
F EATURE ART I C L E

Therapist perceptions of barriers to telehealth uptake in
children’s occupational therapy

Caroline Mills1,2 | Kirralee Hazeltine3 | Annette Zucco3 |

Tracy Phan3 | Elise Baker1,3,4,5

1School of Health Sciences, Western
Sydney University, Penrith, New South
Wales, Australia
2Translational Health Research Institute
(THRI), Western Sydney University,
Penrith, New South Wales, Australia
3South Western Sydney Local Health
District (SWSLHD), Liverpool, New South
Wales, Australia
4Ingham Institute for Applied Medical
Research, Liverpool, New South Wales,
Australia
5Transforming Early Education and Child
Health (TeEACH), Western Sydney
University, Penrith, New South Wales,
Australia

Correspondence
Caroline J. Mills, School of Health
Sciences, Western Sydney University,
Locked Bag, 1797, Penrith 2571, NSW,
Australia.
Email: caroline.mills@westernsydney.
edu.au

Abstract

Introduction: The COVID-19 pandemic resulted in a rapid shift to telehealth

implementation across paediatric occupational therapy services. Although tele-

health can be an appealing option, access is conditional, and the delivery of a

telehealth service differs from face-to-face. If telehealth is to be a viable and

equitable option for families, insight is needed into why the service might be

declined. The purpose of our study was to explore barriers to paediatric occu-

pational therapy telehealth services from client and therapist perspectives in a

Greater Sydney local health district.

Method: A mixed method approach was used, including (i) retrospective

review of clinical records for 250 clients seeking occupational therapy who

declined the service and (ii) a focus group with four therapists providing the

service. Client demographic information was summarised using descriptive

statistics. Open-text responses about reasons for declining telehealth were ana-

lysed using qualitative content analysis, whereas thematic analysis was used to

explore focus group data.

Findings: Key findings from the mixed methods analysis identified barriers

and issues to consider when working to ensure equitable access to telehealth

for children and families. These issues included child engagement, family com-

plexity, the nature of assessments, interventions, and overarching service char-

acteristics as well as the family’s digital inclusion. Digital inclusion comprises

affordable access to the internet, data, and devices and the capacity of a child

and/or family to engage online.

Conclusion: Our findings suggest that telehealth is not a panacea when face-

to-face services are not available. Multiple barriers confounded uptake of tele-

health prompting a call to action to ensure equitable access to occupational

therapy services for all children.
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1 | INTRODUCTION

Young children needing occupational therapy services
are often developmentally vulnerable, with significant
difficulties in at least one area of development such as
self-help, motor, cognition, behaviour, or social skills
(Woolfenden et al., 2013). Despite their vulnerability,
children with the greatest needs are more likely to miss
out on support services (Woolfenden et al., 2020).
Without timely and adequate help addressing key
occupations and activities, these children risk poor socio-
emotional, academic, and vocational outcomes (Clark &
Kingsley, 2020). If we are to optimise children’s outcomes
and ensure equity of access, we need to understand who
receives and who misses out on services and why.

The COVID-19 pandemic saw a rapid shift towards tel-
ehealth services across the health-care sector (Howie
et al., 2022). This unprecedented shift in mode of service
heightened the need to understand which children are
missing out on services and why. Reports across the globe
on medical or allied health telehealth services for children
both prior to and during the pandemic amplified this need,
given the proclivity towards the experience and/or out-
comes for families able to access services. For example, in a
scoping review of occupational therapy telehealth services
for children prior to the pandemic, telehealth was reported
to be feasible and effective (Önal et al., 2021). Önal and col-
leagues did acknowledge that research was needed to bet-
ter understand and address the challenges of telehealth
access by children and families who are disadvantaged. A
similar caveat could be said about a study of telehealth
rehabilitation services for children with disability in Italy
during the pandemic. Specifically, although Provenzi et al.
(2020) reported that ‘remote rehabilitation interventions
may be beneficial for both child and parental well-being,
with limited practical challenges’ (p. 1), the children and
families participating in the study were included because
they had access to and the ability to use technology. If we
are to better ensure equity of access for all children, we
need to better understand who is not accessing services
and why—we need to examine the barriers to telehealth.

1.1 | Barriers to telehealth

Despite growing evidence on the effectiveness and
positive aspects of occupational therapy telehealth

services for children (Campbell et al., 2019; Önal
et al., 2021; Speyer et al., 2018), barriers to access and
engagement exist. A commonly cited barrier is technology
(Campbell et al., 2019; Howie et al., 2022; Speyer
et al., 2018; Sutherland et al., 2021). Although limited
access to a computer or the internet is an obvious exam-
ple of a barrier to telehealth, simply providing such tech-
nologies does not address uptake. Access to and
engagement with telehealth can be more richly under-
stood using the construct of digital inclusion. Digital
inclusion refers to the affordability and accessibility of the
internet and associated smart devices as well as one’s digi-
tal ability to safely locate, navigate, and use online pro-
grams (Campbell et al., 2020; Thomas et al., 2021)
regardless of age, ethnicity, or socio-economic status
(Rodriguez et al., 2022). It has been argued that because
digital inclusion is related to housing, employment, and
access to welfare and health care, it should be considered
a social determinant of health (Sieck et al., 2021). A fail-
ure to address inequalities associated with digital inclu-
sion (referred to as the ‘digital divide’) may worsen
health outcomes for vulnerable groups (Campbell
et al., 2020; Rodriguez et al., 2022). The role of digital
inclusion on the uptake paediatric occupational therapy
telehealth services remains to be examined.

The demographics of children and families seeking
health services is another factor identified as a potential
barrier, with children’s age and cultural background
impacting use (Campbell et al., 2019; Howie et al., 2022).
For instance, Howie et al. noted that although there was
a 4750% increase in telehealth service provision (phone
and video) in their specialist medical clinic serving over
4900 children in the United States, telehealth

Key Points for Occupational Therapy
• Telehealth may be inequitable for some chil-
dren and families, resulting in a delay in early
intervention.

• Occupational therapy telehealth service provi-
sion should consider child and family
characteristics.

• Assessing a family’s capacity to receive services
via telehealth may assist in overcoming
inequity.
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appointments were more readily accessed by the families
of children over the age of 6 years and Caucasian fami-
lies. What remains to be understood is the demographics,
including the cultural and linguistic background, of chil-
dren and their families not accessing telehealth.

Experience with telehealth may also impact access. In
an Australian study on the use of telehealth for conduct-
ing speech pathology assessments with children
(Sutherland et al., 2021), it was reported that experience
with telehealth, available resources, and technology for
both therapists and families were facilitators of current
and continued telehealth implementation. Sutherland
and colleagues did note that telehealth uptake may have
been driven by people having no other choice. More
nuanced insights about the type of clients who do not
access telehealth and why were not addressed.

A client’s capacity or willingness to engage in tele-
health service provision is yet another barrier to telehealth
(Campbell et al., 2019; Sutherland et al., 2021). In a sys-
tematic review and meta-analysis of the effect of telehealth
versus face-to-face interventions delivered by allied health
or nursing professionals, the majority (n = 33/43; 76%) of
studies focused on adults (Speyer et al., 2018), suggesting
that adults rather than children may be easier to engage in
telehealth. Concerns have also been identified that tele-
health may alter the therapeutic interaction between client
and therapist (Sansom-Daly & Bradford, 2020). For
instance, Campbell et al. (2019) noted that parents and
therapists viewed the therapeutic interaction via telehealth
to be inferior to face-to-face services.

In summary, children at higher risk of adverse devel-
opmental outcomes, based on medical or social complex-
ity, may be prioritised for health service provision in
order to mitigate long-term poorer health outcomes
(Felitti & Anda, 2010). However, barriers to service provi-
sion occurring as a result of the necessity for telehealth
during the COVID-19 pandemic may have disproportion-
ately impacted high-risk children and families as they
may have had greater difficulty accessing services
through telehealth (Christoffel et al., 2021; Dickinson &
Yates, 2020). Davies et al. (2021) argued that the lack of
equitable access and uptake of telehealth services may be
a modern manifestation of Tudor Hart’s (1971) inverse
care law, which proposed that communities with the
greatest need for health care are also those who experi-
ence greatest difficulties with access. Further research is
needed to explore the barriers to telehealth to ensure
equitable access to allied health care can be realised, par-
ticularly given the disproportionate negative impact that
COVID-19 has had on the lives of vulnerable children
(Dickinson & Yates, 2020). Therefore, the aim of this
study was to explore occupational therapists’ perceptions
and parent-reported barriers to telehealth service

provision for children needing access to occupational
therapy within an Australian public health service.

2 | METHODS

This study was granted ethics approval from the South
Western Sydney Local Health District Human Research
Ethics Committee (2020/ETH01959).

2.1 | Design

This research adopted a mixed methods approach com-
prising a retrospective cross-sectional within-group
review of clinical records in addition to a focus group. A
mixed method was used rather than independent quanti-
tative and qualitative studies, to yield rich insights into
barriers to telehealth update for paediatric occupational
therapy clients (Castro et al., 2010).

2.2 | Data sources

Two sources of data were used for this study. First, clini-
cal records for all clients who were receiving community
paediatric occupational therapy services in a Greater Syd-
ney Health District between 30 March 2020 and
30 September 2020 were reviewed (convenience sample).
This time period during the COVID-19 pandemic was
when paediatric occupational therapy rapidly shifted
from face-to-face to telehealth services and afforded an
opportunity to examine barriers to telehealth for those
who did not accept the service. The second source of data
was a transcript from a focus group with occupational
therapists providing the service. This focus group
occurred during April 2022.

2.3 | Data collection procedure: Review
of clinical records

The procedure for reviewing the clinical records was
based on Sarkar and Seshadri (2014). Initially, a list of
the types of information relevant to address the study
aim was generated by the fourth and last authors, includ-
ing demographic characteristics, area(s) of clinical con-
cern or need, and parent-reported reason(s) for declining
telehealth. All parents/carers were initially phoned to dis-
cuss the option of receiving telehealth services. If a par-
ent/carer could not be reached by phone, they were sent
an email or text message. The therapist then documented
the parents’ reason in the relevant child’s clinical record.

MILLS ET AL. 489

 14401630, 2023, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/1440-1630.12875 by N

ational H
ealth A

nd M
edical R

esearch C
ouncil, W

iley O
nline L

ibrary on [10/10/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



Next, sources of data were identified, including client
electronic medical records, client paper-based files, and
the paediatric occupational therapy service database.
Staff qualified to extract the data included six registered
occupational therapists employed by the service familiar
with clinical recording systems and the ethical require-
ments for handling clinical records and research data.
Finally, an Excel spreadsheet was designed by the sec-
ond, third, fourth, and last authors, for collating the
agreed categories of information to be extracted. The data
were entered into the spreadsheet by the six therapists,
which included the second and fourth authors, with each
therapist extracting the data for the client(s) they were
responsible for during the study period. Data included a
combination of categorical data and open-text comments
about reasons for declining telehealth. The first and last
authors then reviewed the collated information on the
spreadsheet for any missing data. Of the 250 clinical
records, 47 records had missing data in various catego-
ries. The second and fourth authors reviewed original
clinical records and amended the initially missing data.
Finally, information extracted for 10% of the clients was
re-extracted by the fourth author from the original data
by the sources to check agreement with the previously
coded categorical data, equivalent to 175 data points. One
hundred percent agreement was reported. Any disagree-
ments were resolved by consensus.

The open-ended text responses in clinical records
were analysed by the first and last authors using conven-
tional inductive qualitative content analysis based on
(Vears & Gillam, 2022). We used a conventional form of
analysis (rather than directed or summative), as the cate-
gories were directly derived from the data (Hsieh &
Shannon, 2005). With regard to the process, initially, the
first and last authors independently immersed themselves
in the data before undertaking the first round of coding.
They then met to discuss their initial codes before under-
taking the second round of coding together. This step of
the authors independently identifying codes before dis-
cussing them together is described by Renz et al. (2018)
as ‘investigator triangulation’ and serves to reduce single
investigator bias. In keeping with the iterative and induc-
tive process described by Vears and Gillam (2022), the
names for categories were then further refined together
by the first and last author in a subsequent re-
examination of the data before undertaking synthesis and
interpretation. Given that a suite of codes or categories
emerged through our iterative process, rather than sub-
sets of fine-grained sub-categories within big-picture cate-
gories, our method could be described as based on, rather
identical to Vears and Gillam (2022).

2.4 | Data collection procedure: Focus
group

Purposive sampling was used to recruit participants for
the 60-min focus group to compliment the findings
from the review of the clinical records. Specifically, all
occupational therapists who worked for the paediatric
community health service during the study period were
eligible to participate and were invited via email. Four
therapists gave written consent. The focus group was
conducted via video teleconference, given COVID-19
restrictions, and the need for flexibility. Two of the four
participants who consented had also collected data dur-
ing the period when the data were extracted from the
clinical files. The focus group was facilitated by the first
and last authors. The first author is an occupational
therapist researcher with relevant clinical experience,
who was familiar with the service. The last author is an
experienced allied health professional, academic, and
researcher who was unfamiliar with the team and their
services prior to the current study. Although familiar
with literature on telehealth, both the first and last
authors had limited experience in providing telehealth
services.

The focus group was recorded and transcribed ver-
batim for analysis. Written fieldnotes were taken dur-
ing the focus group by the facilitators to clarify
potentially unclear information on the audio recording.
Any identifying information was removed from the
written transcript. To address the importance of the
credibility and trustworthiness of the data, the de-
identified written transcript and initial interpretation
were shared with the members of the focus group for
member checking (Iivari, 2018). This provided an
opportunity for the participants to review the tran-
script, clarify on any points made, and be satisfied that
any potentially identifying information had been
removed before analysis. No changes or clarifications
were made to the written transcript. The de-identified
transcript was then analysed inductively by the first
and last authors using thematic analysis based on
Braun and Clarke (2022), to explore the occupational
therapists’ experience of offering and providing the tel-
ehealth service. This analysis process involved the first
and last author independently reviewing the transcripts
and identifying potential themes and sub-themes until
all comments were coded and then meeting to discuss
their respective themes and sub-themes. The authors
compared themes and came to a consensus of themes
and subthemes through iterative discussion of the
transcript.
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3 | RESULTS

The results are presented in three parts to align with the
three types of data included in this mixed methods study:
quantitative data from the review of clinical records,
qualitative data from open-ended text responses in clini-
cal records, and qualitative data derived from a focus
group.

3.1 | Part 1: Review of quantitative data
in clinical records

Data on telehealth acceptance or decline were gathered
from the clinical records for 662 children and their fami-
lies who were attending or on a waiting list to receive
occupational therapy services immediately prior to the
study period (prior to March 2020). Of the 662 children
and their families, descriptive quantitative analysis was

completed for the 187 families who declined telehealth
outright and the 63 who declined telehealth after trying it
for one session (250 families in total) (see Figure 1 for
clinical record review flowchart). For the 250 total fami-
lies, 40% were seeing an occupational therapist for con-
cerns with handwriting and motor skills as reported by
their therapist, followed by around a third of the sample
being seen for pre-diagnosis or developmental concerns
with just over 11% focused on school readiness as shown
in Table 1. Over three quarters of the sample were chil-
dren under school age (0–6), and a quarter were desig-
nated as high risk, meaning they had additional medical
and/or social vulnerability.

Over half of the sample were identified as culturally
and linguistically diverse (CALD), with only 46% indicat-
ing that they only spoke English at home and over 20% of
the total sample indicating that they spoke Arabic at
home. Twenty percent of the total sample spoke an Asian
language at home, with Vietnamese being the most

F I GURE 1 Flowchart through

service.
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TAB L E 1 Descriptive quantitative analysis of 250 families who declined a telehealth service.

Demographics: N = 250
n = 187 (initially declined) n = 63 (declined after one session) Total n = 250
n (%) n (%) n (%)

Diagnosis area of concern

Motor skills (incl handwriting) 81 (43.3) 19 (30.2) 100 (40.0)

Pre-diagnostic/developmental 44 (23.5) 28 (44.4) 72 (28.8)

School readiness 20 (10.7) 8 (12.7) 28 (11.2)

Sensory 16 (8.6) 5 (7.9) 21 (8.4)

Play 12 (6.4) 2 (3.2) 14 (5.6)

Self-care activities 8 (4.3) 1 (1.6) 9 (3.6)

Not reported/data missing 6 (3.2) 0 (0.0) 6 (2.4)

Clinician rated priority group

1A-High risk 41 (21.9) 22 (34.9) 63 (25.0)

1B-1–2 years 11 months 43 (23.0) 18 (28.6) 61 (24.4)

1C-3–5 years, 11 months 62 (33.2) 17 (27.0) 79 (31.6)

2-School age 40 (21.4) 6 (9.5) 46 (18.4)

Not reported 2 (1.1) 0 (0.0) 2 (0.8)

Cultural and linguistic diversity (CALD)

Identified as CALD 108 (57.8) 31 (49.2) 139 (55.6)

Not identified as CALD 67 (35.8) 30 (47.6) 97 (38.8)

Refugee status 1 (0.5) 2 (3.2) 3 (1.2)

Not reported 11 (5.9) 0 (0.0) 11 (4.4)

Aboriginal and Torres Strait Islander

Yes 10 (5.3) 12 (19.0) 22 (8.8)

No 168 (89.8) 51 (81.0) 219 (87.6)

Not reported 9 (4.8) 0 (0.0) 9 (3.6)

Languages spoken at home

English only 82 (43.9) 34 (54.0) 116 (46.4)

English and Arabic 27 (14.4) 5 (7.9) 32 (12.8)

Arabic only 20 (10.7) 6 (9.5) 26 (10.4)

English and Vietnamese 6 (3.2) 0 (0.0) 6 (2.4)

Vietnamese only 8 (4.3) 1 (1.6) 9 (3.6)

Other Asian languages 24 (12.8) 11 (17.5) 35 (14.0)

European languages 5 (2.7) 2 (3.2) 7 (2.8)

Other languages 5 (2.7) 4 (6.3) 9 (3.6)

Not reported 10 (5.3) 0 (0.0) 10 (4.0)

Index of relative socio-economic disadvantage quintile of family’s suburb

Quintile 1 (lowest scores) 71 (38.0) 17 (27.0) 88 (35.2)

Quintile 2 52 (27.8) 26 (41.3) 78 (31.2)

Quintile 3 7 (3.7) 6 (9.5) 13 (5.2)

Quintile 4 19 (10.2) 5 (7.9) 24 (9.6)

Quintile 5 (highest scores) 22 (11.8) 4 (6.3) 26 (10.4)

Not reported 16 (8.6) 5 (7.9) 21 (8.4)
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common of these. Just under 10% of the sample identified
as Aboriginal or Torres Strait Islander. More than 60% of
the 250 families lived in suburbs designated in the lowest
two quintiles (Quintiles 1 and 2) on the Index of Relative
Socio-economic Disadvantage according to SEIFA data
(ABS, 2022), indicating that they experienced more socio-
economic disadvantage than families in Quintiles 3–5.
Ten percent of the sample lived in suburbs designated in
the top quintile (Quintile 5) as shown in Table 1.

When families declined telehealth, just over a third of
families were described as passively waiting for a service
with no surveillance, meaning they were not being
followed up by the service in any way and not being
provided therapeutic activities. Less than 10% were desig-
nated as actively waiting for a service with surveillance,
meaning families were provided with therapeutic
activities to do with their child such as fine motor skill
development or play activities while waiting.

3.2 | Part 2: Review of qualitative data in
clinical records: Qualitative content
analysis

Qualitative content analysis was conducted on responses
recorded by six therapists recording barriers in responses
from predetermined categories (Apriori) in the spread-
sheet as shown in Figure 1 and in open text (Apostieri) as
shown in Table 2.

Qualitative content analysis was performed on
231 open-text responses from the 250 families as shown
in Table 2 and six categories emerged. A preference for
face-to-face service provision was cast as the most com-
mon reason for declining telehealth (29.9% of comments)
followed by issues related to the child’s individual diffi-
culties and needs (27.8% of comments). In exploring
these reasons further, therapists reported that some par-
ents ‘would prefer to wait until face-to-face appointments
are available; does not feel child’s difficulties are
“urgent”’ (clinical record 492) (Therapist 5 who was see-
ing a 0–2-year-old for fine motor skills). Therapist 4 wrote

that a parent of a pre-school child they were supporting
with fine motor skills had concerns about screen time
and would ‘prefer face to face, concerned with time
already spent on technology for schoolwork and learning
at home’ (clinical record 85).

Analysis of open text revealed 64 references to fami-
lies declining telehealth based on their child’s capacity to
engage and attend with therapy through telehealth. Ther-
apist 3 who was supporting a 0–2-year-old child with
developmental issues reported ‘Mo feels child would not
engage due to poor attention and fixed interests’ (clinical
record 195). Similarly, Therapist 1 reported that the fam-
ily ‘didn’t think the child would engage’ (0–2-year-old
working on sensory processing; clinical record 281). For
some children, comments referred to a previous unsuc-
cessful experience with telehealth, for example, Therapist
6 reported that the child ‘has tried and [child] didn’t
respond well to video session (0-2 year old, fine motor
skills; clinical record 611). One family was reported to
have “trialled online learning classes with [child], which
have not worked well due to his inattention”’ (3–5-year-
old child working on fine motor skills, Therapist 5; clini-
cal record 527).

Technology challenges were also cited by therapists
as a barrier and analysis of open text revealed that these
challenges were often coupled with other reasons. For
example, Therapist 5 reported that the family ‘would pre-
fer to wait until able to offer face-to-face appointments
again and technology has been difficult during stuttering
telehealth sessions’ (3–5-year-old, school readiness; clini-
cal record 520). Therapist 4 reported that the family of a
3–5-year-old working on sensory processing had ‘no
home internet, don’t feel [child] will engage’ (clinical
record 75).

Family and individual complexity was also cited as a
reason as noted in Table 2 with Therapist 6 reporting that
the child was ‘transitioning back to school and changing
medications’ (school-aged child working on handwriting;
clinical record 620). Another family reportedly declined
telehealth as they were ‘currently busy taking care of
younger son, who has a congenital heart condition’ (3–

TAB L E 1 (Continued)

Demographics: N = 250
n = 187 (initially declined) n = 63 (declined after one session) Total n = 250
n (%) n (%) n (%)

Care options if no telehealth

Active waiting with surveillance 13 (7.0) 3 (4.8) 16 (6.4)

Active waiting only 31 (16.6) 3 (4.8) 34 (13.6)

Passive waiting with surveillance 16 (8.6) 2 (3.2) 18 (7.2)

Passive waiting no surveillance 82 (43.9) 5 (7.9) 87 (34.8)

Not reported 45 (24.1) 50 (79.4) 95 (38.0)
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5-year-old working on readiness for school, Therapist 5;
clinical record 535). Therapist 1 reported that the 0–
2 year-old child they were supporting with fine motor
skills was not the only child accessing a therapy service
via telehealth and this was as a barrier: ‘Bro[ther] is

doing telehealth and she [mother] felt it would be too
much’ (clinical record 296).

Just over 21% of comments related to families exiting
the service because they were able to gain access to an
alternative service (such as through a private provider or

TAB L E 2 Qualitative content analysis for 250 families who declined telehealtha.

Category Examples of comments

Count of comments

187 families
who declined
outright (% of
171 comments)

63 families who
declined following
one session (% of
60 comments)

Total
n = 250
(% of 231
comments)

Issue with the child Didn’t think child would engage
Reported [child] doesn’t engage with telehealth

sessions well
concerned re: [child]’s attention during a

telehealth session
Parents do not feel child will engage.
[child] wouldn’t participate
Trialled telehealth with private psychology

service with nil success
Family felt child would not engage with

telehealth session
Mo[ther] feels child is too shy to engage in

video sessions

47 (27.5) 17 (28.3) 64 (27.7)

Family complexity Prefers clinic appointments due to sibling
Busy during Ramadan
reported [child] wont engage, sister has had

trouble with it
Currently busy taking care of younger son,

who has a congenital heart condition
Requires case management/interpreter.

17 (9.9) 3(4.8) 20 (8.7)

Technology Concerned with time already spent on
technology for schoolwork and learning
at home

Technology has been difficult during stuttering
telehealth sessions

Currently experiencing difficulties with
technology during stuttering sessions

No home internet
Internet not suitable
Carer only has landline

8 (4.7) 14 (23.3) 22 (9.5)

Preference for face
to face

Mo[ther] would prefer face to face
Preference for face-to-face appointments

65 (38.0) 4 (6.7) 69 (29.9)

Other reasons Does not feel child’s difficulties are ‘urgent’
Mo[ther] expressed frustration with service change.
Awaiting group program
Happy to continue with home program

7 (4.1) 0 (0.0) 7 (3.0)

Exited service- not
a barrier

Sought out private face-to-face services instead
Has access to NDIS funds
Approved for NDIS funding; therefore, discharged

from service
Reported nil current concerns and requested

discharge from service

27 (15.8) 22 (36.7) 49 (21.2)

aOf 250 participants, 187 declined outright (171 comments), 63 declined following one session (60 comments). Across 250 participants, 231 comments were
provided from open-ended responses.

494 MILLS ET AL.

 14401630, 2023, 4, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/1440-1630.12875 by N

ational H
ealth A

nd M
edical R

esearch C
ouncil, W

iley O
nline L

ibrary on [10/10/2023]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



with National Disability Insurance Scheme [NDIS]
funds) or they believed their child had no further need
for therapy as shown in Table 2. The NDIS is an
Australian Federal Government scheme that provides
individual funding packages to cover the cost of disabil-
ity, including children with diagnosed disabilities
(NDIS, 2022).

3.3 | Part 3: Thematic analysis of focus
group

Three key themes emerged across the focus group with
four therapists, including client complexity, the lack of
human connection, and the lack of digital inclusion (see
Figure 2 for subthemes within each theme). Therapists
who participated in the focus group are referred to as Par-
ticipants A through D.

With regard to the barrier of client complexity, there
were two subthemes, including the complexity of child
and the complexity of family (including families with
CALD backgrounds and families with vulnerability). Par-
ticipants spoke about the challenge of using telehealth
with children who had more complex clinical presenta-
tions as ‘there are certain types of kids with presentations
that you really do just need to see them face-to-face to be
able to model things’ (Participant A) with specific presen-
tations requiring hands-on help particularly
challenging—‘the young babies that we get with some
upper limb asymmetries or upper limb concerns. I’ve had
a few concerns about contractures. And you can’t really
stretch out a contracture over video, it just doesn’t work’
(Participant A). Participant C described the challenge of
trying to adapt assessment tasks for a 10-year-old client
with developmental delay, ‘they’ve got a particular
retained primitive reflex, you need to do this position and
it was really tricky to do it over telehealth because I’d be
demonstrating but I’m like angling have a camera and

it’s not getting my whole body and I’m trying to watch
your child do it and it’s just not working’ (Participant D).

The complexity of a family and their understanding
about the role of the therapist was also identified as a
barrier for some families from CALD backgrounds. Par-
ticipant C described the challenges associated with par-
ents’ expectations of the therapist role and how this is at
odds with what is needed when providing services to chil-
dren and their families via telehealth—‘when they think
of the health care service or accessing health care, like,
it’s still that perception of, you’re the professional, you
help my child and I step back, because I’m, I need your
help. Whereas when we do telehealth, it’s, you need to
do the work’ (Participant C).

The second barrier identified was the lack of human
connection. Therapists spoke of the importance of thera-
peutic rapport and need for connection in conversation.
As Participant C reflected ‘when it comes to true connec-
tion and human engagement, it kind of needs to be in per-
son. And having like, do that virtually, it’s difficult.’
Participant A also noted that ‘building rapport with fami-
lies through an interpreter on telehealth is a lot more chal-
lenging’ and how some conversations with difficult or
confronting topics can be challenging to have over
telehealth—‘so if you’re talking about, you know, maybe
referring a child to a paediatrician or to NDIS, those con-
versations I think go a lot better in person’ (Participant A).

The third barrier was the lack of ‘digital inclusion’.
Three subthemes were identified within this broader
theme, including affordability—as captured by
Participant C, ‘Like we have families who have prepaid
internet, because I can’t afford the like, like the NBN
[National Broadband Network] themselves. So they just
have like the prepaid Internet, and I feel awful, using up
their data’. This participant’s reflections about feeling
awful for using up their data also conveyed an element of
emotional distress when working with families who had
limited financial resources to access telehealth. A second

F I GURE 2 Focus group

themes about barriers to telehealth

for children’s occupational therapy
clients.
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theme was equity of access for some families—‘they want
to do telehealth, but I’m just like, no, it’s going to use up
your whole data and like money. You know, I guess like
there’s financial barriers to some of these families’
(Participant C). The third subtheme was the consequence
of poor digital inclusion—inequity of access to services.
Participant B spoke of this issue when raising concerns
about running group sessions via telehealth, fearing that
some children will be left behind because of difficulties
accessing technology—‘how are we going to make sure
that they don’t sort of get left behind if they can’t get on a
telehealth group session? Does that mean that they don’t
get anything?’

4 | DISCUSSION

This study adopted a mixed methods approach to explore
the barriers to telehealth for families who accessed a
community paediatric occupational therapy service in
greater Sydney. A number of key findings emerged from
the data analysis and are discussed. The first key finding
was that child-related issues were commonly cited in
clinical files by therapists (following their communica-
tion with families) as a barrier to participation in occupa-
tional therapy via telehealth. These included the child’s
general capacity to engage in telehealth or because of
specific characteristics about the child such as their age,
diagnosis, or the presence of contractures. Telehealth lit-
erature has cited difficulties with child engagement as a
potential barrier to successful telehealth service provision
(Campbell et al., 2019; Howie et al., 2022), with particular
difficulties cited for children under the age of six (Howie
et al., 2022), the age of children in the present study. In
keeping with Hiscock et al. (2022), engagement may have
been particularly difficult for children with additional
vulnerabilities such as a developmental disability. The
findings suggest that decisions about the use of telehealth
need to be mindful of children’s ages and the nature of
their difficulties (Hiscock et al., 2022). Conversely, posi-
tive outcomes have been reported from telehealth service
provision (Speyer et al., 2018), with Önal et al. (2021)
reporting that it may be as effective as face-to-face service
provision. However, the specific issues associated with
telehealth service provision for children under 6 years of
age were not addressed.

Second, based on the therapists’ file entries docu-
menting their communication with the families about
the option to use telehealth, it was evident that family
complexity was also a barrier to telehealth. A large por-
tion of families in the sample identified as culturally and
linguistically diverse as well as being from lower socio-
economic suburbs. Previous studies have indicated

increased barriers to telehealth access for CALD families
(Albon et al., 2021; Jeste et al., 2020) and those from
lower SES backgrounds (Darrat et al., 2021). More than
half of the families who experienced barriers to telehealth
in the present sample were characterised as high risk
because of family and social complexity. These families
are usually prioritised to receive services in a more timely
manner than other children who access the service. Pri-
ority categories are determined based on the findings of
the adverse childhood experiences study and timely
access to service provision is particularly important for
those designated as high risk as they may be at higher
risk for poorer health outcomes in adulthood (Felitti &
Anda, 2010; Oral et al., 2016).

A third finding from the present study is that digital
inclusion and exclusion may have played a role in bar-
riers to telehealth experience, as perceived by therapists.
A small number of families cited internet access issues as
a barrier, but reasons were broader than this. Families
may have not wanted to explicitly identify that access to
and use of digital technology was a barrier by simply opt-
ing to politely decline the service. Alternatively, a large
portion of families indicated that they did not feel there
was ‘value in telehealth’. Whether or not these families
did not have high levels of digital inclusion could not be
determined. What was apparent among the therapist par-
ticipants however were observations that a family’s
access to ‘data’ was a potential barrier to telehealth, a
concern echoed by Davies et al. (2021) who described
‘data poverty’ as a potential driver of digital exclusion.
Australia’s digital inclusion roadmap outlines affordabil-
ity as one of the key elements that includes access to
data, devices, and the internet (Campbell et al., 2020).
Digital exclusion is more commonly experienced by those
from lower SES backgrounds and CALD backgrounds
and those with greater social complexity (Rodriguez
et al., 2022; Thomas et al., 2021). Findings from the pre-
sent study may demonstrate the presence of a digital
divide (Sleep & Harris, 2021) or a ‘digital inverse care
law’ as coined by Davies et al. (2021). Planning for future
allied health services could directly address digital inclu-
sion to ensure families are not falling through the gaps
(Sieck et al., 2021). This could include assessment of a cli-
ent’s access to affordable internet, data, and associated
devices as well as their capacity, confidence, and willing-
ness to access online platforms, required training, and
technical supports (Sieck et al., 2021).

A fourth finding is that a potential barrier to tele-
health lies in a preference for face-to-face human connec-
tion. The present study demonstrated a wide preference
for face-to-face services in the content analysis without
provision of additional reasons. Focus group analysis ech-
oed the face-to-face preference but also highlighted an
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element of ‘human connection’, which may be necessary
for successful therapy service provision. The importance
of human connection has been explored by Sansom-Daly
and Bradford (2020) who described clinical psychology
services for adolescents and young adults in an oncology
setting. They highlighted that face-to-face connection
may be an important component of a ‘therapeutic inter-
action’ between therapist and client and that in tele-
health services, this may be altered or lost. Similarly, a
study by Campbell et al. (2019) of parents accessing tele-
health for their children described that therapist–child
interactions through telehealth were inferior to face-to-
face interactions. Therapists in the present study cited
that difficult and sensitive conversations were harder to
have through telehealth and this finding was echoed by
Shannon et al. (2022) who conducted a survey of
Australian clinicians who used telehealth during the
COVID-19 pandemic. These views contrast with research
reporting no difference in the therapeutic alliance and
relationship between children and their clinicians when
receiving speech-language pathology telehealth versus in-
person sessions (Freckmann et al., 2017). More research
may be needed to better understand the diversity of fac-
tors contributing to decisions to accept or decline occupa-
tional therapy telehealth services for children.

4.1 | Limitations

Retrospective clinical record review methodology was
adopted and can have limitations, including a reliance on
the accuracy of therapist-reported data as well as impor-
tant data not being available (Hess, 2004). Although
authors had access to age categories, for example, 3–
5-year-olds, specific age and gender for each child were
not available. In this study, we were not able to capture
the perspectives of families directly, which may have
altered the findings. Responses retrieved from the file
were summarised by therapists and were mostly not ver-
batim responses from families. This may have impacted
the findings. Inferential statistical analysis on file data
was out of scope for the present study. This type of analy-
sis may have allowed a quantitative explanation of the
relationships or cross over between quantitative variables.
Although the present study described that those from
CALD backgrounds and those who lived in lower SES
areas are over-represented in this sample, future quantita-
tive research would be needed to explore the extent to
which these factors may be a barrier to telehealth uptake.
Data were collected at one time period during the
COVID-19 pandemic, which may have impacted a
family’s wiliness to engage in a telehealth service. A fur-
ther limitation is that therapists’ communication with

families about the option to use telehealth was conducted
via telephone or email. Difference in reasons for declining
may have been influenced by the mode (phone vs. email)
of their response to the offer of telehealth services.

4.2 | Implications for occupational
therapy practice

The provision of telehealth service in light of the
COVID-19 pandemic may offer increased options for
occupational therapy service provision. However, this
study highlights that not every young child and their
family can access occupational therapy via telehealth, with
some families opting out of service provision altogether
and losing access to therapy services, which may be criti-
cally important during early childhood, particularly for
children with additional vulnerabilities. When considering
suitability for telehealth service provision, therapists
should attend to specific child and family characteristics,
including child’s disability, age, potential capacity to
engage, and family complexities. Prior to telehealth service
provision, therapists should also undertake assessment of
the family’s digital inclusion to ensure they can access
services on offer. Similarly, investments in digital inclusion
may be required at a service level. This may include the
appointment of a telehealth ‘clinical champion’ within a
health service to support implementation (Campbell
et al., 2020) as well as co-designing digital tools with
consumers who may use them (Davies et al., 2021). Rapid
implementation of telehealth services across the board
without individual considerations could further exacerbate
disadvantages in some communities of children.

5 | CONCLUSION

Our findings suggest that telehealth is not a panacea
when face-to-face services are not available. Although the
pivot to telehealth in response to COVID-19 may have
been beneficial for some families, it exacerbated ineq-
uities for others. This is concerning for young and vulner-
able children who need occupational therapy to optimise
outcomes. As highlighted in this study, multiple barriers
confounded uptake of telehealth, prompting a call to
action to ensure equitable access to occupational therapy
services for all children.
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