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Abstract: Background: Evidence for the positive effects of physiotherapy for persons with Parkinson’s
disease (PwPD) is rapidly increasing. However, little is known about the provision of physiotherapy for PwPD
in everyday practice. The objective of this study was to gain insight into the nature of physiotherapeutic care
for PwPD in hospitals, primary care units, and community services in Sweden.
Methods: A web-based survey was sent out to 2956 members of the Swedish Association of Physiotherapists,
including questions about treatment, measurement tools, multi-professional collaborations, adherence to
physiotherapy guidelines, professional expertise, and needs for gaining expertise regarding PwPD.
Results: Of the 1189 physiotherapists who completed the survey, 705 were treating 1 or more PwPD per
month in hospitals (21%), in primary care units (37%), and in the community (42%). Physiotherapy frequently
targeted a wide range of musculoskeletal and mobility impairments; however, freezing of gait and pain were
less frequently treated. Measurement tools recommended for PwPD were infrequently used, and there was a
preference for single-item questions/tools compared with multi-item instruments. Collaboration with other
health care professionals for the rehabilitation of PwPD was rare and was more evident in hospitals than in
primary care units and the community. Adherence to physiotherapy guidelines was poor, and most
respondents reported that they treated too few PwPD to retain their expertise and they perceived a need to
increase their knowledge and skills about physiotherapy for PwPD.
Conclusion: The current findings emphasize the need to strengthen expertise regarding the assessment and
treatment of PwPD among physiotherapists in Sweden and to apply strategies endorsing multi-professional
collaboration for PD rehabilitation.

Because of the complex nature of Parkinson’s disease (PD),

comprehensive and specialized care in a multi-professional man-

ner is vital for people with Parkinson’s disease (PwPD).1,2

However, despite optimal medical and neurosurgical treatment,3

PwPD suffer from activity limitations and restrictions in societal

participation, which often decrease quality of life.4 To tackle

these impairments, PwPD are recommended for referral to a

physiotherapist.5–7

The aim of physiotherapy for PwPD is to maximize func-

tional ability and minimize secondary complications through

rehabilitation within a context of education and person-

centered treatment.6 According to the European Physiotherapy

Guidelines for PwPD, physiotherapy interventions often target

body functions (muscular strength, posture, and joint mobility)

and activity limitations (balance, transfers, gait, and physical

capacity).8 Adequate recognition of impairments within these
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areas (i.e., by the use of standardized measurement tools)9 is

crucial to identify individuals at risk of adverse events (e.g., fall-

ing, physical deterioration) and to decide on optimal treatment

methods. Physiotherapy treatment for PwPD is individualized

to target patients’ needs and treatment changes as the disease

progresses.8 Specifically, physiotherapy commonly aims to retain

physical capacity or prevent secondary conditions in the early

phases of the disease.8 Activity limitations are targeted by speci-

fic interventions (e.g., balance, gait, and transfer exercises) in

the mid-stages, and secondary complications (e.g., pressure sores

and contractures) are prevented in the late stage.8,10,11 In recent

years, evidence endorsing physiotherapy for PwPD has

increased considerably,5–7 and evidenced-based recommenda-

tions for physiotherapy have been developed.8

Despite these advances, little is known about the provision of

physiotherapy for PwPD in everyday practice. Two previous

surveys conducted in the Netherlands showed that physiothera-

pists often focused on different impairments of gait, balance,

transfers, posture, and physical capacity by providing interven-

tions on an individual basis in the therapist’s practice.12,13 In

those studies from 2004 and 2009, the physiotherapists reported

limited PD expertise12,13 and knowledge about the role of other

health care professionals.12 Although these surveys have pro-

vided important information about physiotherapy for PwPD,

their findings might not be generalizable to health care systems

in other countries.

In Sweden, different sectors of the health care system provide

care for approximately 22,000 PwPD.14 Regarding the delivery

of physiotherapy for PwPD in the Swedish health care system,

physiotherapists in hospitals often provide consultations and spe-

cialized care, physiotherapists at primary care units often deliver

specific treatments, whereas physiotherapists in the community

provide rehabilitation services delivered in the home or in nurs-

ing home settings. Furthermore, in Sweden, PwPD can either

receive physiotherapy treatment through a referral from their

physician or seek physiotherapy treatment without a referral.

Better insight into the provision of physiotherapy for PwPD

across the spectrum of health care is warranted to identify

potential needs for improvement of the services delivered. The

overall aim of the present study was therefore to gain insight

into the nature of physiotherapy for PwPD in hospitals, primary

care units, and community services in Sweden. Specifically, we

aimed to explore the expertise of physiotherapists, treatment

characteristics and targets, the utilization of recommended mea-

surement tools, collaborations with other health care profession-

als, adherence to physiotherapy guidelines and protocols, as well

as the need for continued professional development regarding

the treatment of PwPD.

Materials and Methods
Participants
A web-based, structured questionnaire was sent to all physio-

therapists registered as members of the Neurology (n = 1009),

Health of the Elderly (n = 1383), and Primary Care (n = 930)

sections of the Swedish Association of Physiotherapists in

September 2015. Of the total number of registered physiothera-

pists in Sweden (approximately 20,000), about 60% are mem-

bers of the Swedish Association of Physiotherapists. The

included sections were selected because their affiliated physio-

therapists are those most likely to treat PwPD in a range of

Swedish care settings (i.e., in hospitals, primary care units, and

the community). This study was approved by the Regional

Board of Ethics in Stockholm (2015/570-32); all participants

provided informed consent before being given access to the

questionnaire. All physiotherapists who were members of the

Neurology; Health of the Elderly, and Primary Care sections of

the Swedish Association of Physiotherapists served as a reference

group regarding the descriptive characteristics of our sample

(i.e., sex, age, and highest level of education).15

Construction of the Web Survey
Development of the survey was inspired by a Dutch question-

naire, which explored the “learning needs, barriers, and unmet

needs” of physiotherapists working with PwPD.16 Questions

about potential barriers and facilitators to the provision of opti-

mal physiotherapy treatment were inspired by the Consolidated

Framework for Implementation Research.17 To ensure face and

content validity, the initial survey was pilot tested among 7

physiotherapists with clinical and research expertise in PD. The

responders from that pilot study provided feedback about clini-

cal relevance, structure, and wording of the questions and

response categories. Based on this feedback, the questionnaire

was modified by the research team.

Procedure: Web Survey
An e-mail that included a unique hyperlink to a web survey

was sent to each physiotherapist. The web survey took approxi-

mately 10 minutes to complete, and respondents were required

to choose from multiple-choice answers on a 2-point, 3-point,

4-point, or 5-point scale. The web survey was available for

4 weeks and could only be answered once by each individual.

Up to 4 reminder e-mails were sent to nonresponders during

this period.

Content of the Survey and Data
Management
The initial questions in the web survey investigated work set-

ting (i.e., hospital, primary care unit, and community), demo-

graphics (sex and age), and level of highest education. Response

categories for age were <30 years, ≥30 to 40 years, >40 to

50 years, >50 to 60 years, and >60 years; and the response cate-

gories for highest education were Master of Science, Clinical

Specialist, and Doctor of Philosophy. In the Swedish context, a

Clinical Specialist is a physiotherapist with a Master of Science

degree and at least 5 years of working experience, including

3 years of supervised practice within their specialist field. The

subsequent questions were divided into 6 domains, which are
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detailed in Supporting Table S1 (see online supporting informa-

tion). Briefly, the first domain focused on physiotherapist exper-

tise in relation to years of work experience, perceived PD

expertise and treatment volume (i.e., the number of PwPD

treated per month and the perceived number needed to treat to

retain expertise). For the latter item, we calculated the number

of physiotherapists who perceived that they treated too few

PwPD in order to retain their expertise. In contrast to previous

studies that targeted treatment volume per year,12 we used a

time frame of 1 month, because we expected it would be easier

for respondents to recall treatment volume for this period. The

second domain addressed treatment characteristics, covering

questions about treatment forms (individual/group/combined),

treatment duration (i.e., the number of treatment sessions per

treatment period), and targets of physiotherapy treatment for

PwPD.8 The targets of physiotherapy treatment were purpo-

sively selected to include a mix between body impairments

(e.g., posture and range of motion) and activity limitations (e.g.,

transfers) as well as between more generic domains (e.g., bal-

ance and gait) and more PD-specific impairments (e.g., freezing

of gait). The third domain covered the utilization of standard-

ized measurement tools for PwPD, including measurement tools

that are recommended for PwPD,8,9 translated into Swedish,

and accessible to physiotherapists in Sweden. The recom-

mended measurement tools addressed balance control (the Berg

Balance Scale [BBS] and the Mini Balance Evaluation Systems

Test [Mini-BESTest]), mobility (the Timed Up and Go

[TUG]), lower extremity functioning (the 5 Times Sit to Stand

test [FTSST]), gait (the 10-Meter Walk test [10MWT], and the

Freezing of Gait Questionnaire [FOG-Q]), fear of falling (the

Falls Efficacy Scale-International [FES-I]), balance confidence

(Activities Balance Confidence [ABC]), and physical capacity

(the 6-Minute Walk Distance [6MWD]).

The fourth domain addressed whether physiotherapists collabo-

rated with other health care professions (physician, nurse, occupa-

tional therapist, social worker, and speech therapist) while treating

PwPD. In accordance with the national guidelines for PD from the

National Board of Health and Welfare in Sweden, physiotherapists

who reported collaboration with a physician, a nurse, and at least 2

additional health care professionals were considered to treat PwPD

in a multi-professional manner.18 The physiotherapists were also

asked about their insight into the role of other health care profes-

sionals treating PwPD. The fifth domain explored the application

of the European physiotherapy guidelines for PD8 or local treat-

ment protocols (i.e., a document originating from the actual work-

place) to guide their clinical work. In addition, we asked about

potential barriers (i.e., accessibility and user friendliness) for using

PD protocols/guidelines. The sixth domain investigated the needs

for gaining increased expertise regarding theoretical knowledge

about PD as well as skills regarding the assessment (e.g., measure-

ment tools) and treatment of PwPD.

The data obtained from the web survey were categorized as

either binominal or ordinal (see Supporting Table S1) and were

presented descriptively. Physiotherapists treating at least 1

PwPD per month were included in the analysis, and data are

presented separately for the different work settings (hospitals,

primary care units, and community) as numbers and percentages

for each category.

Results
Response and Sample
Characteristics
Of the 2956 surveys that reached a recipient, 1189 physiothera-

pists (40% response rate) completed the survey (see Fig. 1). Of

the responding physiotherapists, 705 (59%) were treating at least

1 PwPD per month and thus were included in the analysis. For

this group, the most common work setting was the community

(42%), followed by primary care units (37%), and hospitals

(21%). Sex, age, and educational level of the study sample and

the targeted population are presented in Table 1.

Expertise of Physiotherapists
Working experience was similar in all work settings, with the

majority of physiotherapists reporting >10 years of clinical experi-

ence (Table 2). Irrespective of their work setting, the majority of

physiotherapists (range, 52%-84%) treated 1 or 2 PwPD per

month, but a minority (range, 13%-23%) perceived that the

TABLE 1 Demographics and educational level of the study sample and the targeted population

Variable Study sample: No. (%)

Hospital (n = 150) Primary care, n = 257 Community, n = 298 All, n = 705 Population, n = 3322

Women 134 (89) 223 (87) 259 (90) 616 (87) 2872 (86)
Age, y

<30 12 (8) 34 (13) 50 (17) 96 (14) 687 (21)
>30–40 33 (22) 53 (21) 90 (30) 176 (25) 834 (25)
>40–50 54 (36) 67 (26) 74 (25) 195 (28) 843 (25)
>50–60 40 (26) 64 (25) 65 (22) 169 (24) 658 (20)
>60 9 (6) 38 (15) 16 (5) 63 (9) 300 (9)

Education
Master of Science 14 (9) 23 (9) 7 (2) 44 (6) 233 (7)
Clinical specialist 10 (7) 23 (9) 1 (0.5) 34 (5) 216 (7)
Doctor of Philosophy 5 (3) 4 (2) — 9 (1) 37 (1)

MOVEMENT DISORDERS CLINICAL PRACTICE 845
doi:10.1002/mdc3.12525

D. CONRADSSON ET AL. RESEARCH ARTICLE



number of PwPD they treated was sufficient to retain their exper-

tise (Table 2). In addition, 50%, 56%, and 68% of the therapists in

the hospitals, primary care units, and community, respectively,

reported that they treated too few PwPD to retain their expertise.

Treatment Characteristics and
Targets
In hospitals and primary care units, physiotherapy was delivered

in an approximately 60:40 distribution between individual and

group treatment (see Table 2). In the community, physiother-

apy was predominantly (85%) given on an individual basis.

Longer treatment durations (≥6 sessions) were most prevalent

(82%) in primary care units, whereas there was greater variation

between diverse treatment durations in hospitals and in the

community (Table 2). As illustrated in Fig. 2, physiotherapy

treatments were frequently targeted towards improving a wide

variety of disabilities whereas freezing of gait and pain were

treated by <35% of the physiotherapists.

Use of Standardized Measurement
Tools
A majority (range, 71-79%) of physiotherapists that worked in

hospitals and primary care units reported that they used standard-

ized measurement tools when assessing PwPD, whilst the corre-

sponding proportion was 50% in the community. However,

measurement tools recommended for PwPD were used infre-

quently and single-item questions/tools were more often used

than multi-items instruments. As illustrated in Fig. 2B, the TUG

test was the most common outcome measure (used by ≥97% of

the physiotherapists in all work settings). The BBS, the FTSST

and the 10MWT were also utilized in all work settings but less

frequently than the TUG test (range, 27-66%). In hospitals and

primary care units, the Mini-BESTest and the 6MWT were

used by 18-23% and 39-56% of the physiotherapists, respec-

tively, whereas these were less frequently used (range, 3-16%) by

physiotherapists in the community. Furthermore, the FES-I was

used by 21% of physiotherapists in primary care units but to a

lesser extent (11-13%) by physiotherapists working in hospitals

and the community. The ABC-scale and the FOG-Q were used

to a limited extent (<5%) in all work settings.

Collaboration with Other Health
Care Professionals
Overall, physiotherapy treatment of PwPD in collaboration

with other healthcare professionals was more common in hospi-

tals than in primary care units and the community (see Fig. 3).

This difference between work settings was especially pro-

nounced for multi-professional collaboration, i.e., 38% in hospi-

tals versus 8% and 1% of the physiotherapists working in

primary care units and the community, respectively. Limited

insight regarding the role of other health care professionals was

also most frequently reported among physiotherapists working

in the community (60%), followed by primary care units (44%)

and hospitals (23%). In line with this, 80% of the physiothera-

pists that worked in hospitals collaborated with a physician. The

corresponding values for primary care units and the community

were 39% and 13%, respectively. Physiotherapists in primary

care units predominantly collaborated with occupational thera-

pists whereas collaboration with nurses and occupational thera-

pists was most common in the community. However,

collaboration with social workers and speech therapists was

uncommon in primary care units (range, 15-19%) and almost

non-existent in the community (1%).

FIG. 1. This flow chart illustrates the targeted population, the
number of physiotherapists who received the web survey,
the response rate, as well as the proportion who were treat-
ing persons with Parkinson’s disease and their work setting.
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Adherence to Guidelines and
Protocols
A minority of physiotherapists in hospitals (19%) reported that

they used the European guidelines for physiotherapy while

treating PwPD and this was even less common in primary care

units (11%) and the community (3%). Local protocols for treat-

ment of PwPD were used by 49% of physiotherapists in hospi-

tals whilst the corresponding proportions were 35% in primary

care units and 24% in the community. Barriers to using guideli-

nes for treating PwPD were similar between work settings;

approximately one of three physiotherapists (range, 29-33%)

reported accessibility as a barrier whereas one of four (range,

23-24%) found guidelines to be comprehensive and difficult to

interpret.

Needs for Gaining Expertise
Regarding PD
Irrespective of work setting, a majority of the physiotherapists

perceived a need to increase their knowledge about PD (range,

74-96%), skills about the assessment and treatment of PwPD

(range, 79-90%) and measurement tools (range, 84-90%).

Discussion
The present study sheds light on physiotherapy provision across

work settings in the Swedish health care system. As PD is a

complex heterogeneous disease,19 adequate assessment and

optimal selection of physiotherapeutic interventions8 require

PD-specific knowledge and skills. However, consistent with

findings by Nijkrake et al., which found that physiotherapists in

the Netherlands treated <10 PwPD per year,12 most physiother-

apists in our study treated approximately 10 to 20 PwPD per

year and perceived that they had limited PD-specific expertise

regarding physiotherapy for PwPD. Moreover, PwPD have

expressed a need for increasing the accessibility to health care

professionals with PD-expertise.20,21 Accordingly, the present

findings highlight the need to strengthen the PD-specific exper-

tise regarding assessment and treatment of PwPD among phys-

iotherapists in Sweden.

Although physiotherapists in Sweden treated a wide range of

PD impairments and activity limitations few physiotherapists

treated freezing of gait. This despite that freezing of gait is a

devastating feature related to falls22,23 and present among

approximately 50% in the mild to moderate stage of PD.24 This

was an unexpected finding, partly due the drastic nature of

freezing of gait but also as physiotherapeutic interventions have

shown to be beneficial for freezing of gait, e.g. cued task-

specific training.25,26 Contrasting the findings for freezing of

gait, a majority (>80%) of the physiotherapists in our study

reported that they treated gait. As “gait” represents a more gen-

eric target for treatment compared to “freezing of gait”, we

believe that this discrepant result was caused by the high pro-

portion of non PD-specialists among the respondents. Similarly,

few physiotherapists (≤ 27%) in our study treated pain in their

management of PwPD. Although 70% and 40% of PwPD

report musculoskeletal and dystonic pain, respectively27 pain

TABLE 2 Professional expertise among physiotherapists, treatment characteristics, and needs for gaining expertise regarding Parkinson’s
disease in different work settings

Variable Study sample: No. (%)

Hospital, n = 150 Primary care, n = 257 Community, n = 298 All, n = 705

Working experience, years
1–5 18 (12) 45 (18) 71 (24) 134 (19)
6–0 24 (16) 40 (16) 58 (19) 122 (17)
>10 107 (71) 171 (67) 167 (56) 445 (63)
Sufficient PD expertise 120 (80) 191 (74) 172 (58) 483 (69)

PwPD, patients per months
1–2 78 (52) 180 (70) 251 (84) 509 (72)
3–5 39 (26) 44 (17) 44 (15) 127 (18)
≥6 33 (22) 33 (13) 3 (1) 69 (10)

PwPD needed to treat, patients per months
1–2 20 (13) 60 (23) 68 (23) 148 (21)
3–5 81 (54) 136 (53) 163 (55) 380 (54)
≥6 49 (33) 61 (24) 62 (21) 177 (24)

Form of treatment
Individual 96 (64) 155 (60) 254 (85) 505 (72)
Group 10 (7) 7 (3) 5 (2) 22 (3)
Individual and group 40 (27) 90 (35) 33 (11) 163 (23)

Treatment duration, no. of sessions
1–2 41 (27) 4 (2) 66 (22) 111 (16)
3–5 37 (25) 39 (15) 73 (24) 149 (21)
≥6 66 (44) 210 (82) 145 (49) 421 (60)

Needs for gaining PD expertise
Theoretical knowledge 110 (73) 191 (74) 240 (81) 541 (77)
Skills 125 (83) 204 (79) 268 (90) 597 (85)
Measurement tools 126 (84) 222 (86) 269 (90) 617 (88)

PD, Parkinson’s disease; PwPD, persons with Parkinson’s disease.
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remains often untreated by the health care professionals.28,29

Therefore, to improve the management and treatment of pain

for PwPD, implementing a multidisciplinary approach including

physicians and rehabilitation experts (e.g. tailored exercise pre-

scription by physiotherapists)30 has recently been proposed.31

We speculate that limited PD-expertise among physiotherapists

in the present study is a potential reason for why freezing of

gait and pain often remained untreated. Still, the link between

expertise and clinical decision making among physiotherapists

requires further investigation.

Despite the uncertainty regarding the efficacy for multi-

professional care of PwPD2,32–34 there is a strong belief that the

complexity of PD is best managed through comprehensive

multi-disciplinary care.1 Our data clearly show that a majority of

the physiotherapists in our sample were treating PwPD in the

absence of a multi-professional context, or at best together with a

physician, nurse or occupational therapist. In fact, the finding that

only 1 to 8% of physiotherapists in primary care units and the

community treated PwPD in a multi-professional manner (see

Fig. 3) is quite remarkable and concerning. Physiotherapists in

these work settings, similar to findings from the Netherlands,12

also reported limited insight into the role of other health care pro-

fessional treating PwPD which has been highlighted as a barrier

for multi-professional care.1 Importantly, our study captured data

on an individual level; however it is likely that the actual barriers

for multi-professional care arise from the organization providing

health care. Therefore, future studies focusing on barriers for

multi-professional collaboration at multiple levels of health care

(e.g. the structure of the organization of health care, national

guidelines and decision makers) are warranted.

FIG. 2. A: Targets of physiotherapy treatment and B: the use of recommended measurement tools for persons with Parkinson’s dis-
ease in different work settings. Data represent the frequency (%) of physiotherapists per work setting who were treating a specific dis-
ability (i.e., “quite often” or “very often”) and using a specific outcome measure (i.e., “sometimes”, “quite often,” or “very often”). RoM
indicates range of motion; BBS, Berg Balance Scale; Mini-BESTest, Mini-Balance Evaluation Systems Test; TUG, Timed Up and Go;
FTSST, 5 Times Sit to Stand; 10MWT; 10-Meter Walk test; FOG-Q, Freezing of Gait Questionnaire; FES-I, Falls Efficacy Scale- Interna-
tional; ABC, Activities Balance Confidence scale; 6MWD; 6-Minute Walk Distance.
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In line with previous findings from the field of rehabilita-

tion,35,36 infrequent use of recommended measurement tools

for PwPD was observed among physiotherapists in the present

study. Noteworthy, the limited utilization of these recom-

mended tools was most evident for more time-consuming mul-

ti-item tools (e.g. BBS and Mini-BESTest) and tools targeting

fall-related psychological issues (e.g. FES-I and ABC). The latter

finding is somewhat surprising since FES-I and ABC are self-

administered questionnaires that could be administered before

seeing the physiotherapist. We speculate that the infrequent use

of these measurement tools mirror the limited PD expertise per-

ceived by a majority of physiotherapists in this study. Alterna-

tively, as more generic tools were frequently used by

physiotherapists (e.g. TUG) it is possible that physiotherapists

prioritize tools that can be used across different patient groups.

Furthermore, physiotherapists in Sweden primarily used local

protocol as guidance for treatment of PwPD whereas few phys-

iotherapists adhered to the European guidelines for physiother-

apy.8 Although our study provides an indication of the barriers

for using guidelines by physiotherapists (i.e. accessibility and

comprehensiveness) the reasons for poor compliance is still

inconclusive. However, we acknowledge that our study was

conducted approximately 9 months after the publication of the

European physiotherapy guidelines for PD was published and

we thereby suggests future studies to follow-up on compliance

to these guidelines in European countries. Nevertheless, it is

reasonable to highlight the need to facilitate adherence to mea-

surement tools and physiotherapy guidelines as both are impor-

tant for transparency and quality of care.8,37

Our results also reveal variations in the provision of physio-

therapeutic interventions across work settings. Specifically,

physiotherapy was provided in a nearly 60:40 distribution

between individual and group treatment in hospitals and pri-

mary care units. On the contrary, in line with findings by Keus

et al.,13 physiotherapists in the community predominantly (88%)

treated PwPD on an individual basis. Longer treatment dura-

tions (>6 weeks) of PwPD were more common at primary care

units (82%) compared to hospitals (44%) and the community

(49%). We believe that the diversity of physiotherapy between

work settings represents the different roles of these services in

the Swedish health care system. Intuitively, extended treatment

periods including a mix of individual and group treatment

match the role of primary care units as providers of PD specific

treatment whilst shorter treatment periods in the community

fulfil their primary role of providing rehabilitation services

delivered in the home or in nursing home settings. As physio-

therapy in hospitals was more varied regarding treatment form

and duration, the role of physiotherapy provided at hospitals

likely entails a divided role between specialized consultancy

(e.g. acute assessments and care) and out-patient care. While

this survey has provided important insight and areas for

improvement in the current physiotherapy care in Sweden for

PwPD, future studies should focus on whether these findings

transfer to other health care systems.

This study presents with some methodology considerations

that require attention. Importantly, we were not aiming to

recruit a representative sample of all physiotherapists working in

Sweden instead we aimed to explore physiotherapy provision

FIG. 3. The percentage of physiotherapists per work setting who reported collaboration with other health care professionals and a
multi-professional collaboration (i.e., collaboration with a physician, nurse, and 2 additional health care professionals) while treating
persons with Parkinson’s disease.
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among therapists who treated PwPD on a regularly basis. This

led to a study sample which constituted 24% of the targeted

population (705 out of 2596 physiotherapists). This, combined

with the relative low response rate of 40%, may limit the gener-

alizability of this work. On the other hand, there are approxi-

mately 22 000 PwPD in Sweden14 and it seems reasonable that

our study sample of 705 responders serve as the core group of

physiotherapists providing care for PwPD in Sweden. In line

with this, the distribution between gender, age and highest level

of education were similar between the study sample and the tar-

geted population (see Table 1).15 Finally, we acknowledge the

methodological limitations of surveys; i.e. the reported physio-

therapy practice may not necessary reflect actual practice as the

results of surveys are likely to rely on the interpretation of ques-

tions. Further, some items were formulated with a leading tone

(e.g. “I have limited insight” and “guidelines are difficult to

interpret”) which could have negatively affected respondents’

perception of their expertise or physiotherapy treatment.

In conclusion, our findings emphasize the need to strengthen

the expertise regarding assessment and treatment of PwPD

among physiotherapists in Sweden and to apply strategies

endorsing multi-professional collaborations for PD rehabilita-

tion. In order to offer expert physiotherapy care for PwPD, it

is important to provide PD-specific education to physiothera-

pists and implement national guidelines. This survey further

indicates a need among physiotherapists in Sweden, especially

among those working in the community, for professional

development regarding physiotherapy for PwPD. We encour-

age future investigations of barriers for multi-professional col-

laboration, compliance to physiotherapy guidelines and utility

of measurement tools, as well as studies of the link between

expertise and clinical decision making among physiotherapists

treating PwPD.
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