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Abstract

Introduction: A novel telerehabilitation service provides wayfinding and self-management advice to persons with neuro-
logical, musculoskeletal, or coronavirus disease 2019 related rehabilitation needs.

Method: We utilized multiple methods to evaluate the impact of the service. Surveys clarified health outcomes (quality of life,
self-efficacy, social support) and patient experience (telehealth usability; general experience) 3-months post-call. We ana-
lysed associations between, and within, demographics and survey responses. Secondary analyses described health care util-
ization during the first 6 months.

Results: Sixty-eight callers completed the survey (42% response rate). Self-efficacy was significantly related to quality of life,
interpersonal support and becoming productive quickly using the service. Becoming productive quickly was significantly
related to quality of life. Education level was related to ethnicity. Survey respondents’ satisfaction and whether they followed
the therapist’s recommendations were not significantly associated with demographics. Administrative data indicated there
were 124 callers who visited the emergency department before, on, or after their call. The average (SD) frequency of emer-
gency department visits before was 1.298 times (1.799) compared to 0.863 times (1.428) after.

Discussion: This study offers insights into the potential impact of the telerehabilitation service amidst pandemic restrictions.
Usability measurements showed that callers were satisfied, corroborating literature from pre-pandemic contexts. The sat-
isfaction and acceptability of the service does not supplant preferences for in-person visits. The survey sample reported
lower quality of life compared with the provincial population, conflicting with pre-pandemic research. Findings may be
due to added stressors associated with the pandemic. Future research should include population-level comparators to better
clarify impact.
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Introduction
In 2020, the global rate of disability was 15% with 22% of
Canadians experiencing some functional impact on daily
activities.1,2 Globally mandated social distancing during the
coronavirus disease 2019 (COVID-19) pandemic suspended
clinics, homecare and other support services, which are critical
for individuals with health and medical needs. Vulnerable
populations, such as individuals living with chronic health
conditions, are at risk for negative health outcomes during
the pandemic,1,2 such as health deterioration, possible hospi-
talization and unnecessary emergency department (ED)
visits. The COVID-19 pandemic has also inevitably affected
rehabilitation services. In order to maintain social distancing
and avoid possible contacts, numerous rehabilitation interven-
tions have been postponed.3

Rehabilitation is ‘a set of interventions designed to opti-
mize functioning and reduce disability’.4 COVID-19 survi-
vors will increase demands for rehabilitation due to
prevalent and diverse post-acute COVID-19 sequelae.5–13

The Public Health Agency of Canada’s living systematic
review (n= 36) suggests that individuals with laboratory-
confirmed COVID-19 (both hospitalized and non-
hospitalized patients) experience fatigue, general pain or
discomfort, shortness of breath, sleep disturbances,
anxiety and persistent cough for 4–12 weeks after diagno-
sis.13 Minus persistent cough, these symptoms tend to con-
tinue longer-term (>12 weeks post-diagnosis) alongside
other symptoms: depression, post-traumatic stress disorder
and hair loss.13 These symptoms, along with the continued
presence of patients with acute and chronic conditions
requiring rehabilitation unrelated to COVID-19, will
result in a confluence of increasing rehabilitation needs
during, and after, the pandemic.

The pandemic catalysed the rapid adoption of telehealth
practices to advance continuity of care.14 Telehealth initia-
tives include telephone advice lines; virtual meetings using
online platforms; and patient portals, for example. A rando-
mized, single-blinded trial of veterans with stroke (n= 52)
found significant improvements in disability (p < 0.05)
and near significant improvements in function (p < 0.06)
in the telerehabilitation group compared to the normal
therapy group.15 A randomized, controlled trial (n= 52)
of a 12-week home-based telerehabilitation programme
for stroke survivors demonstrated statistically significant
improvements in function in the telerehabilitation group
compared to the control group.16

Telerehabilitation has been shown to be at least equivalent
to in-person care for musculoskeletal conditions, inflamma-
tory arthritis, and orthopedic surgery.17–20 A systematic
review (n= 13 studies) found that telerehabilitation for mus-
culoskeletal conditions was effective in improving physical
function while being slightly more favourable, compared to
traditional therapy.21 Another systematic review (n= 12
studies) noted similar improvements in motor function with
telerehabilitation for total knee arthroplasty.22

These studies outline the impact of telerehabilitation.
However, little research has been published analysing the
impact of telerehabilitation: (a) within a pandemic
climate; (b) on health service utilization; or (c) looking at
telehealth usability alongside of patient-reported quality
of life outcomes.

Organizational context

In response to the pandemic, provincial rehabilitation stake-
holders from a single, provincial health-system in Canada
co-designed a novel telerehabilitation service. This telereh-
abilitation service (the Rehabilitation Advice Line) pro-
vides wayfinding (information on rehabilitation services
that are open for in-person and/or virtual visits) and self-
management advice to adults with musculoskeletal, neuro-
logical, or post-COVID-19 needs. The service is staffed
with occupational therapists and physiotherapists who
provide: (a) information on activities and exercises to
address physical concerns; (b) strategies to self-manage
daily activities; and (c) referrals to rehabilitation and com-
munity services, as needed.

This study aimed to evaluate the mid-term impacts of the
service amidst the global pandemic. We wanted to under-
stand callers’ perceived experience of the service 3-months
post-call as well as patient health outcomes and health
service utilization in the 4 months after using the service.

Methods
We used multiple methods, which are described in detail in
a published study protocol.23 Methods included surveys
and secondary data analyses on health service utilization.
The University of Alberta Research Ethics Board approved
this study (Pro00102178). A waiver of consent was
obtained for secondary data analyses. All survey partici-
pants provided informed written consent.
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Study population

The study population included adult callers who accessed the
telerehabilitation service within the first 6 months of operation.
Only callers who consented to future contact at the end of their
first call were eligible for the follow-up surveys. Inclusion cri-
teria included being able to read and speak English.

Surveys

All callers who consented to future contact were invited to
complete follow-up patient-reported measures 3-months post-
call. These surveys measured telehealth experience and usabil-
ity (10-Item Telehealth Usability Questionnaire (TUQ-10)24

and general Patient Experience Survey)25; quality of life
(European Quality of Life Five Dimension Five Level
(EQ-5D-5L))26; social support (12-Item Interpersonal
Support Evaluation List (ISEL-12))27; perceived self-efficacy
with conditions (6-Item Self-Efficacy for Managing Chronic
Disease Scale (SEMCD-6))28,29; and general demographic
information (Table 1). The experience and usability surveys
targeted the first research aim, while the remaining targeted
the second research aim. Survey responses were captured
through Research Electronic Data Capture.30 All surveys
were compared descriptively to existing population-level
data (either provincial, national or international). The surveys
are considered valid and reliable in comparable populations
(Table 1).24–29

We calculated descriptive statistics, measures of central
tendency, or frequency, where relevant. The ED-5D-5L
user guide was followed for analysis.26 We conducted ana-
lyses to test for associations between survey responses and
patient demographics using SPSS 26.

Health service utilization

Secondary data analyses were used to explore mid-term
health service use pre- and post-calls. All callers from the
first 6 months were included in analyses. Personal health
numbers were retrieved from the service’s clinical charts
to identify the timing and frequency of ED visits.

We calculated the average frequency of ED visits and the
number of unique patients who visited the ED, pre- and
post-call. We calculated the average number of days
before and after someone visited the ED relative to their
call date, as well as the mean difference in days (mean
days after minus mean days before). Inferential analyses
were not performed due to data limitations.

Results

Surveys

In total, 162 callers were eligible for follow-up survey recruit-
ment; 68 responded (42% response rate). Six (8.82%) returned

surveys that contained no responses and eight (11.76%) were
partially incomplete. The completeness of survey responses
aligned with their order of presentation. The EQ-5D-5L
(quality of life) had the most complete responses (n=62;
91.2%) followed by the SEMCD-6 (self-efficacy; n=60;
88.2%), the ISEL-12 (social support; n= 58; 85.3%), the
Patient Experience Survey (n=57; 83.8%), the TUQ-10 (tele-
health usability; n= 54; 79.4%), and the demographic ques-
tionnaire (n=54; 79.4%).

Survey respondents had a mean [standard deviation
(SD)] age of 54.8 [16.4] years, comparable to the popula-
tion average of 55.3 [18.1] years for all callers from the
first 6 months of operation. Most respondents were
female (45.6%), married (legal/common-law) (51.5%),
from a metropolitan centre (44.1%), of European origin
(61.8%), and had at least some post-secondary or appren-
ticeship training (61.8%). See Appendix A for the range
of scores on each survey compared to provincial, national,
or international comparators.

Based on the Patient Experience Survey data, if the service
did not exist, most respondents would have called a public
health centre (14.7%), used the internet (13.3%), or were
unsure of what they would have done (14.7%). Most respon-
dents called the service for a new or acute issue (39.7%) or a
chronic issue (23.5%). Clinicians provided education and self-
management advice to treat at home for 41.1% of respondents;
38.2% of the total respondents (92.9% of those given advice)
followed the therapist’s advice.

In the TUQ-10 survey, respondents noted that the tele-
rehabilitation service was highly usable (Figure 1). The
majority of respondents were satisfied overall (94.4%)
and found the line simple to use (94.4%) while providing
them with a tool to express themselves (98.1%). The great-
est variability in responses was for the question about
whether the encounter was the same as in-person visits
(53.7% disagreed, 44.4% agreed).

The mean [SD] EQ-5D-5L Visual Analogue Scale
(VAS) score (quality of life) for the survey sample and
the general Alberta population was 65.5% [21.9%] and
77.4% [17.1%], respectively. The mean [SD] EQ-5D-5L
Index score for the survey sample and the general Alberta
population was 0.69 [0.23] and 0.84 [0.14], respectively.

Problems in the mobility dimension of the EQ-5D-5L
were absent for 35.4% and 72.8% of the survey respondents
and the general provincial population, respectively
(Figure 2). Similar variability between responses from the
survey population and the general provincial population
indicating ‘no problems’ was found for the self-care dimen-
sion (60.4% and 94.1%, respectively), the usual activity
dimension (26.5% and 74.0%, respectively), and the
anxiety/depression dimension (33.9% and 62.8%, respect-
ively). The closest ‘no problems’ value to the general pro-
vincial population was on the pain/discomfort dimension.
Problems were absent for 14.7% of the survey respondents
versus 36.0% of the general provincial population.
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The mean [SD] SEMCD-6 score (self-efficacy) for the
survey sample was 6.56 [2.47]. The mean [SD]
SEMCD-6 score for the Canadian comparator is 6.4 [2.3].
Figure 3 compares the mean survey scores on each
domain of the SEMCD-6 to the Canadian comparator.

The greatest difference between respondents and the
national comparator data is in the confidence to manage
without medication domain (mean [SD]= 7.3 [2.5] and
6.9 [2.6], respectively). More respondents were confident
that they could manage their concerns without medication

Table 1. Items measuring experience included in follow-up survey package.

Domain of
interest Survey name Survey details Validity and reliability

General patient
experience

Patient
experience
survey

This survey was adapted with permission from
the Health Link® Patient Satisfaction
Survey.25 Survey objectives include
measuring consumer satisfaction with
Health Link® and assessing Health Link’s®
impact on users’ health knowledge and
whether they followed through with nurses’
advice.25

This scale has not been previously tested for
psychometric properties.

Telehealth
usability

TUQ-10 The TUQ-10 measures the following domains:
usefulness, ease of use/learnability,
interface quality, reliability and satisfaction/
future use.24 Each domain is measured on a
scale of 1–5 with 1 indicating ‘strongly
disagree’ and 5 indicating ‘strongly
agree.’24

The TUQ-10 has a Cronbach’s coefficient
alpha of ≥ 0.8 which suggests it has a good
level of internal consistency reliability.24

Demographics General patient
demographics

Self-reported demographic data included age,
gender, marital status, education level,
current employment status, and ethnicity.

Quality of life EQ-5D-5L The EQ-5D-5L descriptive system includes five
levels of severity for five dimensions:
mobility, self-care, usual activities, pain/
discomfort, and anxiety/depression.26 The
EQ Visual Analogue Scale records the
respondent’s self-rated health on a vertical,
visual analogue scale from 0 to 100.26

There is convergent validity between the
EQ-5D-5L and the WHO-5 Well Being
questionnaire (Spearman rank order
coefficients ranging from 0.33 to 0.61 with
p < 0.01)26

Self-efficacy SEMCD-6 6-item scale measuring respondents’
confidence in managing fatigue, pain, and
emotional distress and performing certain
tasks regularly at the present time.29 Items
are rated on a numerical scale from 1 to
10.29 The score for the scale is the mean of
all items, with higher scores reflecting
greater self-efficacy.29

In a study reviewing eight independent
studies, Cronbach’s alpha was a minimum
of 0.88 with minimal floor and ceiling
effects.28 Moderate and significant
correlations provide convergent validity
evidence when measured against selected
health indicators.28

Social support ISEL-12 Each question is measured from one to four
with one indicating ‘definitely false’ and
four indicating ‘definitely true’.27 The
ISEL-12 is scored by summing the items to
create an overall social support score with
high scores indicating high levels of social
support.27

The scale has high internal consistency
(Cronbach’s alpha > 0.7).27

TUQ-10: 10-Item Telehealth Usability Questionnaire; EQ-5D-5L: European Quality of Life Five Dimension Five Level; ISEL-12: 12 Item Interpersonal Support
Evaluation List; SEMCD-6: 6-Item Self- Efficacy for Managing Chronic Disease; ISEL-12: 12 -Item Interpersonal Support Evaluation List.
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in comparison to the national population. This domain had
the highest score. The lowest scored domain related to
caller confidence in keeping the pain and discomfort from
interfering with activities (mean [SD]= 6.1 [2.9]).

The mean total [SD] ISEL-12 score (social support) for
the survey sample was 32.72 [6.28]. Regarding perceptions
of social support via the ISEL-12 tool, the highest domain
score was for the item about having someone to call if
stranded (mean [SD]= 3.28 [0.96]). The lowest domain
score on the ISEL-12 for callers was for the item related
to finding someone to help them move (mean [SD]= 2.04
[1.03]).

Relationships. Spearman’s rank-order correlations were
used to determine whether there were any statistically signifi-
cant relationships between patient demographics and total
survey scores. Since the TUQ-10 (telehealth usability) does
not have a total score, Spearman’s rank-order correlations
examined the associations between each TUQ-10-item and
patient demographics or any of the other total survey scores.

Becoming productive quickly using telerehabilitation was
significantly related to quality of life (EQ-5D-5L Index
Score (r=0.428, p<0.01) and VAS score (r=0.399, p<
0.01)) and self-efficacy to manage chronic disease (r=
0.281, p<0.05). Self-efficacy for managing chronic disease
was significantly related to the quality of life (EQ-5D-5L
Index Score (r= 0.748, p<0.01) and VAS score (r=0.792,

p < 0.01)), and interpersonal support (ISEL-12 (r= 0.323,
p < 0.05). Education level was significantly related to ethni-
city (r= 0.337, p < 0.05). Survey respondents’ overall satis-
faction with the telerehabilitation service and whether or not
they followed the therapist’s recommendations were not asso-
ciated with age (p=0.71 and 0.28, respectively), gender (p=
0.59 and 0.54, respectively), marital status (p= 0.15 and 0.66,
respectively), geographical location (p=0.22 and 0.61,
respectively), employment status (p= 0.32 and 0.27, respect-
ively), education level (p=0.33 and 0.99, respectively), or
ethnicity (p= 0.37 and 0.36, respectively).

Health service utilization

There were 124 callers (23.1%) who visited the ED before,
on, or after their call (94 before call and 54 after). The
average (SD) number of ED visits before was 1.298 times
(1.799), with the highest number of visits being 17. The
maximum and minimum number of days between the call
and the ED visit was 104 days before and 1 days before,
respectively.

The average (SD) number of ED visits after was 0.863
times (1.428), with the highest number of visits being 8. The
maximum and minimum number of days visited on or after
the call were 114 days after and 1 days after, respectively.
The average (SD) mean difference in days between visiting

Figure 1. Ten-Item Telehealth Usability Questionnaire (TUQ-10) responses by domain.
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Figure 2. European Quality of Life Five Dimension Five Level (EQ-5D-5L) scores by dimension and population.

Figure 3. Six-Item Self-Efficacy for Managing Chronic Disease Scale (SEMCD-6) average scores and Canadian comparisons.
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the ED post-call and visiting the ED pre-call was 38.952 days
(29.416).

Discussion
This study offers insights into the potential mid-term
impacts of a novel telerehabilitation service amidst pan-
demic restrictions. Measurement of the usability of the
service showed that callers were satisfied and found it
acceptable. This corroborates literature from pre-pandemic
contexts. A study assessing a telephone-based physiother-
apy service found that participants viewed it as acceptable
since it was defined by their preferences and priorities.31

A systematic review (n= 44 studies) exploring the associ-
ation between telehealth and patient satisfaction found
that patients were satisfied when using telehealth modalities
as they improved outcomes, were simple to use, were
affordable, improved communication, and decreased
travel time, thus increasing efficiency.32 Simplicity of use
and therefore efficiency of the service was echoed in the
current study. However, this satisfaction and acceptability
of telerehabilitation did not supplant preferences for
in-person visits. In the current study, the survey question
about the service being comparable to in-person visits had
the most variability in responses. In another study, some
participants found a physiotherapy phone line impersonal
and that it prevented rapport-development compared to
in-person visits.31 However, a randomized, controlled trial
(n= 205) found that service satisfaction for both telereh-
abilitation and in-person therapy was similar and was
high (over 85%)33 which may support the idea that there
is a role for both telerehabilitation and traditional in-person
therapy, especially as health systems transition to a new
normal post-pandemic that values virtual care delivery.

The follow-up survey data showed similar perceived self-
efficacy with chronic illness scores to a study assessing
whether a telehealth chronic disease self-management pro-
gramme would improve self-efficacy in Northern Ontario,
Canada.34 The authors utilized the same SEMCD-6
measure as we used in the current evaluation.34 This study
had both baseline and follow-up SEMCD-6 scores and
reported a statistically significant increase in self-efficacy
among the study population after experiencing the telehealth
self-management programme.34 Our study results show very
similar self-efficacy scores, which suggest that we may have
had similar findings if we collected data on the SEMCD-6 at
two timepoints instead of cross-sectionally. However, the
lack of pre-telehealth SEMCD-6 scores limits the interpret-
ation therein.

Our results show that there is a lower quality of life
between the survey respondents and the general provincial
population (taken in pre-pandemic times). The number of
responses indicating ‘no problems’ on the EQ-5D-5L was
the most similar between the survey respondents and the
provincial population on the pain and discomfort domain.

However, survey respondents still had higher levels of
pain compared to the provincial population. The survey
results indicated a higher presence of problems in all
domains compared to the provincial population. This result
conflicts pre-pandemic literature. A prospective study asses-
sing the effect of a telephone-based intervention on the
quality of life among elderly individuals with multiple
chronic conditions showed that there was a significantly
better quality of life in the telehealth group compared to the
control group at follow-up.35 Our findings may be due to a
number of factors including the added stressors associated
with the pandemic. An ongoing study aims to clarify the
effects of the COVID-19 pandemic on quality of life using
the EQ-5D-5L.36 While this study’s results are pending,
another study utilizing the EQ-5D-5L to measure the quality
of life during the pandemic has shown an increase in reported
problems, which corroborates our findings.37 Because our
study did not include pandemic-era controls, it is unclear
whether the telerehabilitation service had an impact on
quality of life (positive or negative), or if the callers are
sicker and have more needs than the provincial population.

Our correlational analyses showed that self-efficacy was
significantly related to the quality of life, social support, and
the ability to become productive quickly. This finding is not
surprising. It is more likely that someone with high self-
efficacy to manage chronic conditions would seek social
support as required to help them manage. In addition,
quality of life would be a direct reflection of someone’s
ability to manage their condition. This finding is consistent
with the literature. A study of individuals with spinal cord
injury found that those with higher perceived levels of
health, self-efficacy, and social support also had high
levels of subjective well-being.38 This finding is significant
because if the telerehabilitation service improves patients’
self-efficacy by providing them with self-management
and wayfinding advice, this may influence their overall
well-being. Our results also showed that becoming product-
ive quickly using the telerehabilitation service was related
to the quality of life. This finding is also not surprising as
productivity is a common goal and the inability to be pro-
ductive can negatively impact someone’s quality of life.
Our results also indicated that survey respondents’ overall
satisfaction with the service and whether or not they fol-
lowed the therapist’s recommendations were not associated
with age, gender, marital status, location, employment
status, education level, or ethnicity in a statistically signifi-
cant manner. This finding suggests that empowering indivi-
duals with self-management and wayfinding advice through
the service is possible no matter their background or
demographics.

Limitations

The current study lacked control groups for comparison to
clarify confounding factors. A control group would have
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been ideal for both the 3-month follow-up surveys as well as
the health care utilization pre- and post-analyses. This study
notes associations, but cannot prescribe causal relationships.
Second, we could not connect the issues that callers con-
tacted the service for versus the issues for which they
visited the ED. Third, selection bias was possible.
However, for the immediate and follow-up surveys, the non-
responder populations had similar age and gender distribu-
tions. Other important personal or experiential characteristics
may have distinguished non-responders from the study parti-
cipants. Recall bias may have impacted participants recall on
telehealth usability and experience at 3-months post-call, but
for feasibility and to promote response rates, the study was
limited to one follow-up point for the health outcome
surveys.

Conclusion
In conclusion, this study illuminates an early experience of
providing self-management and wayfinding advice via tele-
rehabilitation services during pandemics, wherein social dis-
tancing limits access to in-person services. Providing
self-management advice allows callers to take ownership of
their health care. Since self-efficacy is directly related to self-
management and was found to be significantly related to the
quality of life, future efforts should focus on evaluating the
effectiveness of the self-management advice provided to
callers using the telerehabilitation service in order to under-
stand how it directly impacts the quality of life. At
3-months post-call, callers revealed comparable levels of
social support and self-efficacy, but lower levels of quality
of life, relative to established population comparators.
However, all comparator data is from pre-pandemic contexts
and the ultimate impact of the telerehabilitation service
remains unclear, thus warranting future research.
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Appendix

Appendix A. Survey Analysis

Table A1. Caller European Quality of Life Five Dimension Five Level (EQ-5D-5L) profile data (N= 62).

EQ-5D-5L dimension Level N (%) Alberta provincial comparisons

Mobility Level 1 24 (35.4%) 72.8%

Level 2 16 (23.5%) 15.2%

Level 3 16 (23.5%) 8.5%

Level 4 6 (8.8%) 3.0%

Level 5 0 (0%) 0.5%

Missing 6 (8.8%)

Self-Care Level 1 41 (60.4%) 94.1%

Level 2 13 (19.1%) 3.7%

Level 3 6 (8.8%) 1.8%

Level 4 2 (2.9%) 0.3%

Level 5 0 (0%) 0.2%

Missing 6 (8.8%)

Usual activity Level 1 18 (26.5%) 74.0%

Level 2 17 (25.0%) 15.3%

Level 3 17 (25.0%) 8.0%

Level 4 8 (11.8%) 1.8%

Level 5 2 (2.9%) 0.9%

Missing 6 (8.8%)

Pain/discomfort Level 1 10 (14.7%) 36.0%

Level 2 24 (35.3%) 38.8%

Level 3 16 (23.5%) 19.4%

Level 4 11 (16.2%) 4.5%

Level 5 1 (1.5%) 1.2%

Missing 6 (8.8%)

(continued)
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Table A1. Continued.

EQ-5D-5L dimension Level N (%) Alberta provincial comparisons

Anxiety/depression Level 1 23 (33.9%) 62.8%

Level 2 20 (29.4%) 23.4%

Level 3 13 (19.1%) 10.8%

Level 4 4 (5.9%) 1.9%

Level 5 2 (2.9%) 0.9%

Missing 6 (8.8%)

Table A2. Caller 6-Item Self- Efficacy for Managing Chronic Disease
(SEMCD-6) data (N= 60).

Item
Average score
(Standard deviation)

Canadian
comparisons (29)

Fatigue 6.21 (2.93) 5.9 (2.9)

Physical
discomfort/pain

6.03 (2.82) 5.9 (2.8)

Emotional distress 6.82 (2.77) 7.0 (2.6)

Other symptoms or
problems

6.38 (2.63) 6.0 (2.7)

Manage with tasks
and activities

6.62 (2.81) 6.8 (2.6)

Manage with
medication

7.25 (2.54) 6.9 (2.6)

Table A3. Caller 12 -Item Interpersonal Support Evaluation List
(ISEL-12) data (N= 58).

Item

Average score
(standard
deviation)

USA
comparisons
(27)

Hard time finding
companion for day trip

2.05 (1.10) 2.10 (0.98)

No one to share fears with 3.14 (1.02) 2.27 (0.97)

Could find help with
chores if sick

2.81 (1.07) 2.09 (0.97)

Have someone to give
advice about family
issues

2.74 (1.13) 2.34 (0.88)

Could find someone to go
to a movie with

2.71 (1.08) 2.16 (.93)

Have someone to turn to
about personal issue

2.91 (1.02) 2.43 (0.80)

Don’t often get invited to
do things with others

2.74 (1.09) 1.89 (1.04)

Hard time finding
someone to watch
house if gone

2.81 (1.07) 1.89 (1.09)

Could easily find someone
to have lunch with

2.91 (0.90) 2.32 (0.84)

Have someone to call if
stranded

3.28 (0.96) 2.38 (0.84)

Difficult to find someone
to help in family crisis

2.83 (1.13) 1.88 (1.10)

Have a hard time finding
someone to help move

2.04 (1.03) 2.08 (1.03)
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Table A4. Caller RAL-PEQ data (N= 57).

Question Possible answers N (%)

What would you have done without the RAL? Called a Public Health Centre 10 (14.7%)

Used internet 9 (13.3%)

Treated at home 6 (8.8%)

Gone to emergency room 6 (8.8%)

Contacted/phoned someone 3 (4.4%)

Gone to walk in 6 (8.8%)

Not sure 10 (14.7%)

Nothing, other or missing 18 (26.5%)

Reason for call Rehabilitation advice for chronic issue 16 (23.5%)

Rehabilitation advice for new/acute issue 27 (39.7%)

Question about access/wayfinding to a rehabilitation 7 (10.3%)

Other, blank, or missing 18 (26.5%)

Therapist’s advice Gave education, exercises or resources to self-manage at home 28 (41.1%)

Gave wayfinding or information about a service 7 (10.3%)

Follow-Up with doctor/health care provider or emergency services 7 (10.3%)

Other, cannot remember, blank, or missing 26 (38.3%)

What did you do? Treated at home 19 (27.9%)

Contacted/phoned—Not Health care professional 3 (4.4%)

Went to doctor/health care provider office or emergency 11 (16.2%)

Went to walk-in or contacted/phoned health care provider 4 (5.8%)

Used internet/publications, cannot remember, other, or nothing 5 (7.4%)

Blank or missing 26 (38.3%)

Follow therapist’s advice Yes 26 (38.2%)

No 14 (20.6%)

Unclear, blank or missing 28 (41.2%)
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Table A5. Caller TUQ-10 data (N= 54).

Question Level N (%)

Improved access Level 0 5 (7.3%)

Level 1 1 (1.5%)

Level 2 2 (2.9%)

Level 3 7 (10.3%)

Level 4 23 (33.9%)

Level 5 16 (23.5%)

Missing 14 (20.6%)

Provided for need Level 0 1 (1.5%)

Level 1 1 (1.5%)

Level 2 0 (0%)

Level 3 8 (11.8%)

Level 4 29 (42.5%)

Level 5 15 (22.1%)

Missing 14 (20.6%)

Simple to use Level 0 2 (2.9%)

Level 1 1 (1.5%)

Level 2 0 (0%)

Level 3 0 (0%)

Level 4 27 (39.7%)

Level 5 24 (35.3%)

Missing 14 (20.6%)

Easy to learn Level 0 4 (5.8%)

Level 1 0 (0%)

Level 2 0 (0%)

Level 3 5 (7.3%)

Level 4 24 (35.3%)

Level 5 21 (31.0%)

Missing 14 (20.6%)

(continued)
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Table A5. Continued.

Question Level N (%)

Become productive quickly Level 0 1 (1.5%)

Level 1 2 (2.9%)

Level 2 4 (5.8%)

Level 3 10 (14.7%)

Level 4 26 (38.2%)

Level 5 11 (16.3%)

Missing 14 (20.6%)

Easily talk Level 0 1 (1.5%)

Level 1 0 (0%)

Level 2 1 (1.5%)

Level 3 3 (4.4%)

Level 4 20 (29.4%)

Level 5 29 (42.5%)

Missing 14 (20.6%)

Able to express myself Level 0 0 (0%)

Level 1 0 (0%)

Level 2 0 (0%)

Level 3 1 (1.5%)

Level 4 25 (36.7%)

Level 5 28 (41.2%)

Missing 14 (20.6%)

Same as in-person visits Level 0 1 (1.5%)

Level 1 4 (5.8%)

Level 2 10 (14.7%)

Level 3 15 (22.1%)

Level 4 17 (25.0%)

Level 5 7 (10.3%)

Missing 14 (20.6%)

(continued)
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Table A5. Continued.

Question Level N (%)

Acceptable way to receive services Level 0 0 (0%)

Level 1 0 (0%)

Level 2 1 (1.5%)

Level 3 6 (8.8%)

Level 4 32 (47.0%)

Level 5 15 (22.1%)

Missing 14 (20.6%)

Satisfied overall Level 0 0 (0%)

Level 1 0 (0%)

Level 2 1 (1.5%)

Level 3 2 (2.9%)

Level 4 31 (45.6%)

Level 5 20 (29.4%)

Missing 14 (20.6%)
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