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Abstract

Background: Many allied health services now provide both telehealth and in-person services following a rapid integration of
telehealth as a response to the COVID-19 pandemic. However, little is known about how decisions are made about which clinical
appointments to provide via telehealth versus in person.

Objective: The aim of this study is to explore clinicians’ decision-making when contemplating telehealth for their clients,
including the factors they consider and how they weigh up these different factors, and the clinicians’ perceptions of telehealth
utility beyond COVID-19 lockdowns.

Methods: We used reflexive thematic analysis with data collected from focus groups with 16 pediatric community–based allied
health clinicians from the disciplines of speech-language pathology, occupational therapy, social work, psychology, and counseling.

Results: The findings indicated that decision-making was complex with interactions across 4 broad categories: technology,
clients and families, clinical services, and clinicians. Three themes described their perceptions of telehealth use beyond COVID-19
lockdowns: “flexible telehealth use,” “telehealth can be superior to in-person therapy,” and “fear that in-person services may be
replaced.”

Conclusions: The findings highlight the complexity of decision-making in a community-allied health setting and the challenges
experienced by clinicians when reconciling empirical evidence with their own clinical experience.

(JMIR Form Res 2024;8:e46300) doi: 10.2196/46300
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Introduction

Background
Telehealth refers to the delivery of health care, including
assessment and diagnosis, treatment, monitoring, and
information exchange, by a health care provider through the
use of information and communication technologies [1]. Despite

clear evidence that telehealth is effective [2-4] and has high
levels of consumer acceptance [5], prior to the COVID-19
pandemic, there was limited evidence of ongoing and
widespread adoption of telehealth generally and in community
and allied health settings specifically [6].

However, from 2020 onward, the COVID-19 pandemic changed
the landscape of telehealth use. For health services providing
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nonurgent care, COVID-19–related public health restrictions
resulted in an exponential growth in telehealth use [7-10].
Following this expansion in telehealth use, many clinicians have
called for an ongoing role for telehealth in a hybrid or blended
capacity, with a combination of telehealth and in-person sessions
[11,12], and a better understanding of the complexity of the
clinician, service, consumer, and system factors involved in
telehealth sustainability [13].

There is currently limited information about how clinicians
decide which clinical sessions should be offered via telehealth
within a blended telehealth and in-person service delivery model.
Although there is a general awareness that clinicians consider
client factors when making clinical decisions, as reflected in
numerous implementation science frameworks (eg, the
Nonadoption, Abandonment, Scale-Up, Spread, and
Sustainability [NASSS]) [7,14], there are limited details about
how these factors should be considered. Cook et al [15] noted
that, when working with adult clients, allied health clinicians’
decisions are often driven by the clinicians’ assumptions and
preconceived beliefs. The existing guidelines for telehealth use
in allied health only indicate that eligibility should be considered
on a case-by-case basis [16,17], informed by professional
judgment [17,18], and in consideration of individual patients’
characteristics [19].

Like all clinical decisions, the decision about treatment
modality—telehealth or in person—involves choosing between
alternatives [20]. Clinical decision-making, in general, is
complex and requires gathering and evaluating data prior to
making a decision [14]. There are 2 primary methods for clinical
decision-making [21]: the information-processing model and
the intuitive-humanist model [22]. Clinical decisions made using
an information-processing model require deliberate and
analytical processing [21]. This approach is founded on logic
and uses a series of hypotheses and deductions, where clinicians
actively seek and evaluate information [22]. The
information-processing model of decision-making is
comprehensive but time-consuming [21]. The alternative method
of decision-making is the intuitive-humanist model. Intuitive
decision-making relies heavily on knowledge gained from
experience, making it a quick and low effort for clinicians [21].
With experience, a clinician observes patterns and themes,
quickly differentiating relevant from irrelevant information and
intuitively knowing which decision to make. However, if the
clinician relies on incorrect information, their pattern matching
may be incorrect [23], leading to gaps between evidence and
practice [21], particularly if the clinician does not use
information processing as a check mechanism [21].

Alongside specific patient and client factors—and the relative
suitability of telehealth for a specific client group—clinicians
are routinely expected to adhere to principles of evidence-based
practice (EBP). One model of EBP, described by Dollaghan
[24] (called E3BP), describes three different sources of evidence
that clinicians should use in decision-making: (1) external
evidence from empirical investigations, (2) internal evidence
from clinicians’ own experience, and (3) the preferences of an
informed client or caregiver. EBP models outline the
different—sometimes competing—sources of evidence that

need to be considered when selecting telehealth or in-person
service.

The transition of a service to a telehealth model, particularly a
rapid transition to telehealth as seen during the COVID-19
pandemic, may place strain on clinicians’ability to engage with
EBP. In different areas of allied health, telehealth assessment
has been found to be valid and reliable [25,26]. Likewise,
telehealth is effective for many allied health interventions
[27-30]. However, the rapid transition to telehealth in recent
years has left some clinicians scrambling to implement known
assessment and intervention procedures, based on clinical
expertise, in new technology-driven contexts. In this way,
clinicians rated some areas of clinical practice as considerably
more challenging to conduct via telehealth than others [31]. For
example, evaluations of swallowing and feeding, as well as
speech sound production, were the most difficult for
speech-language pathologists (SPs) surveyed during the
COVID-19 pandemic [31], and the provision of musculoskeletal
intervention was difficult for physiotherapists [32]. The
pandemic forced many services to adopt telehealth as a service
delivery option despite these challenges. Services that
experienced a rapid transition to telehealth are now faced with
the decision as to whether ongoing telehealth services are
suitable for their clients—and if so, which clients—beyond the
context of the pandemic [10].

This study aimed to understand the factors considered by
pediatric allied health clinicians when choosing to recommend
telehealth to a client and how these factors are balanced and
considered. Specifically, the research questions were as follows:
(1) How do clinicians decide whether to recommend telehealth
for their clients and which factors do they consider using when
making these decisions? and (2) What are clinicians’perceptions
of telehealth utility outside of COVID-19 lockdowns?

Study Context
This study was conducted within the Child and Family Allied
Health Services (CFAHS) located in a local health district in
metropolitan Sydney, New South Wales (NSW), Australia. The
local health district serves an ethnically and culturally diverse
population, with 46.8% of residents being born overseas
(compared to 29.7% of the total NSW population), and 50.3%
speaking a language other than English at home (compared to
26.9% in NSW). In addition, the health service covers a major
area of settlement for refugees in NSW [33]. There is a range
of socioeconomic advantages in the district, with wealth at one
end of the spectrum and significant social disadvantage at the
other, bringing with it a range of complex health needs and
social circumstances. The CFAHS department of the local health
district provides government-funded, community-based health
care to children and their families across 3 disciplines:
speech-language pathology (0-8 years), occupational therapy
(0-8 years), and counseling services (0-18 years). These allied
health services are provided from 7 community health centers
and are integrated with other colocated disciplines such as child
and family health nursing (who provide health, hearing, and
vision assessments and developmental screening).

Prior to 2020, all CFAHS clinical care was provided in person
at the community health centers, with some home visiting and
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outreach to local preschools and schools. In March 2020, in
response to the COVID-19 pandemic and the associated
restrictions on in-person nonurgent clinical care, the CFAHS
rapidly implemented telehealth, following the guidelines
provided by the NSW Health Agency for Clinical Innovation
[34]. Staff were trained in using a videoconferencing platform
(Pexip) [35] and resources were adapted or secured for
web-based use. In-person services gradually resumed from July
2020 onward, with telehealth or in-person services being at the
clinician’s discretion from July 2020 until the period of this
study (May and June 2021).

Methods

Design
This study used qualitative methodology to gain an in-depth
understanding of clinicians’ experiences and perceptions of
telehealth use, as well as the factors that influence these
experiences [36]. Focus groups with allied health clinicians
were used to understand the range of perspectives on clinical
decision-making regarding telehealth [37]. The focus groups
also allowed the researchers to observe the interaction dynamics
between allied health professionals in an environment that
reflects interactions in clinical settings [37]. The focus groups
explored participants’ experiences of (1) making decisions
regarding telehealth versus in-person for the clinical care of

their clients and (2) providing clinical care via telehealth outside
of COVID-19 lockdown periods.

Ethical Considerations
This study was granted ethics approval from the Sydney
Children’s Hospitals Network Human Research Ethics
Committee (approval 2021/ETH00219). All participants
provided written consent. No compensation was provided to
participants. Data was collected during participants' regular
working hours. Data was deidentified by using a code.

Participants
In total, 16 allied health staff (SPs, occupational therapists
[OTs], psychologists, social workers, and counselors) from the
CFAHS participated in the study. Clinicians were eligible to
participate if they were an allied health staff member, employed
at the service for at least 1 month from March to July 2020, and
provided clinical services via telehealth as part of their work
role. The clinicians represented all 7 physical CFAHS center
locations, with some staff working across multiple centers.
Table 1 summarizes participants profession, role in the service,
and years of experience.

All participants provided allied health clinical services to
children and families. Four participants were senior clinicians
who also provided clinical supervision, workload allocation,
and service coordination for a group of 8-14 clinicians within
their own profession.
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Table 1. Focus group participant (n=16) professional and demographic details.

Participant, n (%)Characteristic and profession

Allied health discipline

10 (62)Speech-language pathology

2 (12)Occupational therapy

4 (25)Counseling team member

1 (6)Social work

1 (6)Psychology

2 (12)Counseling

Role in service

12 (75)Clinician

4 (25)Senior clinician

2 (12)Speech-language pathologist

1 (6)Occupational therapist

1 (6)Counselor

Years of practice in health profession

5 (31)1-5

2 (12)6-10

5 (31)11-15

0 (0)16-20

4 (25)>20

Sex

14 (88)Female

2 (12)Male

Recruitment and Data collection
In March 2021, all eligible allied health staff within the CFAHS
team (n=60) were invited to participate in a focus group via
email. In total, 16 clinicians (including 4 senior clinicians)
expressed interest in the project and participated in 1 of 4 focus
groups (3 for clinicians and 1 for senior clinicians) between
May and June 2021. Each participant attended 1 focus group
on 1 occasion. At the time of the focus groups, in NSW, there
were few COVID-19 public health restrictions, and telehealth
services in CFAHS were offered to clients at the clinician’s
discretion.

Focus groups (mean 56.25 min) were conducted via
videoconferencing (Zoom; Zoom Video Communications) with
2 facilitators (DCT and MK), both experienced in qualitative
research. The focus groups were transcribed verbatim by a third
party, Pacific Transcription Services. Transcriptions were
reviewed by DCT for accuracy and emailed to participants for
verification. Two (12%) of the 16 participants made minor
emendations to the transcription to enhance clarity or correct
the grammar.

Data Analysis
The interview transcripts were analyzed using the reflexive
thematic analysis process, initially described by Braun and
Clarke [38] and in keeping with their later writings [39].

Transcripts were read by the research team multiple times, and
the team met to discuss their initial ideas about the data. The
interview transcripts were then coded using NVivo12 software
(Lumivero) [40], which involved reviewing all transcripts line
by line to understand the underlying ideas and attitudes that
were conveyed. These lines or responses were then categorized
(coded) into 1 or multiple codes. The initial coding process and
secondary coding were reviewed by the research team
fortnightly, and the codes changed over time. The research team
then met to collate the codes together, to form and refine the
overarching themes [39].

Researcher Reflexivity
The research team has clinical and academic backgrounds in
health and psychology and is familiar with the local health
district where this research takes place. This means that they
were able to draw on similar experiences to their participants
to inform their research process [41]. In particular, their
reflexivity may have influenced both data collection and data
analysis [41]. DCT is a SP and lecturer who provides clinical
services and clinical supervision via telehealth, and MK has a
psychology degree and lectures and conducts research in the
field of eHealth but is not a practicing clinician. The health
background of the focus group facilitators could have influenced
their rapport with the participants, the direction of the discussion,
and the depth of responses received during the focus group
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discussions [41]. The other team members involved in data
analysis were EL, a Community and Integrated Health Service
manager at Western Sydney Local Health District at the time
of writing, and GR, who was conducting doctoral research into
health service experiences among young adults from migrant
backgrounds. Their understanding of the context of the
participants’professional practice may have also influenced the
group discussions about coding, the responses that were coded,
and the way these codes were collated into final themes [41,42].

Results

Overview
In response to the research question “Which factors do you
consider when deciding whether to recommend telehealth?” the

participants noted there were “so many variables” [counselor
3] and that “a one rule fits all model” [SP3] does not work
because “factors like age, family engagement, technology...all
play into how the family engage with telehealth” [SP3]. There
were, however, 4 broad categories that clinicians considered:
technology, client and family aspects, clinician-related aspects,
and clinical presentation. Table 2 consists of a list of the factors
within each category and the manner in which the category
influenced decision-making. Example quotes for each of the
factors are available in Multimedia Appendix 1.

Table 2. Factors that clinicians consider when making decisions regarding telehealth.

Influence of factorCategory and factor

Technology

Telehealth is recommended if the screen size appropriate for the session type. SPa sessions require a

full-sized tablet or computer. Counseling servicesb require only a phone.

Client’s hardware

Telehealth (videoconferencing) is recommended only if sufficient internet data are available.Client’s internet data plan

Telehealth is recommended when the client, caregiver, and clinician are confident with technology.Confidence with technology

Telehealth is recommended if the platform had required features (eg, annotation feature for SP sessions).Functionality of telehealth platform

Telehealth is not recommended when the clinician had a shared office.Telehealth-ready workspace

Clients and families

Telehealth for SP is more recommended for school-aged children than younger children, and telehealth
for counseling is services is more recommended for adult clients than child clients.

Client’s age

Telehealth is recommended when the client is perceived to have a sufficient attention span.Client’s attention to screen

Telehealth is not recommended for clients from lower socioeconomic backgrounds.Socioeconomic background

Telehealth is not recommended for child clients whose caregivers were perceived to have difficulty
managing their behavior.

Caregiver’s management of child’s at-
tention or behavior

Telehealth is recommended when barriers to traveling (eg, illness, transport, and work commitments)
were present.

Barriers traveling to in-person therapy

Clinical services

Telehealth for counseling services is recommended for parenting advice but not direct work with children;
telehealth for SP is recommended for stuttering, early language, feeding, and school-aged language; and

telehealth for OTc is recommended for feeding.

Type of clinical need

Telehealth for counseling services is recommended for PNDd and DVe, and telehealth for SP and OT is
recommended for clients without clinical comorbidities.

Presence of additional diagnoses or risk
factors

Telehealth is not recommended when an interpreter is required.Requirement for interpreter

Telehealth is not recommended for comprehensive initial assessment in SP and OT but is recommended
for therapy.

Assessment

Clinician

Telehealth is recommended when the clinician has access to a telehealth champion.Access to “telehealth champion”

Telehealth is recommended if the clinician is motivated to use telehealth.Motivation for telehealth

aSP: speech-language pathology.
bCounseling services include those from a psychologist, counselor, or social worker.
cOT: occupational therapy.
dPND: postnatal depression.
eDV: domestic violence.
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Technology Considerations
The clinicians noted that appropriate technology hardware and
internet data were required at both the client’s and clinician’s
end for telehealth to be considered “doable” [counselor 3]. The
hardware requirements for clients varied depending on the
clinical service to be provided; speech-language pathology
sessions typically required a laptop or full-sized tablet, while
many counseling services required only a telephone, and
occupational therapy or speech-language pathology sessions
for pediatric feeding could be conducted with a smartphone
(Table 2). In addition to having the required technology,
clinicians were more likely to offer telehealth when the client
or caregiver was confident with technology and willing to solve
technological problems:

I think for me, trying to assess a parent’s technology
literacy – their technical literacy using the internet,
using their smart devices, being able to troubleshoot
[is important when considering suitability for
telehealth]. Trying to assess that first to see if this is
doable is really important and part of the engagement
period when we’re trying to figure out if telehealth
is going to work. [Counselor 3]

Clinicians were more likely to offer telehealth when they had
ready access to clinical rooms that were telehealth enabled, felt
confident about solving technological problems, and had
telehealth-ready resources. The clinicians noted that the
telehealth platforms available to them were slow and limited in
interactive functionality, making telehealth not a viable option
for some of the client’s goals:

In an ideal world, I probably wouldn’t choose to be
using Pexip as our main platform because it limits
the engagement with our clients. If we could use
something along the lines of Zoom or something
where we could give control over to the client, I think
that would be really helpful, and we would be able
to work on a wider range of goals. [SP8]

Client and Family Considerations
Clinicians considered factors related to the client such as the
client’s age, attention, and concentration, the family’s
socioeconomic advantage, and potential barriers to attending
the community center. The counseling team considered adult
clients to be more suitable for telehealth than children. Clinicians
within the speech-language pathology team considered preschool
and school-aged clients to be more suitable for telehealth than
younger children. However, the client’s age interacted with the
nature of the clinical work, such that an age that clinicians would
normally consider less suitable for telehealth may be deemed
appropriate due to the focus of the clinical work. This
highlighted that clinicians often weigh up different, sometimes
competing, factors in deciding to offer telehealth to specific
clients as explained below:

I don’t want to disagree with myself, but I said
preschool to school age [clients were most suitable
for telehealth], but then I’m thinking “actually I’ve
had so much success with you under threes as
well”...A section of those under threes are also really

suitable for telehealth because the parent training
approach works really well with telehealth. [SP1]

Clinicians considered a client’s ability to attend to a screen, and
those who could attend to a screen were deemed more
appropriate for telehealth. Clinicians also considered the family's
socioeconomic status; families with low socioeconomic
advantage were considered less likely to be suitable for
telehealth due to the cost of internet data and hardware. Potential
barriers to in-person attendance were also considered, and if
illness, number and age of children, time of session, and location
of employment would make attendance difficult, telehealth
sessions were more likely to be recommended.

Clinical Service Considerations
Clinical factors such as the client’s diagnosis, the type of
intervention, the requirement for an interpreter, and whether
the session was an assessment or therapy session were
considered when making a recommendation about telehealth.
In general, assessments were considered less suitable for
telehealth, as were sessions requiring an interpreter. Each
profession considered some areas of their scope to be more
suited to telehealth than others. For example, clinicians in
occupational therapy considered telehealth to be suitable mostly
for treatment and pediatric feeding challenges rather than fine
or gross motor issues. Clinicians in speech-language pathology
considered telehealth to be suitable for stuttering, feeding, and
language clients but not for speech sound disorders, and
counseling clinicians considered telehealth to be suitable for
one-on-one sessions (eg, providing parenting strategies and
one-on-one counseling) but not for group sessions or family
counseling.

Table 2 contains more details and example quotes are provided
in Multimedia Appendix 1.

Clinician-Related Considerations
Clinicians were more likely to offer telehealth if their peers
were positive about telehealth, used it regularly, and were
willing to share their experiences. Many clinicians referred to
these people as “telehealth champions” [OT2]. Speech-language
pathology clinicians had a greater uptake of telehealth during
the pandemic and sustained use than clinicians from counseling
or occupational therapy. Counselor 3 considered this to be
attributable to the number of telehealth champions across the
disciplines, as explained below:

Speech pathology have adopted [telehealth] really
well. I think there was some more champions for
telehealth within their team who were more
keen...whereas for counselling, I don’t think we, in
our team, had as many champions. I think having
more people who are interested, passionate about it
in my team would have made a difference. [Counselor
3]

Compared with in-person sessions, telehealth sessions were
perceived to require more preparation time and the development
of new skills and to be more tiring, as explained below:

I’m using a lot of telehealth, but I found it’s more
tiring, and it draws on a lot more energy, because I
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think you’re concentrating and things like that. I do
think it’s important for the clinicians to look after
ourselves, to be aware of our limits, our resources,
and the support. [Counselor 1]

Clinician confidence was a key factor in them recommending
telehealth for their clients. The more they used telehealth and
considered it to be part of their routine practice, the more their
confidence grew, and the more they recommended it to their
clients, setting up a positive feedback loop. Conversely, as noted
by counselor 3, “If you’re not confident, you hardly use it; it’s
like you’ll literally forget about telehealth.” Clinicians reported
weighing up competing factors when considering whether to
recommend telehealth. Even when they considered telehealth
to be clinically appropriate for their client, they weighed this
factor against their own motivation and available resources to
provide telehealth. This tension between competing factors was
explained by counselor 1: “It’s important to provide a good
service but at the same time we do need to balance out the
impact on the clinicians. It’s a balancing act.”

In response to our second question regarding the clinicians’
perceptions of telehealth utility outside of COVID-19
lockdowns, the clinicians conveyed 3 themes. These were
“flexible telehealth use,” “telehealth can be superior to in-person
therapy,” and “fear that in-person services may be replaced.”

Flexible Telehealth Use
The clinicians explained that their use of telehealth was not “all
or nothing” and that they used telehealth when it was appropriate
for a specific purpose with a given client. Like all clinical tools,
the clinicians felt that telehealth was best used in specific
circumstances, as explained below:

I feel confident in being able to say yes, I can offer –
like for this particular client, I can offer a good
service via telehealth. Whereas for others I also feel
confident in saying I don’t think telehealth would be
a good fit for this client, their goals, and just their
overall situation. [SP6]

For some clients, the clinicians used a hybrid service delivery,
moving between telehealth and in-person sessions within 1
treatment block. For other clients, the clinicians started with
telehealth and moved to (and remained providing care) in-person
once they had built engagement and trust with their client.

People start with a phone call, with a telehealth
session and then, “can I come and see you
face-to-face?” It just–it evolves...In my perspective I
find telehealth’s benefit is very much in building the
engagement and the trust in people. [Counselor 2]

At other times, clinicians started a client’s service block in
person and finished it using telehealth. For example, how they
use telehealth at the end of an in-person speech-language
pathology treatment block to increase the client’s generalization
of skills and the parent’s responsibility for their child’s care is
explained below:

I start them off on face-to-face and then, towards the
end of the block, transition them to telehealth to
encourage the parent to take on board the fact that

these sessions aren’t going to go forever and help
them to learn how to help their child. [SP3]

Clinicians also used telehealth flexibly to enable attendance at
a primarily in-person service when illness or transport
difficulties would have prevented a client from attending the
clinic.

Telehealth Can be Superior to In-Person Therapy
The clinicians described how, in some circumstances, telehealth
enabled them to deliver better care than in-person service. Via
telehealth, clinicians can see clients in their home environment,
enabling observations of naturalistic parent-caregiver interaction,
children’s communication, and infant feeding context and
behavior. Telehealth enables clinicians to include both parents
in their children's counseling care, and how this is helpful for
some fathers is explained below:

We try to have mum and dads [sic] as part of therapy.
Having just the mum is not helpful if it’s a family with
a mum and a dad. So, I can see lots of potential in
telehealth, in having a dad who can get out during
his lunchbreak for example and join in on the session
with us. Telehealth gives us all these options.
[Counselor 3]

Clinicians considered telehealth to be richer than in-person care
when they reimagined and adapted their clinical role, instead
of replicating an in-person session. For example, the counseling
team felt that, when they adapted their in-person child-directed
counseling sessions to be telehealth parent-coaching sessions,
the intervention was more effective. Counselor 3 described this
reconceptualization of the session as resulting in “less direct
contact with the child, but probably more meaningful
intervention” that is then able to be delivered by the parent “160
something hours a week rather than only one hour a week [by
the clinician].” Similarly, speech-language pathology clinicians
found that adapting their direct delivery of therapy to become
telehealth parent coaching increased parent confidence,
empowerment, and engagement, as explained below:

In those instances where I wanted the parent to be
more involved or I wanted the parent to have the
confidence to help their child, I was using telehealth
as an opportunity to be explicit about doing some
coaching and giving the parent the power, saying,
“look, I can’t hear and see as well as you can, so why
don’t you have a go. You give the child some feedback
and I can coach you through what the next step is.”
[SP5]

Occupational therapy clinicians, however, described feeling
that occupational therapy sessions were not suitable for
telehealth because in-person sessions could not be replicated
by parents at home via telehealth. This concern about parents
being unable to replicate an in-person occupational therapy
session was explained by OT1, “In an OT session we set up lots
of things on the table. We do a variety of tasks which is not
possible for parents to organise at home.” The senior OT
considered that the limited use of telehealth by the OT team
was related to the inability of the OT team to identify ways of
adapting sessions for telehealth, as explained below:
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So, I guess, for the OT team, they really needed a
chance to discuss and say, “well how would we work
on this skill at home when they don’t have access to
specific things? How could we use household
items?”...Like if there was a parent there, how could
we then coach the parent to then do some hands-on
assistance to then help the child. [OT2]

So, when considering telehealth, clinicians also considered how
easily their in-person services could be “translated” to the
synchronous online environment. As in this example from
occupational therapy, when this “translation” from offline to
online delivery of care was considered too difficult (eg, because
of limited relevant equipment on the client side), telehealth was
considered less appropriate.

Fear That In-Person Services May be Replaced
Clinicians expressed fear that telehealth may, in the future, fully
replace in-person services. Despite the benefits outlined above,
clinicians shared that there were elements of their role that they
felt could not be replicated in telehealth modality, such as
observations of body language with counseling clients, hands-on
activities for occupational therapy clients, and therapy for speech
sounds, as noted below:

I’m scared that [telehealth] is going to replace the
interpersonal face-to-face at one stage. That’s what
concerns me because I don’t think anything would
replace the face-to-face...When it comes to a
relational thing that you’re doing, you need to notice
other stuff and the little bits which you cannot notice
if it’s not face-to-face. [Counselor 2]

The clinicians felt that many clients preferred in-person sessions,
and in some cases, the clinicians, themselves, preferred in-person
services. The preferences of clients and clinicians are explained
below:

Our families aren't valuing telehealth as much as they
value sessions in-person. Even when I felt that I was
offering a very similar service, I felt like I really had
to convince the family that it was the same quality,
and that we were working towards the same goals,
and it was still an effective service, even if delivered
via telehealth. [SP8]

I personally prefer face-to-face in everything but there
are advantages of the telehealth. [Counselor 2]

Given their belief that there are elements of clinical service that
cannot be fully replaced by telehealth, the clinicians felt the
current hybrid option better suited their needs than a
telehealth-only service provision.

Discussion

Overview
The current investigation sought to explore the experiences of
allied health clinicians working within a community-based
health service during a period of rapid transition toward
telehealth. Of particular interest were the factors that informed
clinicians’ decisions regarding the suitability of telehealth
services for individual clients and their families. The second

area of exploration was clinician perceptions about the use of
telehealth beyond the context of public health–driven lockdowns
due to COVID-19. A dominant theme throughout this
investigation was the complexity and multifaceted nature of
clinical decision-making with both individual and organizational
factors playing the greatest role in supporting this
decision-making.

Principal Findings
The findings of the current investigation reinforce the notion
that while some general principles underpin clinicians’ telehealth
recommendations, clinical decision-making is client focused,
complex, and dynamic [43,44]. Clinicians considered the
technology available, client factors, their own personal
experiences and preferences, and clinical resources alongside
considerations regarding the service to be provided. The decision
as to the suitability of different families for telehealth services
was not static. As with all clinical decisions, the decision about
the suitability for telehealth was embedded in an understanding
of what was best for any client at any one point in time. It was
not as simple as identifying that older children were more
suitable than younger children—in fact, younger children were
sometimes more suitable than older ones—or that one
intervention approach was more easily adapted for telehealth
than another.

The clinicians readily acknowledged that their own personal
factors and preferences also informed their decisions. Clinician
confidence in providing telehealth services, and feeling
supported to do so, was a key driving factor for telehealth use
among the participants interviewed. The positive feedback loop
reported by the clinicians was consistent with earlier
investigations where prior experience, success, and confidence
informed future decision-making and practice [43].

Clinical Decision-Making
The clinicians in the current investigation described
decision-making that was consistent with both the
information-processing approach and intuitive-humanist
approaches [21]. Most clinicians described a process of
systematically considering technology, client and family factors,
the clinical service required, and their own resources in an
information-processing model. Clinicians who had more
experience with telehealth reported practices that aligned with
an intuitive-humanist approach, as their experience allowed
them to recognize patterns of factors that were associated with
telehealth success. This study is among the first to describe the
factors that allied health clinicians consider when deciding on
a client’s suitability for telehealth. The awareness of these
factors will help guide clinicians newer to telehealth, as it will
provide a reference point of things to consider when using an
information-processing model for telehealth decisions.

Clinical Decision-Making and E3BP
Many of the decisions described by the participants of this
investigation were embedded in a desire to improve client
outcomes using the evidence available to them. However, there
was a disconnect between some of their perceptions and research
literature regarding the effectiveness of telehealth for specific
clinical groups, tasks, and disorders. Although research indicates

JMIR Form Res 2024 | vol. 8 | e46300 | p. 8https://formative.jmir.org/2024/1/e46300
(page number not for citation purposes)

Thomas et alJMIR FORMATIVE RESEARCH

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


that telehealth is appropriate for allied health assessments [2],
children with additional diagnoses or developmental concerns
[45], the treatment of speech sound disorders [46], and
occupational therapy [47], the clinicians’ internal evidence was
that telehealth had not been successful in these areas and,
therefore, should not be recommended with future clients. It is
possible that the diverse socioeconomic and linguistic
background [48] of the health district differs from the context
of the external studies, and that this explains the conflict between
the 2 sources of evidence. However, discrepancy between the
external evidence base and clinician’s perceptions was also
noted in a study of hospital-based allied health professionals
representing a wider geographical area [15]. The authors noted
that even when there were clear benefits of telehealth, patients
were not always given the choice, and many decisions were
“overridden by what is easy and efficient for the clinician” [p.3].
Within our study, though, participants described negotiating
their own preferences, client factors, and clinical resources,
rather than simply prioritizing their own comfort levels. It is
also possible that other factors contributed to our clinicians’
beliefs about the effectiveness of telehealth, such as informal
collegial discussions and the presence (or absence) of “telehealth
champions.” Further exploration of the relative weight given
to different parts of E3BP when making telehealth decisions is
warranted, particularly the contribution of the third element of
E3BP, the preference of an informed client or caregiver.

The participants in this study indicated that telehealth should
be available as a service delivery option but should not fully
replace in-person services. Indeed, the option to use telehealth
after a thorough consideration of client and clinical factors is
recommended by many allied health professional associations
[19]. Given the reduction in telehealth use when pandemic
public health restrictions were eased [49], it is helpful to
consider the clinicians’ decision-making within an
implementation science model such as the NASSS framework
[50].

Factors Impacting the Ongoing Implementation of
Telehealth
Embedded within the clinical decisions of client suitability were
a number of factors that could inform the ongoing
implementation and sustainability of telehealth in
community-based services. Consistent with the NASSS
framework [50], the clinicians specifically considered factors
related to condition, technology, adopters, and organization
when considering client suitability for telehealth. Specifically,
different clinician groups considered distinct factors related to
client diagnoses and comorbidities when determining who would
not be suitable for telehealth.

With regard to technology factors, the clinicians noted that the
use of Pexip was, in some cases, a barrier to participation in
telehealth when other tools such as Zoom were more widely
used and had greater functionality. The use of a less familiar
videoconferencing platform with limited end-to-end
functionality may increase the complexity of the technology
factors when considering client suitability and reduce the

likelihood of sustainable implementation. Namely, technologies
that are less familiar and require detailed instructions or support
increase the complexity of the implementation [13,50].
Furthermore, if clinicians cannot mirror the work of in-person
tasks in a web-based format (eg, through screen sharing or
screen annotation), the technology will be a factor in
complicating the implementation.

The adopter system within the NASSS model is the domain that
placed the greatest burden on participating clinicians. The
clinicians reported increased complexity in the tasks and
environment required for telehealth (eg, availability of
telehealth-suitable resources and shared workspaces); this was
predominantly due to the relative novelty of telehealth service
provision before the global pandemic. Across each of these
domains, an increase in complexity reduces the likelihood of
sustained implementation [50]. That said, some areas of practice
were identified as being optimally suited to telehealth service
provision (ie, communication support for the families of children
under 3), thus, reducing the complexity of adopting the new
model of care. Finally, organizational factors were reported to
drive the implementation.

The circumstances of the shift to telehealth fostered a high-drive
environment for change and the emergence of “telehealth
champions” meant the shift to telehealth was less pronounced
in some areas of clinical practice than others. For example, the
work of an OT during a feeding evaluation or therapeutic
intervention requires less adaptation for a telehealth context
than the work required for the adaptation of fine and gross motor
therapies. Organizational factors that complicated the provision
of telehealth included the perception of an increased workload,
limited shared knowledge across client care, and the group
“work” of making the transition.

Limitations
This was a small study, conducted at 1 child and family health
service, at a specific point between COVID-19 outbreaks in
Australia. Further confirmation of the findings in larger studies
in other geographical areas would be beneficial. Our participants
only represented 5 of the allied health professions. Although
we used decision-making frameworks to describe our results,
our study design did not specifically explore the mechanism
the participants used when making decisions.

Conclusions
Recent world events provided an opportunity for telehealth
uptake within systems that had not previously embraced it as a
method of service delivery. This project asked clinicians to
reflect on their clinical decisions regarding client or family
suitability for telehealth and their perceptions of telehealth use
beyond the pandemic period. Understanding these perspectives,
occurring within a service that had limited previous uptake of
telehealth, highlighted the different factors that clinicians
consider. As a part of this complex decision-making, clinicians
balanced the individual clinical needs of the client alongside
themselves as a clinician, the organizational context of their
service, and the wider societal benefit of tele-provided services.

JMIR Form Res 2024 | vol. 8 | e46300 | p. 9https://formative.jmir.org/2024/1/e46300
(page number not for citation purposes)

Thomas et alJMIR FORMATIVE RESEARCH

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/


Acknowledgments
The authors acknowledge the support of funding from New South Wales Health, Western Sydney Local Health District, through
the Integrated and Community Health Research Launchpad Funding Scheme. SM acknowledges funding support from the
Australian Research Council Discovery Early Career Research Award (DE200101078) and the Alexander von Humboldt
Foundation.

Data Availability
The data sets generated during this study are available from the corresponding author on reasonable request.

Authors' Contributions
DCT co-designed the study, collected and analyzed the data, and wrote the first draft of the manuscript. EFL analyzed the data
and contributed to the manuscript. SM co-designed the study and contributed to the manuscript. GR analyzed the data and
contributed to the manuscript. MK co-designed the study, collected and analyzed the data, and contributed to the manuscript.

Conflicts of Interest
EFL is a service manager for the Integrated and Community Health service where the study was conducted.

Multimedia Appendix 1
Example quotes of factors that clinicians consider when making decisions regarding telehealth.
[DOCX File , 37 KB-Multimedia Appendix 1]

References

1. WHO Group Consultation on Health Telematics. A Health Telematics Policy in Support of WHO'S Health-For-All Strategy
for Global Development: Report of the WHO Group Consultation on Health Telematics 11-16 December, Geneva, 1997.
Geneva. World Health Organization; 1997.

2. Wales D, Skinner L, Hayman M. The efficacy of telehealth-delivered speech and language intervention for primary
school-age children: a systematic review. Int J Telerehabil. 2017;9(1):55-70. [FREE Full text] [doi: 10.5195/ijt.2017.6219]
[Medline: 28814995]

3. Hines M, Bulkeley K, Dudley S, Cameron S, Lincoln M. Delivering quality allied health services to children with complex
disability via telepractice: lessons learned from four case studies. J Dev Phys Disabil. Feb 16, 2019;31(5):593-609. [doi:
10.1007/s10882-019-09662-8]

4. Grant C, Jones A, Land H. What are the perspectives of speech pathologists, occupational therapists and physiotherapists
on using telehealth videoconferencing for service delivery to children with developmental delays? a systematic review of
the literature. Aust J Rural Health. Jun 2022;30(3):321-336. [FREE Full text] [doi: 10.1111/ajr.12843] [Medline: 35157335]

5. Kruse CS, Krowski N, Rodriguez B, Tran L, Vela J, Brooks M. Telehealth and patient satisfaction: a systematic review
and narrative analysis. BMJ Open. Aug 03, 2017;7(8):e016242. [FREE Full text] [doi: 10.1136/bmjopen-2017-016242]
[Medline: 28775188]

6. Campbell J, Theodoros D, Hartley N, Russell T, Gillespie N. Implementation factors are neglected in research investigating
telehealth delivery of allied health services to rural children: a scoping review. J Telemed Telecare. 2020;26(10):590-606.
[doi: 10.1177/1357633X19856472] [Medline: 31216211]

7. Fong R, Tsai CF, Yiu OY. The implementation of telepractice in speech language pathology in Hong Kong during the
COVID-19 pandemic. Telemed J E Health. 2021;27(1):30-38. [doi: 10.1089/tmj.2020.0223] [Medline: 32667859]

8. Mehrotra A, Ray K, Brockmeyer DM, Barnett ML, Bender JA. Rapidly converting to “virtual practices”: outpatient care
in the era of COVID-19. NEJM Catal Innov Care Deliv. 2020;1(2):1-5. [doi: 10.1056/CAT.20.0091]

9. Hao Y, Zhang S, Conner A, Lee NY. The evolution of telepractice use during the COVID-19 pandemic: perspectives of
pediatric speech-language pathologists. Int J Environ Res Public Health. 2021;18(22):12197. [FREE Full text] [doi:
10.3390/ijerph182212197] [Medline: 34831952]

10. Thomas EE, Haydon HM, Mehrotra A, Caffery LJ, Snoswell CL, Banbury A, et al. Building on the momentum: sustaining
telehealth beyond COVID-19. J Telemed Telecare. 2022;28(4):301-308. [FREE Full text] [doi: 10.1177/1357633X20960638]
[Medline: 32985380]

11. Cottrell M, Judd P, Comans T, Easton P, Chang AT. Comparing fly-in fly-out and telehealth models for delivering
advanced-practice physiotherapy services in regional Queensland: an audit of outcomes and costs. J Telemed Telecare.
2021;27(1):32-38. [FREE Full text] [doi: 10.1177/1357633X19858036] [Medline: 31280639]

12. Gefen N, Steinhart S, Beeri M, Weiss PL. Lessons learned during a naturalistic study of online treatment for pediatric
rehabilitation. Int J Environ Res Public Health. 2021;18(12):6659. [FREE Full text] [doi: 10.3390/ijerph18126659] [Medline:
34205724]

JMIR Form Res 2024 | vol. 8 | e46300 | p. 10https://formative.jmir.org/2024/1/e46300
(page number not for citation purposes)

Thomas et alJMIR FORMATIVE RESEARCH

XSL•FO
RenderX

https://jmir.org/api/download?alt_name=formative_v8i1e46300_app1.docx&filename=51a62b4c6e652905f65104ec9a551021.docx
https://jmir.org/api/download?alt_name=formative_v8i1e46300_app1.docx&filename=51a62b4c6e652905f65104ec9a551021.docx
https://europepmc.org/abstract/MED/28814995
http://dx.doi.org/10.5195/ijt.2017.6219
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28814995&dopt=Abstract
http://dx.doi.org/10.1007/s10882-019-09662-8
https://europepmc.org/abstract/MED/35157335
http://dx.doi.org/10.1111/ajr.12843
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35157335&dopt=Abstract
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=28775188
http://dx.doi.org/10.1136/bmjopen-2017-016242
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28775188&dopt=Abstract
http://dx.doi.org/10.1177/1357633X19856472
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31216211&dopt=Abstract
http://dx.doi.org/10.1089/tmj.2020.0223
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32667859&dopt=Abstract
http://dx.doi.org/10.1056/CAT.20.0091
https://www.mdpi.com/resolver?pii=ijerph182212197
http://dx.doi.org/10.3390/ijerph182212197
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34831952&dopt=Abstract
https://journals.sagepub.com/doi/10.1177/1357633X20960638
http://dx.doi.org/10.1177/1357633X20960638
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32985380&dopt=Abstract
https://journals.sagepub.com/doi/10.1177/1357633X19858036
http://dx.doi.org/10.1177/1357633X19858036
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31280639&dopt=Abstract
https://www.mdpi.com/resolver?pii=ijerph18126659
http://dx.doi.org/10.3390/ijerph18126659
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34205724&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


13. Thomas EE, Taylor ML, Ward EC, Hwang R, Cook R, Ross JA, et al. Beyond forced telehealth adoption: a framework to
sustain telehealth among allied health services. J Telemed Telecare. 2024;30(3):559-569. [FREE Full text] [doi:
10.1177/1357633X221074499] [Medline: 35130099]

14. Kydonaki K, Huby G, Tocher J, Aitken LM. Understanding nurses' decision-making when managing weaning from
mechanical ventilation: a study of novice and experienced critical care nurses in Scotland and Greece. J Clin Nurs.
2016;25(3-4):434-444. [doi: 10.1111/jocn.13070] [Medline: 26818369]

15. Cook R, Haydon HM, Thomas EE, Ward EC, Ross JA, Webb C, et al. Digital divide or digital exclusion? do allied health
professionals' assumptions drive use of telehealth? J Telemed Telecare. 2023:1357633X231189846. [doi:
10.1177/1357633X231189846] [Medline: 37543369]

16. Burns CL, Wall LR. Using telepractice to support the management of head and neck cancer: key considerations for
speech-language pathology service planning, establishment, and evaluation. Perspect ASHA SIGs. 2017;2(13):139-146.
[doi: 10.1044/persp2.sig13.139]

17. Long COVID and speech and language therapy: understanding the mid- to long-term speech and language therapy needs
and the impact on services. Royal College of Speech and Language Therapists. 2021. URL: https://www.rcslt.org/wp-content/
uploads/2021/05/RCSLT-Long-Covid-Survey-Report-May-2021.pdf [accessed 2024-05-16]

18. World Federation Of Occupational Therapists. World Federation of Occupational Therapists' position statement on telehealth.
Int J Telerehabil. 2014;6(1):37-39. [FREE Full text] [doi: 10.5195/IJT.2014.6153] [Medline: 25945221]

19. Leone E, Eddison N, Healy A, Royse C, Chockalingam N. Exploration of implementation, financial and technical
considerations within Allied Health Professional (AHP) telehealth consultation guidance: a scoping review including UK
AHP professional bodies' guidance. BMJ Open. 2021;11(12):e055823. [FREE Full text] [doi: 10.1136/bmjopen-2021-055823]
[Medline: 34969656]

20. Thompson C, Stapley S. Do educational interventions improve nurses' clinical decision making and judgement? a systematic
review. Int J Nurs Stud. 2011;48(7):881-893. [doi: 10.1016/j.ijnurstu.2010.12.005] [Medline: 21241984]

21. Bate L, Hutchinson A, Underhill J, Maskrey N. How clinical decisions are made. Br J Clin Pharmacol. 2012;74(4):614-620.
[FREE Full text] [doi: 10.1111/j.1365-2125.2012.04366.x] [Medline: 22738381]

22. Banning M. A review of clinical decision making: models and current research. J Clin Nurs. 2008;17(2):187-195. [doi:
10.1111/j.1365-2702.2006.01791.x] [Medline: 17331095]

23. Tiffen J, Corbridge SJ, Slimmer L. Enhancing clinical decision making: development of a contiguous definition and
conceptual framework. J Prof Nurs. 2014;30(5):399-405. [doi: 10.1016/j.profnurs.2014.01.006] [Medline: 25223288]

24. Dollaghan CA. The Handbook for Evidence-Based Practice in Communication Disorders. Baltimore, MD. Paul H. Brookes
Pub; 2007.

25. Sutherland R, Trembath D, Hodge MA, Rose V, Roberts J. Telehealth and autism: are telehealth language assessments
reliable and feasible for children with autism? Int J Lang Commun Disord. 2019;54(2):281-291. [doi:
10.1111/1460-6984.12440] [Medline: 30565791]

26. Waite MC, Theodoros DG, Russell TG, Cahill LM. Assessing children's speech intelligibility and oral structures, and
functions via an internet-based telehealth system. J Telemed Telecare. 2012;18(4):198-203. [doi: 10.1258/jtt.2012.111116]
[Medline: 22604277]

27. Ingersoll B, Berger NI. Parent engagement with a telehealth-based parent-mediated intervention program for children with
autism spectrum disorders: predictors of program use and parent outcomes. J Med Internet Res. 2015;17(10):e227. [FREE
Full text] [doi: 10.2196/jmir.4913] [Medline: 26443557]

28. Langarizadeh M, Tabatabaei MS, Tavakol K, Naghipour M, Rostami A, Moghbeli F. Telemental health care, an effective
alternative to conventional mental care: a systematic review. Acta Inform Med. 2017;25(4):240-246. [FREE Full text] [doi:
10.5455/aim.2017.25.240-246] [Medline: 29284913]

29. Little LM, Pope E, Wallisch A, Dunn W. Occupation-based coaching by means of telehealth for families of young children
with autism spectrum disorder. Am J Occup Ther. 2018;72(2):7202205020p1-7202205020p7. [doi: 10.5014/ajot.2018.024786]
[Medline: 29426380]

30. Thomas DC, McCabe P, Ballard KJ, Lincoln M. Telehealth delivery of Rapid Syllable Transitions (ReST) treatment for
childhood apraxia of speech. Int J Lang Commun Disord. 2016;51(6):654-671. [doi: 10.1111/1460-6984.12238] [Medline:
27161038]

31. Campbell DR, Goldstein H. Evolution of telehealth technology, evaluations, and therapy: effects of the COVID-19 pandemic
on pediatric speech-language pathology services. Am J Speech Lang Pathol. 2022;31(1):271-286. [doi:
10.1044/2021_AJSLP-21-00069] [Medline: 34763533]

32. Malliaras P, Merolli M, Williams CM, Caneiro JP, Haines T, Barton C. 'It's not hands-on therapy, so it's very limited':
telehealth use and views among allied health clinicians during the coronavirus pandemic. Musculoskelet Sci Pract.
2021;52:102340. [FREE Full text] [doi: 10.1016/j.msksp.2021.102340] [Medline: 33571900]

33. About us. Western Sydney Local Health District. URL: https://www.wslhd.health.nsw.gov.au/About-Us [accessed
2024-05-16]

34. Telehealth quick reference guide. Agency for Clinical Innovation. URL: https://aci.health.nsw.gov.au/__data/assets/pdf_file/
0006/582828/ACI-0412-Telehealth-Quick-Reference.pdf [accessed 2024-05-16]

JMIR Form Res 2024 | vol. 8 | e46300 | p. 11https://formative.jmir.org/2024/1/e46300
(page number not for citation purposes)

Thomas et alJMIR FORMATIVE RESEARCH

XSL•FO
RenderX

https://journals.sagepub.com/doi/abs/10.1177/1357633X221074499?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.1177/1357633X221074499
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=35130099&dopt=Abstract
http://dx.doi.org/10.1111/jocn.13070
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26818369&dopt=Abstract
http://dx.doi.org/10.1177/1357633X231189846
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=37543369&dopt=Abstract
http://dx.doi.org/10.1044/persp2.sig13.139
https://www.rcslt.org/wp-content/uploads/2021/05/RCSLT-Long-Covid-Survey-Report-May-2021.pdf
https://www.rcslt.org/wp-content/uploads/2021/05/RCSLT-Long-Covid-Survey-Report-May-2021.pdf
https://europepmc.org/abstract/MED/25945221
http://dx.doi.org/10.5195/IJT.2014.6153
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25945221&dopt=Abstract
https://bmjopen.bmj.com/lookup/pmidlookup?view=long&pmid=34969656
http://dx.doi.org/10.1136/bmjopen-2021-055823
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34969656&dopt=Abstract
http://dx.doi.org/10.1016/j.ijnurstu.2010.12.005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21241984&dopt=Abstract
https://europepmc.org/abstract/MED/22738381
http://dx.doi.org/10.1111/j.1365-2125.2012.04366.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22738381&dopt=Abstract
http://dx.doi.org/10.1111/j.1365-2702.2006.01791.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=17331095&dopt=Abstract
http://dx.doi.org/10.1016/j.profnurs.2014.01.006
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25223288&dopt=Abstract
http://dx.doi.org/10.1111/1460-6984.12440
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30565791&dopt=Abstract
http://dx.doi.org/10.1258/jtt.2012.111116
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22604277&dopt=Abstract
https://www.jmir.org/2015/10/e227/
https://www.jmir.org/2015/10/e227/
http://dx.doi.org/10.2196/jmir.4913
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26443557&dopt=Abstract
https://europepmc.org/abstract/MED/29284913
http://dx.doi.org/10.5455/aim.2017.25.240-246
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29284913&dopt=Abstract
http://dx.doi.org/10.5014/ajot.2018.024786
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29426380&dopt=Abstract
http://dx.doi.org/10.1111/1460-6984.12238
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=27161038&dopt=Abstract
http://dx.doi.org/10.1044/2021_AJSLP-21-00069
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=34763533&dopt=Abstract
https://europepmc.org/abstract/MED/33571900
http://dx.doi.org/10.1016/j.msksp.2021.102340
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33571900&dopt=Abstract
https://www.wslhd.health.nsw.gov.au/About-Us
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0006/582828/ACI-0412-Telehealth-Quick-Reference.pdf
https://aci.health.nsw.gov.au/__data/assets/pdf_file/0006/582828/ACI-0412-Telehealth-Quick-Reference.pdf
http://www.w3.org/Style/XSL
http://www.renderx.com/


35. Pexip. URL: https://www.pexip.com/ [accessed 2024-05-22]
36. Isaacs A. An overview of qualitative research methodology for public health researchers. Int J Med Public Health.

2014;4(4):318. [doi: 10.4103/2230-8598.144055]
37. Saks M, Allsop J. Researching Health: Qualitative, Quantitative and Mixed Methods, 2nd Edition. London. SAGE

Publications; 2013.
38. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006;3(2):77-101. [doi:

10.1191/1478088706qp063oa]
39. Braun V, Clarke V. One size fits all? what counts as quality practice in (reflexive) thematic analysis? Qual Res Psychol.

2021;18(3):328-352. [doi: 10.1080/14780887.2020.1769238]
40. Lumivero. URL: https://lumivero.com/ [accessed 2024-05-22]
41. Berger R. Now I see it, now I don’t: researcher’s position and reflexivity in qualitative research. Qual Res.

2013;15(2):219-234. [doi: 10.1177/1468794112468475]
42. Rankl F, Johnson GA, Vindrola-Padros C. Examining what we know in relation to how we know it: a team-based reflexivity

model for rapid qualitative health research. Qual Health Res. 2021;31(7):1358-1370. [FREE Full text] [doi:
10.1177/1049732321998062] [Medline: 33745367]

43. Durgungoz FC, Emerson A. Decision making of speech and language therapists: science or intuition? Int J Disabil Dev
Educ. 2021;70(6):1189-1205. [doi: 10.1080/1034912x.2021.1966759]

44. VanderKaay S, Letts L, Jung B, Moll SE. Doing what's right: a grounded theory of ethical decision-making in occupational
therapy. Scand J Occup Ther. 2020;27(2):98-111. [doi: 10.1080/11038128.2018.1464060] [Medline: 29673278]

45. Sutherland R, Trembath D, Roberts J. Telehealth and autism: a systematic search and review of the literature. Int J Speech
Lang Pathol. 2018;20(3):324-336. [doi: 10.1080/17549507.2018.1465123] [Medline: 29709201]

46. Coufal K, Parham D, Jakubowitz M, Howell C, Reyes J. Comparing traditional service delivery and telepractice for speech
sound production using a functional outcome measure. Am J Speech Lang Pathol. 2018;27(1):82-90. [doi:
10.1044/2017_AJSLP-16-0070] [Medline: 29188278]

47. Önal G, Güney G, Gün F, Huri M. Telehealth in paediatric occupational therapy: a scoping review. Int J Ther Rehabil.
2021;28(7):1-16. [doi: 10.12968/ijtr.2020.0070]

48. Hoffmann T, Bennett S, Del Mar C. Evidence-based Practice Across the Health Professions, 4th Edition. Chatswood, NSW,
Australia. Elsevier; 2024.

49. Hoffnung G, Feigenbaum E, Schechter A, Guttman D, Zemon V, Schechter I. Children and telehealth in mental healthcare:
what we have learned from COVID-19 and 40,000+ sessions. Psychiatr Res Clin Pract. 2021;3(3):106-114. [FREE Full
text] [doi: 10.1176/appi.prcp.20200035] [Medline: 33821240]

50. Greenhalgh T, Wherton J, Papoutsi C, Lynch J, Hughes G, A'Court C, et al. Beyond adoption: a new framework for theorizing
and evaluating nonadoption, abandonment, and challenges to the scale-up, spread, and sustainability of health and care
technologies. J Med Internet Res. 2017;19(11):e367. [FREE Full text] [doi: 10.2196/jmir.8775] [Medline: 29092808]

Abbreviations
CFAHS: Child and Family Allied Health Services
CNSLR: counselor
EBP: evidence-based practice
NASSS: Nonadoption, Abandonment, Scale-up, Spread, and Sustainability
NSW: New South Wales
OT: occupational therapist
SP: speech-language pathologist

Edited by A Mavragani; submitted 06.02.23; peer-reviewed by K Deldar, K Bridgeman; comments to author 29.12.23; revised version
received 16.01.24; accepted 26.02.24; published 07.06.24

Please cite as:
Thomas DC, Litherland EF, Masso S, Raymundo G, Keep M
Clinicians’ Decision-Making Regarding Telehealth Services: Focus Group Study in Pediatric Allied Health
JMIR Form Res 2024;8:e46300
URL: https://formative.jmir.org/2024/1/e46300
doi: 10.2196/46300
PMID:

JMIR Form Res 2024 | vol. 8 | e46300 | p. 12https://formative.jmir.org/2024/1/e46300
(page number not for citation purposes)

Thomas et alJMIR FORMATIVE RESEARCH

XSL•FO
RenderX

https://www.pexip.com/
http://dx.doi.org/10.4103/2230-8598.144055
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1080/14780887.2020.1769238
https://lumivero.com/
http://dx.doi.org/10.1177/1468794112468475
https://journals.sagepub.com/doi/abs/10.1177/1049732321998062?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_dat=cr_pub  0pubmed
http://dx.doi.org/10.1177/1049732321998062
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33745367&dopt=Abstract
http://dx.doi.org/10.1080/1034912x.2021.1966759
http://dx.doi.org/10.1080/11038128.2018.1464060
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29673278&dopt=Abstract
http://dx.doi.org/10.1080/17549507.2018.1465123
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29709201&dopt=Abstract
http://dx.doi.org/10.1044/2017_AJSLP-16-0070
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29188278&dopt=Abstract
http://dx.doi.org/10.12968/ijtr.2020.0070
https://europepmc.org/abstract/MED/33821240
https://europepmc.org/abstract/MED/33821240
http://dx.doi.org/10.1176/appi.prcp.20200035
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33821240&dopt=Abstract
https://www.jmir.org/2017/11/e367/
http://dx.doi.org/10.2196/jmir.8775
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29092808&dopt=Abstract
https://formative.jmir.org/2024/1/e46300
http://dx.doi.org/10.2196/46300
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/


©Donna Claire Thomas, Eva Frances Litherland, Sarah Masso, Gianina Raymundo, Melanie Keep. Originally published in JMIR
Formative Research (https://formative.jmir.org), 07.06.2024. This is an open-access article distributed under the terms of the
Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution,
and reproduction in any medium, provided the original work, first published in JMIR Formative Research, is properly cited. The
complete bibliographic information, a link to the original publication on https://formative.jmir.org, as well as this copyright and
license information must be included.

JMIR Form Res 2024 | vol. 8 | e46300 | p. 13https://formative.jmir.org/2024/1/e46300
(page number not for citation purposes)

Thomas et alJMIR FORMATIVE RESEARCH

XSL•FO
RenderX

http://www.w3.org/Style/XSL
http://www.renderx.com/

