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Purpose: To identify the perceived needs of healthcare providers prior to the implementation of a physiotherapy-led sub-acute home-
care service integrated into an existing home hospital service (HSS) in South Australia.

Patients and Methods: A qualitative descriptive study was conducted using semi-structured interviews with one HHS management
representative and seven private practice physiotherapists in South Australia. Data were analysed using qualitative content analysis,
and findings were reported in accordance with the Consolidated Criteria for Reporting Qualitative Research COREQ guidelines.
Results: Participants identified uncertainty regarding patient selection, referral criteria, and role of physiotherapy within the HHS.
Physiotherapists reported limited recent experience in community-based cardiorespiratory practice and expressed concerns related to
perceived clinical risk in the home setting despite recognition that HHS patients are generally clinically stable. Willingness to engage
with the service varied and was influenced by professional interest, operational feasibility, workload integration and clarity of
governance structures. Key implementation needs include targeted training, clinical protocols, access to equipment, supervision, and
streamlined documentation systems.

Conclusion: Successful integration of physiotherapy into HHS requires clear referral logic, role definition, and alignment with private
practice operational realities. Future research should evaluate post-implementation outcomes, patient perspectives, and refined referral
criteria in order to inform scalable physiotherapy-inclusive HHS models.
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Introduction
Prolonged hospitalisation represents a substantial financial burden the healthcare system' and is associated with adverse
patient outcomes.”* In Australia, public and private hospitals accounted for approximately 40% of the total national
health expenditure in 2021-22, amounting to 96 billion.* Extended hospitalisation also increases the risk of hospital-
acquired complications (eg., pneumonia, sepsis), prolonged length of hospital stay, functional decline, and mortality.*

Home hospital services (HHS) have been developed as an alternative model of care that delivers hospital-level
treatment within a person’s home.” These services typically include vital sign monitoring, diagnostic testing, medication
prescription and administration (including intravenous therapies), advanced life support and face-to-face or virtual
clinical review by physicians and nurses.”® HHS models have been shown to support early discharge, improve patient
outcomes, reduce long-term care admissions and decrease the overall health system costs.*°

Internationally, hospital-at-home models have expanded as alternatives to inpatient care for selected patients requiring
acute or sub-acute management.” While these models commonly emphasise medical and nursing governance, monitoring,
diagnostics, and escalation processes, the role of allied health professionals is less consistently described.*®
Physiotherapy may be particularly relevant for patients experiencing functional decline, breathlessness-related activity
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limitation, secretion retention, post-operative mobility limitations, or deconditioning. However, safe integration of
physiotherapy into HHS requires more than evidence of potential clinical benefit. It also requires attention to workforce
capability, professional role clarity, referral criteria, escalation pathways, and compatibility with the local service
model ¢

In South Australia, one such HHS model is delivered by a private hospital and provides treatment for conditions, such
as infections, exacerbations of respiratory disease, heart failure, gastrointestinal conditions, and postoperative care. The
service is predominantly nurse-led with limited input from other health professionals. The hospital is currently exploring
the expansion of this service through collaboration with a local private physiotherapy practice in Adelaide, which already
provides home-based rehabilitation for musculoskeletal conditions under a separate model of care. The proposed
expansion would involve incorporating physiotherapists into HHS to support the management of postoperative patients
and individuals with chronic cardiorespiratory conditions. However, most physiotherapists in partnering practice have
musculoskeletal-focused training, and there is limited understanding of the equipment, clinical competencies, and
training required to safely deliver physiotherapy within a subacute home hospital context.

Although previous research has explored health professionals’ perceptions of HHS,”  there is a lack of evidence
addressing local implementation needs and profession-specific requirements in the South Australian context. To address
this gap, the present study sought to establish a framework for integrating physiotherapy into the existing HHS model. By
capturing the perspectives of hospital management and physiotherapists from the partnering private practice, this
examined how physiotherapists could contribute to the care of individuals requiring postoperative or subacute cardior-
espiratory management in their homes.

Therefore, this study aimed to identify the perceived needs of healthcare providers, hospital management, and private
practice-based physiotherapists prior to the potential implementation of a physiotherapy-led subacute home-care service
for people with cardiorespiratory and/or post-surgical conditions in Adelaide, South Australia.

Materials and Methods

This qualitative descriptive study was approved by the University of South Australia Human Research Ethics Committee
(Application ID 206469, approved 9/12/2024) and reported according to the Consolidated Criteria for Reporting
Qualitative Research (COREQ) guidelines.'’

The research team consisted of (a) two physiotherapists with PhD qualifications and extensive experience in acute,
subacute, and community cardiorespiratory physiotherapy (EP and KJ). Both researchers have previously undertaken
qualitative research and are skilled in interview techniques, data coding, and content analysis; and (b) one physiotherapist
with clinical experience in musculoskeletal physiotherapy and professional expertise in business models integrating
private practice and hospital services (GT).

Given the prior professional relationships between some members of the research team and the clinic, reflexivity was
considered throughout the study. EP had previously worked at the clinic but ceased employment approximately 18
months before data collection. GT was the clinic director but did not conduct interviews or lead coding of staff
interviews. KJ had no prior clinical relationship with the clinic. Independent coding, consensus discussions, and the
use of direct participant quotations were employed to support analytic rigour and minimise the influence of researcher
assumptions.

Methodological Framework

Qualitative description was selected as the methodological approach because it supports an exploration of the phenom-
enon in its natural context and avoids imposing interpretive or theoretical structures on participants’ accounts.''"'? This
approach is well-suited to the aims of the study, which sought to generate a clear and pragmatic summary of the “facts of
the case in everyday terms”.'>'? By emphasising low-inference interpretation, qualitative description enabled us to focus
on stakeholders’ perspectives of the proposed sub-acute physiotherapy home hospital service (HHS), rather than
developing abstract concepts or theorising meaning. Consistent with this methodology, findings were presented using

language that remained close to participants’ own words and the surface of events.'' "3
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Participant Recruitment
For this descriptive study, we adopted a purposive sampling approach, whereby participants were intentionally selected based on
their anticipated ability to provide information relevant to the planned implementation of a physiotherapy-integrated home
hospital service (HHS). We initially recruited a private hospital representative who was responsible for HHS management. This
allowed the research team to gain a clearer understanding of what the planned service would look like and what the private
hospital would require at the clinic. Secondly, we sought to recruit all physiotherapists at the clinic who had been or could
potentially be involved in HHS services. These included clinicians from a range of career stages and different periods of
employment with the clinic, who were likely to have personal knowledge and direct experience of the needs of healthcare
providers prior to the potential implementation of the sub-acute physiotherapy HHS. This purposive approach ensured
representation of the key stakeholder groups most directly involved in the planning and potential delivery of the proposed service.

For participant recruitment, GT contacted the HHS manager to seek approval to share their Email address with the
broader research team. The physiotherapists’ Email addresses were obtained from their professional public pages on the
clinic website. An invitation to participate in the research was then sent by EP to target participants via email, detailing
the background of the research project, study aims, anonymity, data management, and process for informed consent.
Written consent, which included publication of anonymised responses/direct quotes, was provided by all participants via
reply to the invitation Email prior to data collection. Interested participants contacted EP to arrange a time and date for
the online interview, and they were sent a survey link with the participant information sheet to collect informed consent
and demographic characteristics (eg., age and years of practice).

Sample adequacy was considered using the concept of information power. As the study addressed a narrow and applied
research question, participants were selected because of their direct involvement in the existing or proposed service, and the
sample was highly specific to the implementation context. Consistent with information power principles, a relatively small

sample was therefore considered sufficient to generate meaningful insights relevant to local service planning.'"*'?

Data Collection
Individual online interviews were conducted using EP and planned for 30 min. The facilitators and participants were the
only individuals present in the interviews. A semi-structured guide (Supplemental Material 1) for the physiotherapist

interviews was developed based on the aims of the study to explore their needs prior to the implementation of sub-acute
HHS. The guide was piloted with a PhD candidate in Health Sciences (ET) who had previous experience conducting
interviews and qualitative research. The HHS representative was purposefully interviewed first with questions exploring
current HHS eligibility criteria, referral sources, service delivery processes, allied health referral pathways, perceived
role of physiotherapy and anticipated requirements for implementing physiotherapy within the service, as this would
provide further details on the proposed HHS. Following feedback from the pilot session and the HHS interview, a semi-
structured guide was adapted with specific questions and prompts. The physiotherapist interview guide included
questions about participants’ previous exposure to HHS and cardiorespiratory physiotherapy, perceived preparedness
to manage post-operative and cardiorespiratory patients at home, perceived clinical and operational concerns, training
and supervision needs, equipment and resource requirements, documentation processes, and anticipated integration with
existing clinic-based workloads. The interviews were then audio recorded.

Data Analysis
Demographic data were descriptively summarised. Transcripts were read multiple times. Condensed meaning units are
highlighted in the transcripts. Open coding was conducted by assigning labels to condensed meaning units identified in
the data."* Codes were organised into subcategories and main categories, with direct quotations aligned with each
subcategory provided as examples.'* The one HHS management representative interview was independently analysed
first (meaning units, codes and preliminary categories).'* Next, the seven physio staff interviews were independently
analysed. Analysis was subsequently combined using categories and sub-categories common to both.

Content analysis was conducted independently by two investigators (KJ and EP) for trustworthiness purposes.'> Preliminary
sub-categories and categories identified were highly similar between reviewers.'*'> Category and subcategory labels were
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refined, and final analysis agreed on through discussion with consensus achieved.'*'> Coding was primarily inductive, with
codes generated directly from the data rather than from a pre-existing theoretical framework. Meaning units relevant to the study
aim were identified, condensed and assigned open codes. Similar codes were grouped into subcategories, which were then
organised into broader descriptive categories. Consistent with qualitative description, categories were developed to provide
a pragmatic summary of participants’ perspectives rather than generate abstract theoretical interpretations.'*'>

Several strategies were used to enhance trustworthiness.'*'> Credibility was supported through independent coding
by two researchers, discussion of coding decisions and use of direct quotations. Dependability was supported through
a documented analytic process moving from meaning units to codes, subcategories and categories. Transferability was

supported through detailed description of the service context, participant groups and local implementation setting.

Results

Participants represented two stakeholder groups: one HHS management representative from the private hospital service
and seven physiotherapists (five men/two women) from the partnering private practice. All physiotherapists worked in
private practice, identified musculoskeletal/sports physiotherapy as their primary area of practice, and varied in career
stage from recent graduate to experienced clinician (median of 2.8 years of experience ranging from three months to nine
years). Prior exposure of physiotherapist to the HHS physiotherapy was limited, with only two participants having
previously seen a small number of HHS patients and six reporting no recent community-based cardiorespiratory
physiotherapy experience. Content analysis resulted in six main categories of data, each with several subcategories
(Table 1). Consistent with the study aim, the descriptive categories generated through content analysis were subsequently
examined to identify the underlying implementation needs reflected within participants’ accounts (Table 1).

Table | Data Categories and Subcategories

Category Sub-Category Underlying Need

The existing home hospital service (HHS) service | Eligibility and referral Need for role clarity and referral pathways

Nature of the service provided

Physiotherapists’ exposure to HHS Minimal involvement in cardiorespiratory Need for familiarity with HHS models
service so far

No involvement in cardiorespiratory service so

far
Physiotherapists’ preparedness for HHS Based on foundational (university) training Need for education, training and skill development
cardiorespiratory service No cardiorespiratory service experience in

community setting

Confidence gaps and translatable strengths

Attitudes and beliefs Opportunity to develop professionally Need for engagement strategies and workforce alignment
Add value for clients
Willing to be involved
Impartial

Not an area of interest

Implementation requirements Further training in cardiorespiratory Need for organisational and workforce supports to enable
physiotherapy practice service implementation

Clinical protocols for staff

Specific cardiorespiratory equipment and
devices

Resources for clients

Clear information about HHS service delivery
systems

Training in the information and documentation
system

Supervision and support from experienced
clinicians

(Continued)
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Table | (Continued).

Category Sub-Category Underlying Need

Areas of concern or uncertainty Clinical questions and concerns Need for governance, protocols and operational support

Integration and prioritisation with clinic-based
work

Information systems and documentation

The Existing HHS: Need for Role Clarity and Referral Pathways

The HHS management representative spoke about eligibility for patients entering the existing HHS service (Medicare eligible,
patients already safe to go home) and referral sources — ie., paramedics, general practitioners, private care centres, hospital and
emergency department and registered nurses in aged care facilities. In-home service was mostly provided 1—4 times a day for
usually 3—4 days by nursing and other providers, with delivery of equipment and consumables including medication by
courier. The remote service included virtual monitoring of vital signs, and phone/video consultations by medical and nursing
staff. Once in the service, doctors provided a referral for allied health if required. A private practice physiotherapist would see
the patient within 24 hours (by the next working day). Referrals for HHS physiotherapy services had been mostly for people
following orthopaedic surgical procedures, with only a few for people with cardiorespiratory conditions.

Now we service up to 150 different diagnostic groups.... branching out to a lot of planned surgeries, working with an
orthopaedic surgeon and doing some potential day surgery cases. Then with physios available for an assessment, which we
do on admission anyway we then put the referral. Physio can go out the following day to see them as well. There’s research out
there that people heal so much better. They heal quicker. They recover quicker in their own environment. if we can get physio in
their home and monitor their pain and I think they have a better outcome. M1

I can only probably recall maybe one there may have been two for the chest physio. We wait for those referrals to come from the
doctor. And I suppose if the patient wasn’t recovering, what do we need, you know? And then I suppose it would be a referral to
physios. M1

Physiotherapists’ Exposure to the HHS: Need for Familiarity with HHS and

Cardiorespiratory Service Delivery

Physiotherapy staff had either minimal or no involvement with providing cardiorespiratory services through the HHS
service. Those with minimal involvement had seen a few (three or less) clients for conditions of pneumonia or
deconditioning. Documentation of the services provided had taken the form of a written letter.

I saw him two or three times in the first three or four days P1

so they do write a report after they’ve reviewed a patient, and we upload that report into the patient’s file M1

Physiotherapists’ Preparedness for HHS Cardiorespiratory Service: Need for
Workforce Capability Development

Physiotherapists had a foundational level of knowledge and skill in cardiorespiratory practice gained from their
university training. This provided them with sound basics, but they had not practiced or kept up with developments in

the area since then.

I remember the basics from uni(versity) like airway clearance, breathing techniques, mobility with shortness of breath but
I haven’t used those skills much since then P3

Most of the cardiorespiratory patients seen previously had been in the hospital, not community, setting. Physiotherapists
recognised cardiorespiratory physiotherapy was not their usual area of practice, compared with high familiarity with
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exercise, musculoskeletal and sports fields. They expressed confidence with managing non-complicated cardiorespiratory
cases. While not yet fully confident in all areas (deep knowledge and skills, techniques, devices), existing ability to
“think on your feet” (P7) in home visit situations was valued.

I’ve always been more confident with exercise type stuff, so I’d want to refresh my knowledge of respiratory techniques P5

I wouldn’t feel confident managing more complex things or knowing what devices are available for home care P3

Attitudes and Beliefs About Providing Cardiorespiratory Service: Need for Workforce

Engagement and Role Alighment
Some participants regarded providing cardiorespiratory services through HHS as an opportunity to develop profession-
ally, to enjoy the challenge of learning new skills, see different presentations, and gain valuable experience.

I think it would be a really good learning opportunity for me, and it makes sense to build those skills early in my career P3

Cardiorespiratory practice could add value to the services that physiotherapists provided to clients, integrating with
existing expertise.

I think it definitely plays a role and it can often intertwine with other medical conditions. P1
The HHS management representative expressed potential value for their clients from cardiorespiratory physiotherapy.

So I suppose what would I like to see? I would probably like to say see a shorter length of stay.I would like to see ...an
increased positive experience for the patient, like feeling better quicker M1

Some participants were impartial, willing to take part in this new role. Others indicated it was not an area of interest for
them.

I think if the service is going to run, it should probably be done by people who are actually interested in that area. I don’t think
forcing it across the board makes sense. P4

Implementation Requirements: Need for Organisational, Educational and Resource

Supports to Enable Implementation

The management representative expressed interest in what the upskilling physiotherapists would need to implement the
service. Physiotherapists expressed a need for further training in cardiorespiratory physiotherapy practice, including
knowledge of clinical presentations, skills, interventions, devices; hands on experience; work shadowing opportunities;
and training (eg., simulation) for managing deteriorating patients/emergency situations. Clinical protocols and guidelines
for conditions, equipment and emergency procedures were needed.

some structured training or maybe a set of guidelines for common conditions what to look for, red flags, when to escalate that
would really help. I think structured sessions on assessment and treatment of common respiratory issues like airway clearance,
oxygen monitoring, safe exercise prescription. Also, maybe simulation training for emergencies, like what to do if someone
desat(urate)s suddenly. P5

Access to specific cardiorespiratory equipment and devices, and the process for obtaining these, were needed to prepare
for the service, along with resources for clients (eg., about exercise, devices and information) specific to cardiorespiratory
physiotherapy. Physiotherapists needed clear information about HHS service delivery arrangements and expectations, for
themselves and to communicate with clients, and training in the documentation systems. Supervision from
a physiotherapist experienced in the field at least initially, and in some cases, ongoing support (someone to call if
needed) was expressed as a need.

I’d just want to know that I had enough support to not feel out of my depth. ....As a new grad physio, I’d really like having

someone | could check in with like a senior physio to call if I was unsure P3
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Areas of Concern or Uncertainty: Need for Governance, Risk Management and
Operational Clarity

Concerns related to implementation were raised in three interrelated areas: clinical questions, integration with clinic-
based work, and information systems and documentation. There was a lack of clarity about the medical stability of clients
who would be seen by physiotherapists in the HHS service. Participants had concerns about how to proceed if clients
deteriorated (emergency procedures and possible transfer to hospital setting) and timing of HHS physiotherapy to deliver
effective care and prevent deconditioning or deterioration.

if they’re discharged from hospital, you’d think they’d be stable enough I suppose. But if an emergency happens while we’re
there we need to know what to do. P1

it’s the logistics of driving as well. Of getting the allied health there. So I think ...if a patient urgently needed a physio review,
that’s where us as a virtual hospital would have to weigh up the pros and cons and do we need to up transfer them to a hospital if
they’re not safe? M1

I think at the end of the day like if they were quite unwell then they’d be sitting in a bricks and mortar hospital and that’s
probably why you gonna see probably a lot more of your chest physio coming into that space. M1

The management representative expressed interest in evidence and criteria about which clients would benefit from
cardiorespiratory physiotherapy in this service.

Just like some general points of these sort of type of people with these co-morbidities ...because I’m just thinking ...probably
last month I had quite a few .... sitting on a long length of stay that we just couldn’t wean the oxygen. Well maybe ...going out
there doing better chest physio or/and educating that patient on some deep breathing exercise. The community nurses that go out
there they probably like me, have that basic nursing assessment to say, hey, practise your deep breathing. You know, if you’re
feeling short of breath, stop, sit down. ....but it’s not the same as a physio coming in and giving that ...bit more education. M1

Another clinical question raised was options for care on discharge from the HHS service. Concerns around integration of
HHS visits with clinic-based physiotherapist workload were raised by most participants. Fitting HHS clients in to be seen
with less than 24 hours’ notice, to meet HHS service delivery expectations and client needs, would be a challenge and
require flexibility and changes to the current physiotherapy practice diary system. For some, this potentially clashed with
their preference for seeing clinic-based clients and for others it was an acceptable situation.

That would be challenging but doable if it’s planned. If it’s too last-minute, it might clash with existing bookings. P6

But if the service is a priority, I think we’d just have to find ways to make space maybe swapping some patients around or
blocking a slot for urgent cases. P5

If you are on the road you don’t have that availability for clients in the clinic, and particularly if that’s a therapist preference to
be seeing those sort of clients in the clinic it’s then harder to build and maintain a list if you’re out on the road half the day. P2

Concern was expressed regarding learning a new system for information access and documentation; learning and staying
familiar with the systems if the volume of clients was relatively low, extra work and complexity involved. For some this
was a source of frustration and others felt it could work if it was well organised, time was allocated and training
provided.

I’d be a bit concerned about the portal and filling in notes... I suppose it would be a difficult learning process to learn a whole
new software system and note system just for this smaller subset of clients we see. P1

Discussion
This study explored perceived needs and considerations prior to the implementation of a physiotherapy-led sub-acute
home-care service within an existing home hospital service (HHS). The findings highlight several interrelated challenges

and enablers relevant to the integration of physiotherapy into predominantly nurse-led HHS models, including

Journal of Multidisciplinary Healthcare 2026:19 https: 7



Pereira et al

uncertainty regarding patient selection and referral processes, perceptions of clinical risk in the home setting, and the
feasibility of delivering such services within a private practice context. Hospital management and physiotherapists
recognised potential value in physiotherapy input but lacked shared operational frameworks to support consistent and
confident practice. Interpreting these perspectives together provides insight into how clinical, professional and organisa-
tional factors intersect when extending physiotherapy practice into sub-acute home hospital care.

Physiotherapy Value, Referral Criteria and Patient Selection in HHS

HHS models are increasingly adopted internationally as alternatives to inpatient care, with robust evidence demonstrating
comparable or improved outcomes for selected patient populations when compared with conventional
hospitalization.'®'” However, the role of allied health, and physiotherapy in particular, remains inconsistently defined
within these models. Much of the existing literature focuses on medical and nursing components, with physiotherapy
often positioned as an adjunct rather than an integrated element of care.'®'”

Findings from this study suggest that uncertainty about the value of physiotherapy does not arise from scepticism but
from a lack of operational clarity regarding which patients benefit and when referral should occur. Whilst there was
expressed interest in patient improved recovery and reduced length of stay from the HHS management, it lacked explicit
criteria for identifying appropriate referrals, particularly for cardiorespiratory presentations. This mirrors broader
implementation literature indicating that unclear role definition and referral pathways are key barriers to allied health
integration in novel care models."®

Clarifying patient selection is therefore central to translating perceived benefit into practice. Evidence from early
supported discharge and home-based rehabilitation suggests that physiotherapy is most beneficial for patients with
functional decline, mobility limitation, breathlessness-related activity restriction or deconditioning following acute
illness.'®'” Applying these principles to HHS requires explicit articulation of referral triggers, rather than reliance on

individual clinician judgement. Without such clarity, physiotherapy referrals may become reactive,'”'®

infrequently
utilised'® or reserved for orthopaedic cases, as observed in the HHS explored in the present study. Establishing shared
referral logic across medical, nursing and physiotherapy stakeholders may therefore be a foundational step in embedding

physiotherapy as a meaningful contributor to HHS rather than an optional add-on.

Perceived Patient Risk in an HHS Context

A key aspect identified in this study was the apparent contradiction between eligibility for home hospital care, implying
clinical stability, and physiotherapists’ concerns regarding deterioration and emergency management in the home.
Although HHS patients are selected on the basis that their care can be safely delivered at home, physiotherapists
expressed uncertainty about escalation processes and their responsibilities should a patient’s condition worsen, which
may be a reflection of professional identity and clinical training. Physiotherapists trained in inpatient environments may
implicitly associate “hospital care” with higher acuity, and the term “hospital in the home” may therefore inherit
symbolic risk despite a different clinical reality.”*'® Limited exposure to community-based cardiorespiratory physiother-
apy during university training further intensifies this uncertainty, particularly when clinicians are unfamiliar with home-
based monitoring, escalation pathways and shared governance arrangements.

The perceived risk described by physiotherapists may therefore reflect not only the objective acuity of HHS patients
but also the symbolic meaning of “hospital-level care” being delivered in a non-hospital environment. For clinicians
whose recent professional identity has been shaped by musculoskeletal private practice, the proposed model requires
a shift from familiar clinic-based assessment and treatment towards shared responsibility for patients with recent acute
illness, cardiorespiratory symptoms, monitoring needs, and potential deterioration.”®'® This may explain why partici-
pants requested not only clinical training but also clear escalation pathways, senior support and role boundaries.

Implementation research in virtual and home hospital models suggests that such concerns are common during early
adoption phases and can be mitigated through clear escalation protocols, defined clinical boundaries and access to senior
support.”*2?! Addressing perceived risk through governance and support structures may therefore be as important as
clinical upskilling in building physiotherapist confidence and engagement with the HHS model.
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Implementation Implications

Beyond clinical considerations, feasibility emerged as a major determinant of physiotherapists’ willingness to engage
with the HHS service. Participants described competing priorities between routine existing activities, such as clinic-based
care and home visits, particularly when referrals required rapid response, travel time and diary flexibility. Additionally,
documentation and information systems emerged as potential barriers, with concerns about learning new platforms for
a small caseload. These challenges are well recognised in studies examining integration of community-based services
into private practice contexts, where workload balance and documentation burden significantly influence clinician
engagement and sustainability.**** Operational design of the HHS must account for the reality of the private practice,
including protected capacity for home visits, geographic planning and streamlined documentation processes. Piloting the
service with a defined cohort and agreed outcome measures such as acceptability, feasibility, and clinician confidence
would enable iterative refinement of the program, consistent with contemporary implementation frameworks.>*

Interest in participation varied across clinicians. Some physiotherapists viewed involvement as an opportunity for
skill development and professional growth, while others expressed neutrality or lack of interest, reflecting differences in
professional identity, career stage and perceived alignment with the private practice. These findings suggest that
implementation strategies should not assume universal participation. Targeted staffing models, where interested clinicians
receive dedicated training, protected capacity and ongoing support, may be more sustainable than distributing HHS
responsibilities across all staff.***> Such approaches align with broader evidence indicating that clinician engagement is
strongest when new roles are voluntary, supported and congruent with existing professional practice.?**

Participants consistently identified the need for structured preparation prior to implementation, including targeted
training in cardiorespiratory physiotherapy, access to appropriate equipment, and clear clinical protocols. Supervision and
access to experienced clinicians were identified as particularly important, especially for less experienced physiothera-
pists. Evidence from early supported discharge and home-based rehabilitation programs indicates that clinician pre-
paredness and clarity of scope are essential to ensuring safety and effectiveness in non-hospital settings.®'**’
Implementation science literature emphasises that mentoring and accessible senior support not only enhance clinical
decision-making but also reduce perceived risk and improve uptake of new care models.?®

Practical Considerations for Implementation

Practically, implementation should begin with a defined cohort of patients and explicit referral triggers, such as breath-
lessness limiting function, reduced mobility or exercise tolerance following acute illness, secretion retention, oxygen
weaning needs, post-operative functional decline or deconditioning. A targeted staffing model may be preferable,
whereby interested physiotherapists receive dedicated training, protected HHS capacity, access to equipment and super-
vision from an experienced cardiorespiratory physiotherapist. Service protocols should specify inclusion and exclusion
criteria, escalation processes, documentation requirements, and communication pathways between the HHS team and the
private practice.

Strengths and Limitations

By capturing perspectives from multiple stakeholder groups within the same service context, the study offers a nuanced
understanding of how clinical, professional and operational considerations intersect when integrating physiotherapy into
an HHS. The use of a qualitative descriptive approach enabled findings to remain close to participants’ accounts,
enhancing their relevance for service planning and implementation. This study has several limitations. The inclusion of
a single management participant limits the breadth of organisational perspectives. The specificity of the study also limits
the transferability of the findings to other contexts (eg., different state/country, public sector).

Conclusion

While physiotherapy was viewed as having potential value for supporting post-operative and selected cardiorespiratory
patients within a sub-acute home-care service, uncertainty regarding referral criteria, operational feasibility, workforce
readiness, patient selection and perceived clinical risk in the home setting emerged as key challenges. These findings
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suggest that effective integration of physiotherapy into home hospital care requires clear role definition, shared referral
logic, structured training and supervision and service models that align with private practice operational realities. Future
research should evaluate physiotherapy-inclusive home hospital services following implementation, incorporating patient
outcomes, service utilisation and clinician experience will be essential to inform scalable and evidence-based models of
sub-acute physiotherapy care in the home.
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