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Background and Purpose. Telehealth is defined as the delivery of health-related
services and information via telecommunication technologies. The purposes of this case report
are: (1) to describe the development, implementation, and evaluation of a telehealth approach
for meeting physical therapist supervision requirements in a skilled nursing facility (SNF) in
Washington and (2) to explore clinical and human factors of physical therapist practice in an
SNF delivered via telehealth.

Case Description. In 2009, Infinity Rehab conducted a pilot program to determine
whether telehealth could be used to meet physical therapist supervision requirements in an
SNF. In 2011, language allowing telehealth physical therapy was approved by the Washington
Board of Physical Therapy (Board). In 2014–2015, telehealth outcomes were evaluated in a
51-person sample at an Infinity Rehab SNF. Cost savings of telehealth implementation from
2011 to 2015 were estimated.

Outcomes. The Board deemed the telehealth pilot program a success and subsequently
established telehealth practice language for physical therapy. Both human factors and clinical
outcomes were required to implement a successful telehealth practice. Clinical outcomes and
user satisfaction in telehealth and nontelehealth groups were equivalent. Cost savings were
identified.

Discussion. Human factors, such as the need for provider education in appropriate bedside
manner with a telehealth session, were identified. Since 2011, more than 1,000 telehealth
physical therapy sessions were conducted at Infinity Rehab SNFs in Washington State. In the
future, alternative payment models focused on valued-based clinical outcomes may facilitate
wider telehealth adoption in physical therapy. Future research on efficacy and cost-
effectiveness is needed to promote broader adoption of telehealth physical therapy in SNFs.
This experience demonstrates that telehealth implementation in an SNF for the purpose of
physical therapy re-evaluation is a feasible alternative to in-person encounters.
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Telehealth is the use of secure elec-
tronic communications to provide
and deliver a host of health-related

information and health care services,
including but not limited to physical
therapy–related information and services
for patients and clients.1 In clinical prac-
tice, telehealth services are delivered to
patients and clients in a synchronous
real-time manner via audio and video
technology or delivered asynchronously
via store-and-forward digital technology.
For example, a physical therapist from a
distant site may conduct a real-time tele-
health session and then forward a home
exercise program asynchronously to a
patient at the originating site where the
patient is located. Synchronous and asyn-
chronous telehealth services improve
care coordination where health dispari-
ties might exist, such as in provider
shortage areas and rural settings, by over-
coming access barriers to physical ther-
apist services.

In 2014, the House of Delegates of the
American Physical Therapy Association
(APTA) endorsed telehealth as an appro-
priate service delivery model when pro-
vided in a manner consistent with the
following: APTA positions, standards,
guidelines, policies, and procedures;
Standards of Practice for Physical Ther-
apy2; Code of Ethics for the Physical
Therapist3; Standards of Ethical Con-
duct for the Physical Therapist Assis-
tant3; Guide to Physical Therapist Prac-
tice4; and telehealth definitions and
guidelines.5,6 In 2015, the Federation of
State Boards of Physical Therapy
(FSBPT)7 released a telehealth recom-
mendation for model regulations for
physical therapist practice addressing
administrative, clinical, ethical, and tech-
nical guidelines in physical therapist
practice. Informed consent for telehealth
service and proper security measures to
safeguard patient information and data
are examples of FSBPT’s telehealth regu-
latory recommendations. Overall, recent
policy actions better position physical
therapists to implement telehealth ser-
vices in the digital age.

According to US Census data, the older
adult population in 2013 was 14.1% of
the US population.8 This demographic
population is expected to increase to

nearly 1 in 5 US residents aged 65 years
and older by 2030.9 Currently, there are
more than 15,000 nursing homes serving
more than 1.3 million residents.10 Of the
nearly 196,000 licensed physical thera-
pists in the United States, approximately
12,000 (6%) are employed in skilled nurs-
ing facilities (SNFs).11 Due to workforce
shortages of physical therapists in SNFs,
compliance with state practice regula-
tions can be challenging in some states.
For example, meeting practice require-
ments such as mandatory periodic
re-evaluations by a physical therapist can
be a challenge with a limited physical
therapist workforce. The aging popula-
tion is resulting in increased demands for
rehabilitation in SNFs. Furthermore, the
Omnibus Budget Reconciliation Act
(OBRA) of 1987 mandates that nursing
home residents have the right to func-
tion at their highest functional level and
not lose functional ability as a resident in
a nursing home.12 This law is challenging
to meet at times because nursing home
residents typically have multiple chronic
health conditions with various deficits
that require coordinated care. Therefore,
SNFs are in urgent need of innovative
care models that promote the highest
level of function for their residents.

An opportunity exists for physical thera-
pists to implement a value-based prac-
tice13 that focuses on improved access to
care and cost containment. Towey noted
reduced costs for the MaineCare (Medic-
aid) program while improving access
and value to recipients of speech therapy
practice via telehealth.14 In Maine, tele-
health speech therapy provided more
than $2,367 Medicaid savings in 7
patients with vocal cord dysfunction
who required a range of 1 to 4 telehealth
visits compared with usual care. With
emerging value-based practice,13 physi-
cal therapists need to bridge the gap
between benefits and barriers in tele-
health services if telehealth is to become
a viable model for physical therapist
practice. The purposes of this case
report are: (1) to describe the develop-
ment, implementation, and evaluation of
a telehealth approach for meeting phys-
ical therapist supervision requirements
in an SNF in Washington and (2) to
explore clinical and human factors of

physical therapist practice in an SNF
using a telehealth approach.

Need for Telehealth in
Washington SNFs
Infinity Rehab of Wilsonville, Oregon,
provides clinical care services to older
adults in more than 175 sites in 10 states,
including Washington. In Washington,
the physical therapy practice act de-
scribes the professional and legal respon-
sibility of a physical therapist supervising
assistive personnel (Tab. 1).15 In the orig-
inating site of the pilot telehealth pro-
gram, the residents of the SNF in Wash-
ington had an average of more than 15
comorbidities, with an average length of
stay of 39.3 days. The residents of this
SNF had medically complex conditions
and required the physical therapist and
physical therapist assistant to have exten-
sive experience in treating patients with
multiple comorbidities and chronic con-
ditions, as well as complicated discharge
dispositions.

Due to workforce shortage of physical
therapists in the area, disruptions in the
continuity of physical therapist services
to the residents of this SNF frequently
occurred. As a result, Infinity Rehab had
to take extraordinary measures to meet
the state-required periodic re-evaluations.
These measures resulted in less-than-
acceptable clinical outcomes and added
costs to the health care system. For
example, Infinity Rehab paid the itiner-
ant physical therapist more than 30% of
the salary of a regular employee, which
also was less efficient due to travel and
time required to become familiar with
the facility, staff, and residents of the
SNF. The existing physical therapy regu-
lations required that, at minimum, a
physical therapist conducting a
re-evaluation lay eyes on the resident.
Therefore, Infinity Rehab identified an
opportunity to pilot a telehealth program
as evidence for managing older adults
with chronic diseases via telehealth was
emerging.16

Telehealth Pilot Program
The time line of activities summarized in
this case report is shown in the Figure. In
summary, Infinity Rehab first proposed a
telehealth pilot program to the licensing
board of physical therapy in Washington
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(Washington Board of Physical Therapy
[Board]) in November 2008. A follow-up
meeting was requested by the Board
with Infinity Rehab. In March 2009, after
the meeting, the Board approved a pilot
program at an SNF.

In order to determine the success of this
telehealth pilot program, the Board
required that a telehealth session of
supervising a physical therapy session to

meet the clinical standards (Tab. 1) be
video recorded and archived for review
by the Board and documented in the res-
ident’s electronic medical record (EMR)
as a telehealth physical therapy session.
The Board also requested that if the phys-
ical therapist or physical therapist assis-
tant determined the resident would be
better served by an in-person visit, the
telehealth session should not be con-
ducted. From March 2009 through June

2009, several telehealth sessions were
conducted in a single Infinity Rehab SNF
in Washington.

In June 2009, Infinity Rehab presented to
the Board a recorded telehealth session
among the physical therapist, physical
therapist assistant, and resident. At this
meeting, key issues such as public safety,
literature support, and proper physical
therapy clinical encounter via telehealth

Table 1.
Washington Physical Therapy Practice Acta

RCW 18.74.180 WAC 246-915-187

(1) A physical therapist is professionally and legally responsible for patient
care given by assistive personnel under his or her supervision. If a
physical therapist fails to adequately supervise patient care given by
assistive personnel, the board may take disciplinary action against the
physical therapist.

(2) Supervision requires that the patient re-evaluation is performed:
(a) Every fifth visit, or if treatment is performed more than 5 times per

week, re-evaluation must be performed at least once a week.
(b) When there is any change in the patient’s condition not consistent

with planned progress or treatment goals.

(1) Licensed physical therapists and physical therapist assistants may
provide physical therapy via telehealth following all
requirements for standard of care, including those defined in
chapters 18.74 RCW and 246-915 WAC.

(2) The physical therapist or physical therapist assistant must
identify in the clinical record that the physical therapy occurred
via telehealth.

(3) The definitions in this subsection apply throughout this section
unless the context clearly requires otherwise:

(a) “Telehealth” means providing physical therapy via electronic
communication where the physical therapist or physical
therapist assistant and the patient are not at the same physical
location.

(b) “Electronic communication” means the use of interactive,
secure multimedia equipment that includes, at a minimum,
audio and video equipment permitting two-way, real-time
interactive communication between the physical therapist or
physical therapist assistant and the patient.

a RCW 18.74.180 is the supervision requirements. WAC 246-915-187 is the telehealth language in Washington.

Figure.
Time line of telehealth implementation. Board�Washington Physical Therapy Board, WAC�Washington Administrative Code.
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were discussed. In October 2009, draft
telehealth language was proposed by the
Board. After several reiterations of draft
language, a public hearing was con-
ducted in October 2010. The final tele-
health physical therapy language was
approved in February 2011 (Tab. 1; WAC
246-915-187).17 Upon amendment of the
practice act, telehealth sessions were
expanded to 2 additional SNFs, with the
same physical therapist serving as
supervisor.

Telehealth Program
Evaluation
Data on clinical outcomes and patient
satisfaction were collected from consec-
utive residents admitted to the SNF for
physical therapy rehabilitation between
September 2014 and March 2015.
Patients were alternately assigned to
either a telehealth group or an in-person
group. A secondary analysis of data from
these patients was conducted, excluding
those with incomplete data in the medi-
cal record. The analytic sample included
25 people in the telehealth group and 26
people in the nontelehealth group. Clin-
ical outcome measures included the
Short Physical Performance Battery
(SPPB) and Six-Minute Walk Test
(6MWT). The satisfaction survey is
shown in the Appendix. The elements of
the SPPB18 were designed to assess gait,
balance, lower extremity strength, and
endurance, and the 6MWT19 is a measure
of submaximal aerobic capacity. A vali-
dated patient satisfaction survey20 was
designed to assess level of satisfaction
with telehealth experience and technol-
ogy in health care services. In addition,
feedback from physical therapists and
physical therapist assistants was col-
lected informally and evaluated.

Since 2011, more than 1,000 telehealth
physical therapist re-evaluations have
been conducted successfully. Cost sav-
ings from telehealth treatments were
estimated for these 1,000 visits.

Telehealth System
In 2009, after several consultations with
telehealth vendors, Infinity Rehab chose
a real-time, synchronous telehealth plat-
form system (GlobalMed LLC, Scottsdale,
Arizona)21 to conduct the pilot program.
This telehealth platform required multi-

ple hardware configurations at both tele-
health sites. Next, a digital camera capa-
ble of 340 degrees of wide-range pan and
120 degrees of tilt with a high-zoom ratio
autofocus lens for excellent light sensi-
tivity was selected. In addition, the cus-
tomized preset function with fully
remote control capability allowed for
movement and gait analysis. At the start
of the telehealth pilot program, a station-
ary setup location where a resident was
able to travel to the telehealth equip-
ment was used at the originating site.
However, the drawback to this arrange-
ment was the inability to bring the tele-
health system to a resident’s room, as the
setup was stationary. As the program
progressed, a laptop and a tablet com-
puter were utilized for a telehealth ses-
sion to allow for portability for all users
to interact accordingly. Due to the bidi-
rectional flow of video streaming, high-
quality bandwidths with upload speed of
10 MB/s and download speed of 50 MB/s
were required for proper Internet con-
nectivity. At the distant site, fiber optics
were used in order for a physical thera-
pist to supervise the telehealth session.
In addition, at the originating site where
the residents were located, cable and dig-
ital subscriber lines were utilized as a
backup in case of an Internet connectiv-
ity failure. Eventually, a business-grade
wireless remote access point for multiple
connections allowing for laptop and tab-
let use were deployed at the originating
site. After the pilot program in 2011, a
clinical setting with designated space
and scheduled time for telehealth ses-
sions was invaluable for a successful tele-
health service, as periodic maintenance
and updates to technology were needed.

The initial administrative telehealth cost
was $1,500 for hardware and a monthly
subscription fee of approximately $150.
This fee included use of a secured plat-
form for audio and video conferencing.
The rationale for using a synchronous
platform was based on a Medicare tele-
health standard requiring a real-time
audio and video session through a
secured and private transmission.5

Considerations for
Telehealth Implementation
The application of the telehealth service
involved human factors (clinical, ethical,

and technical aspects addressed by
users). For example, Infinity Rehab pro-
vided additional education and training
to the practitioners (physical therapist
and physical therapist assistant) to pro-
mote acceptance of the telehealth pilot
program. Residents of the SNF had to be
oriented to the telehealth model as well.
Regarding human factors, telehealth edu-
cation was provided for a different type
of “bedside manner” between practitio-
ners and a resident. For example, it was
easy for the practitioners (physical ther-
apist and physical therapist assistant) to
engage in a dialogue during the tele-
health encounter but to exclude the res-
ident. Therefore, a time-out session to
inform a resident about what was being
discussed between the practitioners
through the telehealth platform allevi-
ated potential miscommunication. Mind-
ful consideration of eye contact between
a resident and practitioners was critical.
Moreover, it was important that the
health care team discuss the telehealth
service delivery model in general. By pre-
senting a telehealth educational session
about the evidence supporting the effi-
cacy of telehealth services,22 it garnered
support from practitioners in order to
conduct a pilot telehealth program.

All residents admitted to the SNF signed
a consenting document to all care during
their SNF stay, including physical ther-
apy. In addition, the physical therapist
received consent from the resident to
proceed with the established physical
therapy plan of care. A physical therapist
documented this verbal consent in the
EMR. Next, residents were given a
description of how the telehealth
encounter would occur, how it com-
pared with in-person care, privacy and
data security concerns, and how those
concerns would be addressed. The resi-
dents could choose to forgo the tele-
health visit and be provided with an
in-person visit. Finally, the physical ther-
apist could deem the telehealth service
inappropriate at any time before or dur-
ing the telehealth session if the resident’s
medical condition called for an in-person
visit.

Older adults with physical and sensory
impairments required unique consider-
ations for telehealth sessions.23 For
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example, audio communication was
improved with the use of headphones
for users with hearing difficulty. In addi-
tion, several residents with low vision
had difficulty seeing a physical therapist
on the computer monitor from a dis-
tance. In these cases, a larger computer
monitor with improved lighting was uti-
lized. As mentioned, preserving a resi-
dent’s privacy and data security in tele-
health delivery was an ethical
responsibility. Strict adherence to tele-
health privacy and security guidelines5,6

was followed by all practitioners. For
example, because the originating site
was where the residents were located
with a physical therapist assistant as the
presenter, the physical therapist at the
distant location had to identify a resident
using additional demographic informa-
tion, such as the resident’s date of birth
and medical history. In addition, the dis-
tant physical therapist identified himself
to both resident and physical therapist
assistant with an Infinity Rehab identifi-
cation badge. Also, potential site distrac-
tions, including background noise and
lighting at each location, needed to be
controlled for a successful telehealth ses-
sion. Therefore, having to address 2 sep-
arate physical locations added ethical
and technical complexity to the delivery
of the telehealth program.

In the pilot program and wider tele-
health implementation, key clinical fac-
tors were addressed by Infinity Rehab.
All initial evaluations were completed by
an in-person physical therapist to set the
plan of care for physical therapist ser-
vices. Subsequent re-evaluations with
re-examination were completed via tele-

health by the distant physical therapist.
The distant physical therapist reviewed
patient data in the EMR prior to the
telehealth session. It was at this point
that the physical therapist at the distant
site made an initial assessment as to
the appropriateness of a telehealth
re-evaluation. For example, a resident
with a severe cognitive impairment
was excluded because he or she was
unable to consent to the telehealth ses-
sion. Furthermore, specific clinical
re-examinations were potentially diffi-
cult during a telehealth session alone
(Tab. 2). These clinical barriers were
overcome with a competent physical
therapist assistant with more than 10
years of clinical experience assisting a
resident as a telepresenter during the
telehealth session. Overall, all telehealth
re-evaluations were completed in a col-
laborative manner.

Telehealth Outcomes
Clinical Outcomes
The residents supervised via telehealth
scored at least as well as residents seen in
person for both the SPPB and 6MWT.
The analysis of variance of mean change
scores by group were not significantly
different for the SPPB (P�.249) or the
6MWT (P�.874) at the initial evaluation
and time of discharge.

User Satisfaction
Positive feedback with telehealth imple-
mentation was reported. In the sample of
25 residents supervised via telehealth,
81.2% rated overall satisfaction with tele-
health at least 5 on a 7-point Likert scale
(1�“very unsatisfied,” 7�“very satis-

fied”). Equally important, the practitio-
ners (physical therapist and physical
therapist assistant) were very satisfied
with the telehealth delivery model of
care. Feedback from practitioners indi-
cated the communication between prac-
titioners had improved. Real-time audio
and video conferencing provided an
opportunity for the physical therapist
assistant to seek feedback from the phys-
ical therapist on case management of res-
idents. For example, the physical thera-
pist and physical therapist assistant
discussed occasional desire to have an
in-person visit when physical contact
was deemed advantageous for the resi-
dent. Interestingly, the telehealth ses-
sions provided a perception of a higher
level of care from these practitioners.
This assumption may have affected job
satisfaction, as no turnover had occurred
in the SNFs. Most importantly, the super-
vising physical therapist observed
improved documentation after the tele-
health sessions from practitioners.

Cost Savings
Between 2011 and 2015, we estimate
that the direct cost savings from use of
itinerant physical therapists and travel-
related expenses was approximately
$5,000. Through telehealth, Infinity
Rehab was able to replace the itinerant
physical therapist hours, which made up
about 20% of the 1,000 re-evaluation vis-
its since 2011. Each visit was about 1
hour in duration. Therefore, Infinity
Rehab replaced 200 itinerant physical
therapist visits. An itinerant physical
therapist costs $20 per hour more than
an employed physical therapist at Infinity

Table 2.
Telehealth Re-examination/Re-evaluation Strategiesa

Re-examination/Re-evaluation Telehealth Strategies

Gait assessment
There are certain nuances to a patient’s gait pattern that are difficult to

pick up through a camera. A practitioner may often need to have
direct manual contact with a resident to detect these nuances. Also,
measuring and fitting an AFO are impossible.

Telepresenter (PTA) assisting a resident provided feedback on manual
contact and fitting of AFO.

Palpation
A practitioner will often palpate musculotendinous structures for tonal

quality or joint ROM for end-feel quality.

Telepresenter (PTA) reported joint ROM and quality of movement.

Wounds
Odor and depth can often be important elements in examining a wound.

Telepresenter (PTA) measured depth and determined any odor.

a Telehealth strategies to assist with re-examination and re-evaluation. AFO�ankle-foot orthosis, PTA�physical therapist assistant, ROM�range of motion.
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Rehab. Therefore, the total $5,000 sav-
ings was calculated from the 200 hours
at $20 per visit, or $4,000 combined with
$1,000 reduction of travel time and mile-
age savings, by utilizing telehealth ses-
sions. This total savings amounts to $25
to $30 savings per visit by using tele-
health to avoid an itinerant physical
therapist.

Discussion
This case report described the process of
telehealth implementation in SNFs
served by Infinity Rehab. Our experience
began with a small pilot program, which
led to a change in Washington State laws
allowing telehealth supervision of physi-
cal therapist assistants. We identified sev-
eral benefits of telehealth implementa-
tion. Financially, the cost savings to
Infinity Rehab were achieved through
reduced labor costs by avoiding use of
itinerant physical therapists and avoiding
travel-related expenses. Clinically, func-
tional outcomes in SPPB and 6MWT
achieved via telehealth were comparable
to those achieved with in-person care. In
addition, user satisfaction with telehealth
implementation was positive.

Telehealth implementation programs
have been described in other health care
professions, including physiatry, psycho-
therapy, ergonomics, and wound man-
agement.24–28 Several telehealth
resources and guidelines are now avail-
able in health care.6,7,23 Within the
FSBPT recommendations,7 the adminis-
trative, clinical, ethical, and technical
guidelines provide regulatory recom-
mendations for telehealth practice. The
telehealth program described in this case
report illustrates several of FSBPT’s reg-
ulatory recommendations, including
informed consent, privacy, and data
security. Furthermore, one of APTA’s
2015–2016 public policy priorities
includes ensuring patient access to phys-
ical therapist services by achieving cov-
erage of and payment for physical thera-
pist services under Medicare.29 In our
telehealth program, access to timely peri-
odic re-evaluations was achieved via
telehealth implementation at SNFs in
Washington. Recently, a study by the
Medicare Payment Advisory Commission
(MedPAC) and the Urban Institute con-
cluded that the Centers for Medicare &

Medicaid Services should adopt an alter-
native reimbursement design in SNFs
because past changes have not improved
payment accuracy.30 Thus, fundamental
reforms are necessary with a concerted
effort for physical therapist practice in
SNFs.

Our experience is consistent with recent
evidence of patient satisfaction with tele-
health services in physical therapy.31,32

For example, a random sample of 65 par-
ticipants in a telehealth outpatient phys-
ical therapy rehabilitation following a
total knee replacement demonstrated
noninferior Western Ontario and Mc-
Master Universities Osteoarthritis Index
outcomes and high patient satisfaction in
a 6-week trial.31 Finally, Schwamm dis-
cussed 7 critical strategies for successful
implementation of telehealth to trans-
form health care: (1) understanding user
expectations, (2) untethering telehealth
from traditional revenue expectations,
(3) deconstructing the traditional health
care encounter, (4) being open to discov-
ery, (5) being mindful of the importance
of space, (6) redesigning care to improve
value, and (7) being bold and visionary.33

Overall, this case report’s findings high-
light several of these key strategies in
order to advance innovative practice in
physical therapy.

The experience with telehealth imple-
mentation in the SNFs described in this
case report may not be generalizable to
other SNFS or to sites not involved in this
project during this time period. Provider
and resident bias could have influenced
human factors and clinical outcomes
with telehealth implementation. Further-
more, it is possible that the beneficial
effects of telehealth may fade with fur-
ther practice. Telehealth implementation
was limited to a selected resident popu-
lation compared with broader applica-
tions in the literature.24,31,32 Therefore,
future research is needed to examine
telehealth opportunities in contempo-
rary physical therapist practice in various
settings with diverse patient popula-
tions. One strategy is to conduct multi-
site telehealth implementation programs
to address the triple aim of health care
reform. Medicaid and private insurance
programs could serve as a starting point,
as demonstrated by the MaineCare dem-

onstration program by speech thera-
pists.14 In addition, health care organiza-
tions with existing telehealth programs
can deploy interprofessional programs,
including physical therapy and care coor-
dination, in order to improve older
adult’s quality of life via telehealth. For
example, the Veterans Administration
and federal health care plans already use
telehealth programs for chronic disease
management where physical therapists
can add value-based outcomes with
remote patient monitoring.13 Hence,
asynchronous store-and-forward digital
telehealth models of care warrant further
research. Lastly, telehealth, as a delivery
model to reduce hospital readmissions
with right technology at the right time
for the right patient, deserves attention.

This case report demonstrated that tele-
health implementation in an SNF for
the purpose of physical therapist
re-evaluation was a feasible alternative to
in-person encounters. We found equiva-
lent clinical outcomes and satisfaction in
patients receiving telehealth compared
with nontelehealth physical therapist
re-evaluations. Additionally, telehealth
implementation in SNFs resulted in real
cost savings from reduced travel by the
physical therapist to the SNF to complete
the re-evaluation.
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Appendix.
Patient Satisfaction Survey

1. Overall, how satisfied were you with all telehealth sessions?
(1�“very unsatisfied,” 7�“very satisfied”)

2. How easy was it to talk with the telehealth physical therapist?
(1�“very difficult,” 7�“very easy”)

3. How much did the telehealth physical therapist seem to care about you as a person?
(1�“very little,” 7�“very much”)

4. Did you feel relaxed or tense during the telehealth sessions?
(1�“very tense,” 7�“very relaxed”)

5. Do you think telehealth improved your physical therapy care?
(1�“not at all,” 7�“very much”)

6. Do you think your telehealth sessions were as good as regular in-person visits?
(1�“not as good,” 7�“much better”)

7. How well did the telehealth equipment work overall?
(1�“very badly,” 7�“very well”)

8. Would you want to use telehealth again?
(1�“not at all,” 7�“very much”)
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