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Abstract
Background Patient education is fundamental to patient-centered care but faces significant implementation 
challenges. Nurses, ideally positioned to lead education, encounter barriers like time constraints, inadequate 
environments, and discontinuity across shifts, leading to inconsistent delivery. Understanding these barriers and 
facilitators from nurses’ perspectives is crucial for improving practice, especially in resource-constrained settings like 
Palestine.

Methodology A cross-sectional study was conducted with 150 nurses (mean age 32.1 ± 11.4 years; 58% female; 62% 
governmental hospitals; 58.7% open units) across diverse Palestinian hospitals. A validated 20-item questionnaire 
(Cronbach’s α = 0.89 overall) assessed 10 barriers and 10 facilitators using a 5-point Likert scale. Data analysis employed 
descriptive statistics, non-parametric tests (Mann-Whitney U, Kruskal-Wallis H), and ordinal logistic regression via SPSS 
v25.

Results Top barriers were time limitations (37.3%; mean = 3.52 ± 1.06), unsuitable environment (33.3%; 3.46 ± 1.16), 
and discontinuity across shifts (32.0%). Key facilitators included prioritizing education evaluation (48.0% agreed; 
3.63 ± 1.10), using educational technology (44.0% agreed; 3.67 ± 1.07), and dedicated nurse-educators (46.0% agreed). 
Significant predictors of higher barriers were older age (p < 0.001), governmental hospitals (p = 0.005), and lower 
education (Diploma/Bachelor vs. PhD, p < 0.05). Facilitators were more recognized by older nurses (p < 0.001), those in 
urban areas (B = 1.034, p = 0.016), and governmental staff (p = 0.015).

Conclusions Systemic barriers (time, environment, staffing) and actionable facilitators (technology, evaluation 
protocols, specialized roles) critically impact patient education in Palestine. Interventions must prioritize resource 
allocation, protected education time, Arabic-language tools, and leveraging experienced nurses. Policy reforms 
addressing nurse-patient ratios and institutional support are essential to enhance education quality and patient 
outcomes.
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Background
Patient education is a foundational element of patient-
centered care, defined as the process of enhancing a 
patient’s knowledge and capabilities to support the 
mindset and actions required for maintaining or improv-
ing health [1]. This type of education includes all initia-
tives focused on the patient, encompassing therapy [2], 
hygiene [3], and clinical health improvement [4], with the 
ultimate aim of fostering self-care [5], reducing mortal-
ity [6], and mitigating the adverse effects of treatment 
[7]. It plays a vital role in enhancing the effectiveness and 
quality of care, improving patient satisfaction, reducing 
anxiety, and helping individuals adapt to their health con-
ditions [1].

Despite widespread recognition of its importance, 
patient education is not always implemented effectively 
in clinical practice. Nurses, who are ideally positioned 
to lead these educational efforts, often report numer-
ous challenges that hinder their ability to deliver struc-
tured and impactful education. Studies suggest that in 
many cases, patient education is informal, inconsistently 
delivered, and perceived as a secondary task compared to 
clinical duties [8]. These limitations are especially prob-
lematic given the growing burden of chronic diseases, 
which require patients to manage complex treatment 
regimens and make daily health-related decisions. This 
growing demand underscores the need for well-prepared 
nurses who are equipped with both the knowledge and 
resources necessary to provide effective patient edu-
cation [9]. Ghoul et al. emphasized the importance of 
integrating safety huddle training into inter-professional 
education curricula, guided by administrative and pol-
icy-level support, to enhance collaborative skills among 
healthcare providers an essential facilitator for effective 
patient education [10].

There is a pressing need to better understand the spe-
cific barriers that prevent nurses from fully engaging in 
patient education, as well as the factors that enable and 
support these efforts. From the nursing perspective, 
barriers may include time constraints, lack of training, 
heavy workloads, insufficient institutional support, and 
inadequate educational environments. At the same time, 
facilitators may include enhanced nurse training, institu-
tional recognition of the educational role of nurses, and 
patient motivation [8, 9]. A systematic review by Shadadi 
et al. indicated that the barriers to patient education were 
more prominent than the facilitators, highlighting the 
complexity and urgency of this issue [9].

Unresolved challenges in patient education not only 
limit the effectiveness of healthcare delivery [4] but also 
widen the knowledge gap between patients and their 
conditions [4], reducing patients’ ability to engage in 
self-care and make informed decisions [11]. Investigating 
these barriers and facilitators from the perspectives of 
nurses is essential for developing practical strategies that 
enhance the quality and consistency of patient education. 
Insights from such studies can inform the design of train-
ing programs, resource allocation, and policy decisions 
aimed at strengthening the educational role of nurses 
across healthcare settings.

Therefore, this study was conducted to explore and 
assess the barriers and facilitators to patient education 
from the nursing perspective. The findings are intended 
to support decision-makers in implementing interven-
tions that address these barriers and enhance facilitators, 
ultimately contributing to improved patient outcomes 
through more effective education.

Methods
Study design
This study employed a cross-sectional design to explore 
the barriers and facilitators to patient education from the 
perspective of nurses. The cross-sectional approach was 
deemed appropriate for achieving the study’s aims, as it 
allowed the researchers to investigate multiple indepen-
dent variables simultaneously. Additionally, this design 
enabled the assessment of correlations between the inde-
pendent variables—such as nurses’ characteristics and 
workplace settings—and the dependent variables, which 
are the perceived barriers and facilitators to patient 
education.

Study setting and site
Hospitals were selected to represent Palestine’s health-
care diversity, including governmental (e.g., Rafedia, Al-
Watani) and private institutions (e.g., An-Najah National 
University Hospital). Governmental hospitals were 
included due to their high patient volumes and resource 
constraints, which are critical to understanding systemic 
barriers. Private hospitals provided a contrast in opera-
tional dynamics, such as staffing ratios and institutional 
support. This dual approach aimed to capture variabil-
ity in patient education practices influenced by orga-
nizational structure. These hospitals served as diverse 
clinical environments and included Rafedia Hospital, Al-
Watani Hospital, Thabet Thabet Governmental Hospital, 
Jenin Governmental Hospital, and An-Najah National 
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University Hospital. Nurses from various departments 
within these hospitals participated in the study, allowing 
the researchers to gather a wide range of perspectives on 
patient education practices and the challenges or sup-
ports encountered in these clinical settings. The study 
included nurses from both open (e.g., general wards, 
outpatient clinics) and closed units (e.g., ICUs, emer-
gency departments) to reflect diverse patient education 
challenges. Open units were prioritized (58.7% of par-
ticipants) due to their higher patient turnover and greater 
emphasis on self-care education, while closed units 
(41.3%) provided insights into acute care settings where 
education may be more time-constrained. This stratifica-
tion ensured a comprehensive evaluation of barriers and 
facilitators across care contexts.

Study sample and recruitment
The study targeted all graduate nurses working in 
selected governmental and private hospitals across Pal-
estine during the data collection period, as they are 
directly involved in patient education. Inclusion was lim-
ited to those who completed the questionnaire in full, 
while undergraduate nurses and incomplete responses 
were excluded. A total of 150 participants were recruited 
based on a sample size calculated using the Raosoft cal-
culator with a 95% confidence level and 5% margin of 
error. Due to logistical constraints, convenience sampling 
was used, allowing for sequential recruitment of eligible 
participants across various departments and shifts. Due 
to logistical constraints, including limited access to a 
randomized sample across diverse hospital settings and 
time restrictions, convenience sampling was employed. 
While this method introduces potential selection bias 
and may limit the generalizability of the findings, it was 
deemed practical for capturing a broad range of nursing 
perspectives within the study timeframe. This limitation 
is explicitly acknowledged in the ‘Limitations’ section of 
the Discussion.

Data collection
In this study, data were collected using a previously 
developed and validated questionnaire that focused on 
the barriers and facilitators to patient education, each 
comprising 10 items. Responses were recorded on a five-
point Likert scale ranging from “Strongly Disagree” to 
“Strongly Agree.” The reliability of the instrument was 
confirmed through Cronbach’s alpha, with scores of 0.89 
for the overall tool, 0.87 for the barriers subscale, and 
0.85 for the facilitators subscale [12, 13]. Expert review 
was conducted by a panel of five nursing educators and 
two clinical practitioners to assess relevance, clarity, and 
comprehensiveness of the items. A pilot study was con-
ducted on 10% of the sample to assess the clarity and 
structure of the questionnaire. The results indicated that 

the items were clear and well-structured, and no modi-
fications were necessary. Exploratory Factor Analysis 
(EFA) using Principal Axis Factoring with Varimax rota-
tion was conducted to examine the construct validity of 
the 20-item scale related to barriers and facilitators to 
patient education. The Kaiser-Meyer-Olkin (KMO) mea-
sure of sampling adequacy was 0.887, indicating excellent 
sampling adequacy, and Bartlett’s test of sphericity was 
significant (χ²(190) = 1104.81, p < 0.001), supporting the 
factorability of the correlation matrix. Two factors were 
extracted, explaining 39.89% of the total variance. The 
rotated factor matrix revealed a clear two-factor struc-
ture consistent with theoretical expectations. Items rep-
resenting barriers (e.g., “Lack of trust between patients 
and staff,” “Discontinuity of patient education across 
shifts”) loaded primarily on Factor 1, while items repre-
senting facilitators (e.g., “Enhancing the knowledge and 
skills of educators,” “Planning for suitable time and place 
for education”) loaded on Factor 2. All retained items had 
loadings above the 0.50 threshold, supporting the con-
struct validity of the tool. Therefore, the original version 
of the questionnaire was used in the main study without 
any changes. Data collection commenced after receiving 
ethical approval and administrative permissions from 
all involved institutions. Researchers visited each hospi-
tal and introduced the study to the nursing staff in per-
son. Interested participants were provided with detailed 
information about the study’s objectives, potential ben-
efits, and the voluntary nature of their participation.

Ethical considerations
Ethical considerations were thoroughly observed 
throughout the study. Approval was secured from the 
Institutional Review Board (IRB) at An-Najah National 
University, and all procedures adhered to the univer-
sity’s ethical guidelines. This study was conducted in 
accordance with the ethical principles outlined in the 
Declaration of Helsinki. All procedures involving human 
participants were performed in compliance with the rel-
evant guidelines and regulations stated in the Declara-
tion. Ethical approval was obtained from the appropriate 
institutional review board, and written informed consent 
was obtained from all participants after providing a full 
explanation of the study’s purpose, procedures, and their 
rights as participants. Confidentiality and anonymity 
were strictly maintained. Participants were assured that 
their responses would be used solely for research pur-
poses and that they could withdraw from the study at 
any time without any consequences. Additionally, formal 
requests for study approval were submitted and granted 
by the administrations of the participating hospitals, 
ensuring full institutional support and transparency.
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Data analysis
All collected data were entered and analyzed using SPSS 
software version 25. Descriptive statistics, including fre-
quencies and percentages, were calculated for categorical 
variables to summarize the participants’ responses. The 
normality of continuous data was assessed using the Sha-
piro-Wilk test. As the data were not normally distributed, 
non-parametric statistical tests were applied. The Mann–
Whitney U test was used to compare differences between 
two independent groups, while the Kruskal–Wallis test 
was used for comparisons across three or more groups. 
These analyses enabled the researchers to explore the 
relationships between nurse demographics and their 
perceptions of barriers and facilitators to patient educa-
tion. In addition to non-parametric tests, we performed 
ordinal logistic regression analyses to examine the simul-
taneous influence of multiple demographic and profes-
sional variables on perceived barriers and facilitators. The 
regression models included age, gender, years of experi-
ence, hospital type, and department type as covariates. 

This approach allowed us to control for potential con-
founders while assessing the independent associations of 
each variable with our outcomes.

Results
Sociodemographic characteristics of study sample
The study included 150 participants, with an average age 
of 32.1 ± 11.4 years. The Majority of participants (58%) 
were women. In terms of age distribution, 60% of partici-
pants were aged 20 to 30 years old. The majority (42.7%) 
lived in the city. In terms of education level, the majority 
of participants (50.7%) had a bachelor’s degree. In terms 
of social status, the majority (42%) were single. Regarding 
employment experience, the majority (36.7%) had 1 to 5 
years of experience. Participants also worked in a variety 
of hospital settings, most of them 62% working in gov-
ernment facilities. Finally, 58.7% worked in open spaces. 
Table 1 shows more detailed data.

Barriers to patient education
The study revealed three primary barriers to patient edu-
cation, with the most significant challenges being time 
limitations (37.3%), a lack of a suitable environment for 
patient education (33.3%), and discontinuity of patient 
education across shifts (32.0%). Furthermore, a signifi-
cant proportion of participants agreed that patient edu-
cation is not prioritized in comparison to other nursing 
duties (32.0%), while a significant percentage also iden-
tified a lack of physical and emotional preparation for 
patients (35.3%) and a lack of trust between patients and 
staff (35.3%) as barriers. Other barriers were a lack of 
knowledge and abilities (31.3%) and a shortage of nurses 
(30.0%), although the discontinuity of nurses’ coopera-
tion in patient education was more evenly spread, with 
26.7% remaining Neutral. other related data shown in 
Table 2.

Facilitators to patient education
The study revealed numerous major facilitators of patient 
education, with the most support for the importance 
of evaluating patient education (48.0% agreed, 18.7% 
strongly agreed). Other notable facilitators were imple-
menting education gradually (46.0% agreed), increas-
ing patient participation in learning (42.7% agreed), 
and improving instructors’ expertise and skills (42.0% 
agreed). Furthermore, 44.0% of participants agreed to 
use educational help technologies, with 20.7% strongly 
agreeing. Other key elements included hiring one or two 
nurses as committed educators (46.0% agreed), determin-
ing the best time and place for education (38.0% agreed), 
and gathering knowledge and instructions to teach spe-
cific topics (46.0% agreed). Overall, these data point to 
numerous measures that might enhance the effectiveness 

Table 1 Sociodemographic data
Category Item Frequency Percentage
Gender Male 63 42.0

Female 87 58.0
Total 150 100.0

Age 20–30 y 90 60.0
31–40 y 26 17.3
41–50 y 20 13.3
> 50 14 9.3
Total 150 100.0

Living Location City 64 42.7
Village 58 38.7
Camp 28 18.7
Total 150 100.0

Educational Level Diploma 44 29.3
Bachelor 76 50.7
Master 25 16.7
PhD 5 3.3
Total 150 100.0

Social Status Married 60 40.0
Single 63 42.0
Divorced 24 16.0
Widow 3 2.0
Total 150 100.0

Years of Experience Less than 1 year 43 28.7
1 to 5 years 55 36.7
More than 5 years 52 34.7
Total 150 100.0

Type of Hospital Private 57 38.0
Governmental 93 62.0
Total 150 100.0

Type of Department Open Unit 88 58.7
Closed Unit 62 41.3
Total 150 100.0
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of patient education. Other related data illustrated in 
Table 3.

Barriers to patient education - Mean, standard deviation, 
and priority
From the students’ viewpoint, the most important 
barriers to patient education were: Time limitations 
(3.52 ± 1.06), Shortage of nurses (3.493 ± 1.21), Lack of 
proper environment for patient education (3.46 ± 1.16), 
and Lack of trust between patients and staff (3.393 ± 1.19). 
On the other hand, the most important facilitators were 
Using educational assistance devices (3.667 ± 1.0661), 
More importance to the evaluation of patient education 

(3.627 ± 1.1024), and rising the interest of education 
(3.620 ± 1.00). other related detailed in Figs. 1 and 2. The 
‘Priority’ ranking in Figs.  1 and 2 refers to the relative 
importance of each barrier/facilitator as determined by 
mean score values, with 1 indicating the highest priority. 
This ordinal ranking system allows for comparison of the 
relative magnitude of different factors while accounting 
for their measured impact.

Correlations
The Shapiro-Wilk test, A test was conducted to deter-
mine if the data was normally distributed, revealed that 
the data was not normally distributed (p < 0.001), as illus-
trated in Figs. 3 and 4. Therefore, nonparametric analy-
ses, such as the Mann-Whitney and Kruskal-Wallis tests 
were used to investigate the correlations between inde-
pendent and dependent variables.

Table 2 Barriers to patient education
Item Strong-

ly 
disagree
N (%)

Disagree
N (%)

Neutral
N (%)

Agree
N (%)

Strong-
ly 
agree
N (%)

Lack of 
appropriate 
educational 
facilities

10 
(6.7%)

31(20.7%) 40(26.7%) 44(29.3%) 25 
(16.7)

Time 
limitations

7 (4.7) 18(12.0) 42(28.0) 56(37.3) 27 
(18.0)

Inadequate 
knowledge 
and skills

12 (8.0) 36(24.0) 34(22.7) 47(31.3) 21 
(14.0)

Patients’ 
lack of 
physical and 
emotional 
preparation

12 (8.0) 29(19.3) 32(21.3) 53(35.3) 24 
(16.0)

Lack of 
proper 
environment 
for patients’ 
education

8 (5.3) 27(18.0) 34(22.7) 50(33.3) 31 
(20.7)

Lack of trust 
between 
patients and 
staff

10 (6.7) 30(20.0) 29(19.3) 53 (35.3) 28 
(18.7)

Discontinu-
ity of nurse’s 
collaboration 
in patients’ 
education

18 (12.0) 27(18.0) 40(26.7) 37(24.7) 28 
(18.7)

Discontinuity 
of patient’s 
education 
in different 
shifts

11 (7.3) 28 (18.7) 37 (24.7) 48 (32.0) 26 
(17.3)

Patient 
education 
not a priority 
compared to 
other nursing 
duties

14 (9.3) 24 (16.0) 34 (22.7) 48 (32.0) 30 
(20.0)

Shortage of 
nurses

12 (8.0) 19 (12.7) 38 (25.3) 45 (30.0) 36 
(24.0)

Table 3 Facilitators to patient education
Item Strong-

ly 
disagree
N (%)

Dis-
agree
N (%)

Neutral
N (%)

Agree
N (%)

Strong-
ly 
agree
N (%)

Enhancing the 
knowledge and 
skills of educators

22 (14.7) 14 (9.3) 27(18.0) 63(42.0) 24(16.0)

Raising the interest 
of education

5 (3.3) 16(10.7) 36(24.0) 67(44.7) 26(17.3)

Implementing the 
education step by 
step

6 (4.0) 21(14.0) 33(22.0) 69(46.0) 21(14.0)

Raising the partici-
pation of patients 
in learning

10 (6.7) 16(10.7) 38(25.3) 64(42.7) 22(14.7)

Considering one 
or two nurses to 
be educators for 
patients

6 (4.0) 19(12.7) 31(20.7) 69(46.0) 25(16.7)

More importance 
to the evalua-
tion of patient’s 
education

11 (7.3) 12 (8.0) 27(18.0) 72(48.0) 28(18.7)

Using education 
assistance devices

9 (6.0) 10 (6.7) 34(22.7) 66(44.0) 31(20.7)

Planning for 
suitable time and 
place for education

8 (5.3) 25(16.7) 30(20.0) 57(38.0) 30(20.0)

Considering 
information and 
guidelines to teach 
specific topics

11 (7.3) 11 (7.3) 32(21.3) 69(46.0) 27(18.0)

Greater emphasis 
of teachers and 
administrators on 
patient education

9 (6.0) 16(10.7) 32(21.3) 65(43.3) 28(18.7)
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Sociodemographic data – barriers to patient education 
correlation
In Table  4, the findings show significant relationships 
between various demographic characteristics and 
observed barriers to patient education. There was a 
significant association between age and reported bar-
riers, with older participants (above 50 years) report-
ing higher challenges than younger participants (20–30 
years) (p < 0.001). Social status also showed a significant 
difference, with widowed people having the most per-
ceived barriers (p = 0.003). Years of experience showed a 
link, with those with more than five years of experience 
seeing greater hurdles than those with less experience 
(p = 0.001). Furthermore, the kind of institution had a sig-
nificant impact, with individuals in government hospitals 
reporting higher restrictions than those in private hospi-
tals (p = 0.005). Other factors, such as gender, living loca-
tion, educational level, and type of department, showed 

no significant link with perceived barriers to patient 
education.

Sociodemographic data – facilitators to patient education 
correlation
In Table  5, the findings show that certain demographic 
characteristics and patient education facilitators have 
substantial connections. Participants over 50 reported 
higher mean values for facilitators (4.05) compared to 
younger groups (p < 0.001). This suggests that older adults 
perceive more facilitators in the educational process. 
Social status also showed a significant difference, with 
widowed people reporting the most facilitators (3.7), fol-
lowed by married, divorced, and single people (p = 0.003). 
Years of experience also had a significant impact, with 
those with more than five years of experience perceiving 
more facilitators (3.67) than those with less experience 
(p = 0.001). Furthermore, the type of institution played a 
difference, with individuals at public hospitals reporting 

Fig. 1 Barriers to patient education – Mean, standard deviation, and priority
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more facilitators (3.6) than those in in private hospitals 
(3.4) (p = 0.005). Gender, living location, educational 
level, and type of department did not show significant 
differences in facilitators.

Predictors of perceived barriers to patient education: 
ordinal logistic regression analysis
In the ordinal logistic regression model assessing the per-
ceived barriers among healthcare workers, the overall 
model was statistically significant (χ² = 51.724, p < 0.001), 
indicating that the set of predictors reliably distinguished 
between levels of perceived barriers. The model demon-
strated acceptable fit (Pearson χ² = 4563.888, p = 0.729; 
Deviance χ² = 903.407, p = 1.000). The Nagelkerke pseudo 
R-square was 0.292, suggesting that approximately 29% 
of the variance in perceived barriers could be explained 
by the model. In Table 6 significant predictors of higher 
perceived barriers included age (B = 0.101, p = 0.014), 
educational level (Diploma vs. PhD: B = 2.325, p = 0.029; 

Bachelor vs. PhD: B = 2.117, p = 0.042), and hospital type 
(Private vs. Governmental: B = -0.741, p = 0.021). These 
results indicate that older age, lower educational attain-
ment, and working in governmental hospitals were asso-
ciated with higher perceived barriers. Gender, years of 
experience, living location, department type, and social 
status did not significantly predict perceived barriers.

Predictors of perceived facilitators to patient education: 
ordinal logistic regression analysis
A multinomial logistic regression analysis was conducted 
to examine the predictors of perceived facilitators of 
patient education among healthcare workers. In Table 7 
the final model showed a statistically significant improve-
ment over the intercept-only model, χ²(17) = 30.450, 
p = 0.023, indicating that the included variables contrib-
uted to the prediction of facilitator levels. The good-
ness-of-fit indices showed an adequate model fit, with 
Pearson χ²(4478) = 4450.703, p = 0.611, and Deviance 

Fig. 2 Facilitators to patient education – mean, standard deviation, and priority
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χ²(4478) = 885.742, p = 1.000. The pseudo R-square val-
ues indicated a modest level of explained variance (Cox 
and Snell = 0.184; Nagelkerke = 0.184; McFadden = 0.033).
Among the predictors, living in a city was significantly 
associated with higher levels of reported facilitators 
compared to those living in camps (B = 1.034, p = 0.016). 
Additionally, working in governmental hospitals was a 
significant negative predictor of facilitators compared to 
private hospitals (B = -0.784, p = 0.015). Other variables 
such as gender, age group, educational level, marital sta-
tus, years of experience, and type of department were not 
significant predictors (all p > 0.05).

Discussion
This study identified key barriers and facilitators to 
patient education among nurses working in various Pal-
estinian healthcare settings. The findings showed that 
time constraints, lack of an appropriate environment 
for educational activities, and organizational workload 
pressures were among the most significant barriers. 

Facilitators included promoting patient participation in 
education and higher levels of nursing experience, par-
ticularly associated with older age. The diversity of the 
study sample drawn from different hospital types and 
encompassing a range of sociodemographic characteris-
tics supports the generalizability and external validity of 
the findings.

The representativeness of the sample and the inclusion 
of participants from governmental and private hospitals 
contributed to a low rate of missing data and enhanced 
the credibility of the research. The systemic barriers 
identified, especially time constraints, reflect broader 
challenges in the Palestinian healthcare system. High 
nurse-to-patient ratios and increased workload burden 
were consistently reported as major obstacles to effective 
patient education, with nurses often forced to prioritize 
urgent clinical responsibilities over educational efforts. 
This resulted in rushed, inconsistent educational inter-
actions and diminished quality of care [14–16]. These 
findings are consistent with previous studies that have 

Fig. 3 Normal Q-Q plot of barriers
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documented how organizational issues, such as staff-
ing shortages and inefficient time management, reduce 
opportunities for structured and meaningful patient 
education. Both healthcare workers’ perceptions and 
national-level reports confirm that nursing shortages 
significantly affect patient care, timely service delivery, 
and the overall quality of communication within clinical 
settings [17, 18]. The alignment between frontline staff 
experiences and workforce data suggests that staffing-
related challenges are deeply embedded in the health-
care system and pose a risk to patient safety and care 
continuity. Further contributing factors include limited 
training environments, the absence of culturally appro-
priate materials, and inadequate institutional support for 
educational initiatives. These were compounded by the 
irregular presence of medical staff and a lack of suitable 
resources to facilitate learning, all of which undermine 
efforts to promote patient understanding and self-man-
agement [19–22]. Communication practices such as shift 
discontinuity and a task-oriented nursing culture—also 

disrupted continuity of care and weakened nurse-patient 
relationships. Cultural norms, language barriers, and per-
ceived power dynamics between patients and providers 
further complicated interactions and reduced trust [19, 
22]. Trust between patients and healthcare professionals 
was found to be essential for effective education. Mistrust 
or lack of rapport discouraged patients from asking ques-
tions or adhering to instructions. Although educational 
tools and devices could bridge gaps in understanding, 
their use remained limited due to resource constraints 
and the unavailability of materials in the Arabic language 
[19, 21]. The broader context of political and economic 
instability in Palestine adds additional pressure, depri-
oritizing patient education and leading to lower levels 
of health literacy and poorer health outcomes. Quan-
titative data from this study further substantiated these 
themes. The lack of a suitable environment for edu-
cational activities was reported with a mean score of 
3.46 ± 1.16, and 32.0% of participants stated that patient 
education is often not prioritized relative to other 

Fig. 4 Normal Q-Q plot of facilitators
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nursing responsibilities. These findings are consistent 
with those of Abbasi et al. [8], despite methodological 
differences between the studies. Similarly, the facilitative 
role of patient involvement in the educational process 
aligns with prior research [13, 23, 24], which consistently 
emphasized that patient engagement enhances the effec-
tiveness of educational interventions. Time constraints 

were reaffirmed as a prominent barrier, echoing find-
ings from Velarde-García et al. [25]. Another important 
observation was the effect of hospital type: nurses in gov-
ernmental institutions, where workloads are generally 
heavier, reported significantly more barriers than their 
counterparts in private hospitals. This supports Boyde 
et al.‘s findings [26], which linked increased educational 

Table 4 Sociodemographic data – barriers to patient education 
correlation
Category subcategory Mean ± St. 

Deviation
P-
value

Gender Male 3.3 ± 0.7 0.894
Female 3.4 ± 0.8

Age 20–30 years 3.1 ± 0.7 < 0.001
31–40 years 3.4 ± 0.5
41–50 years 3.6 ± 1.0
> 50 years 4.2 ± 0.6

Living Location City 3.3 ± 0.9 0.398
Village 3.2 ± 0.7
Camp 3.5 ± 0.8

Educational level Diploma 3.3 ± 0.7 0.725
Bachelor 3.3 ± 0.8
Master 3.5 ± 0.9
PhD 3.8 ± 0.9

Social statuse Married 3.5 ± 0.8 0.003
Single 3.1 ± 0.7
Divorced 3.7 ± 0.7
Widow 4.2 ± 1.3

Years of experience Less than 1 year 3.2 ± 0.8 0.001
1 to 5 years 3.2 ± 0.9
More than 5 years 3.7 ± 0.8

Type of hospital Private 3.1 ± 0.7 0.005
Governmental 3.5 ± 0.8

Type of department Open Unit 3.4 ± 0.9 0.443
Closed Unit 3.3 ± 0.7

Table 5 Sociodemographic data – facilitators to patient 
education correlation
Category subcategory Mean ± St. 

Deviation
P-
value

Gender Male 3.4 ± 0.7 0.894
Female 3.6 ± 0.7

Age 20–30 years 3.5 ± 0.7 < 0.001
31–40 years 3.3 ± 0.4
41–50 years 3.5 ± 0.7
> 50 years 4.0 ± 0.2

Living location City 3.6 ± 0.8 0.398
Village 3.4 ± 0.6
Camp 3.4 ± 0.6

Education level Diploma 3.4 ± 0.7 0.725
Bachelor 3.5 ± 0.7
Master 3.6 ± 0.6
PhD 3.7 ± 0.6

Social Statues Married 3.5 ± 0.6 0.003
Single 3.5 ± 0.8
Divorced 3.5 ± 0.7
Widow 3.7 ± 0.6

Years of experiance Less than 1 year 3.5 ± 0.8 0.001
1 to 5 years 3.4 ± 0.6
More than 5 years 3.6 ± 0.6

Type of hospital Private 3.4 ± 0.6 0.005
Governmental 3.6 ± 0.7

Type of department Open Unit 3.6 ± 0.7 0.443
Closed Unit 3.4 ± 0.6

Table 6 Ordinal logistic regression predicting perceived barriers
Predictor B SE Wald χ² p OR 95% CI for OR
Age (continuous) 0.101 0.041 6.027 0.014* 1.106 [1.020, 1.199]
Gender (Male vs. Female) 0.014 0.314 0.002 0.966 1.014 [0.548, 1.873]
Education
Diploma vs. PhD 2.325 1.063 4.780 0.029* 10.23 [1.273, 82.10]
Bachelor vs. PhD 2.117 1.043 4.121 0.042* 8.30 [1.076, 64.05]
Master vs. PhD 1.479 1.014 2.126 0.145 4.39 [0.601, 32.00]
Hospital Type (Private vs. Govt) -0.741 0.322 5.298 0.021* 0.477 [0.254, 0.896]
Department Type (Open vs. Closed) -0.061 0.329 0.034 0.853 0.941 [0.493, 1.794]
Years of Experience
< 1 year vs. >5 years 0.186 0.668 0.078 0.780 1.204 [0.325, 4.457]
1–5 years vs. >5 years -0.395 0.551 0.514 0.473 0.674 [0.229, 1.981]
Living Location
City vs. Camp 0.360 0.426 0.712 0.399 1.434 [0.621, 3.303]
Village vs. Camp -0.208 0.442 0.222 0.638 0.812 [0.342, 1.930]
Note: Reference groups: Female (Gender), PhD (Education), Governmental (Hospital), Closed (Department), > 5 years (Experience), Camp (Location)

*Significant at p < 0.05
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challenges to the higher patient volumes in public health-
care settings. Age was found to be significantly associated 
with facilitators of patient education. Older nurses scored 
higher on facilitator items (mean = 4.0571, p < 0.001), 
which is consistent with the results of Pađen et al. [27], 
who reported that older nurses often demonstrate more 
effective patient education practices, possibly due to 
greater clinical experience. Conversely, gender was not 
found to be a significant factor in this study, a finding that 
aligns with the results of Pađen et al. as well.

This study’s findings suggest that targeted training and 
organizational reform are needed to overcome barriers to 
patient education. Short-term recommendations include 
focused educational programs for nurses on how to man-
age barriers and leverage facilitators in clinical settings. 
For example, a 3-hour certification course on micro-edu-
cation techniques and quarterly workshops focusing on 
trust-building, cultural sensitivity, and trauma-informed 
communication could enhance skills and awareness. 
Institutions should allocate protected time for patient 
education, designate “education champions,” and inte-
grate education-related metrics into performance evalu-
ations. Resource improvements are also needed. These 
include equipping clinical areas with tablets preloaded 
with Arabic-language content and creating dedicated 
“Education Corners” in inpatient wards to provide a pri-
vate and appropriate setting for teaching. Monthly audits 
and interdisciplinary “education rounds” involving physi-
cians, IT personnel, and administrators could help insti-
tutionalize patient education as a core component of 
care. At the national level, healthcare policy should sup-
port efforts to reduce nurse-to-patient ratios and estab-
lish mandatory continuing education requirements in 
patient education.

Despite its strengths, this study is not without limita-
tions. The cross-sectional design prevents the establish-
ment of causal relationships or the analysis of changes 
over time. Political instability posed significant chal-
lenges to data collection and may have affected response 
rates. Additionally, the use of self-reported measures 
introduces the risk of bias, as participants may over- or 
understate their perceptions. Convenience sampling may 
have resulted in selection bias, and the study’s focus on 
certain hospital types and departments may not fully 

reflect the diversity of the Palestinian healthcare system. 
While the questionnaire demonstrated strong face valid-
ity and internal consistency, future studies should include 
confirmatory factor analysis (CFA) to further validate the 
tool in varied clinical settings.

In conclusion, this study sheds light on the multifac-
eted challenges surrounding patient education in Pal-
estine, driven by systemic, organizational, and cultural 
barriers. By addressing these issues through structured 
training, institutional support, and policy reforms, 
healthcare systems can enhance patient education, ulti-
mately improving patient outcomes and health literacy in 
resource-constrained environments.

Conclusion
This study, which included 150 healthcare workers mostly 
females with bachelor’s degrees, averaging 32 years of age 
and working mainly in government hospitals explored 
what helps and hinders patient education. The main bar-
riers identified were limited time, unsuitable environ-
ments for teaching, and poor continuity between nursing 
shifts, all worsened by staff shortages and low levels of 
patient trust. On the other hand, key facilitators were 
giving more importance to evaluating patient education, 
using educational technologies, delivering education in 
gradual steps, and assigning specific nurses as educators. 
The analysis showed that older age, being widowed, more 
years of experience, and working in government hospitals 
were linked to perceiving more barriers and facilitators. 
Regression results further showed that older workers, 
those with lower education levels, and those in govern-
ment hospitals reported more barriers, while those living 
in urban areas saw more facilitators. These findings point 
to clear areas for improvement such as managing time 
better, improving the education environment, using tech-
nology, emphasizing evaluation, and assigning education 
roles—to make patient education more effective in this 
context.
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