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Abstract
Purpose The Coronavirus Disease (COVID-19) pandemic resulted in dramatic changes to avoid virus spread. In Canada, 
following provincial legislation the Workers’ Compensation Board of Alberta (WCB-Alberta) stopped in-person rehabilita-
tion services on March 23, 2020. On April 1, training began on remote service delivery using videoconferencing or teler-
ehabilitation, which started April 3. We studied WCB-Alberta’s transition to remote rehabilitation service delivery. Methods 
A population-based descriptive study was conducted, with data extracted from the WCB-Alberta database. This included 
clinical data from rehabilitation providers. We included workers completing services between January 1 and May 31, 2020. 
We statistically examined differences before and after the transition to remote services. Results The dataset included 4,516 
individuals with work-related injuries. The mean number of work assessments per week pre-COVID was 244.6 (SD 83.5), 
which reduced to 135.9 (SD 74.5). Workers undergoing remote assessments were significantly more likely to work in health 
care or trades, did not require an interpreter, and were less likely to be working or judged as ready to return to work. Number 
of completed rehabilitation programs also reduced from 125.6 to 40.8 per week, with most (67.1%) remote programs being 
functional restoration. Few adverse effects were observed. Conclusions We describe the transition to completely remote 
delivery of occupational rehabilitation due to COVID-19 physical distancing restrictions in one Canadian compensation 
jurisdiction. It appears the use of remote services was successful but proceeded cautiously, with fewer complex cases being 
referred for assessment or rehabilitation. Further research examining longer-term work outcomes and stakeholder percep-
tions is needed.
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Introduction

In early 2020, the coronavirus disease (COVID-19) [1] pan-
demic resulted in dramatic changes to delivery of health care 
services world-wide to avoid transmission and spread of the 
novel corona virus [2]. Many jurisdictions transitioned to 
remote delivery of services using telehealth or videoconfer-
encing technology [3]. Preliminary evidence has shown that 

telehealth/ telerehabilitation and videoconferencing as used 
by physical therapists has promise for treating individuals 
with musculoskeletal conditions [4, 5]. However, little is 
known about these services in the context of occupational 
rehabilitation where physical in-person testing and participa-
tion in work-related functional activities are the norm. As 
physical distancing restrictions may last for several months 
or until a vaccine is available, sharing experiences with 
remote service delivery could inform other jurisdictions 
considering this option.

In Alberta, Canada, under provincial legislation in March 
2020, all in-person visits to rehabilitation professionals 
were stopped with the exception of urgent or emergency 
cases. On March 23, 2020, the Workers’ Compensation 
Board of Alberta (WCB-Alberta) stopped offering all in-
person rehabilitation services to injured workers. However, 
in early April 2020 WCB-Alberta transitioned to remote 
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delivery of assessment and treatment services via telephone 
or videoconferencing.

Previous research conducted in Alberta had evaluated 
conversational assessment and rehabilitation strategies. The 
Functional Interview Tool (FIT) for assessing work ability 
had been developed [6] and evaluated [7, 8] in a randomized 
controlled trial examining the value of performance-based 
functional capacity evaluation (FCE). Findings indicated the 
FIT led to comparable return to work outcomes as FCE, 
with lower risk of pain exacerbation during rehabilitation. 
Since the FIT incorporated principles of motivational inter-
viewing [9], subsequently the effectiveness of motivational 
interviewing as an adjunct to routine occupational rehabili-
tation was examined [10, 11]. Incorporating motivational 
interviewing into functional restoration programs led to 
higher return-to-work rates at program discharge in non-job 
attached workers and more sustained return to work over a 
follow-up year.

Experience with these clinical trials allowed WCB-
Alberta to rapidly transition to remote delivery of assess-
ment and treatment using the tools and resources previously 
developed. On April 1, 2020, the first training sessions were 
offered to rehabilitation professionals on how to conduct the 
FIT protocol over videoconferencing. On April 3, 2020, the 
first injured workers were assessed using the FIT to deter-
mine work-related functional ability, readiness to return to 
work, and need for further rehabilitation services. All other 
assessment and rehabilitation programs (except neuropsy-
chological assessments) also transitioned to remote delivery 
in early April 2020.

The objective of this research was to describe WCB-
Alberta’s transition to remote delivery of occupational 
rehabilitation services in response to the COVID-19 pan-
demic. We examined the characteristics of injured workers 
completing work assessments or rehabilitation programs in 
the first three months of the year (before COVID-19) and 
compared them to workers completing work assessments or 
rehabilitation programs after transition to remote services 
(after April 3, 2020).

Methods

Design

A population-based descriptive study was conducted, with 
data extracted from the WCB-Alberta’s provincial database. 
This database contains information on thousands of injured 
workers and is augmented by clinical data from contracted 
rehabilitation providers in the province. These providers 
complete reports at time of injured worker’s assessment, 
as well as admission and discharge from rehabilitation. We 
used data collected on workers completing work assessment 

or rehabilitation programs between January 1 and May 31, 
2020. Ethical approval was obtained from the University of 
Alberta’s Health Research Ethics Board.

Population

Province-wide data were available on all injured workers 
with open WCB-Alberta claims who completed work assess-
ment or rehabilitation during the study period. Based on a 
soft tissue injury continuum of care model, injured work-
ers are referred for work assessment when they have met 
or surpassed expected injury healing times (i.e. 4–8 weeks) 
and have plateaued with medical interventions, yet report 
ongoing difficulties related to their compensable condi-
tion. Assessing clinicians interpret assessment findings 
and injured workers are triaged to what is deemed the most 
appropriate option (usually return to work at some level or 
a rehabilitation program).

Study Procedures

This study was limited to archived clinical and administra-
tive data of the WCB-Alberta. No injured workers were 
directly recruited. Within Alberta, WCB reports are elec-
tronic and data is thus automatically entered into WCB-
Alberta databases. Characteristics of injured workers were 
linked with routinely collected program evaluation data.

Measures

We extracted data on all injured workers completing work 
assessment or occupational rehabilitation programs across 
the province. Specific measures extracted included worker 
characteristics, details of the type of work assessment or 
rehabilitation program delivered, and clinical recom-
mendations following the assessment or discharge from 
rehabilitation.

Worker Characteristics

This included age, sex, injury duration in days, primary 
diagnosis, injured body part, whether the worker experi-
enced a comorbid injury or condition, National Occupational 
Classification code, employment status (i.e., job attachment 
status), current work status, availability of modified work, 
and scores on self-reported outcome measures completed 
at the time of assessment. These included the Pain Disabil-
ity Index (PDI) [12], pain Visual Analogue Scale (VAS, 
100 mm) [13], the 36-Item Medical Outcome Study Short 
Form Health Survey (SF-36) [14]. Depending on part of 
body affected, workers also completed the short-form Dis-
abilities of the Arm Shoulder and Hand (QuickDASH) ques-
tionnaire [15], Lower Extremity Functional Scale (LEFS) 
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[16], or the Orebro Musculoskeletal Pain Questionnaire 
(OMPQ) [17, 18].

Type of Work Assessment

Clinicians typically use the WorkWell Functional Capacity 
Evaluation (FCE) within the WCB-Alberta jurisdiction [19]. 
This is a performance-based functional assessment protocol 
that is conducted as either a basic (1-day) assessment or a 
more comprehensive (2-day) protocol. Basic assessments are 
reserved for more straight-forward cases and are typically 
requested when claim owners suspect further rehabilitation 
is needed, while comprehensive assessments are completed 
in more chronic, complex situations (i.e., are considering 
claim closure and likelihood of ongoing work restrictions). 
After March 23, 2020, all assessments were done using vide-
oconferencing or telephone and the FIT protocol described 
earlier.

The FIT uses a semi-structured interview format, incor-
porating principles of self-efficacy theory and motivational 
interviewing. In head-to-head comparisons, the FIT has 
been shown to result in similar return to work outcomes 
as traditional performance-based FCE [8]. Training on how 
to conduct the FIT via remote delivery was provided via 
synchronous online training by two of the authors (JP, AA). 
The telehealth equipment and software used for remote work 
assessment was at the discretion of the rehabilitation provid-
ers, but most often involved Cisco WebEx (Milpitas, Califor-
nia) or Microsoft Teams (Redmond, Washington).

Type of Rehabilitation

After work assessment, workers who are not judged as ready 
to return to work are typically recommended for further 
rehabilitation. Five main types of occupational rehabilitation 
programs are offered in the jurisdiction [20]. This includes 
multidisciplinary functional restoration, workplace-based 
interventions (typically in conjunction with a functional 
restoration program), complex biopsychosocial chronic pain 
treatment, brain injury and psychological injury programs 
(which may be focused on cumulative or traumatic psycho-
logical injury).

After the COVID-19 pandemic, remote rehabilitation pro-
grams included one-on-one services with a physical, occu-
pational, or exercise therapist through telehealth or over the 
phone. These programs could also include emailed educa-
tional material, individual counselling and problem solving, 
and/or group classes depending on the needs of the worker. 
Injured workers were provided with individualized rehabili-
tation programs focusing on their compensable injury and 
critical job demands. While there were few changes to the 
exercises provided by physical and exercise therapists (i.e., 
therapeutic exercise, general aerobic fitness, strengthening, 

and flexibility exercise), functional restoration programs 
included creative options for work simulation and manual 
handling activities. This typically included identifying items 
of various weights around an individual’s house and gradu-
ally progressing load by adding items to a suitable box or 
other household container that could be used as a lifting unit.

Outcome Recommendations

After work assessment, clinicians make recommendations 
and determinations regarding work ability for each injured 
worker. Options include return to full pre-accident work 
duties (return-to-work if employed or fit-to-work if unem-
ployed), able to participate in modified work (duties, hours, 
or both), or not able to participate in any work. If unable to 
return to full work duties, the clinicians comment on the 
nature of the work restrictions as either temporary or perma-
nent, as well as the anticipated duration of work restrictions 
in weeks if temporary. Lastly, the clinicians make recom-
mendations regarding further interventions needed. Options 
include no further treatment needed, treatment by a com-
munity provider (i.e. physical or occupational therapist, psy-
chologist, or chiropractor), multidisciplinary occupational 
rehabilitation, or further medical services needed. Outcomes 
following rehabilitation are similar, but focus on work ability 
rather than future treatment needed.

Adverse Events

We formally and informally monitored the number and type 
of adverse events or unwanted consequences from remote 
service delivery. In the jurisdiction, adverse effects are mon-
itored via stakeholder feedback from claim owners, treat-
ment providers, and injured workers. Feedback is solicited 
through satisfaction surveys or unsolicited from telephone 
or email contact. We monitored for complaints about teler-
ehabilitation or any other atypical outcomes. In addition to 
stakeholder feedback, we monitored trends and themes aris-
ing from appeals and claim-decision fairness reviews.

Statistical Analysis

Initially, all data records were reviewed to determine if any 
data issues such as missing data, outliers or out of range 
values existed. Such occurrences were infrequent, however, 
substantial missing data existed for the self-report question-
naires. Descriptive statistics were then calculated including 
means and standard deviations for continuous variables, 
modes and percentages for categorical variables. We com-
pared differences between workers completing assessment 
or rehabilitation before and after the transition to remote 
services using independent t-tests for continous variables 
and chi square test for categorical variables. Since so few 
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comprehensive work assessments were conducted remotely, 
we also statistically compared the clinical characteristics and 
outcome recommendations of workers undergoing basic 
work assessment before and after the transition to remote 
work assessment. All analyses were completed in IBM SPSS 
v25 (Armonk, New York). An alpha of 0.05 was used to 
judge statistical significance.

Results

Characteristics of Workers Undergoing Work 
Assessment

The dataset included 4,516 individuals with open workers’ 
compensation claims for a wide variety of work-related inju-
ries. Worker characteristics according to the type of work 
assessment undertaken are shown in Table 1. The majority 
of workers were employed (81.3%) and working in trades 
and transport occupations (42.1%) (See Table 1). Average 
age was 45.9 years and median injury duration was 112 days.

Effect of COVID‑19 Restrictions on Volume 
of Services

Figure 1 shows the number of work assessments completed 
within the jurisdiction over the timeframe of the study. The 
mean number of assessments per week conducted before 
the lock-down of March 23 was 244.6 (SD 83.5), while the 
mean number after transitioning to the FIT was 135.9 (SD 
74.5) per week. Of note are the very limited number of com-
prehensive work assessments conducted after the transition 
to remote assessments, indicative of less complicated cases 
undergoing assessment. The mean number of workers com-
pleting rehabilitation programs per week before March 23 
was 125.6 (SD 45.1), while the mean number after transi-
tioning to remote rehabilitation was 45.1 (SD 22.3).

Differences Between Workers Assessed Before 
and After COVID‑19 Restrictions

Table 1 provides a detailed comparison between workers 
assessed before and after the transition to remote work assess-
ments. After the start of the COVID-19 pandemic, very few 
(n = 18, 1.5%) comprehensive assessments were conducted. 
Workers assessed using remote assessments were significantly 
more likely to work in Health (12.3% versus 9.9%) or Trades 
and Transport (44.1% versus 41.4%) and less likely to work in 
Sales and Service (16.5% versus 19.7%) or Business, Finance 
or Administration (4.7% versus 6.7%) industries. They also 
had significantly higher paying jobs (mean annual salary of 
$51,500CDN versus $48,000CDN), and were less likely to 
require an interpreter during assessment (1.6% versus 2.8%). 

They were also significantly less likely to be employed (76.5% 
versus 83.1%), currently working (37.9% versus 52.5%), or 
have modified work available (46.0% versus 51.9%).

Work Assessment Outcomes Before and After 
COVID‑19 Restrictions

Table 2 provides a comparison of basic work assessment out-
comes recommended by clinicians before and after the tran-
sition to remote assessments. Workers assessed using remote 
assessments were significantly less likely to be judged as 
ready to return to pre-accident functional work levels (3.4% 
versus 6.8%) and more likely to be recommended modified 
work duties (69.6% versus 60.5%). They were also more 
likely to be given permanent restrictions (7.5% versus 1.1% 
for return to work restrictions and 13.3% versus 6.2% for fit 
to work restrictions). When recommended, temporary work 
restrictions given to workers assessed using remote assess-
ment were for a significantly shorter duration in the case 
of return to work (3.5 weeks versus 4.4) but longer dura-
tion in the case of fit to work restrictions (4.6 weeks versus 
3.8). Workers assessed remotely were more likely to have no 
rehabilitation programs recommended (9.3% versus 6.1%). 
When rehabilitation was recommended, it was more likely 
to be a single service community provider (28.1% versus 
23.7%) rather than a multidisciplinary program (53.4% ver-
sus 59.1%).

Self‑Reported Outcome Measure Scores Before 
and After COVID‑19 Restrictions

Table 3 shows clinical characteristics of workers under-
going basic work assessment and completing the various 
self-reported pain intensity, disability, and health-related 
quality of life measures (n = 2,356). Average pain intensity 
(49.2/100 mm on the VAS) and disability (47.8/100 on the 
PDI) were moderate. Scores on most measures were com-
parable and differences did not reach clinically meaningful 
levels. However, workers undergoing remote assessments 
reported statistically significantly higher pain intensity 
(51.2 versus 48.4 mm), worse ‘role physical’ function on the 
SF-36 (28.5 versus 31.0), and worse function on the LEFS 
(40.3 versus 44.6) and QuickDASH work module (60.0 ver-
sus 49.1). Scores on the social function (52.7 versus 50.1) 
and role emotional (54.0 versus 50.4) domains of the SF-36 
were significantly better among workers undergoing remote 
assessments.

Characteristics of Workers Completing Occupational 
Rehabilitation

Over the study period, 1,755 individuals completed a reha-
bilitation program. Characteristics of workers undergoing 
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Table 1  Characteristics of 
injured workers undergoing 
work assessment before and 
after transitioning to remote 
assessments

FCE functional capacity evaluation, FIT functional interview tool

 Jan. 1–Mar. 23 April 3–May 31
All workers Regular FCE Remote FIT p value

n = 4,516 n = 3,293 n = 1,223

Values represent mean (standard deviation) or n (%)

Age (years) 45.9 (12.5) 45.9 (12.5) 45.8 (12.5) 0.88
Injury duration (days) 380.7(1137.3) 376.4 (1145.1) 392.1 (1116.3) 0.68

Median = 112 Median = 108 Median = 123
Annual Salary ($10,000CDN) 49.0 (36.4) 48.0 (36.1) 51.5 (36.9) 0.004*
Sex 0.54
 Male 2691 (59.6%) 1953 (59.3%) 738 (60.3%)
 Female 1825 (40.4%) 1340 (40.7%) 485 (39.7%)

Occupational category 0.03*
 Management 155 (3.4%) 107 (3.2%) 48 (3.9%)
 Business, finance, administration 276 (6.1%) 219 (6.7%) 57 (4.7%)
 Sciences and related occupations 93 (2.1%) 65 (2.0%) 28 (2.3%)
 Health 478 (10.6%) 327 (9.9%) 151 (12.3%)
 Education, law and services 345 (7.6%) 251 (7.6%) 94 (7.7%)
 Art, culture, recreation and sport 32 (0.7%) 23 (0.7%) 9 (0.7%)
 Sales and service 852 (18.9%) 650 (19.7%) 202 (16.5%)
 Trades and transport 1903 (42.1%) 1364 (41.4%) 539 (44.1%)
 Production 128 (2.8%) 95 (2.9%) 33 (2.7%)
 Manufacturing 248 (5.5%) 187 (5.7%) 61 (5.0%)
 Unknown 6 (0.1%) 5 (0.2%) 1 (0.1%)

Employed (% yes) 3672 (81.3%) 2737 (83.1%) 935 (76.5%)  < 0.001*
Currently working (% yes) 2193 (48.6%) 1730 (52.5%) 463 (37.9%)  < 0.001*
Modified work available (% yes) 2270 (50.3%) 1708 (51.9%) 562 (46.0%)  < 0.001*
Diagnosis 0.08
 Sprain/strain 2160 (47.8%) 1585 (48.1%) 575 (47.0%)
 Joint disorder 1084 (24.0%) 797 (24.2%) 287 (23.5%)
 Fracture 279 (6.2%) 188 (5.7%) 91 (7.4%)
 Contusion 334 (7.4%) 252 (7.7%) 82 (6.7%)
 Laceration 55 (1.2%) 40 (1.2%) 15 (1.2%)
 Dislocation 113 (2.5%) 74 (2.2%) 39 (3.2%)
 Nerve damage 98 (2.2%) 79 (2.4%) 19 (1.6%)
 Other/unspecified 393 (8.7%) 278 (8.4%) 115 (9.4%)

Part of body 0.75
 Upper extremity 1760 (39.0%) 1267 (38.5%) 493 (40.3%)
 Back 934 (20.7%) 683 (20.7%) 251 (20.5%)
 Lower extremity 68 (17.0%) 5573 (17.4%) 195 (15.9%)
 Neck 387 (8.6%) 282 (8.6%) 105 (8.6%)
 Other 667 (14.8%) 488 (14.8%) 179 (14.6%)

Comorbid injury (% yes) 1656 (36.7%) 1214 (36.9%) 442 (36.1%) 0.68
Type of work assessment conducted
 Basic (1-day) 4140 (91.7%) 2935 (89.1%) 1205 (98.5%)  < 0.001*
 Comprehensive (2-day) 376 (8.3%) 358 (10.9%) 18 (1.5%)
 Language interpreter required (% yes) 111 (2.5%) 92 (2.8%) 19 (1.6%) 0.02*
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rehabilitation before and after the transition to remote ser-
vices are shown in Table 4. The majority (58.5%) under-
went Functional Restoration programs, with a significantly 
larger percentage (67.1% versus 57.1%) of functional res-
toration programs observed after transition to remote ser-
vices. Worker characteristics were similar before and after 
transitioning to remote services, however those undergoing 
remote programs were less likely to require an interpreter 
(0.8% versus 3.6%) and less likely to have modified work 
available (50.6% versus 64.5%).

Adverse Events

No formal complaints were received or adverse events 
reported within the first two months of remote rehabilitation 
service delivery. No complaints related to security or privacy 
during telerehabilitation were received. Informally, some 
questions and concerns from case managers were received 
about the FIT assessment protocol. Some expressed con-
cerns about the FIT resulting in lower functional levels than 
earlier FCE results, with at least one permanent modified job 
offer from an employer compromised as a result. Clinicians 
voiced mixed opinions about using remote service delivery.

Discussion

The unique circumstances created by the COVID-19 pan-
demic and restrictions put in place to reduce spread of the 
virus warrant research to document and explore the transi-
tion to remote delivery of health care services. It appears 
that widescale remote occupational rehabilitation services 
in this Canadian compensation context has been success-
ful, with few adverse effects or complaints reported despite 
hundreds of injured workers undergoing work assessment 
and rehabilitation. However, the jurisdiction appears to have 
taken a cautious approach with few complex cases referred 
for comprehensive work assessment or rehabilitation. Over-
all work assessment and rehabilitation program volumes also 
reduced after the switch to remote services. These findings 
provide important understanding of remote services for 
injured workers and inform global efforts to continue offer-
ing rehabilitation services while remaining physically distant 
due to the COVID-19 pandemic.

Further research is needed to follow these workers for 
a longer duration, ideally at least one year. While a pre-
vious trial using the FIT protocol found little difference 
in long-term outcomes when compared to traditional per-
formance-based assessment, the trial was still conducted 

Fig. 1  Bar Graph Showing Number of Work Assessments Con-
ducted with Albertan Injured Workers Each Day of 2020 (Janu-
ary 2–May 31). Mean assessments per week January 1 to March 23, 

2020 = 244.6 (SD 83.5). Mean assessments per week April 3 to May 
31, 2020 = 135.9 (SD 74.5)
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with interviews done in a face-to-face setting. Conducting 
work assessment or rehabilitation over videoconferenc-
ing or telephone is entirely different, and warrants long-
term evaluation. Potentially, return to work determina-
tions made using remote technology are not as accurate 
and lead to delayed or less sustainable work outcomes. 
Our findings indicate that clinicians conducting remote 
work assessments made more cautious recommendations, 
with fewer recommendations for immediate return to pre-
accident work and a higher percentage of workers given 
permanent work restrictions. This appeared to cause con-
cern for some case managers, with at least one worker 
having a permanent job offer compromised because work 
ability levels determined using the FIT were lower than 
earlier FCE results. Previous research has indicated that 
self-reported functional levels are often lower than results 
of performance-based functional tests, which may explain 
the observation of fewer recommendations for immediate 

return to work. However, we did not have access to raw 
data on individual items within the functional tests con-
ducted to explore this further.

Injured workers undergoing work assessment after the 
start of the pandemic likely had limited opportunities for 
returning to work, since within weeks of the public health 
interventions taking effect unemployment rates in Alberta 
and Canada more broadly had increased dramatically. This 
likely affected reasons for referral, clinician decisions, and 
will impact longer-term outcomes. We observed that more 
workers referred for remote work assessment (post-COVID) 
were unemployed, not currently working, and did not have 
modified work available. There were also significant dif-
ferences in the availability of modified work among those 
undergoing rehabilitation. While this may be due to different 
referral patterns by case managers, it most likely reflects the 
broader social and economic impact of the pandemic. These 
broader socioeconomic changes will also impact claim, 

Table 2  Outcome recommendations following basic work assessments before and after transitioning to remote services

FCE functional capacity evaluation, FIT functional interview tool, RTW  return to work, FTW fit to work
* Indicates statistically significant difference between injured workers underdoing regular versus remote work assessment on independent t or chi 
square tests (p < 0.05)

All workers Jan. 1–Mar. 23 April 3–May 31
Regular FCE Remote FIT p value

n = 4,140 n = 2,935 n = 1,205

Values represent mean (standard deviation) or n (%)

Work assessment outcome recommendation  < 0.001*
 RTW pre-accident level 240 (5.8%) 199 (6.8%) 41 (3.4%)
 RTW modified level 2014 (48.6%) 1576 (53.7%) 438 (36.3%)
 FTW pre-accident level 31 (0.7%) 19 (0.6%) 12 (1.0%)
 FTW modified level 1801 (43.5) 1111 (37.9%) 690 (57.3%)
 No RTW 54 (1.3%) 30 (1.0%) 24 (2.0%)

Nature of RTW modifications recommended 0.002*
 Modified work duties 1259 (62.5%) 954 (60.5%) 305 (69.6%)
 Modified work hours 62 (3.1%) 50 (3.2%) 12 (2.7%)
 Modified work duties and hours 693 (34.4%) 572 (36.3%) 121 (27.6%)

Nature of RTW restrictions (if any, n = 2,014)
 Temporary 1964 (97.5%) 1559 (98.9%) 405 (92.5%)
 Permanent 50 (2.5%) 17 (1.1%) 33 (7.5%)
 Anticipated duration of RTW restrictions in weeks 4.1 (3.7) 4.4 (3.6) 3.5 (4.0)  < 0.001*

Nature of FTW restrictions (if any, n = 1,801)  < 0.001*
 Temporary 1650 (91.1%) 1042 (93.8%) 2598 (86.7%)
 Permanent 161 (8.9%) 69 (6.2%) 92 (13.3%)
 Anticipated duration of FTW restrictions in weeks 4.0 (3.9) 3.8 (3.8) 4.6 (4.2)  < 0.001*

Other recommendation  < 0.001*
 No Interventions needed 290 (7.0%) 178 (6.1%) 112 (9.3%)
 Rehabilitation program 2378 (57.4%) 1734 (59.1%) 644 (53.4%)
 Community provider 1035 (25.0%) 696 (23.7%) 339 (28.1%)
 Further medical 186 (4.5%) 139 (4.7%) 47 (3.9%)
 Other 251 (6.1%) 188 (6.4%) 63 (5.2%)
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return to work, and rehabilitation outcomes and should be 
further evaluated.

The transition to telerehabilitation due to the pandemic 
has implications on traditionally underserved communities 
and populations. This includes individuals who reside or 
work in rural or remote areas as well as indigenous com-
munities who often do not have ready access to in-person 
rehabilitation services [21–23]. The use of telerehabilitation 
may be an effective option, allowing provision of services to 
these groups even after the pandemic to help overcome ineq-
uities in access to rehabilitation services. Unfortunately, our 
dataset did not contain information on geographic location 
or race to explore results in these sub-populations. Future 
research is needed to examine the effectiveness of telereha-
bilitation among these groups.

Limitations

Since this was a descriptive study of early experiences with 
remote services, the workers were not followed up for any 
period of time. Long-term outcomes are unknown at this 
point and these workers should be followed up to determine 
longer-term sustainable return-to-work outcomes following 

remote work assessment as well as any subsequent reha-
bilitation programs. This study was also limited by its use 
of archived data from WCB-Alberta, which led to a large 
amount of missing data on self-reported outcome measures. 
We also did not have access to raw data on the functional 
scores on the work assessment protocols, which are not 
consistently collected or available in the database. Further 
research is needed to rigorously evaluate stakeholder (i.e. 
worker, employer, clinician, and case manager) perceptions 
of remote services and satisfaction with care.

Conclusions

We describe the transition to remote delivery of occupa-
tional rehabilitation services due to COVID-19 physical 
distancing restrictions in one Canadian compensation juris-
diction. It appears the use of remote services was successful 
but proceeded cautiously, with fewer complex cases being 
referred for assessment or rehabilitation. Further research 
examining longer-term work outcomes and stakeholder per-
ceptions should be conducted given the uncertainty around 
the effectiveness of remote rehabilitation service delivery.

Table 3  Clinical characteristics of injured workers completing self-report questionnaires during basic work assessment

* Indicates statistically significant difference between injured workers underdoing regular versus remote work assessment on independent t or chi 
square test (p < 0.05)

All Workers Jan. 1–Mar. 23 April 3–May 31
Assessed Regular Remote p-value

n = 2,356 n = 1,685 n = 671

All values represent Mean (Standard Deviation) or n (percentage)

Pain Visual Analogue Scale (out of 100 mm) 49.2 (24.3) 48.4 (23.9) 51.2 (25.2) 0.01*
Pain Disability Index (out of 100) 47.8 (22.1) 47.6 (22.0) 48.3 (22.3) 0.48
SF-36 domain (out of 100)
 Physical function 46.9 (26.3) 46.3 (26.6) 48.3 (25.7) 0.09
 Role physical 30.3 (25.6) 31.0 (25.9) 28.5 (24.7) 0.03*
 Bodily pain 32.7 (23.1) 32.5 (23.0) 33.2 (23.4) 0.52
 General Health 64.2 (19.4) 64.5 (19.0) 63.4 (20.5) 0.22
 Vitality 45.9 (20.7) 45.9 (20.2) 45.9 (21.8) 0.97
 Social function 50.9 (26.3) 50.1 (25.9) 52.7 (27.2) 0.03*
 Role emotional 51.4 (30.8) 50.4 (31.9) 54.0 (30.1) 0.01*
 Mental health 59.1 (21.4) 59.5 (21.0) 58.3 (22.2) 0.25

QuickDASH (n = 1,044 for all workers) 42.1 (23.9) 41.2 (23.8) 44.2 (24.1) 0.06
QuickDASH work module (n = 706) 52.0 (31.4) 49.1 (30.5) 60.0 (32.5)  < 0.001*
Lower Extremity Functional Scale (n = 479) 43.4 (20.9) 44.6 (21.1) 40.3 (20.0) 0.04*
Orebro Musculoskeletal Pain Questionnaire (n = 802) 104.3 (24.1) 104.5 (24.0) 103.8 (24.4) 0.69
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