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Abstract

Context: Several options are available for the care of neurological conditions including care delivered in rehabilitation cen-
tres, at home or remotely. While economic studies are available comparing centres and homes, very little economic data
relates to mobile teams comparing face-to-face and remote care.

Objective: To conduct an economic study comparing face-to-face care at home and care delivered remotely (tele-
rehabilitation).

Method: A randomised clinical study with two groups; a control group receiving home care and an experimental group
receiving tele-rehabilitation. The primary outcome measure was the ICER (Incremental Cost Effectiveness Ratio).

Participants: Patients with severe neurological disabilities

Results: 80 patients were enrolled in the study; 77 were analysed to calculate the ICER, which was positive and located in the
SW quadrant. A bootstrap with 1000 replications was positioned at 72.8% in the SW quadrant.

Conclusion: Tele-rehabilitation is an acceptable alternative to the management of neurological patients at home. In the mild-
est cases, remote-rehabilitation may even be dominant. More extensive studies are needed to specify the indications.
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Introduction
Access to care for people with disabilities, especially those
with neurological disabilities, is a national concern in
France and a core part of our health policies, as high-
lighted in the 2014–2019 neurodegenerative diseases
plan.1 For this population, the failure to receive routine
rehabilitation care has potential implications for disease
progression as well as functional deterioration and psy-
chological distress.2 In such patients, the negative effects
of social isolation may be even greater, as they require

regular follow-up to minimise the impact of the disease.3

The Saint–Hélier Physical Medicine and Rehabilitation
Unit has extensive expertise in the area of neurological
rehabilitation and caring for patients with traumatic brain
injuries and chronic neurodegenerative conditions (MS, ALS,
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Parkinson’s Disease, etc.). Since 2012, it has expanded its
expertise to include a mobile rehabilitation and reintegra-
tion team (EMR2), which currently cares for over 200
patients with neurological conditions each year. Its
primary objective is to respond to the need to provide
flexible care to patients with neurological conditions in
the Health Region No. 5 in Brittany, France. Following
the increase in this kind of work since 2018, we have
undertaken an analysis of telemedicine and its ability to
meet the demand and requirement for permanent per-
formance.4–8 Our analysis on the ease of providing
access to care for people with disabilities proved to be
a major challenge during the Covid-19 health crisis.9,10

Tele-rehabilitation now represents a major challenge
for the healthcare system.11,12 Telemedicine was seen
to offer an ideal solution for managing transmissible dis-
eases as it reduces person-to-person contact13 and allows
therapists to (1) maintain continuity of care by educating
patients through remote consultations directly in their
own environment, (2) conduct a physical evaluation and
plan a targeted therapeutic exercise programme, and (3)
monitor the progress of patients by providing ongoing
feedback and follow-up.14–16

The question of the effectiveness of tele-rehabilitation
was therefore raised very early on and numerous studies
have tackled this issue.17–20 In the area of neurological
rehabilitation, most studies report no difference
between face-to-face and tele-rehabilitation in terms
of balance, functionality and quality of life.21 A
meta-analysis revealed a statistically significant but
negligible effect size in six reviews in favour of tele-
rehabilitation.22

There are very few studies from a cost-effectiveness-
ratio perspective. Lloréns reported no difference in the
ratio between face-to-face and remote rehabilitation.23

Other studies have shown that the use of this type of care
could provide expert follow-up at lower cost, as close as
possible to patients and the place where they live.24–26 In
France, the medical and economic impact has yet to be
assessed.

A cost effectiveness analysis (CEA) is an economic ana-
lysis method that compares the expenditure and outcomes
of two or more strategies for performing the same task. In
the past few years it has been commonly used in health
sciences and, more recently, even more widely as a result
of the importance of cost analyses in a context of seeking
comparative effectiveness as well as in connection to
healthcare reform. Statistical methods for CEA have been
developed and a measurement called the Incremental
Cost-Effectiveness Ratio (ICER) has been widely adopted
by researchers and decision-makers.27 In view of the
fairly recent literature and to help guide our use of digital
technology in practices within the mobile team, we have
decided to conduct an economic study of the aforemen-
tioned schemes.

The primary outcome of the study was to assess the
benefit/cost ratio and the medical/economic impact of tele-
medicine care compared to usual follow-up by a mobile
team in patients with a severe traumatic or degenerative
neurological disability affecting their autonomy.
Secondary outcome measures were to assess telemedicine
tools, compare patient quality of life, anxiety, depression
and pain in patients receiving care under the two schemes
and, finally, assess carer involvement in daily life at the
start and end of the care.

Material and methods

Design

This was a controlled randomised study comparing tele-
medicine follow-up and follow-up by a mobile rehabilita-
tion/reinsertion mobile team in patients with a severe
neurological disability.

Participants

Selection criteria were as follows: (1) patients over the age
of 18 years having volunteered to participate in the study
and whose primary caregiver had volunteered; (2) patients
with a severe neurological disability following a neuro-
logical injury of traumatic, vascular or degenerative
origin; (3) patients requiring a PRM [Physical
Rehabilitation Medicine] expert (rehabilitation, technical
and human means of compensation, specific treatments,
etc.) and/or expert in pain management; (4) patients with
reduced access to care (due to difficulties travelling, dis-
tance from expert centres, frailty, etc.) and requiring
in-home professional care; (5) patients requiring coordi-
nated care from health and medico-social professionals;
(6) patients living in Health Region 5 in Brittany
(France); (7) patients able to understand spoken and/or
written French.

Exclusion criteria were: (1) patients with impaired
understanding rendering the informed consent impossible
with the refusal of the guardian or subject to a legal protec-
tion measure; (2) patients unable to use a digital tablet or
absence of a person able to assist with the use of a tablet;
(3) patients with no access to an internet connection (dead
zone); (4) patients with a short-term vital prognosis (<3
months).

Participants have to provide written informed consent
for participation in the study.

Recruitment method

Recruitment was based on referrals from general practi-
tioners, nursing homes or hospitals. Each request was first
analysed in terms of feasibility (travel distance and
request compatible with the skills of the teams).
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Interventions

• Control group EMR2

The EMR2 operational team included PRM doctors, a
psychologist, occupational therapists and a social worker.
Care varied according to the request and needs identified
during the first meeting. The aim of the medical interven-
tion was to assess the person in their environment, deter-
mine with them and their family the objectives of care
during the support provided by the EMR2, establish a
link with medical points of contact and coordinate the
actions of the EMR2. The psychologist performed an
initial psychological assessment of the person and/or their
carer responsible for the care of their relative, if necessary,
and then proposed and coordinated a handover according to
the needs identified for the patient and/or for the main carer.
The social worker acted as the link between the patients,
their carers and the various parties involved. The occupa-
tional therapist coordinated the testing and validation of
technical aids, chair/bed positioning, and coordinated and
supported the various parties intervening in the home.

• TELEMED experimental group

The medical intervention and assessment at home was iden-
tical to that of the control group. However, patients
included in the experimental group were followed up via
teleconsultation by the usual professionals, i.e., psycholo-
gist, social worker and occupational therapist. Home
visits only occurred in emergency cases requiring an
in-situ intervention. A connection kit was given to the
patient. The kit included a digital tablet pre-configured for
the consultations. We used an approved health data connec-
tion platform provided by the Groupement de Coopération
Sanitaire e-santé and mandated by the Agence Régionale de
Santé Bretagne [Brittany Regional Health Agency]. As con-
sultations were synchronous, no document was stored on
the tablet. The internet configuration and network coverage
were the ones habitually used by the research participants.

In the two groups, goals were set in collaboration with
the patient using Goal Attainment Scaling (GAS). No dur-
ation was determined. The goals were determined with the
patient and then, when they were attained, a decision to stop
was taken during a multidisciplinary meeting, with the
agreement of the patient.

Outcome measures

The main outcome measure was a medical-economic ana-
lysis based on the calculation of the efficiency criterion of
this organisation of care. The cost-effectiveness analysis
was based on international recommendations.28 The
QALY effectiveness criterion retained was quality of life

as measured by SF36 at the start and end of the care. The
costs included staff time, travel, carer hours and, where
appropriate, teleconsultation equipment. The cost-
effectiveness indicator used was the ICER (Incremental
Cost-Effectiveness Ratio) representing the difference in
costs and outcomes between the new intervention
(TELEMED) and the control (EMR2). The numerator of
the cost-effectiveness ratio was the monetary cost of the
TELEMED intervention minus the monetary cost of the
EMR2. Annual project costs were calculated by converting
to scale the costs of the period used for the rollout of the
treatment. The denominator was the QALY gained by
TELEMED less the QALY gained by EMR2, based on
SF36. Bootstrapping (1000 replications) was used for a
pairwise comparison of costs and average effects between
the TELEMED and EMR2 groups.

The secondary outcome measures were: 1) Goal
Attainment Scaling (GAS) and numeric scale of goal
(NSG) 2) the Anxiety and Depression score of the HAD
scale 3) pain assessed using the visual analogue scale and
DN 4) caregiver burden measured by the Zarit Burden
Interview 5) participant satisfaction measured by the
visual analogue scale (VAS).

The Goal Attainment Scale is an individualised outcome
measure involving the selection and scaling of goals to calcu-
late the level of goal attainment of a patient.29 Each patient
will have his or her own outcome measure, but these mea-
sures are recorded in a standardised manner. Outcomes con-
sidered as ‘successful’ were agreed jointly before the
intervention. Each outcome was graded using a 5-point scale:

+2=much more than expected
+1= a little more than expected
0= the patient reached the expected level
−1= a little less than expected
−2=much less than expected
The overall score was calculated by incorporating the

scores of the objective outcomes into a single aggregate
score.

Collection of cost data

Costs are broken down into three parts. The first part is
contact with the patient, whether face-to-face, remotely
via the telemedicine platform or by telephone. Each time
item collected is assessed by cost based on the hourly
wage of the intervening professional: doctor, physiotherap-
ist, occupational therapist, psychologist and social worker.
The second part includes the travel costs which include
the mileage adjusted to the distance travelled, plus an
hourly cost of the travelling professional adjusted to their
travel time. The third part includes the time spent reporting
and drafting records adjusted to the hourly rate of the pro-
fessional preparing them. Costs are expressed in euros.
No adjustment for inflation was made, as wages remained
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stable over the study period and inflation rates were negli-
gible: 2018 1.85%, 2019 1.11%, 2020 0.45% (source
https://www.donneesmondiales.com/europe/france/
inflation.php).

Sample size

The number of subjects to be included could not be calcu-
lated and was based on the EMR2 activity reports of the last
four years with an annual recruitment of 281 requests in
2016, a number that was on the rise. The plan was to
include 40 patients in each arm to obtain a total of 80
patients. For 40 patients per group, a sigma level of 0.05
and a power of 0.8, a detectable effect size (Cohen’s d) is
calculated at 0.64 (r statistic, package pwr v 1.3-0).

Randomisation

Randomisation was carried out using online software
(https://www.random.org/lists/) by the research unit of the
St Hélier centre, which was external to the investigators.

Allocation

A series of sealed envelopes were used for the allocation
according to the order of inclusion. the physician recruits
the patients and calls a clinical research associate who indi-
cates the allocation.

Blinding

This was an open-label study and patient assessors were the
health professionals involved in the study, who were not
blinded. However, the assessment criteria were mainly pro-
duced using self-questionnaires. In addition, the assessment
of the economic costs was compiled per patient.

Statistical methods

Data were analysed via R. studio V 3.6.3 packages Dampak
for the ICER criterion. In the case of missing data, an attri-
bution of statistical data using R package missMDA was
envisaged.30 The calculation was based on Principal
Component Analysis (PCA) taking into account both the
similarities between individuals and the links between vari-
ables. The attributed values will have no effect (i.e., no
weight) in the calculation of the dimensions of the factor
analysis.

Results

Recruitment period

The recruitment period ran from 11/10/2018 to 22/12/2020.
The last assessment was carried out on 24/01/2022.

Flow of participants

Eighty participants were recruited; 40 of whom were allo-
cated to the EMR2 group and 40 to the TELEMED group
(Figure 1). Two participants were lost to follow-up and
one participant withdrew their consent. Ultimately, 38 par-
ticipants were analysed in the control group (EMR2) and 39
in the experimental group (TELEMED).

Initial data

The mean age of participants was 59.37 (SD 16.22) in the
EMR2 group and 61.92 (SD 13.10) in the TELEMED
group. The gender distribution in the two groups was
similar, as was the disease length of time (Table 1).

The majority of participants in both groups were accom-
panied by a family carer who was present for a similar
number of hours each week.

In the EMR2 group, most participants were accompan-
ied by a professional carer. In the TELEMED group,
most of the participants were accompanied by a profes-
sional carer.

Three dimensions of the SF36 seemed to be higher in the
TELEMED group, bodily pain (BP) (p value= 0.017),
social functioning (SF) (p value= 0.018) and change in
health (HT) (p value= 0.012).

Primary outcome: incremental cost-effectiveness
ratio

Management of missing data. The calculation of effect dif-
ferences was affected by missing data in the SF36 measure-
ment survey. A single missing data item prevented the
calculation of a dimension score and therefore a dimension
effect difference and then overall effect difference. Data
was allocated successfully. The description and allocation
results are available in the supplemental material.

ICER calculation. In terms of quality of life (Table 2 ICER),
there were variations in gains and decreases across the dif-
ferent dimensions of the SF36. None of the dimension
scores passed over the minimum detectable change from
baseline to end of treatment in either the control or experi-
mental group (MDC= 12 points for PF, 23 points for RP,
15 points for BP, 18 points for GH, 16 points for VT, 26
points for SF, 28 points for RE, and 24 points for
MH).31. The highest effect sizes related to the 1) physical
role (PR) which worsened in both the EMR2 and
TELEMED groups (respectively mean (SD)=−13.6
(28.7); −12.4 (20.7)) 2) social functioning (SF) which
improved in both groups (respectively mean (SD)= 13.2
(28.6); 4.86 (20.3)). 3) A significant difference was
observed between the two groups on the perception of
change in health (HT) in favour of the EMR2 control
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group compared to TELEMED (respectively mean (SD)=
11.1 (27.8); −8.32 (19.6); p value= 0.0008***).

Costs calibrated over one year were almost identical for
both types of interventions (p= 0.99) with a high variability
in both groups (EMR2 mean= 581.40 SD= 296.13,
TELEMED= 583.55, SD= 388.04).

The ICER calculated was positive and close to 0 (ICER
observed= 0.0299, ICER bootstrap= 0.0285). The % prob-
ability of ICER in the quadrants was 1.0% for the SE quad-
rant, 1.4% for the NE, 72.8% for the SW and 24.8% for the
NW 1.0. 5 (Figure 2).

Secondary outcomes

Goal attainment scalling (GAS), numeric scale of goal (NSG).
The results show a positive score which reflects the goals
attained in both groups with an advantage for the EMR2
group over the TELEMED group, although with a non-
statistically significant difference, respectively mean (SD)
= 0.53 (1.06); 0.06 (1.07); p value= 0.07 (Table 3).

No statistically significant difference was observed in
the NSG score at the end of the intervention between the
EMR2 and TELEMED groups, respectively mean (SD)=
6.23 (2.68); 5.36 (2.92); p value= 0.118.

Satisfaction. The satisfaction scores revealed no differ-
ence at any time in terms of the care pathway. A high
rate of satisfaction was reported in the two groups at
the start of treatment that weakened at the end of treat-
ment, respectively mean (SD)= 5.97 (3.17); 5.59
(2.45), p (value= 0.441.

Hospital anxiety and depression scale. No significant differ-
ence in scores was noted, either in terms of the change over
time or between the two groups. Anxiety values were in line
with the reference values measured in the groups of patients
with chronic neurological disease, whereas depression
values (mean= 5.7 →7.97) were above the reference
values (mean= 5.5).32,33

Figure 1. Flow chart.
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Zarit Burden Interview. No statistically significant difference
was observed, either in terms of change over time or
between the EMR2 and TELEMED groups, respectively
mean (SD)= 21.82 (22.15); 18.44 (21.15), p value=
0.568. Scores remained below the cut-off score determining
a high burden level: cut-off score >25.34

Analysis and discussion

Interpretation of the ICER

The NW and SE quadrants reported negative ICER values
(Figure 2).

These two quadrants are relatively easy to interpret.35 In
the SE quadrant, the new treatment was more effective and
saved money compared to the old treatment. When this was
the case, the new treatment dominated overs the old treat-
ment. In the NW quadrant, the opposite is observed, and
the new treatment was less effective and also increased
costs. Here again, it is also relatively easy to take a decision,
as the old treatment dominates over the new one, and there
is no added value in adopting the new treatment regimen.
ICER values in the north-east (NE) and south-west (SW)
quadrants were positive. As most of the new treatments
are expected to be more effective and more expensive, the
literature focuses mainly on the NE quadrant. The bootstrap
results show that the probability of ICER in the SW is
72.8% and 24.8% in the NW but with an ICER close to 0
(Table 2). Thus, in this context it is impossible to accept
or reject tele-rehabilitation technology on the basis of cost
effectiveness.35 The acceptability of telemedicine for an
identical cost is therefore 72.8%.

We confirmed that tele-rehabilitation fulfils the same
goals as face-to-face in-home rehabilitation without eco-
nomic gains. This finding is consistent with the conclusions
of other economic studies on rehabilitation. This finding is
consistent with recent studies showing the benefits of tel-
erehabilitation for neurological diseases36 and other eco-
nomic cost studies in rehabilitation. The study by Housley
et al.37 was the only neurological study that reported sig-
nificant differences in the cost of tele-rehabilitation and

Table 1. Baseline demographic and clinical characteristics.

Baseline (N= 77) EM2R Telemed p-value

Sex

Male 17 23 0.257

Female 21 26

Age 59.37 (16.22) 61.92 (13.10) 0.676

Desease 0.551

Stroke 3 4

Multiple sclerosis 10 5

Amyo lat scle 6 6

Parkinson 6 7

Other 13 17

Duration 16.02 (14.58) 16.59 (18.92) 0.650

Fcg

yes 29 29 0.999

no 9 10

NB hours 22.64 (32.44) 28.40 (41.20) 0.779

Pcg

yes 21 26 0.428

no 17 13

NB hours 10.41 (15.43) 20.27 (39.40) 0.275

SF36

PF 81.22 (22.37) 86.08 (20.48) 0.193

RP 35.81 (28.59) 30.26 (26.10) 0.323

BP 25.14 (20.90) 36.58 (20.17) 0.017*

GH 40.27 (13.38) 36.05 (11.69) 0.120

VT 39.86 (9.01) 38.68 (8.03) 0.620

SF 25.68 (22.23) 38.16 (23.78) 0.018*

RE 55.86 (40.87) 48.25 (43.63) 0.377

(continued)

Table 1. Continued.

Baseline (N= 77) EM2R Telemed p-value

MH 37.62 (8.97) 36.21 (8.87) 0.699

HT 59.46 (30.82) 76.97 (24.92) 0.012*

Fcg: family caregiver; Pcg: professionnals caregiver; Amyo lat scle:
Amyotrophic lateral sclerosis; PF: physical functioning; RP: role physical; BP:
bodily pain; GH: general health; VT: vitality; SF: social functioning; RE: role
emotional; MH: mental health; HT: Change in Health. *p value < 0.05.
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savings per person compared to traditional in-centre
rehabilitation. Lloréns et al.23 also observed that tele-
rehabilitation programmes involved lower costs, but did
not specify whether the differences were statistically signifi-
cant. Bendixen et al.38 examined healthcare costs after 12
months of the tele-rehabilitation intervention and found
no significant difference in cost. The study by Rennie39

showed that if the rehabilitation objectives are correctly
met in both groups, the difference in cost is minimal and
mainly related to the reduction in travel costs.

It may be that in interventions where physical activities
are simpler to implement, such as in pulmonary problems
or chronic low back pain, the economic benefit of tele-
rehabilitation is more perceptible. The 2021 study by

Table 2. ICER calculation.

Variables (N= 77) EMR2 (n= 38) Telemed (n= 39) P-value

mean (sd) mean(sd) Wilcoxon rank-sum

Cost (€)

Total Cost 196.77 (81.23) 200.23 (94.14) 0.94

Duration (day) 123.53 (100.12) 125.24 (88.55) 0.633

Annual cost 581.40 (296.13) 583.55 (388.04) 0.99

Effect (scale/100)

PF 3.02 (15.4) 5.06 (11.1) 0.95

RP −13.6 (28.7) −12.4 (20.7) 0.79

BP 5.28 (22.3) −1.13 (19.5) 0.20

GH −2.80 (19.4) −1.78 (11.1) 0.14

VT 0.088 (12.8) 2.77 (9.91) 0.21

SF 13.2 (28.6) 4.86 (20.3) 0.09

RE −5.46 (40.0) −10.6 (47.1) 0.73

MH −0.128 (10.6) 0.338 (9.86) 0.54

HT 11.1 (27.8) −8.32 (19.6) 0.0008***

Incremental Cost Effectiveness Ratio

Observed Bootstrap (1000 replication)

Effet Diff −3.85 −3.72

Cost Diff −129.03 −119.14

ICER 0.0299 0.0285

Quadrant Confidence Level Percentages on ICER plane

SE 1.0% NE 1.4% SW 72.8% NW 24.8%

Effect: difference assessment end of treatment_baseline; PF: physical functioning; RP: role physical; BP: bodily pain; GH: general health; VT: vitality; SF: social
functioning; RE: role emotional; MH: mental health. HT: Change in Health; Effet Diff: mean of difference between groups; Cost Diff: difference of cost between
group; ICER: incremental cost effectiveness ratio; SE: sud est, SW: sud west; NE: nord est; NW: nord west. ***p value < 0.001.

Duruflé et al. 7



Liu et al.40 reported that home rehabilitation in obstructive
pulmonary disease was dominant over in-patient rehabili-
tation and tele-rehabilitation was dominant over home
rehabilitation. In another economic assessment of an inter-
vention for the treatment of patients with coronary artery
disease, Brouwers et al.41 showed that tele-rehabilitation

is likely to be cost-effective compared to a centre-based
intervention.

We compared an in-home care system with a system
based on tele-rehabilitation. However, it was shown that
there is a real economic gain between rehabilitation in a
centre and rehabilitation at home. The 2022 study by

Figure 2. ICER, incremental cost effectiveness ratio; A= Bootstrap 1000 replication of ICER ; B= Key to interpretation of incremental cost
effectiveness ratio plots. NW=North West; NE=North East; SW= South West; SE= South East.
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Candio42 on a European level showed that the cost effect-
iveness was largely in favour of in-home rehabilitation in
26 of the 32 countries studied. The EMR2 group is therefore
probably already economically viable compared to on-site
care. Tele-rehabilitation therefore appears as a possible
alternative at no extra costs. It is feasible that in less
complex cases, as has been shown in other conditions,
that it could become the predominant strategy. Further
studies are required to clarify this point.

Interdependence of social factors with anxiety,
depression and caregiver burden

Data is telling us something else. The correlation study
shows the inverse relationship between social functioning
(SF) and anxiety and depression, (respectively r=−0.69;
−0.86; p value <0.001). The origin of the disease also has
a significant impact on depression, with an increased
score in conditions of degenerative origin compared to trau-
matic or vascular origins (r= 0.25, p value= 0.04).

We fitted a linear model to predict the burden of family
caregivers. This model showed that only the effect of
depression has a statistically significant and negative
effect (p= 0.008). These findings are consistent with
other studies that have shown that the cognitive/emotional
category is a better predictor of caregiver burden than the
motor/functional category.43,44 Similarly, a positive effect
of social functioning (SF) was observed in both groups
(effect size EMR2 and TELEMED respectively mean
(SD)= 13.2 (28.6); 4.86 (20.3)), while physical role (PR)
deteriorated (respectively mean (SD)=−13.6 (28.7);
−12.4 (20.7)).

Strengths and limitations
Regarding the strengths,

This study represents an early and pioneering investiga-
tion into the impact of tele-rehabilitation on a population
characterised by individuals with severe neurological dis-
abilities, who often face geographical barriers to accessing
healthcare services. Notably, this research predates the
onset of the COVID pandemic, underscoring its signifi-
cance in laying the foundation for subsequent studies in
this area.

Importantly, this study stands alone in its focus on
mobile team activities that incorporate the utilisation of
telemedicine, rendering it distinct in its scope and contribu-
tion to the field.

Furthermore, the inclusion of a medical-economic evalu-
ation in this study provides a valuable avenue for effect-
ively targeting and allocating appropriate resources for the
rehabilitation and ongoing monitoring of individuals with
neurological disabilities. This assessment not only encom-
passes the clinical aspects but also takes into account the
economic considerations, enhancing the efficiency and
effectiveness of the interventions. Consequently, the find-
ings of this evaluation have the potential to instigate para-
digm shifts in clinical practices, specifically by directing
attention to the technological and human resources
deployed in the context of mobile teams serving this
population.

Regarding the limitations.
The collection of time data is probably incomplete. The

professionals involved probably failed to report the exact
total amount of the time spent. It is very difficult to
monitor the accuracy of time data retrospectively.

The difference in costs can only be established for pro-
fessional travel when details are supplied of both the cost
of the mode of travel and the hourly cost of the professional.
It should also be noted that patient interventions are not
always compatible with telemedicine, in terms of spatial
layout or wheelchair adjustment. Such interventions also
require considerable travel, which was accounted for in
both groups, thus reducing the likelihood of economic
gain in the TELEMED group.

Table 3. Secondary outcomes.

Variables N= 69 EMR2 n= 38 Télémed n= 39 p Value

GAS1 0.29 (1.07) −0.09 (1.00) 0.140

GAS2 0.53 (1.06) 0.06 (1.07) 0.072

NSG 6.23 (2.68) 5.36 (2.92) 0.118

Satisfaction 1 7.58 (2.13) 6.89 (2.51) 0.252

Satisfaction 2 6.44 (2.15) 5.45 (3.10) 0.269

Satisfaction 3 5.97 (3.17) 5.59 (2.45) 0.441

Anxiety 1 6.30 (4.14) 7.64 (4.31) 0.185

Anxiety 2 5.53 (4.07) 6.91 (5.32) 0.380

Anxiety 3 6.34 (4.56) 6.27 (4.85) 0.911

Depression 1 5.70 (3.65) 7.37 (4.46) 0.105

Depression 2 6.90 (4.77) 7.18 (5.07) 0.864

Depression 3 7.97 (5.62) 7.48 (5.26) 0.838

ZBI 1 22.32 (19.70) 22.77 (20.48) 0.885

ZBI 2 21.32 (22.29) 18.10 (21.25) 0.543

ZBI 3 21.82 (22.15) 18.44 (21.15) 0.568

GAS: Goal Attainment Scaling; NSG: Numeric Scale of Goal; Hospital Anxiety
and Depression scale; ZBI: Zarit Burden Interview; 1.2.3: time of assessment.
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Conclusion
Our study showed that for the same cost, telecare is an
acceptable alternative in the care of chronic neurological
diseases compared to face-to-face care at home. However,
the strong relationship measured between the psychological
dimensions (HAD), caregiver burden (ZBI) and social func-
tioning (SF) and quality of life suggests that in complex
psychological situations, face-to-face care appears to be a
more appropriate approach than telecare. Other studies are
required to further explore the choice between in-situ and
remote interventions.
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