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Accessibility to Telerehabilitation Services  
for People With Multiple Sclerosis:  
Analysis of Barriers and Limitations
Arpita Gopal, PT, DPT; Valeria Bonanno, MS; Valerie J. Block, PT, DPTSc; and Riley M. Bove, MD, MMSc

ABSTRACT
BACKGROUND: In multiple sclerosis (MS), telemedicine 
improves access to specialized medical care; however, barriers 
remain, including universal access and effective implementa-
tion. Focusing on telerehabilitation, ie, remotely delivered 
physical therapy, our goal was to identify barriers to telereha-
bilitation implementation and factors associated with patients 
completing telerehabilitation physical therapy treatment. 

METHODS: Quantitative data included a review of electronic 
health records of patients with MS treated at the University of 
California San Francisco Physical Therapy Faculty Practice. We 
extracted demographic, clinical, and transit-related factors. For 
patients who scheduled an initial evaluation, we recorded the 
number of follow-ups, cancellations, completed physical therapy 
goals, and discharges. Qualitative data included interviews with 
3 board-certified neurologic physical therapists and patients’ 
perspectives recorded in the subjective portion of physical 
therapy notes.  

RESULTS: We identified 111 patients with at least 1 visit  
(in-person or telerehabilitation) to physical therapy (82 
women; mean ± SD age, 54.2 ± 12.7 years). Patients with no 
disability (Expanded Disability Status Scale [EDSS] score, 0) 
were 73% less likely to schedule a follow-up appointment (in-
person or telerehabilitation) than those with some disability 
(EDSS score, >0) (odds ratio, 0.27; 95% CI, 0.09-0.75; P = .012). 
Neurologic physical therapists identified reduced travel burden 
and scheduling flexibility as benefits of telerehabilitation vs in-
person visits. Barriers to telerehabilitation included low tech-
nological literacy, cognitive impairment, and fall risk. Patients 
described scheduling conflicts and pain/illness as barriers to 
telerehabilitation. 

CONCLUSIONS: Patients with no disability were least likely 
to complete physical therapy treatment via telerehabilitation. 
Although both benefits and barriers to completing physical 
therapy via telerehabilitation are present, the neurologic physical 
therapists were supportive of a hybrid model for physical therapy. 

Int J MS Care. 2022;24(6):260-265. doi:10.7224/1537-2073.2022-002   

Neurologic physical therapy can address symptomatic con-
cerns and improve overall quality of life for people with 
multiple sclerosis (MS).1 Despite these benefits, at least 

36% of people with MS in the United States are not able to access 
necessary physical therapy evaluation and treatment.2 Among 
the many barriers in accessing specialized care (eg, driving dis-
tance to specialty clinics, numerous appointments, inadequate 
health insurance), the marked variability in MS-related functional 
impairments (eg, balance, gait, vision, fatigue) can make it even 
more challenging to attend traditional in-person medical visits.3,4

With high-speed internet and videoconferencing read-
ily available, remotely delivered care via telerehabilitation has 
shown promise in bridging the gap between physical therapists 
and people with MS who have limited access to specialty care.5 
Telerehabilitation is defined as the use of technology to provide 
access to rehabilitative care when distance separates patients 
and clinicians.6 Although telerehabilitation services were avail-
able before the SARS-CoV-2 pandemic, since March 2020, health 
care practitioners and patients have had to adapt to new mod-
els of care, and the adoption of telerehabilitation has greatly 
increased.7 Physical therapists have used videoconferencing, 
virtual communication software, and telephone visits to provide 
quality care while maintaining social distancing.7,8

Several studies have pointed to the advantages of telemedi-
cine-based care for people with MS more broadly, including the 
potential to permanently alter the known health care model.6,9 
For example, telemedicine can decrease the time before people 
with MS can access specialized heath care services (eg, neuro-
logic rehabilitation experts) compared with standard in-person 
care.10,11 Televideo-enabled neurologic care for patients with MS 
decreases travel time,12,13 limits time off work,12,14 reduces care-
giver burden,4,12 and improves access to care in rural areas.4,9,12 
Telerehabilitation, more specifically, could allow for clinicians 
to more conveniently monitor patient progress14,15 and for better 
communication between physical therapists and people with MS. 

However, although offering possible benefits in terms of 
improved access, telerehabilitation also faces a variety of 
obstacles that must be called out and addressed to support its 
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expanded and sustained adoption. In fact, a systematic review 
of obstacles to adoption of telemedicine worldwide identified 
limitations in the technological literacy of staff, resistance to 
change, and cost of technology.16 Infrastructure barriers (eg,  
limited internet connection, lack of access to technology) also 
represent systemic barriers.17 Despite expanded use of technolo-
gies to deliver telerehabilitation, limited work has been conduct-
ed to consider its feasibility, acceptance, and usability among 
users (both people with MS and physical therapists).18 

This study of a physical therapy practice has 2 aims: (1) to iden-
tify barriers to implementing telerehabilitation and in-person vis-
its from the perspectives of people with MS and MS physical ther-
apists and (2) to identify the demographic and clinical predictors 
for people with MS who successfully complete neurologic physi-
cal therapy treatment either in-person or via telerehabilitation. 

METHODS
With the approval of the University of California San Francisco 
(UCSF) institutional review board, we conducted an ambidirec-
tional study19 with both retrospective and prospective elements. 
Electronic health record (EHR) data were collected from patients 
treated at the UCSF Physical Therapy Faculty Practice (PTFP), 
Mount Zion and Mission Bay centers, between April 1, 2020, and 
May 1, 2021. Patients were treated via telerehabilitation (using 
the UCSF information technology department–approved Zoom 
platform), in-person care, or a combination of in-person and 
telerehabilitation care. Physical therapists’ schedules included 
a mix of in-person and telerehabilitation visits each day. Of 
note, under expanded benefits from the Centers for Medicare & 
Medicaid Services, telerehabilitation is reimbursed at the same 
rate as in-person visits.20-22 Patients were adults with a neuroim-
munology diagnosis: MS, neuromyelits optica spectrum disor-
der, or clinically isolated syndrome. 

Predictive Variables
The following variables were extracted from the EHR: demo-
graphic variables (age, sex, employment status); clinical variables 
(Expanded Disability Status Scale [EDSS] score,23 disease-modi-
fying therapies, comorbidities using the Charlson Comorbidity 
Index [CCI]); physical therapy-related variables (presenting 
symptom, symptom duration); and transit-related data (driving 
distance and time from home zip code, home zip code bike and 
transit score [calculated via Walk Score Research24] to reflect the 
quality of the cycling and public transit infrastructure).

Visit Characteristics 
Adoption of telerehabilitation was calculated by the num-
ber of physical therapy referrals issued during routine care 
at the UCSF Center for MS and Neuroinflammation and,  
subsequently, the number of initial physical therapy appoint-
ments scheduled from these referrals. We recorded the number 
of follow-up physical therapy appointments (visits after initial 
evaluation) scheduled and attended, as well as no-show visits. 

Completion of physical therapy treatment was defined as the 
number of patients who met the physical therapy goals set at 
their initial appointment and were formally discharged from care 

(as opposed to not returning to physical therapy). We aimed to 
identify factors (demographic, disease-related, physical therapy 
treatment, transit-related) predictive of completing physical ther-
apy treatment.

Qualitative Analysis of Barriers and Facilitators  
to Telerehabilitation Implementation 
EHR Review
From the EHR review, we recorded patients’ reported barriers to 
attending appointments and completing physical therapy treat-
ment from the subjective portion of the physical therapy notes 
as well as from patient messages to their physical therapist, 
when available. 

Semistructured Interviews
Two of us (A.G. [DPT, PhDc; female; graduate student] and 
V.B. [MS physical therapy; female; research assistant]) con-
ducted semistructured interviews with 3 of the 5 board-certified  
neurologic physical therapists who treated people with MS at 
the UCSF PTFP during the defined study period. These physical 
therapists were selected via convenience sampling (available 
for interview and experience treating people with neurologi-
cal disorders) and were interviewed via Zoom. All 3 therapists 
provided informed consent to participate in this study. Before 
the interviews, the authors and physical therapists had work-
ing professional relationships, and the therapists were familiar 
with this study team’s long-term research interests. The semis-
tructured interviews included general professional perspectives 
on telerehabilitation and the perceived barriers to patients and 
physical therapists. There were 5 key subject areas: (1) overall 
experience with the shift from in-person visits to telerehabili-
tation after SARS-CoV-2 shelter-in-place guidance, (2) barriers 
to using telerehabilitation technology, (3) characteristics of 
patients that could support completion of physical therapy 
treatment, (4) perceived benefits of telerehabilitation compared 
with in-person rehabilitation, and (5) the anticipated future of 
telerehabilitation. Interviews were recorded and transcribed 
using Zoom software. Two of us (A.G. and V.B.) made notes 
during and after the interviews; they independently developed 
code lists for salient themes after 1 interview and then discussed 
and agreed on a consolidated list. This code was then applied to 
the remaining interviews. These data were then reviewed with 
the senior author (R.M.B.). The coded data were grouped into 
the 5 salient themes and described qualitatively due to the low 
overall number of observations. The Consolidated Criteria for 
Reporting Qualitative Research checklist25 was used to minimize 
bias in the qualitative analysis. 

PRACTICE POINT
 » A hybrid care model, composed of in-person visits 

and telerehabilitation visits, could increase accessi-
bility, attendance, and completion of physical thera-
py treatment for patients with demyelinating disease. 
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Statistical Analysis
In the quantitative analyses of telerehabilitation adoption 
and completion of physical therapy treatment in the pres-
ent patient population, we analyzed possible demographic, 
disease-related, and transit-related predictors for completing 
physical therapy treatment using multiple linear regression 
and the LogWorth statistic to determine the contribution 
of each variable to the outcomes of interest.26 Odds ratios 
were used to identify relative odds of completing physical 
therapy treatment with respect to disability status (EDSS score,  
0 vs >0) and comorbidity (CCI, 0 vs >0). Statistical analysis of 
the results and figure generation were conducted using JMP ver-
sion 15 (SAS Institute Inc).

RESULTS
Description of Patients and Visits
During the selected period (April 1, 2020, to May 1, 2021), 111 
patients with demyelinating disease (109 with MS and 1 each 
with neuromyelits optica spectrum disorder and clinically  
isolated syndrome) were referred to the UCSF PTFP and 
scheduled for an initial visit: 82 (74%) were women; mean ± 
SD age was 54.2 ± 12.7 years, and median EDSS score was 4.0  
(interquartile range, 2.5-6.5) (TABLE S1, available in the online 
version of this article at IJMSC.org). The 3 most common prima-
ry symptoms were impaired static/dynamic balance, decreased 
strength, and impaired gait/mobility. The initial evaluation was 
in-person (n = 20) or via telerehabilitation (n = 91). After the 
initial evaluation, 100 patients (90%) scheduled a follow-up 
appointment. Of the total follow-up appointments scheduled, 
31% were canceled, and 60 visits were attended (15 in-person, 45 
telerehabilitation). A total of 26 patients (23%) were discharged 
from physical therapy, of whom 20 (17%) met all their physi-
cal therapy goals, completing treatment. Patients who did not 
meet physical therapy goals (n = 10 [16%]) and did not schedule 
follow-up appointments were not formally discharged from 
physical therapy care. Twenty-four patients (20.8%) were still 
being treated at the time of data collection. 

Quantitative Analyses
Completion of physical therapy treatment was not found to be 
associated with demographic, disease-related, or transit-related 
factors (TABLE 1). However, patients with no disability (EDSS 
score, 0) were 73% less likely to schedule a follow-up appointment 
(in-person or telerehabilitation) than those with some disability 
(EDSS score, >0) (odds ratio, 0.27; 95% CI, 0.09-0.75; P = .012).  

Qualitative Analyses
EHR Review
Communication between patients and the PTFP was available 
for 30 of 111 patients (27%). Most patients sent 1 message to 
the PTFP (n = 14), with 8 patients sending 2 or more messages. 
Patients cited the following barriers to attending telerehabilita-
tion appointments: conflicts with other medical appointments 
(n = 11), illness and pain (n = 10), personal conflicts (eg, sick child, 
work conflict, vacation) (n = 9), preference to see a local physical 
therapist (n = 4), difficulties with the telerehabilitation platform/

technological concerns (n = 4), and preference to wait until vacci-
nated against COVID-19 to attend an in-person visit (n = 3). 

Interviews With Physical Therapists 
Interviews with neurologic physical therapists revealed sev-
eral major themes. For the therapists, the shift from in-person 
to telerehabilitation during shelter-in-place guidelines occurred 
with relatively few administrative or financial obstacles. Both 
patients and physical therapists were flexible because of the 
emerging public health guidelines, and the transition to telere-
habilitation did not result in major lapses in care. One physical 
therapist noted, “Once patients had their primary care and other 
appointments over Zoom, it was pretty easy to convince them 
that virtual physical therapy [was] also really valuable.” Having 
provided televideo visits using the approved Zoom technology 
for several years, UCSF was able to rapidly expand this capabil-
ity to accommodate larger patient volumes. Telerehabilitation 
could be administered using instruments (eg, computers, tab-
lets, personal smartphones) that are relatively easy to deploy 
with little burden to either patients or providers. 

The 3 physical therapists all reported that the format of the 
telerehabilitation sessions was the same as the in-person for-
mat: sessions consisted of a subjective interview, assessment of 
range of motion and functional movement, and exercise dem-
onstration and practice. 

Two of the physical therapists noted patient barriers to 
using telerehabilitation technology, and these included poor 
internet connection, inexperience with video call platforms, 
limited technological literacy, and the need for an interpreter. 
One physical therapist mentioned, “Simply being able to access 
the Zoom platform and position the camera can be a limitation 
to treating someone.” 

TABLE 1. Demographics
Total

Sex 
(n, %)

Female 82 (71.3)
Male 33 (28.7)

Age  
Mean (SD) 54.2 (12.7)

Ethnicity
(n, %)

Hispanic or Latino 13 (11.3)

Not Hispanic or Latino 102 (88.7)
Expanded Disability  
Status Scale
Median [IQR]

4 [2.5, 6.5]

Disease duration (years)
Mean (SD) 10.5 (7.7)

CCI
(n, %)

CCI = 0 43 (37.4)

CCI > 0 72 (62.6)
One-way driving distance to 
clinic from home (miles)
Median (SD)

Miles 20.1 (61.3)

One-way driving duration to 
clinic from home (minutes)
Median (SD)

Minutes 33.3 (57.2)

CCI, Charlson Comorbidity Index; EDSS, Expanded Disability Status Scale.
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With respect to the features that supported patients’ abil-
ity to receive telerehabilitation care, the therapists cited several 
patient-, home-, and disease-related factors. First, technological 
literacy was relevant because substantial time could be wasted 
troubleshooting rather than engaging in care. “So much time 
can be wasted figuring out the Wi-Fi network and pointing the 
camera in the right direction,” a physical therapist mentioned. 
In addition, a flexible schedule was cited as a positive factor, 
although this was not clearly relevant to receiving televideo vs 
in-person care. “It tends to be retired patients and those who 
work from home who like [telerehabilitation] and attend the most 
appointments,” a physical therapist noted. The primary home 
factor noted was enough space to move safely. For patients with 
more severe physical or cognitive limitations, the presence and 
support of a caregiver in the home were also noted. Importantly, 
“The caregiver has to be someone who is comfortable providing 
support and who is familiar with the patient’s needs. Not all are.” 

With respect to functional status, lack of severe balance 
or mobility impairments that would preclude patients from 
moving without specialized attention or support (eg, unsafe 
assistive device use resulting in high fall risk) was noted as 
a situation in which care could be comparably delivered via 
telerehabilitation. Of note, a physical therapist mentioned, 
“Though fall risk might limit the scope of our session, there 
is still plenty we can do seated and it’s a great time to pro-
vide patient education.” The primary symptom for physical 
therapy referral was also a factor influencing the success of 
telerehabilitation. For example, physical the therapists felt that  
vestibular symptoms or facial paralysis are readily treatable 
via telerehabilitation, partially due to the fact that they require 
less specialized equipment or tactile input. Conversely, patients 
with balance and gait impairments, or who are otherwise at 
risk for falls, can be safety concerns and may not be appropriate 
for telerehabilitation. “Depending on the level of impairment, I 
might be able to work on balance from a seated position, but what 
they really need is to practice standing,” a physical therapist said 

in reference to modifications for 
telerehabilitation. These patients 
may also not experience as much 
benefit from telerehabilitation 
compared with in-person access 
to specialized equipment (eg, a 
patient who requires use of a ceil-
ing harness for mobility training). 

Although not related to telereha-
bilitation in particular, in contrast 
to more vague goals (eg, “I want to 
walk better”), the creation of attain-
able goals (eg, “I would like to be 
able to walk my dog for 1 mile”) was 
identified as a key factor in enhanc-
ing patient motivation. This factor 
was more common in patients who 
completed their physical therapy 
goals and were discharged from 
care because they would be more 

likely to adhere to a plan of care provided exclusively via telere-
habilitation. Explicit and shared goal-setting may be particularly 
important in nurturing patient motivation from a distance. 

Conversely, some factors were identified as representing spe-
cific barriers to telerehabilitation visits, leading to at least some, 
perhaps initial, in-clinic physical therapy treatment. Specifically, 
the need for human contact and tactile cues was noted for 
patients with either cognitive impairments or those who spoke 
languages other than English. For these patients, auditory cues 
alone via telerehabilitation might be insufficient to provide 
high-quality physical therapy: “Sometimes I find that verbal cues 
[aren’t] enough; we need to do tactile demonstration and external 
feedback and sometimes that is really hard to do over telerehabili-
tation,” a physical therapist said. 

Cognitive impairment was noted as a barrier for 2 reasons. 
First, it can preclude use of telerehabilitation technology. Second, 
people with MS with cognitive impairments often have difficul-
ties with concentration or are unable to attend to a task; video 
conference makes redirection challenging. Therefore, patients 
without substantial cognitive impairments were identified as 
more likely to benefit from telerehabilitation. However, a physical 
therapist mentioned, “If someone who is cognitively impaired has 
a really awesome caregiver, you can still have a great session. A 
caregiver who is really engaged and is comfortable making sure 
the patient is safe can make it possible to treat someone with cog-
nitive impairment over Zoom.”

The perceived benefits of telerehabilitation vs in-person visits 
included reduced patient travel burden and improved schedul-
ing flexibility. The reduction of travel time was noted by the 
3 physical therapists as especially beneficial for patients who 
are unable to drive or travel independently, as well as for those 
who have full-time jobs and/or dependents. Telerehabilitation 
allowed patients to practice exercises in their homes, supervised 
by physical therapists. It also gave the therapists an understand-
ing of the patients’ general home layouts and circumstances, as 
well as potential safety concerns present in their environments. 

TABLE 2. Predictors of Physical Therapy Follow-up and Discharge

Predictor Physical therapy follow-up scheduled 
logworth (P value)

Completion of physical therapy treatment
logworth (P value)

Sex 0.67 (.21) 0.45 (.36)
Age 0.67 (.22) 0.17 (.68)

Employed (Y/N) 0.24 (.48) 0.16 (.55)
Distance to clinic 
(miles) 0.22 (.59) 0.23 (.59)

Driving distance to 
clinic (minutes) 0.19 (.68) 0.16 (.68)

Predictor Physical therapy follow-up scheduled
OR, 95% CI (P value)

Discharge from physical therapy
OR, 95% CI (P value)

EDSS score 0 vs >0 0.27, 0.09-0.75 (.01)a 0.35, 0.29-2.09 (.07)

EDSS score 0-2 vs >2 1.28, 1.06-2.65 (.63) 2.66, 1.62-3.45 (.63)

CCI 0 vs >0 0.44, 0.21-1.33 (.10) 1.49, 1.01-2.53 (.45)

CCI 0-1 vs >1 0.48, 0.22-1.33 (.19) 0.68, 0.53-1.47 (.43)

CCI, Charlson Comorbidity Index; EDSS, Expanded Disability Status Scale.
aIndicates P < .05.
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One physical therapist endorsed the benefits of examining home 
environments, stating, “One really nice thing about [telereha-
bilitation] is getting a glimpse into a patient’s home which you 
normally wouldn’t get. You can provide suggestions for their bed 
or stairs set-up to help them reach their goals.” In addition, physi-
cal therapists noted that whereas in-person visits are focused on 
movement quality and analysis, telerehabilitation allows more 
time for explanation and education, the foundations of successful 
rehabilitation, particularly for those with neurologic conditions.27

Finally, with respect to the future of telerehabilitation, the 
physical therapists interviewed indicated that a hybrid in-person/
telerehabilitation model would be ideal for care, supporting an in-
clinic to in-home continuum of care. One physical therapist said, 
“I think having [telerehabilitation] as an option is great to provide 
patient education and [for] patients who need some help tailor-
ing their home program,” and another mentioned, “In between 
in-person sessions, [telerehabilitation] visits can be helpful so 
patients don’t have to come in as often.” Telerehabilitation allows 
for more flexible scheduling, is beneficial for providing education 
and counseling, and can improve access for those with higher dis-
ability and in areas geographically distant to specialized MS phys-
ical therapy care; however, some objective measures (eg, Berg 
Balance Scale) need to be completed in person and are critical for 
measuring patient progress toward goals, supporting a hybrid 
model of care. In addition, for patients with cognitive and visual 
impairments, verbal cues provided via telerehabilitation may be 
insufficient, and tactile support in-person may be beneficial. 

DISCUSSION
This study, leveraging data on the adoption and completion 
of MS physical therapy treatment via telerehabilitation in the 
initial response to the COVID-19 pandemic at a large, urban 
medical center, contributes insights into telerehabilitation bar-
riers and facilitators for people with MS. These include both 
patient-related factors (eg, disability level, employment) and 
therapist perspectives on designing safer, more effective, and 
more accessbile hybrid models for physical therapy care.

Interestingly, only 17% of insured people with MS completed 
all recommended sessions and met their treatment goals. 
Although we explored a variety of patient-, disease-, and transit-
related factors, only increasing EDSS status was associated with 
meeting physical therapy goals. For patients with no disability 
(EDSS score, 0), scheduling and attending any type of physical 
therapy appointment may have represented less of a prior-
ity in the face of other personal and professional obligations, 
if the value of prophylactic rehabilitation care was not well 
established or appreciated. Other additional and nonexclusive 
barriers to treatment completion likely include systemic barri-
ers, such as limited insurance coverage and low insurance reim-
bursement for physical therapists. 

The practicing physical therapists’ preferences were for a 
hybrid MS rehabilitation model, with the optimal balance of 
in-person and telerehabilitation-enabled care determined based 
on a variety of patient-specific factors. The physical therapists 
suggested that an initial in-person visit may be warranted in 
persons with cognitive impairments to help provide nonverbal 

feedback and tactile cues, but other strategies to support home-
based delivery may be used. A stepwise set of measures before 
beginning exercises was suggested to optimize safety during 
telerehabilitation for patients at greater risk for falls or with 
cognitive impairment: (1) obtaining an emergency telephone 
number for someone who can rapidly assist the patient if 
needed, (2) restricting the patient’s space with physical supports, 
(3) teaching the patient and/or caregiver fall prevention strate-
gies (eg, using external supports such walls and chairs), and (4) 
asking the patient and/or caregiver to perform a home safety 
evaluation (eg, checking for loose rugs, uneven ground). Finally, 
physical therapists should learn redirection strategies that help 
people with cognitive impairments to return their attention to 
the rehabilitation activities.

Other areas that need to be addressed include patient 
technological literacy (eg, asking patients to attend an educa-
tional webinar on the use of the communication platform) and 
instructional clarity (ie, to support patient comprehension at 
all cognitive levels, perhaps with the assistance of a caregiver). 
Some of the barriers identified may also be relevant to reducing 
the risk and improving the effectiveness of the interventions. 

Limitations
The major limitation of this study was the retrospective data col-
lection. In the future, quantitative and qualitative studies should 
investigate patient-, clinician-, and organization-level implemen-
tation barriers, especially for selected (eg, advanced disability) 
and underrepresented (eg, minority, rural) patient populations. 
Patient reports were collected from the subjective portion of phys-
ical therapy clinical notes, which may not have been exhaustive. 
Nonetheless, we believe that these pragmatic findings can inform 
the approach to MS telerehabilitation in other centers.

Although inclusion of qualitative data augments this analysis 
by providing exploratory insights regarding barriers and facili-
tators to telerehabilitation, the study design was not rooted in 
a specific qualitative method; the study would likely have been 
strengthened by discussion of data saturation, returning tran-
scripts to physical therapists for comment, and obtaining feed-
back from physical therapists on the findings. 

These results support the expanded use of telerehabilita-
tion for MS care. A recent study from our institution sug-
gests that implementation of telerehabilitation to orthopedic 
populations during shelter-in-place guidelines was feasible, 
and both patients and physical therapists were highly satis-
fied.7 Telerehabilitation is a burgeoning and valuable alterna-
tive method of delivering physical therapy services to people 
with MS28; it offers personalized interventions conducted by  
neurologic physical therapists, adapting the treatments based 
on the patient’s needs, expediting access to specialized physical 
therapy care, and saving time and opportunity costs.15,29,30 It is, 
however, important to acknowledge previous work that identi-
fies the shortcomings of the rapid adoption of technology in 
other health populations (eg, veterans,31 postoperative care,32 
urology33). This work seeks to expand on an existing frame-
work34 to identify limitations, specifically as it relates to the deliv-
ery of physical therapy care, to inform future directions of more 
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inclusive telerehabilitation models. Telerehabilitation extends 
delivery of care to more people with MS at all stages of the dis-
ease.6,28 This includes both younger patients with lower disability 
who are in the workforce, as well as more disabled or more remote 
patients for whom access is a major issue. The present study 
extends these observations by highlighting the qualitative factors 
that could be used as predictive factors in future efficacy trials and 
to optimize the delivery of MS telerehabilitation care.

CONCLUSIONS
Telerehabilitation can reduce barriers to care access for people 
with demyelinating disease. Although no demographic or 
transit-related factors were found to be predictors of completing 
physical therapy treatment, patients with minimal disability 
were less likely to complete treatment through a combination of 
telerehabilitation and in-person visits. 

Physical therapists treating people with MS identified reduced 
travel burden and scheduling flexibility as benefits of telereha-
bilitation, and low technological literacy, cognitive impairment, 
and high fall risk as barriers. A hybrid model for physical therapy 
could include telerehabilitation, which is conducive to providing 
patient education, whereas in-person visits would enable collec-
tion of objective data (eg, reactive balance) and may be preferred 
for patients with cognitive and visual impairments. o
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