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A B S T R A C T

Question: What were the experiences of physiotherapists and patients who consulted via videoconference
during the COVID-19 pandemic and how was it implemented? Design: Mixed methods study with cross-
sectional national online surveys and qualitative analysis of free-text responses. Participants: A total of
207 physiotherapists in private practice or community settings and 401 patients aged � 18 years who
consulted (individual and/or group) via videoconference from April to November 2020. Methods: Separate
customised online surveys were developed for physiotherapists and patients. Data were collected regarding
the implementation of videoconferencing (cost, software used) and experience with videoconferencing
(perceived effectiveness, safety, ease of use and comfort communicating, each scored on a 4-point ordinal
scale). Qualitative content analysis was performed of physiotherapists’ free-text responses about perceived
facilitators, barriers and safety issues. Results: Physiotherapists gave moderate-to-high ratings for the
effectiveness of and their satisfaction with videoconferencing. Most intended to continue to offer individual
consultations (81%) and group classes (60%) via videoconferencing beyond the pandemic. For individual
consultations and group classes, respectively, most patients had moderately or extremely positive percep-
tions about ease of technology use (94%, 91%), comfort communicating (96%, 86%), satisfaction with man-
agement (92%, 93%), satisfaction with privacy/security (98%, 95%), safety (99% both) and effectiveness (83%,
89%). Compared with 68% for group classes, 47% of patients indicated they were moderately or extremely
likely to choose videoconferencing for individual consultations in the future. Technology was predominant as
both a facilitator and barrier. Falls risk was the main safety factor. Conclusion: Patients and physiotherapists
had overall positive experiences using videoconferencing for individual consultations and group classes. The
results suggest that videoconferencing is a viable option for the delivery of physiotherapy care in the future.
[Bennell KL, Lawford BJ, Metcalf B, Mackenzie D, Russell T, van den Berg M, Finnin K, Crowther S, Aiken J,
Fleming J, Hinman RS (2021) Physiotherapists and patients report positive experiences overall with
telehealth during the COVID-19 pandemic: a mixed-methods study. Journal of Physiotherapy 67:201–209]
© 2021 Australian Physiotherapy Association. Published by Elsevier B.V. This is an open access article under

the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction

In the past decade, telehealth has emerged as a viable mode of
service delivery that has the potential to increase healthcare acces-
sibility. There is evidence that telehealth is an effective physiotherapy
service delivery mode for some conditions, with outcomes similar to,
or even better than, those achieved with in-person care in muscu-
loskeletal conditions,1–4 joint surgery,5 and cardiac6 and pulmonary7

rehabilitation. There is also some evidence that telehealth is
perceived to be safe and effective by physiotherapists delivering the
service8 and by patients with various conditions, including: osteoar-
thritis,8 chronic obstructive pulmonary disease,9,10 following knee
n. Published by Elsevier B.V. This is
replacement,11 heart failure,12 and older patients with disability.13

However, research on the effectiveness and acceptability of tele-
health for other conditions and streams of physiotherapy is lacking. In
addition, outside of cardiac and pulmonary conditions,9,12,14,15 there is
very limited evidence examining the efficacy and acceptability of
group physiotherapy classes via telehealth. With advances in tech-
nology and the availability of affordable videoconferencing software,
telehealth has the potential to revolutionise the way in which
healthcare is provided,16 and thus further research is warranted.

Although there is some evidence supporting telehealth’s effec-
tiveness and acceptability for some conditions, uptake had previously
been slow in Australia and around the world due to a range of factors,
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including: lack of reimbursement for services; inadequate physio-
therapist knowledge, experience or confidence in telehealth; clinician
resistance to changing clinical practice; and patient beliefs or pref-
erences for in-person care.3,17,18 In addition, most research has
examined physiotherapy via telehealth in the context of research
settings, often as part of a clinical trial and often using sophisticated
and potentially inaccessible or expensive telehealth technologies. As
such, it is currently unclear whether the existing evidence reflects
user experiences with telehealth in a ‘real-world’ setting.

In 2020, the COVID-19 pandemic had a dramatic impact on
healthcare delivery worldwide,19,20 with many physiotherapy ser-
vices rapidly transitioning to telehealth, often with limited prepara-
tion or staff training.21 This unprecedented uptake in telehealth
provided a unique opportunity to evaluate the perceived effective-
ness, acceptability and implementation of such services in the com-
munity and across a wide range of users and patient populations.22,23

Such information will help identify factors that facilitate or impede
use of telehealth in ‘real-world’ settings, thus informing future
development and implementation of such services, as well as phys-
iotherapy telehealth training programs and funding sources.

As such, this study aimed to investigate the implementation of
and experiences with individual consultations and group classes
delivered via videoconferencing during the COVID-19 pandemic, from
the perspective of patients who received and physiotherapists who
delivered care.

Therefore, the research question for this mixed-methods study
was:

What were the experiences of physiotherapists and patients who
consulted via videoconference during the COVID-19 pandemic and
how was it implemented?

Method

Design

A mixed-methods study was conducted with descriptive, cross-
sectional national online surveys of samples of physiotherapists and
patients in Australia, and qualitative analysis of free-text responses.

Participants

Physiotherapists
Assisted by the Australian Physiotherapy Association, we recruited

physiotherapists using advertisements in social media (Facebook,
Twitter and LinkedIn), targeted emails, publications such as InMotion,
and newsletters. To be eligible, physiotherapists had to: be registered
with the Australian Health Practitioner Regulation Agency; be
working in private practice or community settings; and have pro-
vided one or more patient consultations (individual and/or group) via
videoconference between April and October 2020.

Patients
We recruited people aged � 18 years who had consulted with a

physiotherapist via videoconferencing (individual and/or group) be-
tween April and October 2020 for any health problem/condition and
who had an email address and access to the Internet. Participating
physiotherapists were asked to email eligible patients on behalf of the
researchers inviting them to participate. Additional patients were
recruited through advertisements on social media (Facebook and
LinkedIn).

Procedure

In order to capture information of relevance to key stakeholders
and to ensure readability and clarity, customised separate surveys
(Appendix 1 on the eAddenda) for physiotherapists and patients were
designed with input from researchers, physiotherapists, staff mem-
bers of the Australian Physiotherapy Association, health insurers,
compensable bodies, and consumers. Selected items from the
Telehealth Usability Questionnaire were also included.24 The ques-
tions mostly required check box answers, including use of 11-point
numeric rating scales from 0 to 10 for satisfaction and effectiveness
(ranging from 0 = not at all satisfied/effective to 10 = extremely
satisfied/effective) and 4-point Likert scales for evaluating experi-
ences with the ease, safety and privacy of telehealth (rated as ‘not at
all’, ‘somewhat’, ‘moderately’ or ‘extremely’). Free-text responses
were sought for some questions from physiotherapists. Surveys were
administered via a secure online platforma.

Patients and physiotherapists first completed online screening
and, if eligible, provided consent and proceeded to the corresponding
survey. Both surveys ascertained respondent demographics and prior
experience with technology and telehealth, as well as experiences
with and perceptions about physiotherapy care via videoconference.
In addition, the physiotherapist survey ascertained the respondents’
area of practice and the patient survey ascertained the respondents’
clinical condition. The surveys contained separate questions for in-
dividual consultations and for group sessions. The physiotherapist
survey also contained free-text questions about facilitators and bar-
riers to videoconferencing as well as any safety issues experienced.
Physiotherapists and patients went into draws for $1,000 and $500
prizes, respectively, if they completed the survey.
Data analysis

Data were exported from the secure online platforma into a
spreadsheetb for analysis. Descriptive statistics, including frequencies
(percentages) and means and standard deviations, were used to
summarise the data from those who completed the surveys.
Geographic locations of respondents (residential location for patients
and practice location for physiotherapists) were categorised by
postcodes into: metropolitan, regional/rural and remote areas.25

Responses to free-text questions underwent qualitative content
analysis.26 This involved three researchers (BJL, BM, DM) indepen-
dently reading through all responses and coding the data to identify
topics and initial patterns of ideas. Codes were organised into cate-
gories and combined with similar ideas to form larger themes.
Themes with the highest number of individual data points were
identified and reported.
Results

A total of 380 physiotherapists underwent online screening, with
162 excluded: 42 were ineligible (not currently providing care via
videoconferencing (n = 22), not registered to practise in Australia (n =
11) and not in private practice, community health or outpatient
centre (n = 9)) and 120 chose not to participate. The survey was
commenced by 218 physiotherapists, of whom 207 (95%) completed
the survey.

In total, 671 patients underwent online screening, with 251
excluded: 69 were ineligible (had not had physiotherapy by video-
conferencing between April and October 2020 (n = 68), no email or
internet access (n = 1)) and 182 chose not to participate. The survey
was commenced by 420 eligible patients, with 308 (77%) recruited via
email invitation from their treating physiotherapist, 82 (20%) from
social media and 11 (3%) by word of mouth. Of the eligible patients,
401 (95%) completed the survey. At the time of survey completion,
315 (79%) patients had finished their episode of physiotherapy care
via videoconference, 31 (8%) were still receiving care via videocon-
ference, and this was unknown for 55 (14%). Collectively, patients had
consulted with 172 different physiotherapists across 148 clinics in all
eight states and territories of Australia.
Characteristics of participants

The characteristics of physiotherapists and patients are shown in
Tables 1 and 2, respectively. Participants mostly resided in major
cities (77%) and identified as female (76%).



Table 1
Characteristics of physiotherapists.

Characteristics Physiotherapists
(n = 207)

Sex, n (%)
male 55 (27)
female 152 (73)

State, n (%)
Victoria 80 (39)
New South Wales 45 (22)
Queensland 40 (19)
South Australia 14 (7)
Tasmania 7 (3)
Northern Territory 1 (0)
Australian Capital Territory 4 (2)
Western Australia 16 (8)

Geographical location, n (%)
major city 158 (76)
regional 45 (22)
remote 4 (2)

Clinical experience (yr), mean (SD) 19 (12)
Postgraduate qualifications, n (%)

PhD 16 (8)
Masters by research 10 (5)
Masters by coursework 52 (25)
Postgraduate diploma 25 (12)
other 14 (7)
none 90 (43)

Prior training in telehealth, n (%)
yes, online 23 (11)
yes, in person 8 (4)
no 176 (85)

Clinical setting, n (%)a

private practice 177 (86)
community health centre 20 (10)
outpatient clinic 23 (11)
other 8 (4)

Predominant clinical focus, n (%)a

musculoskeletal 130 (63)
sports and exercise 71 (34)
paediatrics 32 (15)
neurology 29 (14)
cardiorespiratory 4 (2)
gerontology 14 (7)
occupational health 5 (2)
aquatic 3 (1)
women’s, men’s and pelvic health 43 (21)
cancer, palliative care 11 (5)
mental health 2 (1)

Telehealth experience prior to COVID-19, n (%)
provided individual videoconference care 44 (21)
provided group videoconference care 0 (0)

a Percentages total . 100 as respondents could chose more than one answer.

Table 2
Characteristics of patients.

Characteristics Patients
(n = 401)

Sex, n (%)
male 95 (24)
female 305 (76)
undisclosed 1 (0)

State, n (%)
Victoria 188 (47)
New South Wales 46 (11)
Queensland 55 (14)
South Australia 47 (12)
Tasmania 29 (7)
Northern Territory 0 (0)
Australian Capital Territory 22 (5)
Western Australia 14 (3)

Geographical location, n (%)
major city 307 (77)
regional 91 (23)
remote 3 (1)

Age (yr), n (%)
18 to 39 85 (21)
40 to 49 60 (15)
50 to 59 88 (22)
60 to 69 87 (22)
70 to 79 40 (10)
� 80 8 (2)

Confidence using technology, n (%)
not at all confident 1 (0)
somewhat confident 26 (6)
moderately confident 158 (39)
extremely confident 216 (54)

Predominant body part being treated, n (%)
head or neck 24 (6)
back/chest/abdomen 47 (12)
hip/pelvis 93 (23)
lower limb 93 (23)
upper limb 69 (17)
whole body 66 (16)
other 9 (2)

Main reasons for seeking treatment, n (%)a

pain 235 (59)
impaired function 177 (44)
stiffness 135 (34)
weakness 100 (25)
difficulty walking 73 (18)
rehabilitation following trauma/injury 72 (18)
rehabilitation following surgery 70 (17)
balance/falls problems 43 (11)
bladder/bowel control or prolapse 37 (9)
fatigue 32 (8)
rehabilitation for a neurological condition 28 (7)
deconditioning 23 (6)
reduced cardiovascular fitness 15 (4)
breathlessness 10 (2)
frailty 3 (1)
other 52 (13)

Duration of problem, n (%)
, 6 weeks 38 (9)
6 to 12 weeks 52 (13)
3 to 12 months 97 (24)
. 12 months 214 (53)

a Percentages total . 100 as respondents could chose more than one answer.
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Physiotherapists had a mean of 19 years (SD 12) of clinical expe-
rience, with the majority having postgraduate qualifications. Their
predominant clinical focus was musculoskeletal (63%), sports/exer-
cise (34%), and women’s, men’s and pelvic health (21%); however, 11
different clinical areas were represented. Few reported prior training
in telehealth (15%). Prior to the pandemic, physiotherapists had
limited telehealth experience, with 21% having delivered individual
care and none having delivered group classes via videoconference.

Patients were aged from 18 to. 80 years and most reported being
moderately (39%) or extremely (54%) confident using technology.
Patients sought treatment for a variety of reasons including pain
(58%), impaired function (44%) and stiffness (34%), with most prob-
lems being chronic and longer than 12 months in duration (53%).

Physiotherapists’ implementation of and experiences with care via
videoconferencing

Table 3 summarises physiotherapists’ implementation of and ex-
periences with care delivered via videoconferencing. Individual care
was provided by 204 (99%) physiotherapists, while 35 (17%) physio-
therapists provided group classes. The mean (SD) duration of phys-
iotherapist experience providing videoconferencing care was 11.9
(16.2) months for individual consultations and 6.8 (1.4) months for
group classes. Physiotherapists generally rated their level of experi-
ence and confidence in providing such care as moderate to high
(average . 7 out of 10). The most common videoconferencing plat-
forms used for individual consultations were Physitrack (30%), Coviu
(20%) and Zoom (16%). Zoom was used by the majority (94%) for
group classes. A range of supporting patient resources was used, the
most common being written instructions, diagrams or booklets (63%),
educational material about the issue/condition (54%) and apps for
smart phone or tablet (40%) for individual consultations, and text
message reminders (66%) and follow-up phone calls (31%) for group
classes.

Physiotherapists charged fees for individual consultations that were
slightly lower than those they usually charged for face-to face care:
mean 89% (SD 24) of the cost of an equivalent in-person visit for initial



Table 3
Physiotherapist implementation of and experiences with care provided by videoconference.

Survey items Individual
(n = 204)

Group
(n = 35)

Duration of providing VC consultations (mth), mean (SD) 11.9 (16.2) 6.8 (1.4)
Experience with VC consultations (0 to 10), mean (SD)a 5.9 (2.3) 6.9 (2.7)
Confidence providing VC consultations (0 to 10), mean (SD)a 7.3 (1.8) 8.1 (1.8)
Deemed some patients unsuitable for VC, n (%)b 135 (66) N/A
Main reasons patients deemed unsuitable, n (%)c

patient unable to access technology 77 (38) N/A
complexity of problem/condition 70 (34) N/A
patient required hands-on treatment 75 (37) N/A
unable to adequately diagnose/assess patient 55 (27) N/A
complexity of patient 54 (26) N/A
patient unable to use technology (eg, impairment) 51 (25) N/A
safety concerns 32 (16) N/A
other 11 (5) N/A

Received positive patient feedback, n (%)b 167 (82) 29 (85)
Patient resources used to support VC consultations, n (%)c

written instructions, diagrams or booklets 129 (63) 9 (26)
educational material about issue/condition 110 (54) 9 (26)
apps for smart phone or tablet 81 (40) 10 (29)
videos 81 (40) 10 (29)
websites for further information 71 (35) 6 (17)
follow-up phone calls 67 (33) 11 (31)
provision/purchase of equipment/devices 66 (32) 8 (23)
log books/diaries 28 (14) 2 (6)
text message reminders 23 (11) 23 (66)

Effectiveness of VC care (0 to 10), mean (SD)a 7.0 (1.7) 7.7 (1.4)
Satisfaction with VC care (0 to 10), mean (SD)a 7.1 (1.6) 7.5 (1.7)
VC platform used, n (%)c

Physitrack 62 (30) 0 (0)
Coviu 40 (20) 2 (6)
Zoom 33 (16) 33 (94)
Cliniko 30 (15) 0 (0)
Facetime 19 (9) 2 (6)
Health Direct 13 (6) 0 (0)
Microsoft Teams 12 (6) 2 (6)
other 46 (23) 5 (14)

Business costs of VC versus in-person consultations, n (%)
VC would cost the business more 29 (14) N/A
VC and in-person would cost the same amount 68 (33) N/A
in-person would cost the business more 63 (31) N/A
don’t know 44 (22) N/A

Intending to continue VC care after pandemic, n (%)
yes 166 (81) 21 (60)
no 8 (4) 5 (14)
unsure 30 (15) 9 (26)

N/A = not assessed; VC = videoconference.
a 0 = not at all, 10 = extremely.
b Number (%) of physiotherapists.
c Percentages total � 100 as respondents could chose more than one answer.
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consultation and 90% (SD 20) of the cost of an equivalent in-person
visit for review. However, opinions differed as to whether the busi-
ness costs of providing individual care via videoconference would be
more than, less than, or the same as providing in-person care.

Over 24 different classes were reported, with the most common
being Pilates (38%), Good Life with osteoArthritis:Denmark (GLA:D)
(20%), low back pain (18%), post-natal (13%) and pre-natal (11%).
Thirty-three (70%) physiotherapists reported setting a limit on group
class size, with the average maximum per class being 7.9 patients (SD
5.4).

A total of 66% of physiotherapists deemed one or more patients
unsuitable for individual treatment via videoconference, with a range
of reasons given, including: patient unable to access the technology,
complexity of the problem/patient, unable to adequately assess and
requiring hands-on treatment. Physiotherapists gave moderate-to-
high ratings (7 to 8 out of 10) for effectiveness and satisfaction with
care for both individual treatment and group classes. Many physio-
therapists intended to continue offering videoconferencing care
individually (81%) or in groups (60%) after the pandemic ended,
although a proportion were unsure (15% and 26%, respectively).

Table 4 summarises the main themes relating to physiotherapists’
perceived facilitators, barriers and safety issues of delivering care via
videoconference. Technology was predominant as both a facilitator
and barrier for individual and group care. Other facilitators included
preparing ahead of appointments, having patient resources available
(particularly exercise apps) and patients being willing and engaged.
Other barriers included lack of physical touch, perceived inability to
assess the patient properly and room setup. One of the key safety
issues mentioned for both individual and group care was falls risk.

Patient experiences with physiotherapy care via
videoconferencing

Patient experiences with physiotherapy care via videoconfer-
encing are summarised in Table 5. Of the patient respondents, 341
(85%) reported receiving individual physiotherapy care via video-
conference, while 77 (19%) attended group classes. For the particular
episode of care, the mean number of videoconferencing consultations
was 3.9 (SD 5.5) for individual care and 17.9 (SD 26.4) for group
sessions. Most patients had previously consulted the physiotherapist
in-person for the same problem before switching to videoconfer-
encing. Most patients either fully (41% for individual and 49% for
group) or partially (30% for individual and 35% for group) paid for
their care themselves. While the majority of patients considered
videoconferencing care to be the same or better quality compared
with in-person care, just under half (41% of patients receiving indi-
vidual care and 43% receiving group care) rated it as lower quality.
Patients valued individual videoconferencing care for a number of



Table 4
Main themes relating to physiotherapists’ perceived facilitators, barriers and safety issues with delivery of care via videoconference.

Questions Individual consultations Group classes

What things helped you the most
to deliver physiotherapy care via
telehealth?

� Good technology setup: reliable internet connection; good telehealth
platform; good hardware setup (n = 98)

� Using patient resources: written/online information; exercise videos
or instructions; follow-up email summaries; exercise apps (n = 65)

� Preparing ahead of appointment: preparing for technology issues;
patient instructions before appointment; having resources/equipment
ready (n = 31)

� Patient willingness and engagement (n = 21)

� Good technology setup:
reliable internet connection;
good hardware setup (n = 25)

� Already knowing the clients (n = 7)
� Preparing ahead of time (n = 6)

What barriers did you experience
delivering physiotherapy care
via telehealth?

� Technology issues: poor internet quality; issues with device; poor
technology skills (n = 130)

� Lack of physical touch: unable to facilitate movement or exercise; unable
to physically examine; unable to use hands-on techniques; limits ability to
do thorough assessment (n = 74)

� Poor room setup: noisy space; poor camera angles; poor lighting; limited
space (n = 17)

� Technology issues: poor
internet quality (n = 20)

� Poor room setup: poor
lighting; poor camera angles (n = 8)

� Lack of physical touch (n = 4)

What safety issues did you
experience delivering care
via telehealth?

� Falls risk (n = 17)
� Unsupervised exercise/incorrect technique (n = 8)
� Difficult to assess thoroughly (n = 6)

� Falls risk (n = 4)

n = number of responses that contributed to each theme.

Table 5
Patients’ experiences with physiotherapy care provided by videoconference.

Survey questions Individual
(n = 341)

Group
(n = 77)

VC consultations for this problem (n), mean (SD) 3.9 (5.5) 17.9 (26.4)
Percentage of physiotherapy consultations delivered via VC (%), mean (SD) 56 (34) 53 (39)
Had prior in-person consultations with the same physiotherapist for the same problem, n (%)a 292 (86) 55 (71)
Payment for VC consultation, n (%)

patient paid entire fee 140 (41) 38 (49)
patient paid part fee 104 (30) 27 (35)
fee paid by other 97 (28) 12 (16)

Funding source for VC consultation, if part/all of fee paid by other, n (%)b

private health insurance 100 (50) 26 (67)
Medicare 62 (31) 7 (14)
workers compensation scheme 11 (5) 1 (3)
National Disability Insurance Scheme 19 (9) 6 (15)
Department of Veterans’ Affairs 6 (3) 0 (0)
Transport Accident Commission 8 (4) 1 (3)

Expectations and experiences with VC, n (%)
less than what I expected 20 (6) 5 (6)
what I expected 112 (33) 22 (29)
exceeded my expectations 209 (61) 50 (65)

Quality compared to in-person, n (%)c

VC lower quality 97 (42) 19 (43)
VC same quality 111 (48) 16 (36)
VC better quality 24 (10) 9 (20)

Most valued about VC, n (%)d

convenience 299 (88) N/A
access 183 (54) N/A
less waiting time 134 (39) N/A
undivided attention of physio 110 (32) N/A
treatment effectiveness 79 (23) N/A
privacy 71 (21) N/A
cost savings 67 (20) N/A
COVID-19 safety/social distancing 51 (15) N/A
other 18 (5) N/A

Numbers do not sum to the total for some items due to missing data.
N/A = not assessed, VC = videoconference.

a Number (%) of patients.
b Only includes patients who had part/all of fee paid by other: n = 201 for individual and n = 39 for group.
c Only includes patients who had received previous in-person care: n = 232 for individual and n = 44 for group.
d Percentages total . 100 as respondents could chose more than one answer.
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reasons, most commonly convenience (88%), access (54%), less wait-
ing time (39%) and undivided physiotherapist attention (32%).

Patient ratings of their experiences are shown in Figure 1 for in-
dividual consultations and Figure 2 for group sessions. Most had
moderately or extremely positive perceptions about the ease of using
the technology (94% individual consultations versus 91% group clas-
ses), comfort communicating (96% versus 86%), satisfaction with
management (92% versus 93%), satisfaction with privacy/security
(98% versus 95%), safety during the consultation (99% versus 99%),
safety doing prescribed activities (93% versus 99%), and effectiveness
(83% versus 89%). Around half (47%) were moderately or extremely
likely to choose to use videoconferencing for individual consultations
beyond the pandemic, with 28% not at all likely to do so. For group
classes, 68% were moderately or extremely likely to choose to do so
via videoconferencing beyond the pandemic, with 13% not at all likely
to do so. Full numerical data used to generate Figures 1 and 2 are
available in Tables 6 and 7 on the eAddenda.

Discussion

This study found that patients and physiotherapists had overall
positive experiences with care delivered via videoconferencing
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Figure 1. Patient ratings of their experiences with individual consultations via videoconference with their physiotherapist (n = 341).
a Rated on a 4-point scale ranging from ‘not at all easy’ to ‘extremely easy’.
b Rated on 4-point scale ranging from ‘not at all comfortable’ to ‘extremely comfortable’.
c Rated on 4-point scale ranging from ‘not at all satisfied’ to ‘extremely satisfied’.
d Rated on 4-point scale ranging from ‘not at all safe’ to ‘extremely safe’.
e Rated on 4-point scale ranging from ‘not at all effective’ to ‘extremely effective’.
f Rated on 4-point scale ranging from ‘not at all likely’ to ‘extremely likely’.
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Figure 2. Patient ratings of their experiences with group classes via videoconference with their physiotherapist (n = 77).
a Rated on a 4-point scale ranging from ‘not at all easy’ to ‘extremely easy’.
b Rated on 4-point scale ranging from ‘not at all comfortable’ to ‘extremely comfortable’.
c Rated on 4-point scale ranging from ‘not at all satisfied’ to ‘extremely satisfied’.
d Rated on 4-point scale ranging from ‘not at all safe’ to ‘extremely safe’.
e Rated on 4-point scale ranging from ‘not at all effective’ to ‘extremely effective’.
f Rated on 4-point scale ranging from ‘not at all likely’ to ‘extremely likely’.
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during the COVID-19 pandemic. However, althoughmost patients and
physiotherapists indicated willingness to use telehealth in the future,
almost one-third of patients were unlikely to choose to do so. Barriers
to telehealth delivery experienced by physiotherapists included
technology issues, a lack of physical touch and poor room setup.

The findings broadly reflect those of other studies investigating
physiotherapist’s experiences with telehealth during COVID-19 in
other countries. Other surveys of allied healthcare clinicians in
Australia, Europe and North America found that satisfaction with
telehealth was high,27 physiotherapists believed that using telehealth
was part of their professional role28 and they felt confident using
telehealth to treat patients.28 However, those studies also found that
physiotherapist training in telehealth was lacking28 and less than half
of participating clinicians believed that telehealth was as effective as
in-person care.28 The lack of physical contact during telehealth was
also perceived to hamper accurate and effective diagnosis and man-
agement.28 Similar experiences were reported by our cohort of
physiotherapists, who were moderately-to-highly satisfied with and
confident using videoconferencing to provide care to patients. In
addition, our cohort of physiotherapists was also mostly untrained in
telehealth and reported that the lack of physical touch was a barrier
and limited their ability to conduct a thorough assessment.

Our findings are also broadly similar to others investigating pa-
tient experiences using telehealth for physiotherapy during COVID-
19. Patients in the US and Italy were found to have high overall
satisfaction,27,29–31 being very satisfied with their communication via
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telehealth,29 the development and execution of their treatment
plan,29 and the vast majority indicated that they would use telehealth
in the future.29,31 Technology issues (including setup and camera
angles) and elements of hands-on care (lack of tactile feedback,
inability to perform soft tissue work, absence of ‘healing touch’) were
identified as limitations of telehealth.29 These findings broadly reflect
ours, where, overall, patients had a positive experience using the
technology and communicating with the physiotherapist, and felt
safe.

Our findings suggest that a much higher proportion of patients
as opposed to physiotherapists would not be willing to use video-
conferencing to do consultations in the future (28% versus 4%,
respectively). This is somewhat surprising given that there is some
suggestion in the literature of poor acceptability of and resistance to
telehealth amongst physiotherapists.3,28 It is possible that first-hand
experience with telehealth contributed to a shift in physiothera-
pists’ perceptions about such services.32 However, it is not imme-
diately clear why patients appear to be less willing to use telehealth
than physiotherapists, given that the majority reported positive
experiences using the technology and communicating, and believed
that the care they received via videoconferencing was effective. This
difference may partly be explained by the fact that patients were
rating telehealth for themselves and their individual situation/
condition, whereas physiotherapists answered in relation to their
entire caseload of patients, some of whom may not have been
suitable for telehealth. In fact, 66% of physiotherapists deemed some
patients as unsuitable for videoconferencing, suggesting that even
though they indicated intentions to continue using telehealth, it
appears unlikely that they would intend to use it with all of their
patients.

We believe that no previous studies have examined patient or
physiotherapist experiences with group classes via videoconferencing
during COVID-19. Most existing research on group classes delivered
via telehealth by a physiotherapist (before the COVID-19 pandemic)
has been in cardiac and pulmonary conditions9,14,15,33 and in research
settings, rather than a ‘real-world’ environment. Two of those studies
included a mixed methods exploration of patient experiences with
home-based group exercise classes via videoconferencing for people
with chronic obstructive pulmonary disorder34 and people with heart
failure.33 Those studies reported high levels of patient satisfaction,
with patients enjoying exercising with others, feeling safe and
appreciating the accessibility of care (ie, reduced burden and costs of
transportation). However, patients in both studies also experienced
technical difficulties and needed help operating the system, and
suggested that improvements to the audio and visual components of
the software/hardware would be beneficial. Around three-quarters of
their participants agreed or strongly agreed that they would continue
to participate in group classes via telehealth.34 These findings appear
to broadly reflect ours, in that our cohort had overall positive expe-
riences, with 68% being moderately or extremely likely to choose to
attend group classes via videoconferencing in the future. Although
91% of our cohort found the technology moderately or extremely easy
to use, our physiotherapists reported technology issues as one of the
main barriers to group classes. Interestingly, patients in our cohort
appeared to be more willing to choose to use videoconferencing for
group classes in the future (87%), compared with individual consul-
tations (72%). It is unclear why this is, particularly given that satis-
faction with other elements (including ease of use, safety and
effectiveness) were similar between individual consultations and
group classes. In addition, our results suggest that fewer physio-
therapists intend to continue to offer group classes via videoconfer-
encing beyond the pandemic (60%), compared with individual
consultations (81%). Further research is required to determine why
patients and physiotherapists may be more or less willing to attend or
deliver group classes via telehealth, compared with individual
consultations.

Physiotherapists identified numerous barriers and facilitators to
delivering care via telehealth that have implications for the future
design and delivery of such services. Technology setup and patient
resources were the two most commonly mentioned facilitators,
including having reliable hardware and software (on both the phys-
iotherapist and patient end) and use of written/online information,
videos and apps. Similar facilitators to telehealth were also reported
by other studies investigating implementation of telehealth during
COVID-19,23,28,35 suggesting that future telehealth services should
consider these factors. Barriers to telehealth included technology is-
sues (at the physiotherapist and patient end) and the lack of physical
touch, which they perceived limited their ability to conduct a thor-
ough assessment and rendered them unable to use hands-on tech-
niques. Such barriers have also been reported in other studies.23,28,35

Cottrell and Russell3 suggest that telehealth may be most appropriate
for observational assessments, but not those requiring physical con-
tact. Blended models of service delivery, where a combination of in-
person and telehealth consultations are offered, may be the most
suitable approach, where patients and physiotherapists use either,
depending on the patient preferences, circumstances and re-
quirements. Technology and setup barriers may be overcome as tel-
ehealth services become more mainstream within the community,
and also with appropriate training in telehealth. This is particularly
relevant given that around one-third (31%) of physiotherapists used
platforms that are not specifically designed for telehealth (eg, Zoom,
FaceTime, Microsoft Teams). Both physiotherapists and patients in
our cohort were relatively naïve with respect to telehealth and, given
recent evidence that level of experience with telehealth was associ-
ated with more positive perceptions and greater physiotherapist
satisfaction,27 it is likely that further experience by both users and
providers will lead to higher quality and more acceptable services.

Another important consideration is that most physiotherapists in
our surveyed cohort treated mostly chronic, rather than acute, con-
ditions via telehealth. It is unclear whether this was because those
with acute conditions were less likely to seek care during the
pandemic, whether they were less suited for telehealth, or whether
funding/reimbursement was unavailable for acute conditions. In
addition, almost three-quarters of patients had already seen their
physiotherapist in person for the same problem prior to using tele-
health. Again, it is unclear whether this was because patients were
less likely to see a physiotherapist for the first time via telehealth, or
whether physiotherapists were less willing to see new patients via
telehealth. Further research is required to develop guidelines and
recommendations to help physiotherapists and service providers
better determine which patients may be unsuitable for telehealth.

One of the most commonly reported barriers to the imple-
mentation of telehealth is lack of reimbursement by public or private
health insurers, as well as the costs of implementing such services
(such as obtaining necessary infrastructure).3,20,36 However, we found
that more than one-third of patients paid the entire fee of their
consultation via videoconferencing, and around half paid the entire
fee for a group class via videoconferencing, suggesting that patients
are willing to pay for telehealth. In addition, most physiotherapists
believed that the business costs of delivering care via videoconfer-
encing would be equal to or less than the costs of doing so in-person,
suggesting that implementing telehealth would not have a detri-
mental financial impact on service providers. Collectively, these
findings suggest that funding and cost barriers to the implementation
of telehealth may not be as great as initially thought; further inves-
tigation into the long-term costs and funding of telehealth is
required.

Only 15% of physiotherapists in our cohort reported that they had
prior training in telehealth. This also reflects other studies, which
found that only a minority of clinicians had been trained in tele-
health.28 Cottrell and Russell3 argue that many barriers to telehealth
delivery amongst physiotherapists (such as resistance to changing
practice, poor technological self-efficacy, perceived de-
personalisation of care, and privacy and safety concerns) reflect a
lack of skills and confidence to safely and effectively deliver care via
telehealth. As such, this, along with a number of previous publica-
tions,23,37 have highlighted the need for telehealth training programs.
With the uptake of telehealth and the potential of services continuing
beyond the pandemic, telehealth training programs may become
more common in undergraduate and postgraduate physiotherapist
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training programs, helping clinicians overcome some of these
barriers.

Some strengths of our study include relatively large numbers of
physiotherapists and patients across all states and territories in
Australia and across numerous practices. Patients were clearly
informed that their results would not be shared with their physio-
therapist, in order to facilitate more accurate responses. Our study
also had limitations. The sampling approach contained an element of
convenience sampling, which may have introduced bias. Physio-
therapists and patients in tertiary/public hospital settings were not
directly sampled and, as such, no information about the full range of
settings in which physiotherapy care was provided was available.
While the experiences of some physiotherapists whose predominant
focus was paediatrics were captured, patient/carer experiences for
patients aged , 18 years were not captured. There was also a limited
number of respondents who had delivered or undertaken group
sessions via videoconference. Our results may not necessarily
generalise to other countries where healthcare contexts and physio-
therapy practice may differ. A proportion of people chose not to
participate (22 to 30%), which may have been because of the
burdensome nature of participation. This investigation was also
confined to care via videoconferencing; it would have been inter-
esting to have examined and compared physiotherapy services pro-
vided by telephone, given that, anecdotally, this delivery mode was
also frequently used.

In conclusion, this study found that patients and physiotherapists
had overall positive experiences using videoconferencing for both
individual consultations and group classes. The results suggest that
videoconferencing is a viable option for the delivery of physiotherapy
care in the future. Attention to perceived barriers, facilitators and
potential safety issues may enhance the implementation of and ex-
periences with telehealth.
What was already known on this topic: Telehealth is an
effective physiotherapy service delivery mode, with outcomes
similar to or even better than those achieved with in-person care
in some clinical conditions. During the COVID-19 pandemic,
many physiotherapy services are rapidly transitioning to
telehealth.
What this study adds: Patients and physiotherapists had
overall positive experiences using videoconferencing for indi-
vidual consultations and group classes. The results suggest that
videoconferencing is a viable option for the delivery of physio-
therapy care in the future.

Footnotes: aREDCap, Vanderbilt University, Nashville, USA.
bExcel, Microsoft Corporation, Redmond, USA.
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