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Best Practices for Telehealth/Virtual Appointments 

 
Telehealth in patient care 
Telehealth refers to “the delivery of health care services, where distance 
is a critical factor, by all health care professionals using [communication 
technologies] for the exchange of valid information for diagnosis, 
treatment and prevention of disease and injuries, research and 
evaluation, and for the continuing education of health care providers, all 
in the interests of advancing the health of individuals and their 
communities.”1  
 
Telehealth and musculoskeletal healthcare 
Musculoskeletal conditions are leading causes of disability globally.2 Evidence suggests that 
rehabilitation through real-time telehealth (videoconferencing) and telephone-based 
interventions are effective for improving pain and function in individuals with spinal conditions, 
osteoarthritis and other musculoskeletal conditions.3-6 Ruling out serious pathologies, and 
providing education, exercise and self-management strategies are essential first-line 
management for musculoskeletal conditions. Many clinical practice guidelines recommend that 
this first line management is effective in improving function, facilitating recovery and 
maximizing independence. 8-11 Patients and caregivers have demonstrated satisfaction with the 
convenience, usefulness, and perceived benefits of telehealth.7 Through their training and 
experience, and through a number of evidence-based options within the chiropractic scope of 
practice, chiropractors can have a positive impact on people’s health even in the absence of 
hands-on assessment or manual therapy. 

 
Core elements of telehealth 
- Intended for the delivery of healthcare services. Delivery should be professional, focused, and 

within scope of practice, the same as during in-person services. 
- Intended to overcome geographic, transportation, and physical distancing barriers. 
- A variety of Information and Communication Technologies (ICT) can be used (e.g., telephone, 

internet, mobile phones, videoconferencing, virtual reality).1 
 
Key considerations for telehealth delivery 
- Patient and clinician location requirements: private, quiet, good lighting for 

videoconferencing, camera placement and method of propping up device for video 
conference such as the whole body is in view (e.g., to be able to demonstrate and review 
exercises). 

- Patient and clinician technological requirements: charged electronics, connection speed, 
signal strength, wireless earbuds or computer speakers to continue communication while 
demonstrating or reviewing exercises. Develop a contingency plan with the patient in case of 
technological issues (e.g., have the patient’s telephone number on hand to continue the 
telehealth visit in case of disruption due to technological issues). 



 

Last updated April 27, 2020 

- Patient prop requirements: loose clothing for movement, short/removable clothing for visual 
inspection, space and flooring for exercise prescription. 

- Clinician prop requirements: contemporaneous documentation including informed consent, 
space and flooring for exercise prescription, access to supporting documents such as pictorial 
or video instruction. 

- Unique telehealth consent considerations: verification of identity for new patients, 
limitations to examination, right to privacy, right to opt out, risks, clinician disclosure and 
patient consent if being recorded. 

- Emergency Contact Information: clinician should ensure they have the local emergency 
contact information for the patient in case an emergency arises and no one is with the patient 
to contact EMS. 

- Patient prep video: consider developing a pre-virtual care video for the patient to review 
prior to the assessment in order to prepare for the consultation and outline expectations.  
 

Evidence-based recommendations that can be delivered through telehealth include:8-11  
1. Ensure care is patient centered.  

 Use a biopsychosocial approach to care that takes into account the individual 
patient’s context. 

 Listen attentively to patients’ concerns, health goals, values and preferences.  

 Communicate effectively and engage in shared decision-making with the patient. 
 

2. Screen for risk factors of serious pathology (“red flags”).  

 Conduct a thorough history. 

 If risk factors are present, refer the patient to the appropriate healthcare provider or 
services.  

 Examples include suspicion of infection, malignancy, fracture, inflammatory causes 
of pain, severe and progressive neurological deficit (including cauda equina 
syndrome) and serious conditions that can present as musculoskeletal pain (e.g., 
aortic aneurysm). 

 

3. Assess barriers to recovery (psychosocial factors or “yellow flags”).  

 Screen for anxiety and depressive symptoms, sleep disturbances, fear/kinesiophobia 
catastrophizing, recovery expectations and expectations of passive treatment. 
Patients with these findings may require co-management or referral.  

 Be aware of the patient’s context - yellow flags may worsen during a period of crisis 
and/or further exacerbate pain (see examples of assessment tools).  

 Address the modifiable barriers:  
o Educate and reassure patients about the benign and self-limiting nature of 

their musculoskeletal condition and the importance of maintaining activity 
and movement.  

o Reassure patients that it is normal to feel some anxiety, distress or anger. 
o Listen to the patient’s concerns, discuss them and adjust their care plan 

accordingly. 
 

https://www.ccgi-research.com/outcomes-psychosocial
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4. Conduct a clinical examination.  

 Conduct a thorough health interview. 

 Use valid and reliable patient-reported questionnaires and outcome measures (see 
examples of fillable PDFs).  

 Conduct a physical examination. While there are limitations to the lack of a hands-
on physical exam possible with telehealth, a modified virtual exam may allow for a 
clinical impression and for an initial treatment plan to be started. A modified virtual 
exam may include: 

o Observing the patient’s appearance and emotional status (e.g., does the 
patient look well, unkempt, worried, well-rested, intoxicated; signs of 
physical trauma) 

o Observing the patient’s posture, range of motion, movement patterns, and 
muscle strength as per clinician direction (e.g., demonstrate how to go 
through the ranges of motion to the patient).  

▪ This can be achieved with functional movements (gait, squatting, 
standing from sitting position, reaching, heel/toe walking, limb 
movements. 

o Asking the patient to self-palpate or self-examine under your guidance. You 
may send instructional photos or videos to facilitate this. 

o You may recommend to the patient that it may be helpful to have a family 
member present during the examination with patient consent (in case the 
patient falls, etc.). You may ask for an emergency contact number (e.g., of a 
family member living with the patient or a neighbor). 

 Once major pathology has been ruled out; and based on the interview and modified 
physical examination, you may classify/diagnose the patient’s condition with 
emphasis on a clinical impression vs. frank diagnosis (e.g., non-specific neck or back 
pain, shoulder strain). 

 

5. Provide patients with education/information about their condition and self-
management strategies. 

 Communicate your clinical impression. 

 Communicate the patient’s apparent progress at subsequent visits. 

 Communicate your recommendations. 

 Promote shared understanding and shared decision making regarding the patient’s 
plan of care. 

 

6. Address physical activity and exercise. 

 Prescribe exercise (e.g., maintenance of usual activities, mobility, range of motion, 
stretching, strengthening, aerobic or general exercises). 

 Demonstrate and/or observe performance of exercise. 

 Provide written, image or video exercise references (see examples). 
 

https://www.ccgi-research.com/outcomemeasurements
https://www.ccgi-research.com/outcomemeasurements
https://www.ccgi-research.com/pr-vidiosandforms
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7. Address supportive self-management strategies and factors contributing to the 
patient’s experience. 

 Educate patients on the public health measures related to the current pandemic (as 
outlined by national and provincial health authorities). 

 Educate patients on self-management strategies, such as:  
o Promote healthy lifestyle behaviours (e.g., activity, nutrition, sleep) / 

behaviour modification.   
o Active coping strategies for pain, anxiety, stress, and depressive symptoms. 
o Address sleep disturbances. 
o Teach mindfulness practices. 

▪ Direct patients to various resources (Youtube, apps (Insight Timer, 
Calm, etc.)  

o Teach pacing activities. 
o Help patients locate online social support programs. 

 Support patients to self-manage through techniques such as cognitive behavioural 
therapy (CBT) and motivational interviewing if the chiropractor is trained in these 
approaches (or refer to other healthcare providers qualified in providing these 
services). 

 Provide resources (see examples). 

 Many of the behavioural components of self-management are not only potentially 
helpful for managing pain and musculoskeletal conditions, but likely also for 
emotional distress related to the current pandemic. 

 

8. Monitor patient progress. 

 Remind patients to contact you or another healthcare provider if certain signs and 
symptoms (red flags) occur (see patient handouts as examples). 

 Ask the patient’s permission to follow-up with them as appropriate (suggest 
timeframes). 

 Evaluate patient progress using validated outcome measures (see examples). These 
include pain intensity, function, quality of life, and self-rated recovery. 

 
 

 

Thank you for Drs. Joel Weisberg and Henry Candelaria for their valuable contributions 
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