Understanding negative and positive feelings about telerehabilitation in people with chronic knee pain: a mixed methods study
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Abstract (250 words)
Objective. To explore: i) initial feelings of people with knee osteoarthritis who are unexpectedly offered telerehabilitation, and; ii) if their experiences met their expectations, and their willingness to use telerehabilitation in the future
Design. Mixed-methods study of 122 people with knee osteoarthritis who were randomised to receive physiotherapist-delivered telerehabilitation in a clinical trial.
Methods. At enrolment in the trial, participants were unaware care would be delivered via telerehabilitation. At completion, quantitative (Likert scales, analysed descriptively) and qualitative (open-text, underwent content/thematic analysis) questions asked participants about their initial feelings when randomised to telerehabilitation, if experiences met expectations, and willingness to use telerehabilitation in the future.
Results. Data were collected between October 2021 to March 2023. At enrolment, 44 (36% of 122) participants initially felt negative towards telerehabilitation (doubts about effectiveness, physiotherapist can’t see/touch, believe in-person is better, can’t communicate effectively, not good with technology), 18 (15%) were neutral, and 60 (49%) felt positive. After experiencing telerehabilitation, 43 (72%) people who were initially positive and 27 (61%) who were initially negative believed telerehabilitation exceeded their expectations (easier than expected, surprised by benefits/effectiveness, strong rapport with physiotherapist, convenience). Twenty-eight (23% of 122) people were not at all or slightly willing to use telerehabilitation in future (prefer hands-on, doesn’t allow adequate assessment/observation, prefer in-person, don’t like telerehabilitation).
Conclusion. One in 2 people were positive about telerehabilitation from the outset, and 6 in 10 people who initially felt negative about telerehabilitation found that their experiences were better than expected. One in 4 people were unwilling to use telerehabilitation in the future, even after they have experienced it. 
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Introduction
Chronic musculoskeletal conditions are a major public health problem with enormous social, personal, and economic burden1,8. Physiotherapists are common providers of care to people with these conditions, traditionally delivering care in-person. Increased use of telerehabilitation by physiotherapists has occurred since the COVID-19 pandemic4,10,18. Telerehabilitation increases the accessibility of care for people in remote/rural areas where services may be scarce, those with functional limitations who may find getting to a clinic difficult, and those without access to transport. Telerehabilitation is a particularly attractive option for people with chronic musculoskeletal conditions where self-management of symptoms (e.g. via exercise and physical activity), rather than hands-on approaches (such as manual therapy), is recommended4. Prior research suggests that people with chronic musculoskeletal pain prefer videoconferencing modalities over telephone27 as they value the ability to have visual contact with their clinician28. 

Physiotherapy delivered via telerehabilitation is safe and effective for people with musculoskeletal disorders10,26. Physiotherapy delivered via telerehabilitation can be as effective, and cheaper, than in-person physiotherapy services for adults with musculoskeletal disorders4,5,9,24,30,42. Users of telerehabilitation, including younger and older adults, value its convenience, flexibility, and ability to empower them to self-manage their condition2,13,19,20,31,34,40,41.

Despite the benefits of telerehabilitation, the general public are often sceptical about its effectiveness and suitability, and hold strong preferences for in-person care10,23,24. Pre- and post-COVID surveys of people with chronic low back pain15 and osteoarthritis27, who had never used telerehabilitation, found that 28-43% were unwilling to use telerehabilitation for physiotherapy care. Another survey found that, compared to other health professionals such as family doctors, urgent care physicians and mental health therapists, people were least likely to want to use telerehabilitation for physiotherapy15. Negative attitudes about telerehabilitation among potential users limits implementation and uptake of the services. Research to date has focused on exploring the perceptions and experiences of patients who have knowingly volunteered for telerehabilitation. Little is known about how other potential users feel about telerehabilitation, and why they feel this way. Such information may be helpful in informing strategies to improve telerehabilitation uptake. Thus, the aims of this study were to explore: i) initial feelings of people being unexpectedly offered telerehabilitation, and; ii) if their experiences met their expectations, and their willingness to use telerehabilitation in the future.

Methods
This was a mixed-methods study (integrating qualitative and quantitative survey data to answer our research question37). We used a concurrent mixed-methods design, where qualitative and quantitative data collection occurs at the same time, followed by an integrated analysis where data were converged12. Our qualitative component was underpinned by phenomenology17, which focuses on the lived experiences of people involved with the issue being researched. This study was nested within a randomised controlled trial (RCT) which addressed a different research question - aiming to determine if telerehabilitation via videoconferencing was non-inferior to in-person consultations with a physiotherapist for people with chronic knee pain consistent with knee OA (Australian New Zealand Clinical Trials Registry ACTRN12619001240134)21,22. This current study uses survey data collected at trial completion from participants randomised to the telerehabilitation arm of the RCT to explore their initial feelings when they were randomised to telerehabilitation, and if their experiences during the trial met their expectations. All participants provided written informed consent and The University of Melbourne Human Research Ethics Committee approved the study. At enrolment, participants were blinded to group allocation and study hypotheses via limited disclosure (told that the trial compared two different models of physiotherapy service which could include in-person care, telephone consultations, videoconferencing, individual consultations, group classes, community health services, private practices, hospital settings, or home visits), and were not aware that one arm of the study definitely involved telerehabilitation until they were randomised to that group. 

Participants
For the overarching RCT, people ≥45 years of age with a clinical diagnosis of knee osteoarthritis (OA)32 and access to a device with internet connection were recruited from the Australian community via print/radio/social media advertisements and our Centre’s volunteer database. Detailed eligibility criteria are described elsewhere22. For this study, only people who were randomised to the videoconferencing arm were eligible. Between 25 October 2021 and 5 March 2023, participants were consecutively invited to complete a short online survey embedded at the end of their 9-month follow-up questionnaire for the overarching trial.

Intervention
Components of the telerehabilitation arm of the RCT are described in detail elsewhere22. Participants were randomised to one of 15 physiotherapists who all worked in musculoskeletal settings and had undertaken study training22. Consultations were conducted via Zoom (Zoom Video Communications, Inc., USA). Participants received five consultations over three-months where they were provided with OA education and prescribed a strengthening exercise and physical activity program. Participants received resources prior to their first consultation, including four booklets (about OA, how to prepare for Zoom consultations, exercise instructions, and exercise logbook) as well as exercise resistance bands and a wearable activity tracker. 

Baseline demographic data
Demographic details of participants (APPENDIX 1) were extracted from the baseline questionnaire of the RCT.
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The survey (APPENDIX 2) comprised three questions ascertaining:
1. How participants initially felt (and why) when they were told they were going to receive care via telerehabilitation, by entering words (via open text box) into the sentence: “I felt  ____ (part a) because ____ (part b)”. They were asked to list the strongest feeling first, and could list a maximum of three feelings;
2. How participants’ experiences with telerehabilitation aligned with their initial expectations, via a 3-point Likert scale (“better than expected”, “same as expected”, and “worse than expected”), and reason why they felt that way (open-text box);
3. Whether participants would be willing to use physiotherapy via telerehabilitation again in the future, via a 4-point Likert scale (ranging from “not at all willing” to “extremely willing”), and reason why they felt that way (open-text box). 

Quantitative data analysis
Demographic and categorical data (from survey questions two and three) were analysed in SPSS (Version 28, IBM) to calculate means/standard deviations or counts/percentages.

Qualitative data analysis
We conducted four separate analyses: data from part (a) of the first survey question underwent conventional content analysis25, and data from survey question 1(b), two, and three each underwent separate reflexive thematic analysis7. These analyses were planned a priori. We anticipated that the data from survey question one (part a) would lack depth (given that participants were instructed to provide a one-word response), and thus a conventional content analysis was deemed to be the most appropriate approach. We anticipated that the data from the remaining qualitative questions would be richer (given that participants were asked to elaborate on and explain their feelings or response to the quantitative questions), and thus a reflexive thematic analysis was deemed to be the most appropriate approach.

For part (a) of the first survey question (relating to initial feelings when told they would receive telerehabilitation) inductive conventional content analysis25 was performed in Excel (Microsoft Corporation, USA). Only the first listed feeling (i.e., the strongest feeling) was analysed. Two authors (BJL and AK) first independently reviewed all responses for clarity and appropriateness. Any responses that were deemed unrelated to the survey question (i.e., were not emotions/feelings, or did not relate to feelings about telerehabilitation prior to experience) or were ambiguous in meaning were removed. Remaining responses were then independently categorised by both BJL and AK as either ‘positive’, ‘negative’, or ‘neutral’ towards telerehabilitation. Both authors met to compare decisions and resolve any disagreements via discussion. A third author (RSH) was consulted to resolve disagreements and help reach a final decision. Results were summarised in word clouds (Wordart.com) that displayed participant feelings (based on count/frequency), subgrouped by whether they were positive, neutral, or negative. The word clouds were not used to facilitate analysis, but rather to provide a visualisation of the data.

For part (b) of the first survey question inductive reflexive thematic analysis7 was performed in Word (Microsoft Corporation, USA) to explore reasons why participants felt positively/neutrally/negatively when told they would receive telerehabilitation. We subgrouped responses based on whether their initial feeling (part a of the first survey question) was positive, negative, or neutral. To enhance understanding, interpretation,  and rigour, each subgroup was collaboratively analysed by two authors BJL (a non-clinician who was not otherwise involved in the overarching RCT) and AK (a physiotherapist who was involved in the overarching RCT, with in-depth knowledge of the telerehabilitation intervention). First, BJL and AK read through each response for clarity, removing any that were ambiguous in meaning. Responses were then coded and grouped into related topics and categories. Both researchers developed initial themes by further refining codes and adapting, merging, and sorting them. BJL and AK met on four occasions to discuss and review themes. To promote trustworthiness and transparency of findings, an audit trail of analytical decisions was used, and a third author (RSH) reviewed final themes before seeking feedback from the broader research team. 

A similar inductive reflexive thematic analysis approach was used for data from the open text responses to the second survey question. Among each subgroup of participants who reported that telerehabilitation i) exceeded or; ii) was worse than their expectations, reflexive thematic analysis was used to understand the reasons why. For the third survey question, inductive reflexive thematic analysis was used in the subgroup of people indicating they were slightly or not at all willing to use telerehabilitation in the future to explore reasons why.
Integrating qualitative and quantitative data
We brought the quantitative and qualitative data together to enable a better understanding of participant feelings and perceptions about telerehabilitation14. First, we analysed the quantitative data before then using the qualitative data to further explore and explain those findings. For example, we first evaluated the proportion of participants who indicated that they believed telerehabilitation exceeded their expectations (survey question two). Next, we specifically examined qualitative data related to those perceptions. We used a narrative approach in our interpretation and reporting14, where we reported both qualitative and quantitative findings together on a concept-by-concept basis.

Results
181 participants from the telerehabilitation arm of the overarching RCT were invited to complete the survey and 154 provided data (85%). Of these, 122 (79%) provided a valid response to the first survey question (initial feelings about telerehabilitation) and were included in further analyses. The 32 responses that were removed were not related to telerehabilitation (n=16, 50%), not related to their feelings prior to experience (n=14, 44%), or were unclear in meaning (n=2, 6%). Participant flow through the study is illustrated in APPENDIX 3. Demographic details of participants are in TABLE 1. Most (n=116, 95%) participants had no prior experience with telerehabilitation for physiotherapy.

Initial feelings about telerehabilitation at randomisation
Around half of participants (n=60; 49%) had initially positive feelings about telerehabilitation, 15% (n=18) were neutral, and 36% (n=44) had negative feelings (FIGURE 1). People felt positively because they didn’t have to travel, believed telerehabilitation would be convenient, thought the technology would be easy to use, and saw telerehabilitation as a new experience that they were keen to learn about (TABLE 2). People felt negatively because they doubted the effectiveness of telerehabilitation, did not like that the physiotherapist could not see/touch them, thought in-person consultations were better, believed they wouldn’t be able to communicate effectively, and believed they were not good with technology.

Alignment of telerehabilitation experiences with initial feelings
[bookmark: _Hlk144369878]Eighty (66% of 122) participants found that telerehabilitation exceeded their expectations (TABLE 1; APPENDIX 4). A higher proportion of initially positive people felt telerehabilitation was better than expected, compared to those who were initially negative (72% [n=43] versus 61% [n=27], respectively). 

Four sub-themes explained why telerehabilitation experiences exceeded initial expectations (TABLE 3):
1) Easier than expected: Although feeling unsure initially about how telerehabilitation would work for physiotherapy care, participants were surprised by how easy the consultations were in practice;
2) Surprised by the benefits/effectiveness: Despite being sceptical initially, participants found telerehabilitation was effective and comparable to their experiences with in-person physiotherapy care;
3) Strong rapport with physiotherapist: Participants were surprised by the quality of rapport that they developed with their physiotherapist, despite the fact that they were consulting from a distance;
4) Convenient way to attend consultations: Participants valued the convenience of being able to consult with the physiotherapist from their own home, enabling them to fit consultations into their busy lifestyles.

Four participants rated their experiences with telerehabilitation as being worse than expected (TABLE 1). After inspecting data relating to reasons why (n = 3 reasons provided), we determined that the available data lacked adequate depth and richness to enable thematic analysis.

Most participants were extremely (52%, n=64) or moderately (25%, n=30) willing to use telerehabilitation in the future (TABLE 1). Compared to initially negative people, a higher proportion of those with positive initial feelings were extremely willing to use telerehabilitation in the future (25% [n=11] versus 75% [n=45], respectively).

Four sub-themes explained why participants were not at all willing or only slightly willing to use telerehabilitation in the future (TABLE 4):
1) Prefer hands-on treatment: Participants believed that physiotherapy should be hands-on to be effective and expressed a desire for physical contact.
2) Does not allow adequate assessment or observation: Participants felt unsure that they were using the correct exercise technique and believed the physiotherapist could not adequately assess this via telerehabilitation. Participants believed that the physiotherapist needed to directly see and feel the affected joint.
3) Prefer in-person contact: Participants preferred seeing a physiotherapist in-person, believing that this was the more effective approach with higher value-for-money. 
4) Just do not like telerehabilitation: Some participants simply did not like using telerehabilitation. No specific reasons were provided, which limited our ability to obtain a deeper understanding of why they felt this way. However, we believed that this sub-theme was still important to include as it highlighted the fact that some people, for no specific reason, feel telerehabilitation is just not for them.

Discussion
Around one-third of participants had negative initial feelings about telerehabilitation prior to experience. This reflects prior research, including our pre-COVID survey of people with knee/hip OA that found 30-40% of respondents were unsure that physiotherapist-prescribed exercise via videoconferencing would benefit their OA, or that video-delivered care would be effective or safe27. Patients with musculoskeletal conditions are often initially hesitant to engage with telerehabilitation services2,29,33. Reasons for negative feelings included doubts about effectiveness and disliking the lack of physical/visual contact with the physiotherapist. Physical touch is perceived to be an important component of physiotherapy care6, and some physiotherapy patients find the lack of physical touch in telerehabilitation challenging2,29,33. 

Half of participants had positive feelings about telerehabilitation prior to experience, valuing the convenience, and believing it was easy to use. This may reflect the fact that, compared to those with negative initial feelings, a higher proportion were employed and were more confident using technology. Telerehabilitation uptake might improve if services were targeted at those who find it inconvenient to attend in-person care (e.g., because of occupational demands), and/or to people who are already familiar/confident with videoconferencing technology. Providing users with instructions on how to use videoconferencing software may help alleviate negative feelings among people who are less confident with technology. 

Among people with initial negative feelings about telerehabilitation, 6 in 10 found that it exceeded their expectations, and 1 in 2 were moderately or extremely willing to use telerehabilitation in the future. This shift in perceptions reflects previous research where patients in a medical setting had more positive perceptions about telerehabilitation after being able to try it themselves11. This may be because many people hold inaccurate perceptions about telerehabilitation - =believing that a clinician needs to be able to see/touch a patient to provide effective care - and these perceptions are readjusted after first-hand experience. It is also possible that people are ‘wary’ of telerehabilitation, given its relative novelty, and deliberately set their expectations ‘safely’ low11. However, 1 in 5 people in our study retained their negative perceptions about telerehabilitation after experience, suggesting that there is a subgroup of people who still do not want to use it. 

Implications for telerehabilitation services
[bookmark: _Hlk149573737][bookmark: _Hlk144370195][bookmark: _Hlk144370206]Initial negative perceptions about telerehabilitation can shift after first-hand experience. Offering patients risk-free ways in which to explore and experiment with telerehabilitation before they make the decision to use it (e.g. via a mock consultation, reassurance that they can convert to in-person if they dislike telerehabilitation, or having administrative staff troubleshoot technology issues39) might help reduce negative perceptions and promote uptake16,39. This aligns with the diffusion of innovation theory35, where ’trialability’ of an innovation will reduce risk and uncertainty about any expected consequences. Offering hybrid services, involving a combination of in-person and telerehabilitation consultations, may be another way in which to ‘ease’ people into trying telerehabilitation. 

One of the key reasons for having initially negative feelings about telerehabilitation related to beliefs that a physiotherapist needs to see/touch a patient for care to be effective. Telerehabilitation by physiotherapists for people with OA is safe and effective4,5. Developing effective marketing and consumer education resources to promote awareness and understanding of telerehabilitation may help counter misconceptions16,38,39. Such information should include clear messaging around the pros/cons of telerehabilitation, reassurance about its safety and effectiveness, and reiterate the fact that hands-on contact is not necessary for care to be effective. However, our findings highlight that telerehabilitation is not for everyone, some people still prefer in-person services. Telerehabilitation is not appropriate for all contexts and circumstances, and providing patients with a choice is important39.

Limitations
Only people with a device capable of videoconferencing were eligible for inclusion, thus our findings are not generalisable to people without such technology. Our study was conducted in Australia and participants were mostly highly educated and confident using technology, so findings may not reflect the perceptions of people with low technology literacy or generalise to people in other countries or with lower levels of education. As we did not collect information relating to ethnicity or race, it is not clear how generalisable our findings are to different ethnicities. As all data were collected at 9-months post-randomisation, responses about feelings prior to experience may have been affected by recall bias. Although all data were collected after the start of the COVID-19 pandemic (Oct 2021 – March 2023), trial enrolment began from September 2019, and thus perceptions about telerehabilitation may have varied depending on when they began the intervention. Finally, we collected our qualitative data via a survey. This may have limited the richness of the data, and prevented us from gaining a deeper understanding of how participants felt about telerehabilitation. Future work may benefit from utilising other approaches to collect data, such as individual semi-structured interviews. 

Conclusion
[bookmark: _Hlk149573450]One in 2 people were positive about telerehabilitation from the outset, and many of those who initially felt negatively found that their experiences were better than expected. One in 4 people were unwilling to use telerehabilitation in the future, even after they had experienced it.

Key points
Findings:
· Among people with knee osteoarthritis who were unexpectedly offered physiotherapy via telerehabilitation, many had positive feelings about receiving care this way, though around one-third feel negatively.
· Many of those who initially felt negatively about telerehabilitation found that their experiences were better than expected, though a subset remained unwilling to use telerehabilitation in the future.

Implications:
· Given that initial negative perceptions about telerehabilitation can shift after first-hand experience, offering potential patients risk-free ways in which to explore and experiment with telerehabilitation before they make the decision to use it may promote uptake. 
· Effective marketing and consumer education resources to promote awareness and understanding of telerehabilitation may help counter misconceptions about it being ineffective/inappropriate.

Caution:
· Our study was conducted in Australia and most participants mostly highly educated and confident using technology, and therefore findings may not reflect the feelings and perceptions of people with low technology literacy or be generalisable to people in other countries or with lower levels of education.
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[bookmark: _Toc73085500][bookmark: _Hlk144291769]TABLE 1. Participant baseline characteristics, subgrouped according to initial feelings about telerehabilitation-delivered physiotherapy at enrolment. 
	
	All
(n = 122)
	Positive initial feelings
(n = 60)
	Neutral initial feelings
(n = 18)
	Negative initial feelings 
(n = 44)

	Age (years), mean (SD)
	61 (8.3)
	59 (8.2)
	64 (8.5)
	61 (8.0)

	Female, n (%)
	89 (73)
	48 (80)
	11 (61)
	30 (68)

	Knee pain (NRS), mean (SD)
	6 (1.3)
	6 (1.2)
	7 (1.6)
	7 (1.4)

	Physical function (WOMAC), mean (SD)
	20 (9.0)
	20 (9.1)
	21 (8.3)
	20 (9.4)

	Employed part or full time, n (%)
	69 (57)
	39 (65)
	8 (44)
	22 (50)

	Completed university education, n (%)
	73 (60)
	39 (65)
	8 (44)
	26 (59)

	Have ≥ 1 comorbidity*, n (%)
	77 (63)
	37 (62)
	11 (61)
	29 (68)

	Extremely confident using technology, n (%)
	68 (56)
	44 (73)
	5 (28)
	19 (43)

	Use videoconferencing at least once per week, n (%)
	71 (58)
	40 (67)
	8 (44)
	23 (52)

	Have previous experience with in-person physiotherapy, n (%)
	102 (84)
	49 (82)
	17 (94)
	36 (82)

	Have previous experience with physiotherapy via telerehabilitation, n (%)
	6 (5)
	3 (5)
	0 (0)
	3 (7)

	Perceptions about telerehabilitation after first-hand experience

	Experiences with telerehabilitation, n (%)

	  Exceeded expectations
	80 (66)
	43 (72)
	10 (56)
	27 (61)

	  Met expectations
	38 (31)
	16 (27)
	8 (44)
	14 (32)

	  Worse than expected
	4 (3)
	1 (1)
	0 (0)
	3 (7)

	Willingness to use telerehabilitation in the future, n (%)

	  Extremely willing
	64 (52)
	45 (75)
	8 (44)
	11 (25)

	  Moderately willing
	30 (25)
	11 (18)
	8 (44)
	11 (25)

	  Slightly willing
	17 (14)
	3 (5)
	1 (6)
	13 (30)

	  Not at all willing
	11 (9)
	1 (2)
	1 (6)
	9 (20)


SD=standard deviation.
NRS=numerical rating scale; rated 0-10, with higher scores indicating worse pain.
WOMAC=Western Ontario and McMaster Universities Osteoarthritis Index (physical function subscale); rated 0-68, with higher scores indicating worse function.
*Measured via the Self-Administered Comorbidity Questionnaire

	
[bookmark: _Hlk144368833]TABLE 2. Themes explaining initial feelings about telerehabilitation, prior to experience
	Positive feelings (n=60, 49%)
	Neutral feelings (n=18, 15%)
	Negative feelings (n=44, 36%)

	1. Don’t need to travel
E.g. “I didn’t have the stress of trying to get to appointments, as I would find that very difficult”

2. Technology is easy/familiar 
E.g. “I am comfortable with online meetings”

3. Convenient 
E.g. “excited as this was a much more convenient way of attending appointments and fitting them in with a busy work schedule”

4. New experience and keen to learn 
E.g. “I was intrigued to find out how well a remote session with a physio would work”

	1. Not confident in technological skills
E.g. “A little taken back because I only have basic computer knowledge”

2. Don’t need to travel
E.g. “Didn't have to go anywhere”

3. New experience
E.g. “I had never heard of physiotherapy being done this way before”
	1. Doubts about effectiveness
E.g. “I felt video conferencing would not be as effective as face to face”

2. Physiotherapist can’t see/touch
E.g. “I thought they wouldn't understand without physically seeing me”

3. Being in-person is better
E.g. “I thought the best way to receive physio was in person”

4. Can’t communicate effectively 
E.g. “I thought seeing a physiotherapist in person would allow me to better communicate my specific pain issues, and get better direction on exercises”

5. Not good with technology
E.g. “I am not very tech savvy and hadn't done anything like that before”




TABLE 3. Sub-themes explaining reasons why experiences with telerehabilitation exceeded expectations (n=80)
	Theme
	Exemplary quote

	Easier than expected

	“Never having done care remotely before, I was unsure as to the effectiveness, but it worked well” Male, 56 years

“Initially I was wondering, would they way we were doing this consultation be successful as I had always done face to face. How would I manage to get onto Zoom? How can my Physio show me without me being there? Well, I had no problems at all, the exercise book and straps was a great help and my Physio had no problems in making sure visually that I was doing my exercised the right way. I was very happy with the overall experience and would do it this way all the time if it were available” Female, 74 years

“I was interested, but couldn't see how it would work. I was very surprised how well it worked. I put that down to the skill of the physio.” Male, 62 years


	Surprised by the benefits/effectiveness
	“I was pleasantly surprised by the benefits I received” Male, 57 years

“I'm not sure why but I didn't really see video conferencing as a conventional method of physiotherapy and was not sure how it would work. I was pleasantly surprised how well it works.” Female, 66 years

“I was not sure how it was going to work as I have always had hands on physio. But the experience was a positive one and achieved similar results to a face to face appointment.” Female, 74 years

	Strong rapport with physiotherapist
	“Surprised at the rapport between patient and physio even though it was via a computer screen! As a new user of Zoom, it was just as good as face-to-face.” Female, 64 years

“video conferencing can feel a bit odd but [name] and I were able to quickly build a rapport” Female, 67 years

“I felt comfortable with talking to the Physio and built a good rapport with him. It was easier to perform the tasks so that he could see what I was doing.” Female, 70 years

	Convenient way to attend consultations
	“It was so easy to attend the appointments, and be at home” Female, 50 years

“I had a really positive experience and found this way of attending appointments very convenient.” Female, 57 years

“It has to do with the time factor for me - being very busy with work and family often makes me question if I have time for these things, but being online meant I didn't have to take time from work or family. The care was still of a high standard.” Female, 62 years



TABLE 4. Sub-themes explaining reasons why participants were not at all willing or only slightly willing to use telerehabilitation after experience (n=28)
	Theme
	Exemplary quote

	Prefer hands-on treatment

	“Feel it's [physiotherapy] a hands on treatment” Female, 57 years

“Still prefer hands on” Female, 67 years

“Not entirely sure a hands-off approach is the right thing for all situations.” Female, 58 years

“I feel physiotherapy is more about physical assessment - touch, sensation, pain. Also appreciate face to face guidance and the use of massage etc.” Female, 56 years


	Does not allow adequate assessment or observation
	“Physiotherapy is a practical form of medical treatment. It is not just sitting in front of a camera, talking. The physiotherapist needs to be able to see the affected area, check if there is swelling, etc. It is also difficult to see exercises properly and to have to change the camera angle constantly as you stand up to do an exercise, sit down to talk, stand up, sit down, move around the room.  I considered it a waste of time and would not participate in the future.” Female, 55 years

“I want to make sure am doing the exercises right” Female, 64 years

“I just don't think you can really assess if exercises are being performed correctly via zoom - the calls are good for background information and general information/teaching but I don't think you can get the precision element required” Female, 54 years


	Prefer in-person contact
	“Would prefer to see someone face to face to gain motivation.” Female, 61 years

“I would prefer to see the physio in person” Female, 68 years

“Video conferencing was adequate and useful but not as good as in-person. I consider it is not quite as effective and less value for money.  It was essential during Covid restrictions and definitely better than no sessions.” Male, 60 years

	Just do not like telerehabilitation
	“Just doesn't do it for me” Male, 81 years

“Because I just don't like it” Female, 61 years

“I don't like video conferencing.” Female, 66 years








FIGURE 1.  Initial feelings about telerehabilitation, prior to experience (n=122)


