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Abstract (248 words)

Objectives: To explore physiotherapists’ perceptions before and attelivering exercise
therapy via telephone for knesteoarthritis

Methods: A descriptivequalitative study(based on interpretivist methodologginbedded
within a=randomised controlled trialAll eight physiotherapistsinvolved in the trial
participated In senmstructured interviewdefore,and after delivering exercisegherapyto
people with kneeosteoarthritisvia telephoneInterviews were audio recorded, transcribed
verbatim, and thematically analysed.

Results: Prior to deliveringthe intervention, physiotherapists felt that the telephsineuld
only beused for followup, rather than the primamodeof providing care. They believed
telephonedelivered care would be convenient atwbtsavingfor patients, would provide
increased opportunity for patient education and also increase access to Seuvitestthe
lack of visual and physical contact with patients wouldphEblematic After delivering the
intervention__physiotherapistsreflected that telephonelelivered care exceeded their
expectations noting positive patient outcomes includimgproved pain, function, and
confidence:Fhe . focus on communication allowed more personal conversations with patients
and shifted\patient expectations of care away from manual thesagnd towards self
management. Numerousiplementation considerationgere identified including theneed
for clinician_training in communication skillsyritten resources for patients to supplement
calls, andcarefuldeliberationof how telephone calls could be scheduled amonggeison
consultations in clinical practice.

Conclusions. Although ghysiotherapistavere initially sceptical about the effectiveness of
telephonedelivered service models for knexsteoarthritis,perceptions tgfted once they
experienced delivering care via this Ampaditional methodFindings suggest that firbtand

experiencanay benecessary for physiotherapists to embrace new models of service delivery.

Significanecesand innovations:

e There iIssomeevidence that physiotherapists do not agree that teleplaivered
exercise,therapy for people with osteoarthritis is an acceptshie, or effective
mode of service deliveryyet it is not clear why they hold these perceptions or
whether these perceptions change Miitst-hand experienceof delivering care this

way.
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e Prior to delivering care for people with knee OA over the telephaimgsiotherapists
believed that the telephorshould only beused for followup with patients, and,
although they thought it would be convenient and -eastng for patients they
expressed concern about the lack of physical and visual contact.

o After-delivering care for people with knee OA over the telephone, physiotherapists
found that the lack of physical and visual contact was less of an issuénttialty
anticipatedandwere pleasantly surprised by the positive outcomes they were able to
achieve wih patients

e Altheugh, physiotherapists may haitially sceptical of new models of service
deliverylike telephonedelivered careourfindings suggest that firdtand experience
helps to shift perceptions andnay help &cilitate future implementatiorof novel

service models
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Introduction

Knee osteoarthritis (OA)s prevalent,affecing approximately one quarter of adults].
Clinical guidelines recommendkerciseas a core component nbnsurgical management of
OA irrespective ofpatientage, comorbidity, pain severity, or disabil{8-5]. Therapeutic
exercisepparticularly muscle strengtheningis associated withimprovements in pain,
function, and quality of lifemongst people witkneeOA [6]. In addition, given that people
with knee OA"who“are sedentary have poorer physical funcfign8], advice to increase

physical agtivity isalso important

Of all allied,healthcare professionals, general practitioners most commonly refer tiegitspat
with OA ta“physiotherapistf9, 10]. Physiotherap care is typically provided #person in
clinics, yet there is evidence that people experience difficulties accessing these $&tyices
12]. For example, although people with OA believe that exercise therapy and physiotherapy
care aramportant, a range of system barriers contributpdor uptake (e.g. lack of service
provision, inconvenient appointment times or venue locafit®y) 14] In addition, common
barriers to exergcise participation amongst people with OA include lack of access to facilities,
conflict with, routines,andtransport difficultied12]. Telerehabilitationwhich isthe remote
provision of ‘rehabilitation services via telecommunication techno|@gy;, is one way in

which the accessibility of services like physiotherapy could be imprdrediding care via
telephone igpotentially accessible andexpensiveoption, allowing patients to consult from

their own_home or workplace. In addition, the ‘haoéfs nature of telerehabilitation
consultations might help fostgratient sel-management skill§16]. There is emerging
evidence thatelephonedelivered caras effective and comparable te-personpractice for
people with_musculoskeletal conditions (e.g. OA and those who have undergone knee/hip
arthroplasty)17]. For example, the Kl physiotherapisted tlephone service ‘PhysioDirect’

has been shown to lzesequally effectiveas usual cardor improving physical healthand

provides fasteraccess to physiotherapy, for people with musculoskeletal condions [

Although _there is evidence thaglerehabilitation iseffective successful implementation is
dependent upen the perceived acceptability and usefulness of these senoogspatients
and healthcare provider§l9-21] We recently conducted a survey and found that
physiotherapists in Australia, most of whom had no prior experience ddlivering
telerehabilitationdid not agree that lephoneedelivered care would bacceptale, effective,

or usefulfor people with OA22]. This is in contrast to people with knee and/or hip OA, who
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believedthat telephon&lelivered care would be safe, useful, acceptable, and would improve
their OA symptoms[23]. However, asour datafrom physioherapistswvas collected via an
online survey, it is not clear whhey held these perceptionsr whethertheir perceptions
could be shiftedvith first-hand experiencef delivering care via this netmaditional method
Thus, thesaimsof this study was to qualitativelplore whethephysiotherapists’ perceptions
about telephon€elivered exercise therapy for people with knee OA shift once they have

delivered exercise'management for people with knee OA over the teéephon

Methods

Design

This studysused a longitudinalescriptivequalitative study desigbased on interpretivist
methodology,nested within an ongoing randomized controlled trial (R&Uistralian New
Zealand Clinical\ Trials Registry ANZCTRN 126160000544&®aluating the effectiveness
of incorporating exercise advice and supporphysiotherapistfor adults with knee OAnto
an existing Australian nurded national musculoskeletal telephone servj2d]. The
Consolidated..Criteria for Reporting Qualitative Research checklist was used to ensure

complete and transparamfportingof this qualitative study25].

Participants

All eight physiotherapists who were employed to deliyer interventiorfor the RCT were
invited, and participated, in this qualitative study. Physiotherapists were rdcfrot@
Victoria, Australia, through the research team’s clinical networks. Selection criteria shclude
a physiotherapy qualification, at least two years musculoskeletfessional experience and
current Australian registration to practice. All participants provided written informed consent

and the institutional ethics committee approved the study.

Intervention

Details of theinterventionhavebeen describedlsewherg24]. Briefly, research participants
with knee ©OAwere randomly assigned to one of the eigifitysiotherapist and received
between Bl0telephone consultations ovaisixmonth period. Physiotherapists devised goals
and an action plan for each participant that involved both a structured home exerciamprogr
and physical activity planThe program and goals were adjusted as necessaryghout the
intervention Physiotherapistaimed toprovide support by increasing participant knowledge

and understanding of knee OA and the benefits of exerarsk also worked to increase
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participants’motivationandconfidence in completing, and adhering to, an exercise program.
Before the first consultation, each participant completed d@r@atment questionnaire that
provided information for the physiotherapists about clinical history, knee symppbyscal

limitations, and personal goals.

Each participant.was provided Wwia detailed information foldethree resistance bands for
home exercisesand access to a study website containing video demonstrations of each
exercise The information folder containedaterialabout OA and its effective management,
the role and benefitof physical activity, and strategies for fatigue management. Participants
were also provided with exercise instructions and photos, a diary to record exeltoesence

and knee symptoms, and a template of arsaliagement plaftach physiotherapist wadso
provided with @an identical information folddo refer to while speaking to participast
Physiotherapistsiused online treatment notes to record health literacy topics distinssald,
history, personal motivators, prescribed exercises, action plan strategiesatangs of

participant.confidence to carry out the action plan.

In the three, months prior to the start of the intervention, physiotherapidéswentraining
in persoRcentred practice and behaviour change support using HealthChange® Methodology

(http://www.healthchange.coin/This involved an initial twalay training workshop, a period

of practice consultations over three months, and a final training day. Briefinet®dology
involves: i) a set of practice principles to guide effective communication andldahgav
transfer; ii) a set of techniques used to identify and address barriers to behaviouy ahdnge

iii) a 10-step decision framework that acts as a health behaviour change clinical pathway to
guide decisiormaking. To assist physiotherapists to use these skills throughout the
intervention,a structured consultation framewdyart of the HealthCha@e® Methodology)

was embedded within the online treatment nofés. training program, and its impacts on the

physiotherapists; have been described in detail elsewhere [26].

Interviews

Two semistructured interviews witlkeach physiotherapist were conducteidl in the week
prior to the training program and; @fter participantecruitmentfor the trialwas complete
and the physiotherapist had completeall consultations with 75% of theiallocated
participants The preintervention interview guide (Table 1) ascertained physiotherapist

beliefs abouthe likely effectivenesf delivering exercise therapy via telephone, and their
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expectations aboulelivering the interventionThe postinterventioninterview guidedrew
from the Donabedian FramewofR7] (Table 1), which is used for quality assessment in
healthcare and advocated as a useful model for reviewing physiotherapy s@&jcdfe
frameworkconsiders threelements of healthcare quality:structure énvironment where the
service mis==provided); ii) process (clinician and patient activities involved in
delivering/receiving care including the clinicigatient relationship),and; iii) outcome

(effects of the"care provided).

All interviews laged approximately 40 minutes angre conductedver the telephonkey the
same investigator (BJL), a graduate research studdrmt was trained in qualitative
methodologiesjs, not a clinicianand had no other interactions with the physiotherapists
Interviews ‘Were audio recorded, amcternally transcribed verbatimPseudonymswere
assigned to each participant forn@dentiality purposes. All datavere deidentified and

stored in digital format on a passwestbtected university server.

Data analysis

The first stage _of data analysis involved a more deductive content analysis hpphase

the data were“coded using the elements of the Donabedian Framework as an ogerarchin
guide [29]. Consistent with study aims, thematic analysis approach was use@&xamine

both pre and posinterview data[30]. The purpose was to identify common patterns and
ideas which we subsequently grouped as theme=view tanscripts were read throudpy

BJL after transcription, and then-read to identify topics and concepts within the data
coded).Similar or related topics were organised into categories and combined to form themes.
Categoriedor postintervention data were organised under each of the dieseents of the
Donabedian Framewori.e. process, structure, and outcgnj27]. Categories and themes
were separatelyeviewed and revised dyoth BJL and a qualitative expert (Cvho had no
contact withthesphysiotherapistat any stage of the research). Overall themes were divided
into subthemes; which were reviewediscussedand deliberated witlll members of the
research_teanf31]. For reporting purposes, final themes were loosely grouped to the
Donabedian®krameworkTo ensure credibility and confirmability of the datanother
researcherRSH) read all transcripts prior to discussion of thentles/sulithemes that were
developed by BJL and CD. All analytical steps were done using standard word processing

rather than qualitative analysis software.
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Results

Participants

The cohori(Table2) comprised an equal number of male and ferphiesiotherapists, mostly
working exclusively in private practid€3%)with an averag€SD) of 14 (8) years of clinical
experienceAtsthe time of interview, pysiotherapisthiad consulted witla mean (SD) o€

(1) participants during the study, completing an average of 64 (22) telephone consultations.

Pre-intervention perceptions of telephodelivered cargTable 3)

Five themes arose at theeinterventionstage. These were:

Telephone .ionly for follow-up: Most physiotherapisté¢ended to only use the telephone in
their clinical practice to checkn on their patients and followp after an inperson

consultation: The telephone was m@wed asa primary mode of providing care.

Patient convenience and cesvirgs Physiotherapists believed that telephaoiedivered care
would be convenient for patientsndthat allowing patients to consult from their own home
couldmake_patients feel more comfortable talking about their condition and/or engaging in a
exercise programSome also thought telephoneéelivered carecould reducepatient costs

associated'with"accessing physiothersgivices

New @portuniies Physiotherapists believed that telephadedvered carecould provide
increasedopportunites to educate patients about OA. In addititimy felt that telephone-
delivered careould allowa widervariety of people to access physiotheraguch aghose in

remote areas or whaould otherwise find it difficult to attend clinics iperson.

Unable to see or touch patien®Bhysiotherapist&ere concaredabout being unable to see or
touch patientsvhenconsulting via telphone. They believed that thisudd make assessment
of patientsdifficult, due to inabilityto observe exercise technique or quality of movement.
Physiotherapists thought that relationshijth patientsmight beadversely impacted and
could bedifficult developing rapport. They aldoelieved theymight experiencalifficulties
communicatingparticularly if the patientvas unable toclearly describe their condition or
movementdifficulties. Physiotherapists felt the lack of visumhd physical contacivould

limit the strategies avaliée to themwhenteachng patientsanexercise program.
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Improved communication skills neededompared totraditional inperson consultations
physiotherapists believed that they would needre effectivecommunication skillsto
consultvia telephongincluding clear questioning and careful listenibg both themselves

and the patientfTo supplement this, physiotherapists believed that it would be necessary to
provide patients’ with pictures or videos of each exercise so that patmut gain a

adeqgateunderstanding oéxerciseechnique.

Postintervention perceptions of telephodelivered cargTable 4)

Fourthemes arose posttervention. These were:

Exceeded"expectatianBhysiotherapists found that their experienhakelivering telephone-
delivered care“exceeded their expectatiamsulting in new enthusiasm for this service
delivery model The lack of physical and visual contagtas “less of an isstethan
anticipated. Physiotherapists were also surprised to discover that they develsipedga
rapport with patients over the telephone #émat patienadherenceo their exercise program

was high.

Focus on'.communicationPhysiotherapists acknowledgetat consulting via telephone
forcedthemtofocus on effectiveonversationsvith thar patiens. This allowed themnto talk
at a more personal level with patigntempared to Hpersonin their usualclinical setting
Consulting viathe telephone with its inherent focus on communicatiaraused a noticeable
shift in patients’ expectations gfhysiotherapycare, in that they did naxpect to receive

“hands-on™therapy and seemed more willing to self-manage their condition.

Positive outcomesSome physitherapists were surprised by how effective the intervention
was for their patients. In particular, physiotherapists noticed improvements in patient's pain
and function, anéhcreasedonfidence to selinanage. Physiotherapists found that telephone
delivered careswas convenient for their patients, as they did not have to travel to dinics in

person andscould easily fit the consultations into their lifestyle.

Implementation_consideratis Physiotherapists believed that, in some circumstances, it
would have been helpful for them to see the patient’s knee or oliberpatientvalking in

order to get a better understanding of their condition, and to olbeivexercise technique.
However, physiotherapists found that they were able to work around the lack of visual

contact, often by “erring on the side of caution”. They valuedmtitten materials that were
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provided to patients, includingxerciseinstructions, pictures and video Iskwhich helped
them to prescribe exercises effectivelyPhysiotherapistacknowledged that there was a
“safety net” in place with the trial, as each particigaand beerscreened prior teeceiving the
telephonedelivered carePhysiotherapistexpressedsome difficulty scheduling telephone
consultations=amonggheir usual day of fac#-face consultations, withmost oping to
perform calls on days that they were not working in the clinic, or-afiars.Physiotherapists
believed thattraining irommuncation andbr health coachings important to effectively

deliver care over the telephone.

Discussion

The aim of this) study was to explore if the experience of delivering telejusdnered
exercise therapy for people with kn@A shifts physiotherapists’ perceptions about such
services. We found that, although physiotherapists maynitgally sceptical of new models
of service delivery like telephordelivered care, firshand experiencean help shifttheir
perceptionsabout thechallengesassociated withdelivering these services, whicimay

therefore help facilita futureimplementatiorof such services

Prior totheintervention physiotherapists in our study expressed some concern about the lack
of physical and visual contact with patients when consulting via telephone and betiatved t
their relationship and rapport with patients would suffer. Theegmctations of telephone
delivered careeflect those found in a recent qualitative study which aimed to explore service
provider’s ‘perceptions of telerehabilitation for patients referred to public neurosurgical and
orthopaedic specialist servic§d2]. The 15 physiotherapists that wergerviewedin that

study, mostwith no prior experience with telerehabilitation, believed tietrehabilitation
would havesome limitations when compared to standargbersoncare. These included
difficulties fbuilding rapport,nability to perform hand®n techniquesand having redwed
treatment optionat their disposalThese findingsalso broadlyreflect the findingdrom our
recent survey-of physiotherapists’ perceptions of teleplefieered exercise therapyhere

most respondestdid not agree thakelephonedelivered care by a physiotherapmbuld be
effective safe eracceptabldor managing people with knee and/or hip OA [22].

However, we found thabur physiotherapistgperceptions abouthe challengesassociated
with delivering telephonedelivered careshifted with first-handexperienceAfter delivering

the intervention physiotherapistsfound that they experiencedfewer problems than
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anticipated they developed a strong rapport with patieats] adherence wittprescribed
exercise was highConsequentlymost physiotherapistsaddeveloped inreasedenthusiasm
for telephoneadelivered careThis disparity betweemxpectations and experienageay partly

be becausphysiotherapistare not traditionally trained to provide casmotely,or without
physical sand=visual contaatith their patient.In fact, entry-level physiotherapy training
typically focuses on biomedical models of cére. biological aspects ahjury or pain), with
particular 'emphasis on assessment and treatmemhydical strengthmovement, and
function [33].This is also apparent in the curréitlture” of physiotherapy practice, which
emphasise_‘handsen’ anatomical, biomedical, and biomechanical models of {28
Inaccurate beliefs about benefits of exercise for knee OA may also have contributed to the
mismatch bet@en expectations and experience, given a survey elbasi€d physiotherapists
has shown“that only 56% of physiotherapistgely/totally agree that knee problems are
improved by exercise [34].

The importance offirst-handexperience isighlightedby research exploring how clinicians
change their.practice. For example, one singglved interviews with 2Zlinicians (nurses,
allied healthcare professionals, and an Aboriginal health worker) to explore tadestand
beliefs influence‘the implemation of lifestyle risk factor management in primary healthcare
[35]. Intervieweesbelieved that to feel confident providing an intervention, they needed to
understanchow to do sathroughdirect experience with patientg&\nother qualitative study
interviewed 15 primary care physicians to explore thpérceptions abouthanging their
clinical practice [36]. They believed thatto overcome feelings of discomfort when
introducing new practices or ceasing current prastidieect experiencevas required They
also believed that successfuhlearning of habits (e.g. prescriling exercise without visual

or physical contacas required by our study physiotheragistequiredrepeatedexperience
usingthe_practice chang@ur findings suggest thabf physiotherapists tieel confident and
comfortablesdelivering care via non4raditional methods exposure or direct firdtand

experiencesissrequired.

Anotherprevious study qualitatively explored physiotherapists’ perceptions about oejiver
care via telephone. Sixteerysiotherapistsvho deliveredcare viathe UK PhysioDirect
telephone service, which provides initiaksessment and adviéer people withvaried
musculoskeletal disordersvere interviewed beforeand after experience [37] Prior to

experiencethe main concerns expressed piyysiotherapistsvere being limited to only
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providing generalised treatment, given their inability to observe patemibeing unabldgo
communicate effectivelpr develop rappontia telephoneAfter experience, physiotherapists
found that they were indeed only able tovide generalised advicehat telephone calls
restricted their normal therapeutic relationship and rapport, that it icntinuity of care

(as patientssinsthe PhysioDirect service amékely to speak to the same physiotherapist more
than once)and thatit disengaged patients (as few tried to recontact the serosyever,

they felt that"PhysioDirect was a useful way in which to provide patients with advice about
sel-managementSomewhat similarly, &fore experienceur physiotherapistalsoexpressed
concerns about the lack of physical and visual contact with patients when considting v
telephone®.and/ felt unsure about how this might impact rapport. However, our
physiotherapists’ perceptions changed after experience and cemtvatt those ofthe
PhysioDirect therapistsThis might be because the PhysioDirect service is designed to
provide initial advice for a broad range of patients, including those presenting with acute
conditions andhoseseeking a diagnosis. Our intervention was tailorecafepecific patient
group whadid not require diagnosignd involved numerous consultationith the same
physiotherapisbver an extended period, during which the aim was to develop adang
selFmanagement program involving exercise and physical activity. In addition, our
physiotherapists' wernatensivelytrained in behaviour change techniques and persatred
practiced priofto startg the trial [26], which likely helped them provideore personalised

and supportive care.

Our physiotherapists identified numerous advantages of telepthelneered care.For
example, they believed that it was convenient for patients, helped improve exercise
adherenceand led to improvements in confidencairp and function This reflects the
findings of our qualitative study exploring the experiences of the patients in the trial who
received_care via telephone (n=23B]. Importantly, and somewhat paradoxically, both
physiotherapists: anpgatientsfound that they were able to talk at a more personal level via
telephone sthandwhen -qoerson and that they developed a strong sefsapport. These
findings challenge misconceptions that elalth is “impersonal39] and suggest that
personalised eare can be provided remotely via telephone, and that a strong rapport can
develop between patients and therapists @udrout physical or visual contact. In fachdre

is evidence that the therapeutic alliance is strengthened when patients and therapists talk in

more detail about the patient’s specific nefds.
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Our findings havelinical implications Physiotherapists believed that the ‘haudf nature

of telephone consultations helpshift patient expectations of care, leading to beitdrent
engagement in sethanagement antnproved adherence to prescribexkercise.There is
evidence that patients with low back pa&xpectto receivehandsen treatment procedes
and physical-examinatiorfsom physiotherapist§41, 42]and are more satisfieadhen they
receive handsntherapy[43-45]. Physiotherapisisften feel as though they have to provide
handsen therapyin' order to meet patient expectatiorf83]. Our findings suggesthat
remotelydeliveredconsultations haveanhelp shift patienexpectationsaway from beinga
passive recipient of hands therapieso beinga more active participam selfmanagement
of their conditionlt is thus possibleemotdy-deliveredconsultations maglso beapplicable
for other chronic conditions where haruls therapies are less effective and active- self

management involving exercise is recommended (e.g. chronic low back pain).

Our findings also have implicationor the design of future telerehabilitation services.
Physiotherapists, as well as the patients in our other qualitative EB8fyexpressed a
preferencefor.somevisual contact during telephone consultations. This suggestsitiest
conferencing forconsultationsnay be the ideal mechanidor implementing remote models
of service deliveryPhysiotherapisté&@nd patient$38]) both emphasised that comprehensive
written resources, including educational material and exercise instructions/photos, were
essential to the effectiveness of the interventids such,future service providers should
ensure thatheseelementsareincorporatednto servicemodels Our physiotherapists found
that preparing forand conductingtelephone calls wadgifficult to scheduleamongst the in
person consultations being conducted in a usuaird#yeir clinical setting,preferrirg to do
themafterhours oron days that they were not in their clini€sture servicesnay consider
“blocks” of telephone consultations, rather than interspersing them amongstson
consultationshowever this may adversely impact patient convenie@aesful screening of
patients isralsesrequired prior to booking telephone consultations to ensure saftgntand
that their health"condition is amenable to a-sehagement approach. Similarly, telephone
servicesshoeuld not replace iperson consultations with a physiotherapist for patients who

require a diagnosis of their health condition.

It is important that future telerehabilitation service providers consider training their clinicians
in communication skills prior to delivering care via telepdd46] Physiotherapistén our

study believedraining in communication or health coaching was necessary. Currently, there
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is no evidence to inforrappropriatdraining for improving clinicians’ telephone consultation
skills [47]. Our physiotherapists completed an irgige training program in persecentred

care and behaviour change techniques prior to the trial, involving two initial trainingadays
3-month practice phase, and a final folloy training day After training, all feltconfident

and prepared-to'begin th@al and believed that they were better able to provide care that was
personeentred [26]. Physiotherapists who provide care via the UK telephone service
PhysioDirectare™also required to complete training to enhance listening ariewiteg

skills [48],dnvolving oneand-ahalf days of workshop, a practice period, and a competency

check involving observation of telephone consultations.

Strengths of aurstudy include the use of amed postinterventioninterviews to gain a better
understanding '©how physiotherapists’ perceptions of telephatativered exercise therapy
shifted with experienceand our evaluation o robust, clearlydescribed interventiofR4]

that can be replicated outside of the research setti@gr study also has a number of
limitations. .Our study was nested whin a RCT, which constrained our sample tbe
physiotherapistsswho participated in the tr@ur physiotherapists volunteered participate

in the trial andtheir perceptions and experiencesy not betransferableto the broader
population“ofphysiotherapistOnly one researcher (BJL) coded all transcripts, and therefore

data analysis.may have been influenced by her own attitudes or perspectives.

In conclusion, we found that although physiotherapigtse initially sceptical about the
effectiveness of telephorgelivered service models for kn€®A, perceptions shifted once
they experienced delivering care via this fti@ditional method. Findings suggest that first
hand experience may be necessary for physiotherapists to embrace new madelscef

delivery.
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Table 1. Pre-and postintervention interview guides

Pre-intervention Postintervention
1. Tell me what you think about telephene 1. What stands out most about your experience of being a
delivered physiotherapy care. physiotherapist delering care in the trial?

How do you think telephorgelivered care fits
into physiotherapy practice (not just for OA)? 2. During our first interview before the trial started, kexsyou
about your expectations of the study. Overall, do you think your
2. Can you tell me about why you wanted to be experiences matched those expectations?
involved in this study? How did it meet/not meet your expectations?
Was thereanything that took you by surprise, that you weren't
3. Telerehabilitation is defined as the delivery of expecting?
rehabilitation services over telecommunication [Prompt using their transcripts if necessary]
technology Do you have any experienagth
telerehabilitationell me about that. 3. What stood out to you as the best things about delivering care
Did you like it? over the phone?
What were the outcomes for you/the patient?  Did you think there were any clear advantages of delivering
care via phone?
4. Can you tell'me what you think telephene Were there things you liked about it?
based physiotherapy services could offer people
with knee’OA? 4. Was there anything challenging about delivering care over
How might it help people with OA? the phone?
Do you see any.advantages it could have over Was there anything you didn’t like about providing care via
faceto-face physiotherapy? phone?
Did you have any difficulties at any time?
4. Do you see any poteal disadvantages of Can you remember a particular conversation/treatnibat
telephonebased physiotherapy for people with went well or not so well? and why it went well/not so well
knee OA?
What do you think might be challenging? Why? 5. How do you think it compares to consulting with patients
faceto-face in your rooms?
5. How do'you‘think providing physiotherapy =~ How/whywas it different/the same or better/worse?
exercise advice and support over the telephone If requiredReflect specifically on patients with knee OA.

will comparestasthe‘way you usually tresat

patient with kneesOA in the clinic when you 6. How did the calls fit into the structure of your working day?
consult withythem facéo-face? Did you make the calls in your usual working hours? Did you
In what ways will it be different? make the calls from yousual workplace or elsewhere? How
How will it be similar? did you feel about these locatiéhs

Which locations were easier/more difficult?
6. I'm interested in your ideas about how you

might gain an understanding of the patient and 7. Tell me how about you assessed each patient...
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their knee condition ovehe phone. Tell me How did you feel about the depth of understanding you gair
about that. of each patient’'s problem?
Is there anything that you think you would like toHow did this differ from facgo-face practice?
do but might not be able to? Anything you couldn’t do that you wanted to?
How did being unable to touch or see the patient influence your
7. Tell me 'a'bit'about how you normally prescribassessment?
exercise to a'patient in the clinic, and how you Did you refer to the préreatment survey/information that the
think prescribingsexereise over the telepbomill  patient provided? Was itseful?
be different?
How will you teach.the patients their exercise 8. Tell me about your experiences prescribing a structured
programs over'théphone? exercise program and general physical activity plan over the
What do you expect will be easy/ difficult? phone
How did you instruct/teach the patients their exercis
8. Tell me a little bit about your typical programs?
communicationstylé and the methods you use t&Vhat was easy and what was difficult?
build a relationshipwith qur patients. Did you doanything different compared to what you would
normally do face to face?
9. What sort ‘of relationship do you think you will
develop with the patient over the telephone in th8. How well do you think your patients understood the
Telecare trial, knowing that you won't see your exercises and physical activity plan you prescribed?
patients face to face? How confident were you that your patients could perform the
How will the telephone influence your normal  exercises safely and effectively at home on their own?
communicatien'style? How confident were you that your patients would adhere to the

How will you pick up on ncemerbal cues? exercise/activity programs?

10. Tell me aboutwhat impact you think the 10.1 would like you to reflect on your communication with
Telecare intervention will have on people with  your patients and the relationships you developed. What are
knee OA? your thoughts about this?
Did you change anything from what you normally do?
11. How confident are you feeling about What was easy/what was challenging?
delivering exercise eounselling and advice to
people with knee OA over ¢hphone? 11. What do you think the main outcomes were for your
Do you hope to learn anything yourself from thispatients in this study?
trial? Did patient symptoms change?
Did patient function change? Did patie
Do you have anything else you would like to addknowledge/attitudes/confidence change? Did they achieve/not
about your expectations of being involved in the achieve their goals?
Telecare trial?
12. Based on your experiences, what would you think about

using the phone in the future to consult patients with knee OA?
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What about other patients, not just ones withek@&\?
Advantages/disadvantages you see the phone offers ever in
person visits?

What would your preference be for delivery of exercises? Why?
Is there anything you would change about such a service, based
on your experience in this study?

If you were ircharge of training physios to give advice and
treatment over the phone for OA, what would you introduce to
the training?

Do you have anything else to add?
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Table 2. Physioetherapist characteristics (n = 8)

Pseudonym Gender~“Work setting Clinical Previous experiences Number of patients and
experience  delivering telephone consultations
(years) telerehabilitation completed*
Karen Female, Private and public 20 Yes (viaSkype) 10 patients; 92 calls
Luke Male Private 4 No 9 patients; 61 calls
Simon Male Private 15 No 7 patients; 42 calls
Jane Female Private 7 No 10 patients; 83 calls
Maria Female  Public 28 No 10 patients; 81 calls
Emma Female  Private and public 14 No 8 patients; 27 calls
Gavin Male Private 5 Yes (via Skype) 9 patients; 74 calls
lan Male Private 17 No 8 patients; 52 calls
Mean (SD) 14 (8) 9 (1) patients; 64 (22) calls

SD: standard deviation

*At the timesofiinterview
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Table 3. Preintervention themes, subthemes, and exemplary quotes relating to

physiotherapists’ expectations about delivering exercise therapy via telephone.

Theme: Telephone is onlyfor follow-up

Checkin on

patients

Not primary
mode of

providing care

Karen “l guess it's usual in practice that you end up having phone calls awite of your
patients— often when things aren’'t going so well or they want to call you to chetk

something”

Luke “telephone care theay | see it is probably more of a follewp call after you've seen

someone”

Emma “I think a lot of followup stuff could be done over the phoAehecking in terms of
checking how people are complying with exercise programs and monitoring whuwtlyae t

having flare ups and things”

Jane “all of my experiences in physio have beepeirson— home visits in the clinic. You
certainly do liaise with people over the phone, but nalfyeny- | don’t think telephondased

consultations has been widely used at the moment as a wawtiidgrpeople”

Maria “with my work at the [hospital] | probably do call sopetients... but it's not sort efit's

more about followup”

ltuke “you would see someone fatreface and thengu may ring them three days later and just
go ‘look, how are you going?... So | suppose form that point of view | do use it, but | don’t use

it as a primary source of care”

Theme: Patient convenience and costavings

Convenience

Reduced cost

for patients

Karen “I guess costjme, no travel obviously, convenience | think is a big thing | think pe:
find it really difficult to schedule appointments People find it really difficult to fit in their jok
they've got family responsibilities, those kinds of things, whereas aepball you can basically

do anywhere-1 think that's convenient, it would be a big help.”

Emma “I think certainly for people who are working or are busy and theygento a clinic, |
think that's often a limiting factor for some people attendingptingsio and this can make it more
convenient and fit into what works for their lifgkat | think there’ll be a lot better compliance and

a lot better engagement.”

Karen “I think cost is a big issue with physio, particlashenyou want to see someone ove

bigger period of time ... | think potentially having a reduced cost withnebased physio
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Patient comfort

presumably might be more cesfffective and might give an opportunity for a bigger chunk of

input to get people you know at a highendtional level.”

Luke “potentially some physio clinics might go ok so weffeo it at a cheaper rate because well
you know there’'s no overheads there’s no equipment, there’'s no adminisgtatibithat I'm
paying, I'm literally just jumping on a cadind | can make that call potentially after hours or when

it's,suitable for me as well”

Jane “| think also people are often a little bit more comfortable in their owe,hsmthey might
be more willing to participate with horiEasedexercises than some people. | know some people

don't like getting out and coming in to clinics.”

Maria “I'm thinking that maybe the contact would be more regular, and onae aigaitime anc
place that's more convenient for the patient, so they’re dart the mindset that this is what

they're there to do at that point in time”

Theme: New.opportunities

Advice &

education

Access

Karen “[telephonealelivered care] offers them an opportunity to ask questions, | think \
people have got chronic diseases or knee OA, people often really want soityeablant —
particularly related to exercisebut also related to what's reasonable related to symptoms and |

think [phonedelivered care] would give them structure”

Emma “I think [telephonelelivered care is]@ssibly a big way of the future. | think a lot of what
I guess current research into back pain at least shows that advice it theenwst powerful
things you can give the patient, and obviously in terms of patients being busy angotim

being ablea do that over the phone at times that suit thenthink there’s a big market for it.”

Jane “I think that we'd be able to access clientsr different clients, so people that ha
difficulty accessing the community, difficulty with trgrert, ron-ambulant. | think a lot of

people who struggle with appointmerta/e’d be able to reach a wider variety of the population”

Emma “[over the phone] you're not limited by where people live, so if pemgldiving more
remotely you can still provide themith good treatment over the phone. And areas where they
might not have access to physio, that's a bit advantage. And | guess pébpéhildren and

people who just can’t get to the physio. It opens up a whole neketia

Theme: Unabletaisee otouch patients

Difficult to

Karen “I think that physios do a lot of observation, | feel like that'®anal thing to do wher

assess patients you'’re assessing someone obviously, but also looking at their treatment andutdiy of

movement and thos@mids of things. So they're the things | feel a little bgdelear about how

that fits in [to telephonéelivered care].”
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Luke “I think that [telephonelelivered care] really | suppose takes out the power of
observation skills...just trying to get an understagddf what the patient capabilities are over the
phone, because obviously | can't see them, so you know are we going thegivesamething
that's far too hard or far too easy, you probably won't be able to regress or progiedy, and
then what's the quality of that movement pattern like...you know all the thirgsate’ve got

that we take for granted fate-face might be a little bit of a challenge”

Matria “in terms of just the objective assessments we’reggtm have to rely on what that patient
is.telling us... obviously it's not quite the same as actually eyeballing somedngaanknow,
possibly putting your hand on someone or watching what they're doing or, you kntohijnga
how well they move...I think just getting used to having no eye contact for menplysamight
be a bit of a hurdle”

Relationships™Karen “| think also there may be issues with the relationship you build...l can see on the phone
and rapport will_.that you don’t know what someone looks like, they don’t krothiey’re only working off how

suffer you express yourself verbally”

Gavin “...it's going to be hard to develop that sort of close relationship | suppesause whel
we're so used to meeting people and visualizing them and seeing thdravémgl sort of a face
to a name and that sort of thing as well, and sort of things we’ll traditiodalls far as meetin

people is concerned, and that's a tricky bridge”

lan “I think [a strong relationship] comes down to being able to see thadmptaceto-face, so
again well lose that in a phone call...[it] will feel distant,Hink it will feel very removed, and
maybe a bit colder to start with, because you can’t use other cues or bgdsda to expres

yourself”

Difficulties Karen “I guess you're just relying on the patient to give you clearrivdtion, and if they don’
communicating__have very good some people just aren’t very clear communicators or they don’t haveeedy

body awareness, and | think there could be issues with soreatpati

Jane ‘I think thedisadvantage is a little bit in the assessmentyevivithout being able to see and
touch and feel as a physio we rely on that information wé&get the client a lot more. Which il
some cases might be a disadvantage if they’re not very goetl-e¢oting or not very aware at

understanding questions you're asking.”
lan “I think it will be different, and I think there’ll be a lot more explaoatneeded over th

phone and clarification about what we're trying to get that person to do...Bavgda gang to

have to rely a lot on good communication skills | think, on bothgsait

This article is protected by copyright. All rights reserved



Limits ways to

teach exercise

Karen “l guess you can’'t demonstrate, and you can’t observe the patient doimd)yiguacan’t
touch them to ask them to move in a differamty — all the feedback is going to have to be
verbal, and they're going to have to tell you whether they think thelgieg it in the way thal
you want them to...So | guess you've just got limitediore limited options, in terms of how you

would go about gscribing exercise.”

Luke.“In terms of exercise delivery and getting the specific exercisask, fihom my point of
view, that might be a little bit of a challenge hese of how physios are all about getting exercise
quite detailed and specific to opatient, when that's over the phone that might be a bit

challenge”

Emma “l guess with some exercises, a demonstration often helps, or takjpafiéms through
the actual exercise and showing them how to do it. ... | guessldegexercises ovehe phone

will be a skill I'll have to learn as well.”

Theme: Improved.eommunication skills needed

Clear

questioning

Careful

listening

Providing
pictures or
videos of

Karen “l can only assume that you need to compensate for the fact that youmilen'hed and
give them eye contact by being a better verbal communicator or there nwaydbéhat you car
show that you're an active listener and they've got yotantitn, verbally that's just going to

have to be a stronger component of what you say”

Jane “Asking them lots of questions about what makes them worse, what thekefeel a bi
better, can they deget them to do some things while they’'re on the phonewmith- get up and
down from the chair, get them to do some functional activities while theyirthe phone, ..
guess some of the things that we would normally want to do from essassnt side of things w

just have to ask them to do it.”

Simon “I think we take a lot of cues from facial expression, body positibthade sorts of
things | think that's certainly something that's going to bekipig up all those sorts of things ai
tone of voice and those sorts of things mayliggndy more difficult to sort of make sure you are

hitting the mark”

Gavin “You can listen for obviously some cues, with pauses and tingmdge and- it's not
something that I've had any training with but you tend to pick up a cofifiings alonghe way
and if they're emotive about what they're talking about it will often come up sevik their

tone or their rate of talk”

Karen “I think with the right type of extra audiovisual pictuoether matedl that | can still se¢

that it should be relatively straigfdrward to talk someone through something”
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exercises* Luke “even maybe you know a booklet of exercise is really good but maybe eveém gust
thinking — some kind of visual sort of DVD or something aftually forming the exercises

through range and then actually potentially someone talking verlmallyybu do the exercise”

Jane “that would be ideal if they've already got some resources with some pictures, so they
know those details, for examplethey’'ve got something at home with an exercise quads
fulerum, then | can get them to refer to the diagram, the equipment that they eithedan’t

have;.and then just talk them through thewgetas to how it works.”

*At the time of‘interviewing physiotherapists were not aware that participants would be pdowitie images

of each exergise as \well as access to exercise videos
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Table 4. Postintervention themes, subthemes, and exemplary quotes relating to

physiotherapists’ experiences delivering exercise therapy via telephone

Theme: Exceeded expectations

Fewer issues than Emma ‘1 guess | was really pleasantly surprised with how wepgrogram worked with
expected the patients that | had through. | thought there’d be more difficulty conwatimg just via
phone and getting people to comply...it probably exceeded my expectatibeshonest.”

lan “Initially | thought [the lack of facéo-face comact] would be hard. | thought there'd be
some more barriers to being able to achieve the physio service that we vizuttdd.
actually found it a lot easier than what | expected. And | think patients veer@mlboard

and willing”

Simon ‘1 guess | wasancerned that [exercise prescription] was going to ibkyir but it
was probably really easy and clients seemed to be pretty comfortableyetiithg the
exercises done. So the one challenge that | thought was going to be, thady idiceée
exist.”

Strong rapport Emma ‘1 was pleasantly surprised at how well rapport could be lugiltgver the phone.
And that you don't really need that visual was surprised by that.”

Karen ‘1 don't think you lose anything on an interpersonal relationship lehéh, in the
past...that had been my biggest concern: you lost some connection you have w
participant. But | don't think you'd lose anythingl think that you can gain someone’s
trust and you can develop a good working relationship as a patettenapist through the

phone...I don't know that it matters that they can't see you.”

Jane T think the thing that surprised me the most was how much rapport you could
with people over the phone. | expected that to be not quite the saneevesytlyouwould

build rapport with someone in person, but | felt like | was &blo that over the phone”

Patient compliance. Karen ‘1 think the compliance with the exercise routine [in thial}tii think is definitely a
standout compared to what | wouddnsider my usual experience...| think the participant
being in their own home probably helps to reinforce to them that being atdrahdoing

the exercises themselves is actually something that they dadheekle by themselves

Simon “They were a relgl easy and positive cohort to work with and seemed to all report
really good changes really quickly, and certainly implet@érall of the specific exercise

stuff really easily into their lifestyle...probably compl@nwas really easy, rather than
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New enthusiasm

complex @ difficult.”

Luke “[Before the intervention] | would have had doubts about the impact that wa
have made and if we could make changes and | was potentially questionamgnibléance

of our patients and things like that, but | think | have beenlysgerprised with it.”

Maria “I think it would be a fantastic program wilrout...it is a relatively easy and | woul
hope, cost effective way, of getting that information touthese people and assisting them

to make significant changés their lifestyle, positive changes.”

Emma 1 think that it's something we, as physios, should be doirgsti’easy, it makes the
physio so accessible to so many people and you realise that a lot of the timesth
important treatment from a physie actually that discussion and the talking through
problems and the educating. If we can, as a profession, ggb of tteat | think the chronic
disease- especially knee OA and back pain and things like ththere is such a scope to

have such a hugepact with very little cost.”

Jane “I think it was very effective. I'd happily doat... | definitely think in those instances
where the general course of treatment is exercise and abthask that would be perfectl

effective over the phone.”

Theme: FocusS'en.communication

More personal

conversations

Shifts patient

expectations

Emma ‘l was trying not to talk too much at the patientiahhis kind of what | do in clinics
Like, you get there and you have your thralkahe lecture of “I'll tell you what's wrong
with you.” And actually holding back and letting them talk a lot more [over the phone

been quite powerful as well as a good lesson for me.”

Maria “You had the time to really investigate what was naiing them or what their main
issues were. Whereas | guess ifiyeere more facéo-face and doing more of a traditional
role you would be more focussed on their range of movement andtiesigth...it is more
about finding out more about them as a person and helping them to remain motiv

continue with the progra. | think over the phone facilitated that to a certain degree”

Emma “It changes everyone’s expectations, especially for patients, wdement is
delivered over the phone...probably when | treatfaeface | guess therethe expectation
that a physio has to treat. So you've got to get your hands on, you've got toatod
probably reinforce that whole disability illness behaviour. Whereas, onhthreep.you're
straight into discussing [health] management and exercisasjaatiworks so much better.
It's probably influenced how I'm treating in the clinic a lot more as well. I'mmga lot

more exercise coaching, really, as opposed to actual treatment.”
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Jane 1 think it did take away from that expectation of manual thgraknow when people
come into the clinic and they're coming in for a similar é&sibecause you're in the room
with them quite often there is an expectation of manual therapy and beihg phadne it
just completely takes it out of the equation. You'tlbave to quite justify why you're not

doing the manual therapy quite as much because it's just notian.bpt

Theme: Positive'patient outcomes

Improved painand

function

Confidence

Convenience

Emma ‘Definitely increased functional capacity. A lot of themnearly all of them —
couldn’t walk far, couldn’t do stairs, couldn’t walk up hills. And thajonity by the end of
it, were doing that...functional improvements probably more so than pain,avoinig to

function better with the pain.”

Jane 1 find with a lot of thepeople | saw, | feel like we had some great effectiveness. The
best part is | feel like | was effective and that I've been able to help theityajopeople
have been dealing with...A lot of them have returned to things they haven'tfiieeo do

for a very long time.”

Maria “I am thinking of a couple of clients who it seems to have made a hiigelife to
their lives. For example, one client, she was in teardrsteime | spoke to her and was so
terrified about her knee pain and thmnthe end of it she was very much a different person,
was really happy, was really positive and felt quite capable to coriramd working on

the exercises and found great benefit from that”

Jane The biggest difference is a lot of them have a lot necordidence that they went into
the program with the attitude of, “I'm going to have surgery,” and at the emdigtit be
able to do this.” I think that was the biggest difference and got that with preith
everybody; that they do feel confident thia¢y will be able to selfnanage if they do the
right thing.”

Gavin “obviously the flexibility for the participant and the fact that, youvknobviously
they don't have to be at a location at any particular timed.for the most participants

they sort of just were in the comfort of their own home, antisteartainly a perk.”

lan “The best things are the flexibility with appointment times, so yauacaess people at
various times of the day, and | guess it becomes a little bit easier for patientan’t get

into a clinic at a certain time or are restrictathvinours of the day.”

Theme: Implementation considerations
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Desire to see some

patients

Erring on side of

caution

Need written material

and resources

Safety net

Maria “Sometimes | felt with certain clients thawbuld really like to have been ablegee
exactly what they were describing and perhaps see what their kneelqokgsd like and

how they were actually walking”

Emma ‘1 guess, some patientsthere’s a couple that were getting aggravated by a similar
exercise, and | get thetrying to desdbe over the phone what they were doirnthat was
probably the hardest thing. If | could have got eyeballs on them and saidré&Yaning

XYZ wrong.” That may have made it easier, but you can workrat vl

Maria “There waone patient in particular who was quite elderly and her kea@sded
like they were pretty bad in terms of arthritis. | ended uipgwn the side of caution very

much with her and being very gentle in terms of what we were doing.

Jane for me, | do ike watching people walk. | like to watch people get out of the cl
They're the two things | really like being able to do. | guessuild ask people about those
activities and just ask them to describe what's happenintpink if | wasn't sure I'd jst

play it safe with my advice.”

Luke “sometimes | would just, particularly that first Weeleliberately start low level as
well to really start on the easier bands just because | wanted to knaextheeek when |
called them how they responded. Evén thought they could have handled more, 1 ji

wanted to know. So | always felt we’'d started lighter thantwkbould have”

Jane The ability to do it over the phone was dependent on having those resources..
the effect and the ability to do it on the phone is, in part, dependantrarhthéng acces:
to resources. I'm not sure it would go quite as well if yast jcalled someone and they

didn’t have anything else in front of them.”

lan “having the informatio already in the patient’s hand is definitely an advantage because
they’ve got the tools that they can just refer to at thegditips. That works in our favour,

so we don't have to provide that information or put together the exemaggammes.
They've got all the advice and the exercises there with themt'sThlefinitely an

advantage.”

Gavin “obviously because they're in the program they've generally been strpestty
well to being specific to one condition. So, | don’t know how wileit would go in a

different context if we were trying to treat difégrt conditions”

Karen ‘There has to be some criteria or tightness around people’s diagnosis an

issues...If you've got a patientthey’re there to see you for knee OA and thessme
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clarity around that and this studies their biggest functiomtidtion or technical issue, the
they're stable to do exercise and you're confident they can do ex¢nes | think it's a

great medium to treat people with.”

Training is necessary Maria “I certainly think the health coaching training we had was really use@iduse that
was all about, | guess, assisting patients to becsgtimanaged themselves, basically. It is
kind of what we do in physio but | don’t think we are really trdispecifically to do that as

well as it could be and that needs to be the emphasis with thif f@iephone] program.”

Karen ‘For most physios, [telephoitkelivered care] would be a very big departure fr
their standard clinical practice fateface.| think there’s a huge amount of training that

would need to be done...Communication skills or health coaching kindhofsthi

Scheduling Luke “I work quite fasipaced in private practice so if | got a little bit behindhangs like
that then I'd becalling my patients late...So | found it a convenient thing figsng able to
[do the telephone calls] from home.”

lan “Probably the time and the paperwork [was a challenge]...trying toefiservice into
what we do here day to day, so, with getting refadythe telephone call, there’s a bit of
preparation time, there’s opening up files, there’s getting doctsmeady, and then there
the paperwork to do afterwards. So, trying to get that done within a naonighg day in
the clinic was probably a little bit of a challengfgtimes.”

Simon “probably for me as a clinician, doing a -aficall here or there probably used up a
lot of time. It probably wasn't as time efficient as | thoughtould be...So, tricky for me
going forwards in regards to thinkjrabout this application of it in private practice. | thin
you'd almost have to be all in and have a day or two a weitklgts of clients and lots of

referral and continuity to that to make it applilegib
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