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Introduction
Telehealth is defined as the application of evaluative, consulta-
tive, preventative, and therapeutic services delivered through 
information and communication technology.1 Telehealth com-
monly interchanged with other related terms (eg, telemedicine 
telehealth, telerehabilitation, teletherapy, telecare, telepractice, 
etc.) and describes the delivery of care to patients through syn-
chronous videoconferencing, asynchronous telephone calls and 
store-and-forward imaging, or remote monitoring.2 Telehealth 
is growing rapidly and has the potential to transform the 
delivery of health care for millions of people. It emerges as a 
viable strategy that can enable individuals with disabilities to 
gain access to effective services, regardless of any limitations 
imposed by geography and local resource capabilities. In addi-
tion it can help to overcome physical accessibility barriers and 
assist in cases of isolation due to extreme weather, war zone, or 
epidemic.3

Over the past 2 decades, OT practice has been increasingly 
influenced by technological advances that have offered increas-
ing opportunities to support telehealth.1 A remote delivery of 
OT to a client who is in a different physical location than the 

therapist has the potential to improve functional outcomes, 
enhance communication and continuity of care, enhance man-
agement of chronic diseases, and promote health and wellness.4 
OT delivered remotely has proven to be highly acceptable and 
effective for individuals with a variety of health conditions 
across their life-span.5 Efficacy had also been established 
in multiple studies analyzing interventions for varying 
populations such as children with autism,6 adolescents with 
myelomeningocele,7 adults cancer-survivors,8,9 and people 
with acquired brain injury.10,11

The World Federation of Occupational Therapists 
affirmed the efficacy of telehealth for the delivery of rehabili-
tation and OT services, stating its use “leads to similar or 
better clinical outcomes when compared to conventional in-
person interventions.”12 However, despite the encouraging 
declarations,13,14 and the robust research evidence that showed 
its effectiveness,15 studies done before the outbreak of coro-
navirus disease (COVID-19) shows that most occupational 
therapists in Israel as well as around the world did not use it 
in their routine clinical practice.16,17 The slow implementation 
of remote delivery of service is also influenced by the lack of 

Remote Delivery of Service: A Survey of Occupational 
Therapists’ Perceptions

Tehila Almog and Yafit Gilboa
School of Occupational Therapy, Faculty of Medicine, The Hebrew University of Jerusalem, 
Jerusalem, Israel.

ABSTRACT

BACkgROunD: Telehealth has been declared an accepted method of occupational therapy (OT) service delivery and has been shown to 
be effective. However, studies done before the outbreak of coronavirus disease (COVID-19) show that most occupational therapists didn’t 
use it.

Aim: The aim of this exploratory study was to examine the perceptions of occupational therapists regarding remote delivery of service fol-
lowing the COVID-19 outbreak.

mATeRiAl AnD meThODS: An online survey, including 11-item five-point Likert scale, and 2 open-ended questions were distributed to 
occupational therapists.

ReSulTS: Responses were received from 245 Israeli occupational therapists. The majority of the participants (60%) strongly agreed that 
remote delivery allows an ecological and effective intervention, while 76% strongly agreed that an ideal treatment is one that would combine 
telehealth with in-person intervention. Qualitative findings indicated that the most significant advantage was providing care in the natural 
environment and improving accessibility to the service. The most salient barriers were limitations of the therapeutic relationship and threats 
on clinical reasoning.

COnCluSiOn: The study results highlight the complexity of telehealth. Findings indicate that overall occupational therapists perceive 
remote care as an effective and legitimate service delivery method that cannot be used as an alternative to in-person treatment. These find-
ings can help in developing intervention programs for remote treatment, and their implementation.

keywORDS: Telerehabilitation, Israel, accessibility, COVID-19, health policy, intervention out-patient rehabilitation

ReCeiVeD: May 7, 2022. ACCePTeD: July 17, 2022.

TyPe: Original Research

FunDing: The author(s) received no financial support for the research, authorship, and/or 
publication of this article.

DeClARATiOn OF COnFliCTing inTeReSTS: The author(s) declared no potential 
conflicts of interest with respect to the research, authorship, and/or publication of this 
article.

CORReSPOnDing AuThOR: Yafit Gilboa, School of Occupational Therapy, The Hebrew 
University of Jerusalem, Mt. Scopus, P.O. Box 24026, Jerusalem 9124001, Israel.  Email: 
Yafit.Gilboa@mail.huji.ac.il

1117503 RPO0010.1177/11795727221117503Rehabilitation Process and OutcomeAlmog and Gilboa
research-article2022

https://uk.sagepub.com/en-gb/journals-permissions
mailto:Yafit.Gilboa@mail.huji.ac.il


2 Rehabilitation Process and Outcome 

provider’s acceptance and clinicians’ hesitation to embrace 
this changing delivery model.18,19 Indeed occupational thera-
pists reported little utilization and low self-efficacy with 
telehealth technology20,21 and were not ready to adopt new 
technological systems due to increased workload.22 In addi-
tion, the main barriers perceived by the therapists was their 
inability to diagnose patients and perform an evaluation 
process.23

The rapid spread of the COVID-19 overwhelmed health 
care systems worldwide.24 One of the most important chal-
lenge during COVID-19 pandemic seems to be its high 
transmissibility, necessitations social distancing as a strong 
defense.25 The requirement to stay at home for extended peri-
ods of time put a strain on the health care system. Specifically, 
it had a profound impact on rehabilitation services causing 
increasing difficulties in providing in-person rehabilitation 
care. The unavoidable need to communicate virtually thrust 
health care practitioners into the use of a telehealth service 
delivery model. Suddenly, telehealth was on the front lines 
offering patients the opportunity to get the care they needed 
via telecommunications.15,26

A recent study conducted at a large medical center in Israel 
found that 87% of clinicians (physicians, psychologists, dietitians, 
speech therapists, social workers, and nurses) recognized the 
benefit of telehealth via video consultations for patients during 
the COVID-19 pandemic. However only 68% of the clinicians 
supported continuation of the service after the pandemic.27 
After the outbreak of the epidemic, there have been several stud-
ies conducted among occupational therapists.18 These studies 
found overall positive perceptions toward telehealth, whereas 
most respondents were satisfied and perceived telehealth to be 
an effective delivery model for OT services.5,28-30 The overarch-
ing aim of this study is to examine the perceptions of Israeli 
occupational therapists regarding remote delivery of service fol-
lowing the COVID-19 outbreak and to explore the perceived 
benefits and barriers.

Material and Methods
Procedures and participants

This online cross-sectional exploratory study used design ana-
lyzing qualitative and quantitative data. All occupational thera-
pists who have a license from the Israeli Ministry of Health 
were eligible to participate. The study was approved by the eth-
ics committee of the Faculty of Medicine at The Hebrew 
University of Jerusalem. The survey was anonymous and no 
identification data was collected. Their participation was vol-
untary, completion of the questionnaire was considered to be 
consent for participation in the survey and no incentives were 
offered. The survey was built using a free online survey tool 
(Google Forms). Snowball sampling was used to recruit Israeli 
occupational therapists through institutional and personal net-
works, mailing lists, and in closed groups related to occupa-
tional therapy on social media platforms (eg, Facebook). The 

web link was available for 30 days in July 2020, this timeframe 
corresponding to the period of time between the first and second 
strict lockdown periods due to COVID-19 and the beginning 
of the de-escalation phase in Israel. Because participants joined 
via social media, it is impossible to determine an accurate 
response rate.

The recommended sample size using a power analysis for 
generalizability for a population of 5000 registered occupa-
tional therapists, using a 5% margin of error with a 95% confi-
dence level, was 234 completed surveys.31

Instrument

For the current study we developed an online self-administered 
questionnaire aimed to investigate the perceptions of Israeli 
occupational therapists toward remote delivery treatment. The 
questionnaire items were chosen based on a survey used in 
previous research,32 a literature review,15,33-39 and input from 
4 occupational therapists experienced in telehealth.

The final version of the questionnaire was comprised of 3 
sections: (1) a short demographic questionnaire whose purpose 
was to collect basic information regarding the participants’ 
gender, years of experience, age, and field of work, (2) 11 quan-
titative questions aiming to captured information regarding the 
perceptions toward different aspects of remote delivery of OT. 
The respondents were asked to grade their level of agreement 
on a 5-point Likert scale ranging from 1 (slightly agree) to 5 
(strongly agree), and (3) 2 open-ended questions about the 
main advantages and disadvantages of remote delivery to glean 
more in-depth information. The open-ended questions pro-
vided the participants with the opportunity to reflect on the 
quantitative-response questions, and further describe thoughts, 
concerns, feelings, and experiences, in writing. Expected dura-
tion for completing the online survey was about 5 minutes.

Data analysis

Descriptive statistical analysis was used with frequency distri-
butions to describe the demographic characteristics of the sam-
ple and to analyze the survey results. Percentages were 
calculated based on the number of respondents for each ques-
tion. Internal consistency within the subscale was calculated 
using Cronbach’s alpha. Spearman’s rank correlation coefficient 
was used to assess the association between years of experience 
and the perceptions, each individually and average of all 
together, toward remote delivery of OT. P < .05 denoted the 
presence of a statistically significant difference.

Qualitative content analysis of the 2 open-ended questions 
provided more in-depth insights to the advantages and disad-
vantages of telehealth care. Answers to the open-ended ques-
tions were analyzed using established methods for deductive 
content analysis through the following steps: (1) selecting the 
textual unit of analysis, (2) developing a codebook of mutually 
exclusive categories, (3) data coding, and (4) reporting the data 
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by category.40 The research team compiled the responses to the 
open-ended questions in Excel, then used open coding to gen-
erate codes from the responses, then categories and subcatego-
ries. The research team has reached a consensus about codes, 
categories and subcategories through discussion. Categories 
that have been noted most appear first.

The questions were answered in Hebrew and direct quotes 
were translated into English for this report by a bilingual mem-
ber of the research team.

Results
This study includes a convenience sample of 245 occupational 
therapists, represents approximately 4% of the occupational 
therapists workforce in Israel (There were 5961 registered 
occupational therapists in Israel in 2019).41 Table 1 lists the 
characteristics of the current sample population. The partici-
pants were mostly female within a large range of years of expe-
rience. The majority of the sample work in the pediatric field, 
with only 9 occupational therapists working in other areas that 
including assistive technology and adults with ADHD.

Figure 1 lists the respondents’ perceptions collected for the 
11 items which were graded on a Likert scale between 1 
(slightly agree) to 5 (strongly agree). Internal reliability for the 
quantitative questions was tested in the current study using 
Cronbach’s Alpha and found α = .837. The 2 items which 
received highest scores were: (1) an ideal treatment is one 
that will combine remote delivery with in-person treatment 
(M = 4.11, ±1.08) and (2) remote rehabilitation treatment in 
the patient’s natural environment allows an ecological and 
effective intervention (M = 3.64, ±0.94). The 2 items which 
received the lowest scores: (1) remote delivery of service is an 
option whose overall advantages outweigh its disadvantages 
(M = 2.76, ±0.99); and (2) patient progression will be impaired 
in remote rehabilitative care (M = 2.64, ±0.98).

Spearman test was performed to examine the relationship 
between therapist perceptions toward remote delivery of ser-
vice and years of experience. No significant correlation was 
found with any of the statements.

Content analysis

A summary of participant responses to the 2 open-ended ques-
tions are provided in Table 2. All answers regarding the advan-
tages and disadvantages of telehealth care were divided into 2 
broad categories, clinical and logistical. Subcategories are 
sorted in the order of their frequency. The n refer to the num-
ber of participants that mentioned the topic in their response, 
since multiple responses per participant were allowed, the per-
centages are summed above 100.

Providing ecological care in the patients’ natural environment
Treatment in the natural environment. The main advan-

tages that were mentioned by 51% of the respondents is that 
remote treatment takes place in the natural environment of the 
patients. Therefore, it promotes transfer of training, and leading 
efficient treatment in terms of functional gains. For example, 
one respondent shared that “. . . (telehealth is) an opportunity to 
transfer and generalize the treatments in a natural way.” A second 
respondent described the uniqueness of working in the natural 
environment allowing the clinician to “enter the house through 
the screen and work with the family and equipment that are there.”

Maintaining continuity of care. Remote delivery of OT 
allows the maintenance of the therapeutic relationship in cir-
cumstances where in-person contact cannot occur, enabling 
continuity of care toward promoting goals, preventing deterio-
ration, and encouraging guided therapeutic practice. As one of 
the respondents noted, the main advantage of remote delivery 
of care is “the ability to maintain a sequence of treatments even in 
challenging situations such as corona or physical inaccessibility of 
treatment.” Another added: “The possibility to continue treatment 
when it is not possible to take place in person, preservation of condi-
tion and monitoring of changes and needs.”

Familiarity with the patient’s environment. Remote inter-
vention was also perceived as an opportunity to get to know 
the patient’s human and physical environment. The familiarity 
with the environment can guide a more precise treatment. For 
example, one respondent commented: “An additional perspective 
on the patient and his family allows us to get to know his environ-
ment better. . ..” Another respondent stated “. . .The advantage 
in the pediatric f ield is seeing the natural environment, the human 
and physical environment which makes it possible to get real-time 
information about the contexts.” A third respondent commented: 
“Treatment in the natural environment makes it possible to identify 
strengths and weaknesses in daily functioning by observing during 
real-time, compared to observing in a clinic.”

Table 1. Demographic characteristics of the sample (n = 245).

VARIABlE M (SD), RAnGE

Age 34.76 (8.52), 24-68

Years of experience 9.14 (8.12), 1-40

 n (%)

Gender (% females) 243 (99.2)

Fields of clinical worka

1. Pediatric 161 (66)

2. Geriatric 34 (13.9)

3. Physical 49 (20.1)

4. Mental health 35 (14.3)

5. Other 9 (3.6)

aMultiple responses per participant were allowed.
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Presence and involvement of the main caregiver. Remote 
service requires higher engagement of family members, par-
ents, or primary caregiver in treatment. This was noted as a 
significant advantage by several respondents since it enables 
optimal utilization of the environmental resources. This col-
laborative work, was also seen as an opportunity to understand 
the needs of the primary caregiver or family. One respondent 
stated for example: “If a caregiver will implement and continue 
what is being done even later, there may be an advantage treating 
in the patient’s home and regular environment. Also the patient 
may feel safer in his natural environment.” Another participant 
commented: “the possibility to incorporate the caregiver in the 
treatment (is a significant advantage).”

Improve accessibility to the service
Accessibility for patient who cannot leave their home. Approxi-

mately 23% of the respondents noted that remote delivery 
of service allows patients to receive treatment they otherwise 
would not have been able to receive at all, due to long dis-
tance between the clinic and the patients’ residency or mobility 
restriction reasons which are usually permanent causes. One 
respondent summed up: “Accessibility; For those living in the 
periphery or anywhere that is not close or accessible to treatments, 
home remedies, people with poor immune systems. . .”

Time and money saving. Respondents indicated that another 
advantage is the time and money saved for both the patient and 
therapist while using remote delivery of service as there is no 
need to travel. In addition, time and money are being saved due 
to the possibility of simultaneous treatment for several peo-
ple together using remote treatment platform. One respondent 
stated “(the main advantage is) cost savings of travel and time 
for the customer and his family. . ..” Another respondent added: 
“Efficiency; and savings in patient and caregiver travel time. 

Sometimes it is even possible to treat several patients at the same 
time. . ..” A third respondent defined simply “(remote care) 
makes it easier for the therapist and patient in terms of mobility.”

Treatment is possible in times of emergencies. The issue of 
accessibility to treatment during various temporary emergency 
situations for example COVID-19, war and extreme weather 
conditions was a benefit reported by 15% of the respondents. 
As a respondent noted: “the possibility of reaching a person even 
when it is diff icult to leave the house because of a physical or mental 
reason, or when it is diff icult to reach him for example, the current 
situation during the corona time. . ..”

Threats on clinical reasoning
A limited therapeutic relationship. Approximately 45% of the 

respondents strongly agreed that the unmediated connection 
between OT and patient cannot be replaced. They thought 
remote care may impact interpersonal components of the 
treatment and lead to a reduction of essential elements such as 
therapeutic relationship, trust, cooperation, perseverance, com-
mitment, and lack of human warmth. As one respondent wrote, 
“In my opinion, there is no substitute to a close relationship in terms 
of recruiting the patient for treatment and his commitment to his 
personal advancement, creating a non-verbal relationship, and a 
more comprehensive look at the patient. All of these are more dif-
ficult to perform remotely.” Another respondent well defined the 
complexity of therapeutic relationship: “(a main disadvantage 
is) negative influence on personal contact, (and difficulty) catching 
nuances that cannot be seen through a screen.”

Limited ability in the use of hands-on intervention techniques.  
Over 40% of the respondents, stated the main disadvantage 
of remote delivery of OT is the absence of physical touch and 
the limitation on the use of treatment techniques that require 

Table 2. Perceived advantages and disadvantages of remote delivery of OT (n = 226).

lOGISTIcAl clInIcAl

ADVAnTAGE IMPROVE AccESSIBIlITY TO THE SERVIcE PROVIDInG EcOlOGIcAl cARE In THE nATURAl EnVIROnMEnT

Time and money saving (n = 35, 15%) Treatment in the patients’ natural environment (n = 116, 51%)

Accessibility for patient who cannot leave their home 
(n = 52, 23%)

Maintaining therapeutic contact and continuity of care (n = 31, 14%)

 Familiarity with the patient’s environment (n = 23, 10%)

Treatment is possible in times of emergency 
situations (n = 34, 15%)

Involvement of primary caregiver (n = 22, 10%)

DISADVAnTAGE OPERATIOnAl DIFFIcUlTIES THREATS On clInIcAl REASOnInG

Difficulties with technology (n = 52, 23%) limitations of the therapeutic relationship (n = 101, 45%)

limited ability in the use of hands-on intervention techniques 
(n = 91, 40%)

Inadequacy in home environment infrastructure 
(n = 32, 14%)

Dependence on the primary caregiver (n = 46, 20%)

Inadequacy for specific populations (n = 21, 9%)
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it. Lack of physical contact may challenge tests of motor skills 
such as strength and range of motion and impede intervention 
that require direct touch such as passive activation of limbs. 
In addition, absence of a therapist standing close by might 
be problematic in terms of safety and may even endanger the 
patients. One respondent commented: “(While providing 
remote delivery of care it is) Difficult to perform assessment and 
treatment, passive and manual sessions in some cases, or practice 
functional tasks among patients with balance diff iculties due to the 
danger of falls.”

Dependency on the primary caregiver. Some respondents 
(20%) noted that remote care may be perceived as burden on 
the primary caregiver, which is usually the parents in cases 
where the patient is a child. Remote intervention mostly 
requires their physical presence, investment of additional 
time, physical effort, and active collaboration beyond what is 
required in in-person sessions. One of the participants referred 
to the remote care of children who study in the special edu-
cation system and honestly shared “With children being cared 
within the educational system, online care requires effort from the 
parents and often makes the treatments diff icult instead of appreci-
ated. . ..” Another respondent noted that remote care requires 
additional resources from the family: “The parent’s ability emo-
tionally, technologically and f inancially is critical in the process.”

Inadequacy for specific populations. A smaller percentage 
of respondents (9%) noted that the main disadvantage is the 
inadequacy of remote OT for certain populations. For exam-
ple, elderly population or people with cognitive decline might 
have difficulty operating the technology independently, or 
people with significant visual impairment or hearing loss, who 
will have a hard time seeing or hearing the OT through the 
screen, are less suitable for remote care. One respondent noted: 
“(remote delivery of service is) not suitable for everyone and very 
much depends on the physical and cognitive state of the patient. It is 
less suitable for cognitive therapy or for younger children.” Another 
respondent added: “It is less appropriate for someone with signifi-
cant sensory impairment (hearing and vision).”

Logistical diff iculties
Difficulties with technology. About 23% of the respondents 

commented that various technological problems are the big-
gest drawback of remote delivery. These divided to 2 main 
issues: First, some patients are inexperienced and have limited 
knowledge in operation. The second, the technological means, 
some of which are complicated, are not suitable for people with 
disabilities and require equipment and internet infrastructure 
that does not always exist. One of the respondents summed it 
up: “(Remote delivery sometimes leads to) Technological diff icul-
ties with technological products or of the patient ability to get along 
with the technology.”

Inadequacy in home environment infrastructure. The physi-
cal and human environment at home are often different from 

the existing conditions at the clinic, which therapists control to 
a greater extent. Several respondents (14%) indicated that the 
natural home environment leads to various challenges beyond 
technology, such as missing or unsuitable equipment, lack of 
infrastructure and noise. In addition there might be poor con-
ditions in the physical environment such as small and crowded 
houses, lack of privacy, and other people around. One respond-
ent noted: “The patient’s environment doesn’t always allow treat-
ment. For example, there might be noise and different distractions.”

Discussion
This exploratory study investigated the perceptions of 245 
occupational therapists regarding specific elements related to 
the remote delivery of service during the COVID-19 outbreak 
in Israel. Collectively, the responses to the survey questions 
indicate a subjective positive attitude toward remote delivery 
care. However, participants identified several benefits and bar-
riers. The results of this survey have a number of implications 
for the implementation of remote OT practice initiative since 
therapists’ perceptions will have a significant effect after the 
epidemic is over too.30,42 In addition, these findings add to 
existing research by identifying aspects of telehealth services 
that need to be considered when evaluating whether telehealth 
is an appropriate form of service delivery, as well as identifying 
aspects that may need to be adapted in order to increase feasi-
bility and effectiveness of telehealth services.

A majority of participants in this survey, in line with previous 
studies, perceived remote delivery of care as a suitable method 
for promoting functional goals (M = 3.43 ± 0.91) and quality 
of life (M = 3.68 ± 0.88), leading to greater independence.4,43,44 
However, the item that offers an ideal treatment is a combina-
tion of remote care with in-person treatment that was rated 
highest (M = 4.11 ± 1.08) while the item stated that remote 
rehabilitation treatment is a possibility in which the total 
advantages outweigh the disadvantages, was rated lowest 
(M = 2.76 ± 0.99) on the Likert scale.

Therapeutic techniques that require touch cannot be used 
without modifications in remote service and was reported by 
respondents as one of its limitations. This is in line with a 
previous study, that reported that even if it is possible to com-
pensate on some hands-on activities that cannot be done, par-
ticipants value being in the clinic.45 However, the ecological 
aspect of the intervention was rated second to highest 
(M = 3.64 ± 0.93) on the Likert scale and been noted by many 
of the respondents as the main advantage in the open-ended 
question. The participants in the current study highlighted the 
benefit of intervention that meet the clients beyond the simu-
lated clinic setting in his/her “real life,” and specifically at home. 
These findings are in line with a previous study46 that aimed to 
explore what occupational therapists perceive to be the values 
of OT. They found that one of the values perceived by occupa-
tional therapists is the ecological approach considering their 
clients’ environments and allowing interventions in the client’s 
natural milieu. It reflects the ultimate goal of OT to apply an 
intervention to promote life roles, routines, and occupational 
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functioning in natural contexts and take into account the 
dynamic clients’ environments, and the bidirectional influences 
that exists between individuals and their environment.47

The therapeutic relationship has emerged as a complex 
issue. On the one hand the participants in the current survey 
were concerned that remote delivery of care threatens the abil-
ity to create and maintain a therapeutic relationship. This is in 
line with previous reports that found health care providers con-
sidered telehealth to be a barrier in developing and maintaining 
a therapeutic relationship. Including difficulties with the 
therapists’ verbal and nonverbal communication abilities.45,48,49 
Moreover, occupational therapists are concerned about the 
potential negative impact of remote care on the therapeutic 
relationship.50,51 On the other hand, most occupational thera-
pists agreed that it is possible to develop a therapeutic contact 
remotely, and the Likert scale question on this issue was rated 
fairly high (M = 3.2 ± 1.04). This result supports a recent study 
which found that developing and maintaining a therapeutic 
relationship is feasible also in a remote mode of delivery.8

Mixed results were also obtained regarding the influence of 
remote delivery of service on the primary caregiver. On average, 
the participants did not view remote delivery as a way to reduce 
the burden on the primary caregiver and this item was rated 
second to lowest. Moreover, burden on the parents or primary 
caregiver, was noted by several participants as a main disadvan-
tage. These findings suggest that remote programs must be 
carefully developed to avoid increasing caregiver burden.52 
However, the necessary presence of primary caregiver, or family 
member, during remote sessions was perceived by some of the 
respondents’ as a main advantage too. The presence require-
ment enables collaborative working, increased motivation, and 
better opportunity to understand the needs of the primary car-
egiver and the family. Indeed, previous studies have demon-
strated the potential of remote delivery of services to decrease 
caregiver burden, depression, stress and anxiety and increase 
caregivers perceived self-efficacy for caregiving skills, and social 
support among primary caregivers of dementia patients.53-55 
These findings show that when the treatment focuses on the 
primary caregiver, or alternatively provides dedicated informa-
tion, it can alleviate the burden placed on his shoulders. Our 
conclusion joins the call to consider the impact of the interven-
tion on caregivers, in order to reduce and not increase, the bur-
den on them. This can be achieved by giving direct attention to 
them and their needs.

Additional issues to consider are technological difficulties 
patients and therapists have to cope with during remote deliv-
ery care. Technical issues such as internet connectivity, software 
availability, limited knowledge, and experience in operation 
were noted by respondents in this current study as main barri-
ers of telehealth. These findings are consistent with previous 
studies which had found that technological difficulties cause 
frustration among patients and providers, and constitute a 
disadvantage of remote rehabilitation.5,11,45 Remote delivery 

service should take the technology into account and make 
efforts to make it accessible to all. Moreover, training on how 
to use videoconferencing and other technology to deliver effec-
tive rehabilitation interventions should integrate curriculum 
for all health providers.56

One might hypothesize that younger people including 
younger therapists are highly knowledgeable in technology and 
therefore feel more convenient with using technology as a 
means for their clinical practice.57,58 Surprisingly, no correla-
tions were found between years of experience, and perceptions 
toward telehealth. The results of this current study suggest that 
the perceptions toward telehealth are not related to experience, 
but depend on the specific individual and targeted trainings he 
has undergone.59 Therefore, the assumption which our results 
doubt, that young clinicians are technologically capable, and 
therefore hold positive attitudes toward telehealth compared to 
older clinicians, still needs empirical evidence.60

Telehealth has been gaining traction as a service delivery 
method across healthcare professions worldwide and COVID-
19 rapidly expanded the exposure of occupational therapists to 
remote delivery of care. This exploratory study results highlight 
the complexity of telehealth, although findings indicate that, 
overall, occupational therapists perceive remote care as an 
effective and legitimate service delivery method. The results 
point out significant benefits for both therapists and patient 
such as improving accessibility to the service, allowing the sav-
ing of time and money, providing ecological care in the natural 
environment and maintaining therapeutic contact and conti-
nuity of care. Nevertheless respondents noted several barriers, 
such as difficulties with technology, dependence on the pri-
mary caregiver, limitations of the therapeutic relationship, and 
limited ability in the use of hands-on intervention techniques.

Several limitations of this study that should be addressed in 
future studies can be identified. Firstly, it should be taken into 
account that the survey examined the perceptions of occupa-
tional therapists only, without obtaining additional informa-
tion which would have enhanced our understanding, such as 
previous experience in remote care delivery before and during 
the COVID-19 or the availability of established telehealth 
infrastructure. The use of telehealth in Israel before the 
COVID-19 outbreak was rare and the transition to telehealth 
accrued during the first lockdown was minor and disorganized 
based on personal initiative and equipment. Therefore it would 
be reasonable to hypothesize that most on the participants did 
not have any significant previous experience with telehealth. 
Secondly, although attempts were made to obtain a representa-
tive sample, the therapists who voluntarily participated in the 
survey through snowball sampling may have been biased 
toward either a positive or negative view of telehealth depend-
ing on their previous experience. Non-respondent bias may 
limit the generalizability of the results, as respondents with 
strong beliefs were more likely to participate. Moreover, the 
focus of the current work was on the occupational therpist’s 
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perspective relative to telehealth integration. A fundamental 
pillar of evidence-based practice in health care is the patient’s 
values and preferences. We encourage investigators to assess 
the patient’s experience with telehealth to see if the improved 
aspects of care from the provider’s perspective reflect the 
patient’s experiences. In addition, the survey was adapted for 
occupational therapists in Israel, who speak Hebrew, and 
excluded the minority in Israel who do not speak Hebrew. It is 
recommended in the future to adapt the survey for a sample 
that represents a wider population worldwide, using a variety of 
languages.

In conclusion, these findings are in alignment with the lat-
est position paper published by the Israeli and the American 
Occupational Therapy Societies, which recommends providing 
remote services according to the patient’s preferences and 
needs14,61 as an adjunct to traditional in-person contact.30 
These results reflect that, overall, therapists hold the position 
that in-person treatment is preferable compared to remote 
delivery care, and the latter should not stand on its own and 
should at least be integrated with in-person treatment. These 
results indicate that the perceptions toward remote delivery 
care is not a dichotomy, rather a complex issue which needs to 
be addressed in accordance with every patient. Given that tel-
ehealth seems to be here to stay, the perceived benefits and bar-
riers as experienced by occupational therapists in this study 
may inform future training initiatives and ongoing telehealth 
use in occupational therapy.
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