significantly in their own care 
process, so that they support their own rehabilitation and become more able to exercise their decision-making power and 
regain their independence [15]. This active collaboration by patients is key to their social participation, which ensures their 



www.sciedu

Published by

full develo
develop sk

Like active
characteris
approach in
order to eli
treatments 
expectation
to promote
the caring a

From 
In the area 
was adopte
intellectual
consequenc
provides a 
on persona
alone but 
participatio

With a con
model. Bo
developme
Caring-DC
both model
in action w

u.ca/jnep             

y Sciedu Press   

pment in socie
ills that will he

e collaboration
tics of effectiv
nstead of a “do
cit their full po
to each patien

ns in a rehabilit
the individual

approach. 

Disabili
of professiona
ed in 2001 by
l disabilities. A
ces of illnesses
perspective tha
l and environm
becomes the p

on. The Figure 

ncern for promo
oth these conc
ent of their com
CP model make
ls can have a co

with the patient

                          

                         

ety throughout 
elp in their soci

n by the patien
ve rehabilitatio
oing for” or “do
otential. Rehabi
t’s life experie
tation setting, a
’s social integr

ity Crea
al rehabilitation
y Quebec’s M
Among other 
s, trauma and o
at highlights th

mental factors. T
product of a c
1 below presen

oting an optim
ceptual model

mpetencies so th
es it possible to
ommon and co
t in a rehabilita

                           

                          

their lifetime. 
ial involvemen

t, the rehabilit
on mentioned b
oing to” approa
ilitation nurses

ence and indivi
and establish a
ration and parti

ation Pro
n practice, it sh

Ministry of Hea
things, this m

other factors co
he fact that suc
That means tha
considerable e
nted the DCP m

Figure

mal rehabilitatio
s were formu

hat they move t
o integrate a nu
oherent vision o
ation situation.

                   Jour

                         

By collaborat
nt and interacti

ation care app
by Pryor and 
ach. By adoptin
s see patients as
idual identity. T
a reciprocal rela
icipation [21]. T

ocess M
hould be noted 
alth and Socia

model makes i
ompromising a

ccessfully enga
at a disability c
environmental 
model. 

e 1. The DCP M

on approach, th
ulated to cons
toward optimal
ursing care com
of the purpose o
. The Caring-D

rnal of Nursing E

                          

ting in the reha
ons when they

proach is anoth
Buzio [20] is th
ng this approac
s a whole and t
They strive to 
ationship based

This attitude is g

Model 
that the Disabi

al Services in 
it possible to 
a person’s inte
aging in living h
cannot be reduc
component th

Model 

he caring philo
sider people’s 
l social particip
mponent with a
of rehabilitatio

DCP model off

Education and P

                          

abilitation proc
y return home.  

her determining
hat nurses sho
ch, nurses focu
thus seek to acc
meet each per
d on authentic 
guided by a hu

ility Creation P
its policies c
identify and 

grity or develo
habits and soc
ced to the resul

hat interferes w

sophy can be a
future and a

pation. When c
a rehabilitation
on, namely a re
ffers valuable s

Practice, 2014, V

                         

cess, they will 

g factor. One o
ould adopt a “h
us on patients’ a
company them
rson’s specific 
altruistic value

umanistic meth

Process (DCP)
concerning phy
explain the c

opment. The D
ial participatio
lting physical l
with the perso

 

applied through
accompany the
combined in thi
n component [11

epresentation of
support for reh

Vol. 4, No. 7 

                         57

be able to 

of the five 
hands-off” 
abilities in 

m and tailor 
needs and 
es in order 
od such as 

 model [22] 
ysical and 
auses and 

DCP model 
on depends 
limitations 
on’s social 

h the DCP 
em in the 
is way, the 
1, 12]. Thus, 
f the nurse 

habilitation 



www.sciedu.ca/jnep                                                                                     Journal of Nursing Education and Practice, 2014, Vol. 4, No. 7 

                                ISSN 1925-4040   E-ISSN 1925-4059 58

nurses so they can set appropriate intervention objectives for the patient’s life experience and projects. Briefly, the 
adoption of such a model by nurses who combine a humanist approach, as suggested by the Caring model, with support for 
patients in achieving optimal social participation, as stipulated by the DCP, allows them to create a unique link between 
care and rehabilitation. This innovative relationship is intended to ensure a certain well-being over the long term that 
allows for full social participation and, consequently, a certain degree of security from a holistic point of view as well. 

What about patients’ social integration and participation? 
Nursing care in a rehabilitation context is organized around the patient, his or her living habits and his or her capacity for 
active involvement in the community. Thus, the philosophy of the Institut de réadaptation en déficience physique de 
Québec (IRDPQ) focuses on patients’ integration and participation. Staff members (psychologists, occupational therapists, 
pharmacists, etc.) are urged to keep this focus in mind, and nurses play a key role in implementing this philosophy.  

The organization of nursing work takes account of the patient’s expectations and needs so that personal care, the 
compensation measures used to mitigate the disability, and/or the development of new living habits create the most 
acceptable lifestyle for him or her and the one that corresponds most closely with what he or she considers to be a good 
quality of life. Seen from this angle, the organization of rehabilitation care must be flexible, open to change and ready to 
adapt to each individual’s needs [8]. Nursing staff will favor the person’s ongoing social integration by reinforcing and 
encouraging him or her during the learning process. Because it has been proven that experimentation in the patient’s living 
environment makes a positive contribution to rehabilitation, it is important to encourage outings. In that way, the person’s 
social network is better preserved and success factors and obstacles to integration can be identified more easily. 

The current context of rehabilitation care can be defined as follows: early arrival of people who need significant technical 
care, greater need for infection prevention, lack of resources, unstable teams, etc. However, such conditions should not 
prevent nurses from remaining vigilant and keeping the specific dimension of rehabilitation in mind. Needless to say, these 
working conditions affect employers as well. Employers must ensure that nurses’ working conditions and the organization 
of work are conducive to rehabilitation care. As Boivin [8] points out, it is desirable for managers’ and staff members’ 
values, philosophy and vision to be coherent. The program-based approach, management based on shifts, and care delivery 
system can cause certain difficulties. Communication is then key to ensuring coherent management of nursing care. The 
IRDPQ views nursing care within an interdisciplinary context in which the patient (and his or her family) is at the center 
and makes the decisions regarding what care shall be received. In fact, one of the IRDPQ’s missions is patient integration 
and social participation. This psychosocial vision allows for an easier return to the community. 

An essential interprofessional collaboration process within 
the Caring-DCP Model 
Interprofessional collaboration has always been inherent in the domain of physical rehabilitation. Indeed, it is a field in 
which professionals from several different fields (physiotherapists, physicians, nurses, social workers, occupational 
therapists, etc.) pool their strengths and knowledge in order to effectively support the patient. Rehabilitation nurses, for 
their part, in addition to playing their own specific role, pass on relevant information to the health care team and 
undeniably participate in ensuring continuity of care. 

To explain the concept of interprofessional collaboration, we refer to the National Interprofessional Competency 
Framework [23]. According to this reference, interprofessional collaboration “occurs when learners/practitioners, 
patients/clients/families and communities develop and maintain interprofessional working relationships that enable 
optimal health outcomes” (p. 6). “Elements of collaboration include respect, trust, shared decision making, and partnership” 
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being vigilant, continuing to improve skills and being genuine enough to recognize professional limitations. This 
enhanced professional awareness will motivate the nurse to make a greater commitment to the humanistic and altruistic 
values that will determine his or her social participation. The social participation of nurses will thus manifest itself through 
the acquisition of life habits related to work and interpersonal relationships that demonstrate knowledge, know-how and 
social skills imbued with kindness and professional accountability [13]. Finally, nurses’ knowledge, know-how and people 
skills, along with kindness and professional accountability, will close the feedback loop by increasingly orienting their 
approach towards carative factors, and thereby transforming their phenomenal field. 

It should be noted that, throughout these reciprocal caregiver–care receiver transformations, the health care system is also 
being renewed, revealing a humanistic practice environment in which quality of care and safety for persons in 
rehabilitation are fundamentally advocated for. In this sense, moving well beyond an exclusive philosophy of nursing care, 
the Caring-DCP Model Applied to Physical Rehabilitation Care© can become a benchmark for all rehabilitation 
managers or professionals concerned with providing quality care that also ensures patient safety. 

With this key objective in mind, the Caring-DCP Model Applied to Physical Rehabilitation Care© was developed to 
bridge the gap between care and rehabilitation and highlight the holistic nature of nurses’ work in this setting.  

Moreover, regarding the interdisciplinary work at the IRDPQ, it affects more than 20 different professional titles. The 
various professionals must work together to achieve the rehabilitation goals of clients with different needs. In this context, 
the professionals’ roles, responsibilities and areas of intervention must be well known and understood by everyone 
involved. As Boivin [8] notes, a team made up of different professionals including nurses revolves around the patient. The 
interdisciplinary approach acquires meaning in a process based on the client’s lifestyle and social participation. 
Rehabilitation nursing is guided by the same approach. The process is very coherent. Nurses’ participation in the patient’s 
interdisciplinary intervention plan (IIP) is essential, and they must offer care corresponding to the needs identified in the 
plan during group meetings. Since continuity of care is fundamental to physical rehabilitation, good preparation at 
interdisciplinary meetings and following an IIP are especially necessary in this context. In addition, given the 
rehabilitation nurses’ clinical role (evaluation, intervention, follow-up, prevention, health education, teaching, coaching, 
supervision, coordination, liaison, advocacy, implementing medical prescriptions), their participation in the IIP is  
crucial [8].  

To sum up, it is clear that rehabilitation nursing practice needs to be extremely holistic. Applying the Caring-DCP 
approach is one way of ensuring this outcome. On the other hand, such an approach cannot provide conclusive results 
without solid interprofessional collaboration among the various professionals who are involved in patients’ integration and 
social participation. The synergy of such teams undeniably constitutes a driver of quality care and ensures patient safety 
that is a so major issue in the contemporary health care system.  
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