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A B S T R A C T 

 

 

Introduction:  Rural physiotherapists are faced with unique challenges, one of which is the necessity to extend their skills and 

knowledge to areas that would be covered by a specialist physiotherapist in an urban setting. The effects of this on the 

physiotherapist’s confidence and self-belief has not been studied. The present study aimed to measure the self-efficacy and 

confidence of rural physiotherapists who undertake service delivery in the specialist field of paediatrics.  

Method:  A descriptive, cross-sectional design survey was made of rural and remote physiotherapists working in north-west 

Queensland, Australia. Responses were coded and analysed using descriptive statistics and cross tabs to compare existing 

relationships among variables.  

Results:  Twenty-three (of 56) completed surveys were returned (41% response rate). Rural and remote physiotherapist’s are likely 

to be sole practitioners or part of a small group of clinicians, working full time in a hospital or private practice. These 

physiotherapists reported less peer support than urban physiotherapists and were required to treat multiple cases across specialist 

areas. Physiotherapists working in such a demanding, unsupported environment have a low belief in their abilities and poor coping 

strategies, causing them to develop low self-efficacy.  

Conclusion:  Rural physiotherapists having low self-efficacy can mean they have low levels of confidence in their ability to 

practise, and hold the belief that they lack the skills and attributes to practice. This could mean a conflict with professional conduct 

and ethical standards. Early identification of low self-efficacy gives time to review, develop and sustain strategies to help address 
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the problems faced by the rural physiotherapist workforce, and to re-develop this workforce into one that is more stable and 

supportive.  

 

Key words:  paediatrics, physical therapy, physiotherapy, self-efficacy. 

 
 

Introduction 
 

The nature of health service delivery and the experience of 

practising health professionals can vary in rural 

communities1. The rural physiotherapist is faced with unique 

challenges, different from an urban physiotherapist
2-7

. These 

challenges become more apparent when there is a need for 

the rural physiotherapist to extend their skills and knowledge 

to areas typically covered by a specialist physiotherapist. An 

example of this is when a rural physiotherapist is required to 

treat paediatric cases who, in an urban setting, would 

normally be seen by a specialist paediatric physiotherapist
1-

4,6-10
. The effects of working in challenging conditions on the 

physiotherapist’s confidence and belief in themselves to 

fulfil these demands are unknown.  

 

Self-efficacy is the central component of the social learning 

theory conceptualised by Albert Bandura in 1977
10,11

. The 

belief of self-efficacy is defined as ‘a person’s judgement of 

their capabilities to organise and execute designated courses 

of action required to attain designated levels of performance’ 

(p.391)
12

. Bandura's key contentions with regards to the role 

of self-efficacy beliefs in human functioning is that ‘people's 

level of motivation, affective states, and actions are based 

more on what they believe than on what is objectively true’ 

(p.2)13.  

 

Pajares found that human functioning is influenced by many 

factors, especially as the success or failure experienced as 

people engage in the myriad tasks that comprise their life 

naturally influences the decisions they make
14

. The 

knowledge and skills they possess play critical roles in what 

they choose to do and not do
13,14

. Individuals interpret the 

results of their attainments, just as they make judgments 

about the quality of the knowledge and skills they posses, 

hence allowing self-efficacy beliefs to also be seen as ‘the 

confidence that people have in their ability to do the things 

they try to do’ (p.3)14. Self-efficacy is assessed by asking 

individuals to report the level, generality, and strength of 

their confidence to accomplish a task or succeed in a certain 

situation14,15,16.  

 

The availability of other health professionals to the rural 

physiotherapist becomes crucial to the physiotherapist’s 

service delivery, professional support and interdisciplinary 

interaction. When considering Bandura’s theory, in the case 

of a rural physiotherapist, low self-efficacy is possible 

because they face daily challenges and setbacks secondary to 

a lack of support, resources and services
3,6,17,18

. 

Physiotherapists working in such a demanding, poorly 

structured and unsupported environment are expected to 

have low levels of belief in their abilities, and poor coping 

strategies, thus causing them to develop low self-efficacy 

beliefs
19,20

. The clinical implications remain unclear. 

However it has been documented that physiotherapists suffer 

burnout when working in rural areas3,4,7,19-21.  

 

Williams et al identified the challenges of working in a rural 

area as the lack of a career path, career development and 

specialisation
7
. A specialist physiotherapist is one who has 

achieved a required standard of practical, theoretical 

expertise and competence in a required area of special need 

or interest within a recognised area of physiotherapy 
22-25

. 

Professional acknowledgement identifies to other health 

professionals and to employers that the physiotherapist with 

specialist qualifications is one with advanced clinical 

competence who is up-to-date with current research and 

evidence-based practice in their field of work22,26,27. Career 

choice and development is an example of the power of self-

efficacy to affect the course of life paths through choice-

related processes28. The higher the level of the individual’s 
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self-efficacy, the wider the range of career options they 

seriously consider, the greater their interest in them, and the 

better they prepare themselves educationally for the 

occupational pursuits they choose, therefore resulting in 

greater success28. However, in the case of the physiotherapist 

working in a rural area, secondary to poor workforce 

structure and lack of support, the career option of 

specialisation is not considered achievable. 

 

Rural physiotherapy is considered as a separate discipline of 

physiotherapy; however, the specialisation process of the 

rural physiotherapist is relatively new and is still undergoing 

institutional changes
2,3,5-7,17,25,27,29

. Paediatrics was chosen as 

an example of a specialist caseload because current 

paediatric rural services are fragmented, with access to care 

that is comprehensive and responsive to client’s needs being 

difficult due to waiting lists and the need to travel limiting 

timely appropriate services
30

. Moreover, in rural areas where 

85% of the physiotherapists were considered to be a 

generalist physiotherapist, paediatrics often contributed to a 

large majority (34%) of the caseload
18

. Roles for 

physiotherapy that extend the boundaries of scope of practice 

are often adopted out of necessity to solve service delivery 

and workforce problems
31

. However, the Australian 

Physiotherapy Association (APA) Code of Conduct and the 

Physiotherapists Board of Queensland (PBQ) Code of 

Practice, both share the view that a physiotherapist should 

avoid practising outside their scope of practice in an area in 

which they have poor confidence32,33. More specifically, the 

Code of Conduct highlights
32

:  

 

APA members shall define their scope of practice 

according to current knowledge and competency 

standards, shall practice in a careful, honest and 

accountable manner and shall accept responsibility 

for the exercise of sound judgment. (p.2) 

 

The APA and the PBQ share the view that a physiotherapist 

with low confidence in a clinical field outside their scope of 

practice, should refer on to a more suitably qualified 

practitioner with more experience32,33. However if the 

alternative is to not offer the service, going without the 

service also poses a risk because the potential for various 

therapeutic approaches may be missed by generalist rural 

physiotherapists. This may result in reduced functional 

independence and the emergence of secondary conditions or 

complications for the patient
34,35

. In turn, the physiotherapist 

is then faced with a professional dilemma: whether to treat 

outside their scope of practice in an area in which they do 

not feel competent. This can result in sub-standard and 

inadequate treatment, or treatment refusal due to a lack of 

skills; which in turn may lead to lack of self-efficacy beliefs, 

causing conflict with the code of ethics and giving rise to 

professional conduct issues
32

.  

 

The purpose of this study was to measure the self-efficacy of 

physiotherapists working in rural settings, who undertake 

service delivery in the field of paediatrics among their 

normal caseload. The study also aimed to explore the 

possible existence of a lack of self-efficacy in the rural 

physiotherapy cohort as well as identify any contributing 

factors. It was hypothesised that low self-efficacy and 

confidence exists among generalist rural physiotherapists 

undertaking specialist paediatrics caseloads.  

 

Methods 
 

Design and subjects 

 

This study was of descriptive, cross-sectional design. The 

target population was a sample of physiotherapists working 

in the north Queensland region of Australia, within a 

boundary extending north of and including Mackay, to the 

western border of Queensland. The inclusion criteria was 

physiotherapists working in areas with an Accessibility/ 

Remoteness Index of Australia (ARIA) classification 

providing four classes of ‘moderately accessible’, ‘remote’ 

or ‘very remote’. The ARIA index score is based on the road 

distance from the closest service centres in each of these 

4 classes. North Queensland was chosen due to its vast 

distances and the area’s inclusion of the 4 ARIA classes, 

providing diversity. 
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The study inclusion criteria extended to physiotherapists 

who undertake specialist clinical caseloads where paediatric 

cases contribute to this caseload. The second criterion was 

later amended because it was difficult to determine, due to 

there being no record of specialist paediatric physiotherapists 

working in a rural area. It was also difficult to define where 

paediatric cases contributed to the case load because most 

rural physiotherapists work as a generalist and experience a 

wide variety of clientele in their caseload
2-7,17

.  

 

Compiling the mailing list 

 

The addresses of rural physiotherapists were obtained 

through the James Cook University (JCU) Physiotherapy 

contact database, as well as through a general search of the 

Yellow Pages® telephone directory. This was cross-checked 

against the APA’s ‘Find a Physio’ website. There was 

considerable difficulty in obtaining an accurate database 

because contact details were often not updated to reflect an 

accurate picture of those physiotherapists working in a rural 

area. This can be attributed to high staff turnover and 

attrition in rural areas
2-7,17

. To comply with ethics 

requirements, once a contact number was obtained, the 

workplace was then contacted to obtain names of the 

physiotherapists currently working there, to ensure accuracy 

when addressing the envelopes. Physiotherapists are required 

to be registered to practise. However as the registration list 

may not accurately reflect work address and permission was 

not achieved to access the registration list filtered by 

postcode, this was not further pursued. Therefore, a sample 

size could not be determined with accuracy. The vast 

distances of the study area and the mobility of the workforce 

precluded face-to-face interviews. James Cook University 

Human Resource Ethics Committee provided ethical 

approval. 

 

Questionnaire development 

 

The questionnaire was designed in two parts and included 

13 items specific to tasks undertaken in a paediatric 

physiotherapy practice domain (Appendix I). The first part 

was to obtain demographic and background details of the 

physiotherapist participant, while the second part was to 

obtain a quantitative picture of the self-efficacy scores of the 

participants with regards to working with paediatric 

caseloads. Self-efficacy was measured on a 5 point Likert 

scale (‘very little confidence’ to ‘a lot of confidence’). 

Pajares has demonstrated that researchers assess self-efficacy 

beliefs by asking individuals to report the level, generality, 

and strength of their confidence to accomplish a task or 

succeed in a certain situation
16

. The self-efficacy 

questionnaire used was slightly modified from a previous 

JCU research project and is based on the ideas of Pajares, 

which determine that self-efficacy should be measured in 

terms of personal judgments of capability that vary across a 

realm of activity, different levels of task demands and under 

different circumstances, so as to not result in a generalised or 

global measurement
16

. 

 

Data were collected over a 12 week period. Initially, 

19 completed questionnaires were returned. Nine 

questionnaires were returned marked ‘not at this 

address/return to sender’. A second mail-out of 

questionnaires was conducted to those who had not returned 

the questionnaire. A further 5 completed questionnaires were 

returned, with one marked ‘not at this address/return to 

sender’. In total, 23 completed questionnaires were returned 

providing an overall response rate of 41% (23 of 56).  

 

Validity and reliability 

 

Traditionally self-efficacy has been measured by asking a 

yes/no-answer question about whether a person can perform 

at specific task to a certain level. The person is then asked to 

rate how confident they feel (as a percentage) in performing 

the task to the level indicated. Maurer and Pierce conducted 

a study which aimed to address whether a Likert-type 

measurement can be used as an alternative to this traditional 

measurement of self-efficacy
36

. The results indicated that 

Likert-type and traditional measures of self-efficacy have 

similar reliability–error variance, provide equivalent levels 

of prediction, and have similar factor structure and similar 

discriminability36. Overall, considering both practicality and 

the apparent similarity of empirical results using the two 
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methods, a Likert scale offered an acceptable alternative 

method of measuring self-efficacy36. Maurer and Andrews 

compared three methods of measuring self-efficacy
37

. The 

three methods included traditional, Likert, and a simplified 

scale. Scores on the three scales had highly similar reliability 

and validity and were strongly related
37

. The Likert scale 

required 50% fewer participant responses than the traditional 

format, and provided more specific diagnostic information in 

line with the traditional method of measuring self-efficacy
37

. 

Robson and Neuman both agreed that the simplicity and ease 

of use of the Likert scale is its real strength38,39. The study 

does acknowledge the limitations of using this scale, 

especially as the scale may reveal little about the causes for 

answers. However, Dyer determined that attitude scales do 

not need to be factually accurate, they simply need to reflect 

one possible perception of the truth
40

. Dyer further 

demonstrated that respondents will not be assessing the 

factual accuracy of each item, but will be responding to the 

feelings which the statement triggers in them
41

.  

 

Data analysis  

 

Responses were coded according to common responses 

within each questionnaire. The format of these responses 

utilised a variety of levels of measurement including nominal 

data (non-numerical variables such as age or place of work) 

and ordinal data (within the Likert scale). Once coded, the 

data were analysed using SPSS v17 software 

(www.spss.com), using descriptive statistics and cross tabs 

to determine and compare relationships among variables.  

 

Results and Discussion  
 

The respondents were 56.5% female (n= 13) and 43.5% male 

(n= 10). The age of physiotherapists practising in rural 

locations ranged from 18 to ≥65 years. The age range 

distribution fell predominantly between 35 and 54 years.  

 

Work practices  

 

To explore work practices, information was obtained from 

respondents on the work setting, location in area of 

distribution, employment status, role description and 

duration of employment since graduation and in their current 

job. Ten respondents (44%) worked in a hospital, 11 (48%) 

worked in private practice, and two (9%) worked in a 

community health setting. None of the respondents reported 

working in outreach.  

 

In agreement with past research, rural physiotherapy practice 

is more likely to involve a sole position (n=16, 70%), or one 

of a small group of clinicians (n=7, 30%)
2-7,17

. Eight 

respondents reported working in their current job for 

≥10 years. Two respondents reported having worked 

≥20 years since graduation in their current job. Of the 64% 

of respondents who reported working less than 10 years in 

their current job, the majority (36%) reported working 6-

12 months, and 3-5 years, respectively (18%). The majority 

of respondents (65%) stated having a Bachelor Degree in 

Physiotherapy as their highest qualification. 

 

The majority of respondents working in a small multi-

disciplinary team demonstrated low self-efficacy when 

working with a paediatric caseload. This could be attributed 

to the keys issues identified by Wilson et al as those 

affecting the work ethic of rural physiotherapists
35

. 

Recruitment, retention, and lack of resources were identified, 

as was inadequate staffing35. Struber complements this, 

revealing the rural physiotherapy cohort to be a complex 

workforce that is fragmented by part-time work, multiple 

workplaces, and overlay within the public and private 

sector
41

. However, of the study participants, 78% worked full 

time compared with 22% who worked part time. Moreover, 

new graduates frequently fill vacancies and it is imperative 

that they develop advanced skills across a broad range of 

clinical and management areas very quickly
4
. In turn, Bent 

highlighted that such a position is not suitable for new 

graduates, despite their recruitment and, as such, the APA 

has found that many of the physiotherapists currently 

working in rural areas are inexperienced and lack the 

diversity of skills necessary to cope in such a demanding 

environment
4
. It may be that because of this lack of 

experience and necessary skills, these physiotherapists might 

have rated their self-efficacy as quite low.  
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In the questionnaire, the majority of respondents reported 

having worked ≥20 years since graduation; however, they 

still reported low levels of self-efficacy beliefs when 

working with paediatrics caseloads across all domains of the 

questionnaire, despite their wide experience. Logical 

arguments for this could be attributed to those issues 

identified by Struber
41

 of poor utilisation of professional 

development (PD) demonstrated among participants.  

 

The majority of respondents reported undertaking further 

training and PD in musculoskeletal studies (30%), followed 

by neurological rehabilitation (13%), 4% each in 

cardiorespiratory, intensive care and alternative therapy, and 

26% reporting further training in two or more of these areas. 

Four respondents (17%) reported undertaking no further 

training or PD at all, yet given the breadth of clinical areas 

and advances in physiotherapy this is surprising2-7,42. The 

APA introduced a compulsory system of continuing 

professional development (CPD) for all members in January 

1999 in response to this issue43. However, the downfall of 

this strategy was that APA membership is not compulsory
43

. 

Because membership of the APA status was not collected in 

the questionnaire, the implications of this on the sample are 

unknown. Recently, the Australian Health Workforce 

Ministerial Council reached a consensus in the 

implementation of a national registration and accreditation 

scheme for health professionals in Australia
44

. The national 

scheme introduced from 1 July 2010 included requirements 

that registrants show participation in CPD activities in order 

for their registration to be renewed
44

. At present, the PD 

required to further develop skills unique to a specialist area 

of physiotherapy involves high cost and travel to major 

centres, where the PD available is usually metropolitan in 

context, rather than rural
18

.  

 

Rural practice has been identified as being a distinct 

discipline, because physiotherapists working in rural 

locations are considered to be generalists who manage a 

broad range of clinical conditions across the age spectrum
2-

7,17
. Therefore, the physiotherapist conducts an appropriate 

initial assessments of clients across the lifespan, establishes 

problem lists and employs collaborative goal setting. The 

study demonstrated that across the entire questionnaire 

(n=23), an average of 9 (of 16 sole practitioners), and an 

average of 6 (of 7) practitioners who work in a small group 

of clinicians were rated as having neutral and below levels of 

confidence concerning these components of initial 

assessment.  

 

When asked if they felt adequately prepared to undertake a 

paediatric caseload, in the responses to self-efficacy question 

(SEQ) 1 the majority (74%) of respondents reported neutral 

levels of confidence and below. Similarly, 94% of the 

respondents with no further training or PD in paediatrics 

reported neutral levels of confidence and below. When asked 

if they felt able to appropriately perform treatments for a 

paediatric caseload (SEQ 9) the majority of respondents 

(65%) reported neutral levels of confidence and below. The 

lack of self-efficacy beliefs demonstrated concerning 

treatment of a paediatric client is well justified, because it 

has been established that the physiotherapist undertaking a 

paediatric clinical caseload requires specialist knowledge 

when treating a child or adolescent
42,45

. When asked if able 

to progress interventions appropriately for a paediatric 

caseload, the majority of respondents (78%) reported neutral 

levels of confidence and below. However, more concerning 

is that in contrast those respondents who have had further 

experience, 50% reported having neutral levels of confidence 

and below. This may reflect a need to travel to major centres 

to further develop skills unique to a specialised area of 

physiotherapy, and the PD available is usually metropolitan 

in context, rather than rural
18

. This raises the question of 

whether current PD and training in the area of paediatrics is 

appropriate and applicable to a rural context.  

 

When asked if they felt able to perform discharge planning 

for a paediatric caseload ( SEQ10) the majority of 

respondents reported neutral levels of confidence and below 

(74%). The majority (74%) of respondents reported neutral 

levels of confidence and below with regard to preparation to 

undertake paediatric caseloads. Similarly, 94% of the 

respondents with no further training or PD in paediatrics 

reported neutral levels of confidence and below. This reflects 

current practice in paediatrics where discharge is often more 
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complex than for adults because it involves greater need for 

a holistic approach that encompasses the child, the family 

and the natural setting in which the child lives, learns and 

plays
46

. Similarly, 94% of the respondents with no further 

training or PD in paediatrics reported neutral levels of 

confidence and below. This is generally reflected in current 

research. Battye and McTaggart found that most allied health 

professionals recruited for rural areas are dissatisfied with 

their preparation and workload
3
. In such circumstances, a 

high level of support is needed for those practising in rural 

areas, especially when the physiotherapist lacks experience 

and the diverse clinical skills needed to successfully practise 

in a rural area
3,4,18

.  

 

When asked if able to progress interventions appropriately 

for a paediatric caseload (SEQ12), the majority of 

respondents (78.2%) reported neutral levels of confidence 

and below. Similarly, 88% of the respondents with no further 

training or PD in paediatrics reported neutral levels of 

confidence and below. When asked if they are able to deal 

with the range of patient conditions which may be seen with 

a paediatric caseload (SEQ13), the majority of respondents 

(68.5%) reported neutral levels of confidence and below. 

Similarly, 94% of the respondents with no further training or 

PD in paediatrics reported neutral levels of confidence and 

below. In this context the questionnaire explored the 

confidence and self-efficacy beliefs of a rural physiotherapist 

undertaking a paediatric initial assessment to incorporate 

effective communication, comprehensive subjective and 

objective assessments, interpretation of assessment findings, 

and prioritisation of those assessment findings. Other 

components included adequately performing treatments as 

well as selection of short- and long-term goals.  

 

Across the entire questionnaire, an average of 9 (of 16 sole 

practitioners) and 6 (of 7 practitioners working as part of a 

small group of clinicians) were also rated as having neutral 

levels of confidence and below when working with a 

paediatric caseload. Similarly, 77% of respondents who 

reported having no further experience in paediatrics were 

reported as having neutral levels of confidence and below. 

This is in contrast with 47% of those respondents who have 

had further experience in paediatrics reporting neutral levels 

of confidence and below. Further experience was defined as 

previously working in paediatrics, covering paediatrics 

within a hospital rotation, or currently working with 

paediatrics clients.  

 

Conversely, respondents were more likely to have higher 

levels of self-efficacy across more generic domains of 

paediatric physiotherapy . When asked if able to verbally 

communicate effectively and appropriately with paediatric 

clients, 87% of respondents reporting neutral levels of 

confidence and above (35% confident, 17% a lot of 

confidence). This appeared to be the only domain where the 

majority of respondents did not demonstrate a lack of self-

efficacy. This can be attributed to the well-developed 

communication skills required when working as a 

physiotherapist. Communication and interpersonal skills are 

vital to competent and effective practice, especially in 

forming effective interaction with patients
47

.  

 

In summary, common themes found across responses to SEQ 

and domains of the questionnaire demonstrated low levels of 

confidence and a lack of self-efficacy in rural 

physiotherapists when dealing with paediatric caseloads. 

Unexpectedly this was also found for respondents who had 

further experience or education in paediatrics. Past research 

has determined the majority of rural physiotherapists was 

considered to be a generalist, undertaking service delivery 

across a range of caseloads where paediatrics often 

contributed one-third of that caseload
18

. However, when the 

rural physiotherapist demonstrates a lack of self-efficacy 

beliefs in treating a paediatric client, it raises concern about 

the adequacy of competency standards and about conflicts 

with codes of conduct. This is particularly so when 

professional bodies and registration boards such as the APA 

and the PBQ, respectively, set codes of practice compelling 

physiotherapists to define their scope of practice according 

to current knowledge and competency standards. A 

physiotherapist with low confidence in a clinical field 

outside their scope of practice should refer on to a more 

suitably qualified practitioner with more experience to 
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ensure the patient receives the best possible and most 

appropriate physiotherapy service. 

 

Limitations  

 

The study design has limitations. First, in terms of the choice 

of methodology, most general self-efficacy assessments 

consist of an omnibus-type instrument that attempts to 

measure a general sense of efficacy or confidence. Bandura 

argued that such general measures create problems of 

predictive relevance and are obscure regarding what is being 

assessed. General self-efficacy instruments provide global 

scores that de-contextualize the self-efficacy correspondence 

and transform self-efficacy into a generalized personality 

trait, rather than the context-specific judgment Bandura 

suggests
12-14,16

. Domain-specific assessments are more 

explanatory and predictive than omnibus measures and 

preferable to judgments, but they are inferior to task-specific 

judgments because the sub-domains can differ markedly in 

the skills required48. The study aimed to eliminate this by 

creating a scale that encompassed task-specific measurement 

of confidence
12,13,14,16

. 

 

The true clinical implications remain unclear because the 

study design incorporated descriptive statistics only, which 

was conducted on a small sample. Should further in-depth 

analysis have been undertaken, it would not have revealed 

any statistically significant results as the sample size was too 

small. This, coupled with a lack of higher level evidence, 

does not provide the reader with the ability to draw clinical 

implications, but rather raises the findings as issues to be 

considered.  

 

Initially, a mixed method approach was regarded as best for 

this study because multiple facets of the research question 

needed exploration. However, due to time constraints, once 

the self-efficacy data was collected by questionnaire, the 

thoroughness of the participants’ answers was deemed 

sufficient to address the other study aims without need for 

semi-structured interviews. Further investigation can be 

undertaken to gain a more qualitative, information rich 

picture of this physiotherapy cohort, and to explore the 

reasons for their low self-efficacy beliefs.  

 

Conclusion 
 

Low levels of confidence and a lack of self-efficacy beliefs 

exists in rural physiotherapists working with paediatric 

caseloads. This trend was evident across all domains of the 

patient initial assessment, and was also a key issue 

demonstrated by sole practitioners and those rural 

physiotherapists working within a small multidisciplinary 

team. A lack of self-efficacy was also noticed unexpectedly 

among rural physiotherapists who had further experience or 

training in paediatrics physiotherapy practices. The 

consequences of low self-efficacy include poor confidence in 

the ability to practise as a physiotherapist, and a belief that 

one lacks the skills and attributes to do so. In turn, this can 

lead to issues with professional conduct, and ethical 

standards.  
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Appendix I 
Self-Efficacy Questionnaire 

 

Please indicate how you feel about each statement by circling the response which best matches your opinion. 

 

 
                                                                                     Very little confidence                       A lot of confidence 

1 I feel adequately prepared to undertake a paediatric caseload A B C D E 

2 I feel that I am able to verbally communicate effectively and 

appropriately with paediatric clients 

A B C D E 

3 I feel that I am able to communicate in writing effectively and 

appropriately for a paediatric caseload 

A B C D E 

4 I feel that I am able to perform subjective assessments for a 

paediatric caseload 

A B C D E 

5 I feel that I am able to perform objective assessments for a 

paediatric caseload 

A B C D E 

6 I feel that I am able to interpret assessment findings appropriately 

for a paediatric caseload 

A B C D E 

7 I feel that I am able to identify and prioritise patient’s problems for 

a paediatric caseload 

A B C D E 

8 I feel that I am able to select appropriate short and long term goals 

for a paediatric caseload 

A B C D E 

9 I feel that I am able to appropriately perform treatments for a 

paediatric caseload 

A B C D E 

10 I feel that I am able to perform discharge planning for a paediatric 

caseload 

A B C D E 

11 I feel that I am able to evaluate my treatments for a paediatric 

caseload 

A B C D E 

12 I feel that I am able to progress interventions appropriately for a 

paediatric caseload 

A B C D E 

13 I feel that I am able to deal with the range of patient conditions 

which may be seen with a paediatric caseload  

A B C D E 

 

 
 


