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Introduction
Occupational Therapists at Group Rehab are proud to offer an occupational and vocational
rehabilitation service to patients with musculoskeletal conditions. The service also welcomes
referrals for patients presenting with physical conditions who do not meet the criteria for existing
specialist rehabilitation pathways such as Neurology or Chronic Fatigue. The first referrals for
persisting symptoms of COVID-19 were received in May 2020 through the Trusts own staff service.
Having initially been treated by Physiotherapy, they were referred through for vocational
rehabilitation due to significant changes in functional ability which affected their ability to work as
normal. Patients presented with symptoms such as extreme exhaustion, breathlessness and
cognitive changes. Many had experienced relatively mild symptoms during the acute phase of the
virus, and the unexpected persistence of symptoms led to distress and a need for validation from
peers. Later to be patient-defined as Long COVID, the list of symptoms and severity of disability
continued to grow.

Utilising the Resources of an Existing Service
Occupational Therapists at Group Rehab already deliver a vocational service to patients with physical
conditions; working collaboratively with musculoskeletal physiotherapists within an outpatient
department. The department accepted referrals for patients with persisting symptoms of
Coronavirus with no additional funding for staff, facilities or equipment. Patients were unable to
access reliable medical assessment or intervention until the Long COVID Assessment clinic was setup in May 2021. During this evaluation period, majority of patients were only receiving care by
Occupational Therapist at Group Rehab.
Existing Occupational Therapy Interventions
 Objective and subjective assessments of functional capacity as they relate to the patient’s
unique job demands. This includes task analysis and assessment on the BTE Primus
 Attendance to rehabilitation whereby patients are provided with an individualised
programme of exercise and work simulation; reflecting their individual ability in relation to
specific work-related tasks
 Provision of AHP health and work reports; certifying sickness absence or returning to work
with amended duties
 Provision of workplace recommendations and employer correspondence
 Assessment in the workplace (both privately and for NHS patients)
 Functional capacity assessment- either generic or job specific.
 Supporting patients with symptom management
 Collaboration with the patient to develop long-term management plans following discharge
 Joint assessment and review with physiotherapy colleagues
 Providing private workplace assessments to local industry; acting preventatively against ill
health and entry to the healthcare system.
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Staffing
Patients were seen by the Occupational Therapy team in addition to their core caseload.
 X1 Full-time Clinical Specialist Occupational Therapist. Working clinically, managing the
Occupational Therapy and Physiotherapy team at Group Rehab, and with some operational
leadership responsibility.
 X1.8 Full-time equivalent Senior Occupational Therapists
 X1 Full-time Rotational Occupational Therapist
 X1 Full-time Senior Therapy Assistant (Band 4)
 X1 0.6 Senior Therapy Assistant (Band 3)
The specialist and senior occupational therapists have extensive experience in the practice of
vocational rehabilitation. This includes; task-focussed rehabilitation to improve work-ability,
employer correspondence, supporting phased-returns and adjusted duties, and symptoms
management. The Rotational Occupational Therapist carried a clinical caseload, including those
with persisting Coronavirus symptoms, with support and close supervision from senior therapists.

Facilities and specialist equipment
Gym facilities and specialist equipment were already being utilised by the Occupational Therapists to
maximise the rehabilitation potential of an existing caseload. Therapists had developed positive
working relationships with employers within the local community; both through NHS and private
referrals.
BTE Primus: Allowing therapists to simulate specific work-related tasks, such as steering or lifting.
Providing quantifiable data; work-output can be monitored to track progress over time and isolated
assessments can be used to provide well-informed recommendations to employers.
X2 Therapy gyms: includes traditional and specialist pieces of equipment. Each patient is provided
with an individualised programme which reflects their current ability and work-related goals. Prior
to Coronavirus restriction, the gym session would accommodate up to 16 patients at a time.
Patients would work through their programme independently and be reviewed by a therapist as
required. This allowed the team to treat higher numbers of patients and keep the wait list to a
minimum.
Cubicle space: for private one-to-one assessments and reviews.
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Evolving to meet Changed Needs
Patients with Long COVID presented with symptoms such as fatigue, breathlessness, widespread
pain, and low mood. In contrast to usual care, treatment through gym-based group sessions was no
longer appropriate for all. In compliance with NHS Trust Coronavirus restrictions, face-to-face
assessments and treatment were allowed only where clinically necessary. In order to meet the
needs a of growing Long COVID caseload, the service made a number of adjustments and introduced
new methods of delivering care:

1:1 Assessments: as opposed to initial face-to-face assessments, all initial assessments were via
telephone. Patients were then given the choice of review by telephone, video call, or face-to-face.
During certain COVID restrictions, face-to-face assessments were only offered when deemed
essential by the therapist.
Virtual Sessions: Lead via Microsoft Teams by a senior occupational therapist and band 4 senior
therapy assistant, the sessions ran weekly and covered a range of symptom management
strategies. It brought together therapists from relevant specialties such as IMPACT+ (Respiratory)
and Chronic Fatigue. The groups also included a 10 minute tai-chi routine, and the opportunity for
peer support and interaction. The group ran between November 2020 and July 2021 and would
typically see 25-35 attendees. Based on a 6-week rolling programme of subjects, patient feedback
highlighted the value of peer interaction and support. Patients were therefore invited to attend the
virtual session until discharged by their Occupational Therapist. This was always following 1:1
review. Group attendance was advised but optional and non-attendance was not registered as a
DNA (did not attend).
Face-to-face rehabilitation sessions: A number of patients presented with symptoms of postexertional malaise- a disproportionate response to exercise which can lead to an extended recovery
and flu-like symptoms. Patients were only invited to attend face-to-face gym sessions if they had a
physical job which required work-task simulation and assessment. Exercises and simulations were
mindfully set by an Occupational Therapist. Programmes were closely monitored by therapists and
assistants, ensuring that symptoms maintained manageable, and were only adapted following 1:1
review.
BTE Primus RS: The primus continued to be an essential part of the rehabilitation process; both for
assessment and treatment. It allows therapists to simulate work-related tasks and provide
quantifiable data to employers which reflect functional capacity. The Primus became invaluable in
identifying fluctuations in functional ability; but also to differentiate between true reduced power
and the symptoms of fatigue.
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Working with the wider Multidisciplinary team: Occupational Therapists would typically work
closely with musculoskeletal physiotherapists. In response to the needs of post-COVID patients,
therapists established close working relationships with specialists in chronic fatigue and respiratory.
This allowed therapists to collaborate on virtual symptom management education, learn from one
another’s skill base, and begin to establish a rehab pathway. A more streamlined referral pathway
between therapists and Trent PTS (local IAPT provider) was developed for those who needed
support with their mental health. Therapists attended a weekly MDT with the community
respiratory nurses to discuss patients who required vocational support following hospital
admission.
Resource Development: The growing number of staff referrals led to the development of 4 videos
which were published on the Trust’s internal website. Many patients reported to have attempted a
return-to-work shortly after infection; which in many cases lead to a significant setback in recovery
as well as a second period of sickness absence. The videos aimed to raise awareness of persisting
COVID symptoms and advise managers on how to plan a safe and sustainable return-to-work. The
videos were also shared publically and for use within other NHS Trusts.
Direct referral: Staff self-referrals were typically referred to Physiotherapy. Patients would then be
referred to Occupational Therapy if vocational rehabilitation was required. Given that very few
patients with persisting COVID-19 symptoms had a musculoskeletal issue; referrals began to be
referred directly to the Occupational Therapy vocational service at Group Rehab. This cut-down the
wait-time between referral and assessment. Therapists worked closely with Occupational Health to
develop more effective and efficient referral pathways.
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Methodology
The vocational service at Group Rehab underwent significant changes during this period, in an effort
to both comply with COVID-19 restrictions, but also meet the changing and complex needs of those
with persisting COVID-19 symptoms. Because testing was not available for all patients early on in the
pandemic, patients were not required to have a positive test result to receive care. This evaluation
has sought to assess how well the service met its aims between 1st October 2020 and 31st July 2021.
This evaluation is based on the care provided by Occupational Therapists at Group Rehab. It
predated the introduction of the Long COVID Assessment Clinic and Rehabilitation hubs.
The evaluation collected data on patients who received an initial assessment with an Occupational
Therapist between 1st October 2020 and 3st July 2021. This was a total of 106 patients. Ben Smith,
the AHP/HCS Clinical Academic lead, was briefed on the evaluation.

Aims of the Group Rehab Vocational Service
1. To provide rehabilitation which is driven by patient goals and focussed on improving
functional ability
2. To facilitate a safe and sustainable return to employment
3. To deliver care which meets COVID-19 restrictions whilst maximising rehabilitation potential.
4. To offer a ‘first contact’ initial assessment within 2 weeks for urgent referrals and within 6
weeks for routine referrals. A referral would be prioritised as urgent if the patient has
imminent work-needs.
Stage 1
Data on referrals and attendances was retrieved from Lorenzo by an Occupational Therapy Assistant
and Senior Occupational Therapist. Further information was gathered by a Rotational Occupational
Therapist and Senior Occupational Therapist from electronic patient records on CITO from 4th to the
25th January. The following information was then inputted onto an excel spread sheet:






Date of COVID infection (where known), receipt of referral, and initial assessment
Source of referral
Method of delivering care, frequency of review, and frequency of attendance to
rehabilitation session
Employer correspondence
Work status on discharge (where known)

Stage 2
Patients who met the criteria for inclusion were also invited to complete an online survey. The
survey sought primarily quantitative data in the form of yes/no answers and scales. It also offered
patients an opportunity to expand on their answers in numerous free-text boxes. Developed on
Microsoft Forms in compliance with Trust Policy, the survey was sent out via text. It was piloted on 7
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Occupational Therapy colleagues and required some small adjustments. An initial text message was
sent to the patient cohort, and a reminder text message was then sent 2 weeks later. The survey was
live for 21 days in total. Phone numbers were retrieved on Lorenzo. As one patient did not have a
mobile number registered to their name; this included 106 patients. Louise Shepard, Deputy Head of
Information Governance, agreed that contacting patients in this way complied with Information
Governance guidelines.
Analysis
A senior Occupational Therapist completed an exploratory analysis of the data. Quantitative data
was derived from the spread sheet and survey responses. Individual quotes were also sought from
the survey; some of which are presented in this service evaluation.
Confidentiality and Consent
Patients were identified on the spread sheet by a unique ID rather than identifiable information. The
spread sheet was also password protected and only accessed by those involved in the project. The
Microsoft Form survey was only accessible to the Senior Occupational Therapist and Rotational
Occupational Therapist.
Participation in the survey was voluntary and responses were anonymous. Patients were advised to
ignore both the initial text message, and the reminder text message, if they did not wish to takepart. This was clearly stated in the body of the text, as well as the patient information sheet.
Information on the evaluation purpose, and use of data, was outlined in the patient information
sheet at the beginning of the survey. Patients were only able to proceed to the survey by confirming
that they had read, and understood, the information. Please see appendix 2 for the patient
information. Whilst the project did comply with information governance guidelines, it would be
strengthened further by informing patients of the evaluation prior to them receiving the text
message.
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Results
106 patients met the inclusion criteria of having had at least an initial assessment with an
Occupational Therapist. All of working-age, 77 (72%) were female, and 74 (70%) were members of
staff. 45 (42%) had been hospitalised for at least 1 night. The survey had a response rate of 40% (42
responses).

Referral to Assessment
Source of referral:
60% (64) of referrals were received through the staff service. This includes referrals from
Occupational Health Physiotherapy, Occupational Health Physicians, Occupational Health
Occupational Therapists, staff self-referral, and manager referral. 11% (10) of referrals were received
from therapists on the acute wards for hospitalised patients. 25% (26) of referrals were received
from either community therapists, or respiratory nurses who were treating hospitalised patients
following discharge. 3% (3) of referrals were received from the Long COVID Clinic; having only just
been set-up towards the end of the evaluation period. 2% (2) of referrals were received from other
sources.

Staff Service (64)
Acute wards (11)
Respiratory nurses and
community therapy (26)
COVID Clinic (3)
Other (2)

One survey respondent suggested that there should be the opportunity for self-referral and easier
access to the service. Non-staff patients were reliant on the referral of a healthcare professional.

Allowing for self- referral and easy access to discuss concerns
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Referral to assessment:
34% (37) of patients were assessed by an Occupational Therapist within 2 weeks of the referral being
made. The service has a KPI of 2 weeks for urgent referrals; which includes those with imminent
work needs. Despite having a KPI of 6 weeks for routine referrals, 94% (100) of patients were seen
within 4 weeks. 100% (106) were seen within our KPI period of 6 weeks for routine referrals.
Date of infection to first contact
42% of patients received an initial assessment with an Occupational Therapist within 2 months of
initial infection. 75% were seen within 4 months of infection. 82% were seen within 6 months of
infection. 97% were seen within 12 months of infection. Of the 3 people who did not receive an
assessment by an Occupational Therapist within 12 months; 2 were referred from the Long COVID
Clinic, and 1 patient had been acutely unwell for a number of months.

94% of patients were
seen within 4 weeks of
referral

100%
of patients were seen
within 6 weeks of referral

75% of patients were
seen within 4 months
of infection

94%
of patients were seen
within 12 months of
infection
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Method of delivering care
Reviews
Reviews are undertaken with all patients whilst receiving rehabilitation. Reviews are on a one-to-one
basis with an Occupational Therapist. They include personalised symptom management support,
vocational assessment and advice, and progressions through an individualised rehabilitation
programme. 5% (5) of patients received an initial assessment but no follow-up reviews; either due to
non-attendance or being inappropriate for vocational rehabilitation. 58% (62) of patients received at
least 1 face-to-face appointment. On average, patients were reviewed 5.5 times by an Occupational
Therapist; either by telephone call, face-to-face appointment, or during group sessions.

98%

of patients felt that the right

method of care was provided for them, at that
time.
The right care was provided at the right stage of my recovery. E.g. when I was
unable to drive I was offered a telephone appointment

In line with COVID restrictions, patients were only invited to attend a face-to-face appointment if
the clinician deemed there to be a clinical need; either for assessment or treatment. In the case of
Group Rehabilitation, this would be to facilitate work-related needs. One respondent highlighted
that they were not seen on a face-to-face basis by any healthcare professional following COVID
and a Pulmonary Embolism; resulting in recommendations potentially having a poorer carry-over
to the workplace. One respondent felt that a planned follow-up appointment would have been
more beneficial than an open appointment in monitoring progress.

When it is over the phone it is just advice about how to better manage. I
passed the information onto my manager and nothing changed sadly.
Throughout COVID and my PE I never saw a single professional once I left
hospital
Follow-up after a few weeks to make sure things that have been suggested
are being implemented. I’m not one for shouting up but if I’d been given a
nudge I think I would’ve certainly accepted the service of communicating with
my management
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Interventions
Work-related advice
98% of survey respondents reported to have received work-related advice. 98% of patients felt that
the advice they received was relevant and reflected their individual ability. 85% received advice on
adjusted shift patterns and hours. 64% received advice on adjusted duties. 85% received advice on
symptom management in the workplace.
Employer correspondence
45% (48) of patients required workplace correspondence of some kind. For those survey
respondents who did require workplace correspondence, 100% felt that it positively influenced the
return-to-work process, and 84% felt that the recommendations were followed by their employer.
31% (33) of patients required at least x1 letter. 18% (20) of patients required at least x1 AHP Health
and Work Report; either to certify absence or make recommendations on adjusted duties and hours.
6 % (6) of patients required a workplace assessment; including a face-to-face meeting with their
manager.
Survey Responses
Survey respondents highlighted how employer correspondence had facilitated the phased- return
process. Improving manager understanding of how symptoms impact on work-related tasks
seemed to be a crucial part of a successful return-to-work for many patients. Patients also
discussed the important role of advocacy when discussing workplace adjustments.

Access to the service has meant I’m making a steady recovery. It’s helped
having support when talking to my manager about phased returns as it’s new
to them too. If I hadn’t been able to access these services when I did, I’d be
further behind in my recovery now.
The communication was so helpful. My manager was grateful of the advice
too as it helped her to understand & plan my return to work. The feeling of
support was so important & reassuring to me.
The OT who supported me during the last year has been amazing. Without her
advocating for me during ill health I think I would have struggled to speak up
for myself when needed
Senior sister went above and beyond to help me with the advice of OT, to get
me back to my shifts
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84% of patients felt that the
recommendations provided
by Occupational Therapists
were followed by their
employer

100%
of patients felt that
employer
correspondence had a
positive influence on the
return-to-work process

Survey Responses
Some survey respondents found that the recommendations were not always followed by their
manager, and suggested a more joined-up approach between Occupational Therapy and
Occupational Health.

The advice about reducing hours and not working several nights in a row was
useful but I passed this on to management who said they would make an OH
referral but nothing ever happened.
I think there should be contact between the different dept such as OT and OH
communicating with managers.
My occupational therapist was wonderful, and did her best for me regarding
my employer. Sadly my employer had other plans, but these were
renegotiated by her (Occupational Therapist). She kept in touch throughout. I
can’t thank them all enough.
OT did everything they could to support my employer in my return to work.
That things were not followed was not within her power
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Virtual Sessions
42% (45) of patients attended the weekly virtual sessions on Microsoft Teams. This included a short
Tai Chi routine, a presentation on symptom management, and time for peer support and questions.
Patient feedback was sought several months into the programme; highlighting that patients valued
the sense of inclusion and regular contact. Patients were therefore able to continue in the sessions
beyond the 6-week rolling programme, and were discharged from the sessions following one-to-one
Occupational Therapy review. Patients therefore attended a mean average of 11 sessions. 95% of
survey respondents felt that they received helpful and relevant symptom management advice.
Survey response: I received support from the team in managing my symptoms
and gradually I was able to manage on my own, because of their teaching and
guidance

95%
of survey respondents felt that they received helpful and relevant
symptom management advice
Virtual Group Feedback
The virtual group began in November 2020 and saw a rapid increase in numbers over the first 10 weeks.
Therapists sought feedback from patients to ensure that the structure, content, and frequency of the group
was adequate. Feedback highlighted that patients not only valued symptoms management advice, but also
a sense of connectedness with others who were going through a similar experience. At this point, Long
COVID was still poorly understood and many patients were seeking validation.

it is nice to know that you are not alone and seeing others recovering over
time. The content and level of information is very good even if technology is
restrictive at times. This week’s information on diet was very useful plus
interaction from fellow colleagues.
The rectangle breathing exercise has also been great when I’m finding myself
feeling that ‘air hunger’ and I have been trying to use it whenever I’ve been
conscious that I’m chest breathing at rest.
Taking part in the virtual sessions helped me feel less isolated, feel part of a
community and be connected to others who share similar COVID recovery
symptoms / experiences and the sessions are brilliantly lead.
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Virtual Group Feedback
Feedback was essential in ensuring that the sessions were appropriate, relevant and safe. A second therapy
assistant demonstrated the tai chi routine in sitting wherever possible as some patients struggled to stand
for the full 10-minute routine. Presentations such as ‘negative thought patterns’ and ‘dealing with
setbacks’ were introduced to address the mental health needs of patients. The 20-minute time period
allowed for peer-support was protected; ensuring that patients had adequate time to discuss concerns and
provide feedback on their experiences.
I am struggling with the tai chi as I have dizziness, vertigo and motion sickness
and when standing and turning to the side or bending forwards I lose my
balance and everything spins. Some sitting modification for the exercises or
stretching type exercises that involve less rapid turning side to side would help
me.
it would be good to look at ways to help with fatigue in terms of brain fog and
concentration and more of the respiratory advice please
The subject areas covered to date have been excellent. Other areas in the
future (though to a certain have linked into to some of the sessions already)
maybe a little more specific under mental health umbrella e.g. anxiety, low
mood, confidence, fatigue/ cognitive impact awareness.
Face-to-face rehabilitation sessions
44% (47) of patients attended for regular face-to-face sessions in the therapy gym. They completed
an individualised programme of work-simulated activity. On mean average, patients attended 15
sessions. Of the 62 patients who attended for face-to-face rehabilitation or a face-to-face review, 30
(48%) required treatment or evaluation on the BTE. 98% of survey respondents who attended for
rehabilitation felt that it as relevant to their own personal goals ad work related needs.
22% (23) of patients attended both the virtual sessions and the face-to-face sessions.

98%
of survey respondents who attended for rehabilitating felt that it
was to their own personal goals and work-related needs
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Case Example
Referred through the staff service, this patient was seen 4 days after receipt of referral and 3-4
months post COVID infection. The patient was employed as a full-time Assistant Theatre
Practitioner. She presented with fatigue, breathlessness and dizziness. She was also being
investigated for Postural Orthostatic Intolerance (POTS). On first assessment in rehabilitation, her
standing tolerance was limited to 5-10 minutes and she was only able to complete light day to day
tasks; struggling to care for her young son. The patient described feeling anxious about returning to
work and didn’t feel that she would be well supported. Job demands included prolonged standing in
theatre, lifting and carry 3-10kg surgical trays, and the manual handling of patients.
Following initial assessment, the patient was invited to attend the virtual sessions for symptom
management support and attended 10 sessions. Following review with an Occupational Therapist,
she began an individualised programme of work-simulation in the therapy gym. In total, she had 8
one-to-one reviews with an Occupational Therapist and attended 20 face-to-face rehab sessions.
The patient completed a programme of exercise which reflected the demands of her job role. This
included: lifting, carrying, pushing, pulling, walking, and bending to low levels. To simulate the
manual handling task of rolling a patient in bed, she used tool 181 on the BTE Primus RS. As in figure
2, she demonstrated improved work output over the course of 2 months, with a total power
improvement of 151.8%. Work output improves with increased resistance, increased speed, or
increased duration. In this patient’s case, with an aim of simulating a manual handling task, our aim
was to increase resistance rather than speed or duration.

Figure 1
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She was reviewed every couple of weeks for functional re-assessment and to monitor work-related
issues. With guidance from Occupational Therapy, the patient also increased her day to day tasks at
home and was progressing well. The patient had also been assessed through the Long COVID clinic
and was awaiting medical investigation. She has been advised that there was at least a 3-month wait
on the necessary investigation and, given that her functional ability had improved, she was keen to
return-to-work. The Occupational Therapist contacted the Long COVID clinic and was advised that
from a medical perspective, she would be able to return, providing she avoided significant physical
exertion.
In light of continued medical input, and her perceived lack of managerial support, the Occupational
Therapist completed a Workplace Assessment. This involved the therapist, the patient, and the
patient’s manager. She was assessed in completing work-related tasks and the therapist provided
recommendations at the end of the assessment. This conversation was followed-up by a formal
report. See figure 2 for the recommendations provided.
Following the workplace assessment, the patient began a phased return-to-work on the hours and
duties suggested by the Occupational Therapist. The patient required x2 telephone call follow-up
appointments to monitor progress. The therapist made suggestions on the rate of increasing hours
and reminded the patient of pacing strategies. No further employer correspondence was necessary
and the patient felt well supported by her team and manager. The patients was discharged on an
open appointment for 4 months, where she was able to contact for further work-related support.
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Recommendations following the workplace assessment:














Restrictions were placed on lifting, including the weight, frequency, and height. It was agreed that
the patient would work in an area that did not require the frequent lifting, and transferring, of
surgical trays. This would be gradually introduced at a later stage in the return-to-work and when
medical investigations were complete.
The patient did have the capacity to stand and assist in surgery but a 30-40 minutes restriction was
put in place. Frequent micro-breaks of 5-10 minutes in sitting were recommended to manage
symptoms; allowing her to remain functional and symptom free for longer.
On assessment the patient did have the capacity to push an unoccupied trolley. It was
recommended that she use her judgement- accounting for the weight of the patient, but also the
frequency. She was advised to use her symptoms as a guide and always push the trolley with a
colleague to reduce the demand.
Based on assessments in rehabilitation and in the workplace, the patient did have the capacity to
assist with manual handling. It was recommended that she avoid heavier manual handling tasks,
such as AO2 sit to stands, or supporting a patient to sit on the edge of the bed from lying.
Symptoms of brain fog, including impaired short term memory and slowed cognitive processing,
were explained to the patient’s manager. It was recommended that the patient would need a little
longer to learn new processes and consolidate new information. She might also need reminding of
old processes as she develops external strategies.
The difference between tiredness and fatigue was discussed in length with the patients manager,
and the importance of pacing to maximise function and productivity was also outlined in the final
report. The therapist made practical suggestions on when to take breaks, e.g. acting preventatively
rather than responsively. It was agreed that the patient would begin in the anaesthetics area, as this
naturally lended itself to seated work without needing to plan for structured rest periods.
The patient did continue to require an extended rest period following increases in daily activities or
her gym based programme. The therapist therefore recommended that the patient begin on nonconsecutive days; allowing time for recovery between shifts. It was agreed that she would begin on
3 hour shifts. Her manager was advised to wait at least 2-weeks before increasing duties and hours;
allowing time for any delayed onset of symptoms.

Figure 2
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Return-to-work Outcomes
In light of fluctuating symptoms and a vulnerability to setbacks, it was clear that some patients may
need further work-related support following discharge from the occupational therapy service.
Patients were therefore given at least a 4 month open appointment whereby they were able to
contact with any work-related issues.
At the point of discharge, 78% (83) of patient were known to have successfully returned to work in
some capacity. 14% (15) of patients were known to have not returned to work in any capacity and
were referred on for specialist input when it became available. 8% (8) of patients ‘did not attend’ for
intervention or follow-up appointment, and their work status at discharge are therefore unknown.

83% of patients had returned-towork in some capacity on discharge
from Occupational Therapy

45% of survey respondents identified themselves as being on full hours; 38% identified themselves
as being on reduced hours. 36% of survey respondents reported to be on full duties, and 31% on
reduced duties. 12% of survey respondents identified themselves as being on COVID-19 related
sickness absence, with 5% being on sickness absence which was unrelated to COVID-19. X1 (2%)
survey respondents were unemployed and were not in a position to look for work.
60 % of survey respondents report to have had no unsuccessful attempts at returning to work. 33%
of survey respondents experienced at least 1 unsuccessful return-to-work (14% had 1 unsuccessful
attempt, 12% had 2 unsuccessful attempts, and 7% had 3 unsuccessful attempts). 5% had not yet
attempted to return to work.
My initial return to work failed after 6 months and before I had support from
occupational therapy. I then ended up starting from scratch and being signed
off sick to recover properly and the return to work after that with
occupational therapy involvement- it has felt more structured and has been
successful to date. Still a little way to go but getting there
I felt under pressure to return & it was overwhelming. I was struggling to
breathe & felt there was no awareness of how COVID recovery can be longer
in some people. When I was supported back on a phased return it was much
better than my first attempt.
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88% of survey respondents reported to not be in receipt of welfare benefits
Deb Knight is fantastic, her care of me is the only reason I am not on disability
benefits in honesty, with my life in tatters,

Work-ability Index
Survey respondents were asked the single-item question on the work-ability index, which has been
found to have strong predictive value for degree of sick leave and quality of life (Ahlstrom et al,
2010).
Unfortunately, pre-treatment scores were not collected and the data does not therefore represent
change. Patients were asked to score their work-ability, with a view to gain a snap shot of workability post-discharge. Survey respondent’s scores are at different points post- COVID and postintervention.
Results
7% (3) of patients self-scored at 0/10. 2% (1) self-scored 1/10. 2% (1) self-scored 2/10. 0 scored 3/10.
2% (1) scored 4/10. 7%(3) scored 5/10. 12% (5) scored 6/10. 19% (8) scored 8/10. 26% (11) scored
8/10. 5% (2) scored 9/10. 16% (7) scored 10/10. Based on the study by Ahlstrom et al (2010) as they
correlate to the original work-ability index: 0-2 is poor, 3-6 is poor to average, 7-8 is average to good,
and 9-10 is good to excellent. The majority of survey respondents self-scored within the ‘moderate
to good’ range.

Results of the self-scored single-item work ability Index:
Assume your work ability at its best has a value of 10 points. How many points would you give
your current work ability- 0 means that you could not work at all.
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Survey responses: Patients’ discussed how Occupational Therapy recommendations had positively
influenced the phased return process; some feeling that it encouraged them to re-assess expectations and
improve the overall outcome.

The advice given got me back to work re-deployed. That really helped
greatly as I couldn’t have gone on the ward at that time
I was extremely impressed and happy for the way my OT managed my
symptoms and return to work process. Although resistant at first, I adhered to
the recommendations with the support of my manager and this did have a
positive outcome in the end. I managed to stay in work which was great for
my mental health as well as my physical symptoms
Jasmine Yule (OT) has been brilliant in providing information to me and my
manager. I had a workplace assessment which gave me assurance that I can
do it. A very detailed report has been given to me and to my manager. I am
still on a phased return to work. She has given me insight and a realistic
approach to having successful progress. I am so thankful.
With guidance from the OT’s at Florence Nightingale I have commenced a
slow phased return which has enabled me to stay at work without any
relapse
Survey responses: Feedback also suggests that even when patients do successfully return-to-work, that
symptoms can continue affect their overall functional capacity.

After returning to work, it still took a long while for me to return to full
health, brain fog was a long-term problem. However I think I’ve recovered as
well as I can, and as close to normal as possible
I do not feel like a full team player and spend most of my shifts working with
the easier children
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Group Rehab Outputs
Resource Development
As the results of the evaluation show, many patients have unsuccessfully attempted to return-towork. For many, the fluctuating nature of symptoms had made is very difficult to sustain workrelated demands and full hours. Attempting a return-to-work too early not only led to sickness
absence, but for many patients it also led to a significant setback and worsened symptoms. In
collaboration with the Audio Visual Suite, Occupational Therapist produced x4 10 minute. Subjects
included; the management of symptoms during sickness absence, return-to-work rehabilitation,
managing symptoms in the workplace, and finally a video providing guidance to managers on how to
facilitate a safe return-to-work. The videos were published on the UHDB intranet and were shared
on social media. They can be accessed here:

https://youtube.com/playlist?list=PLfPD5ilcfEbit6R2OgezYD9YeNvn







The videos have a combined total of 6,184 views (Last accessed 21/02/2022)
The playlist is published on multiple websites; such as Long COVID Physio: Return To Work
— Long COVID Physio
Shared through the NHS employers website and cited as best practice: Supporting recovery
after long COVID | NHS Employers
Featured on the Royal College of Occupational Therapists (RCOT) website as a resource for
professionals: Coronavirus (COVID-19) - RCOT
Therapists were interviewed by OT News and an article published regarding video
development and the adaption of our existing service (April 2021 Issue)
Will become part of the NHS ‘Your COVID Recovery’ programme- awaiting final edits

Collaboration
Group Rehab have always sought to improve awareness of the vocational needs for all patients; not
only those with persisting COVID symptoms. Therapists have collaborated with Occupational
Therapy teams around the country; supporting them to develop their own rehabilitation pathway
and provide vocational support. This has included:







Kings College Hospital London
Leeds Long COVID service
Surrey First Community Healthcare
London Southbank
Hertfordshire Community NHS Trust
Stockport Long COVID service
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Raising the Profile of Vocational Rehabilitation








Jasmine Yule presented at the National Long COVID study day (April 2021) with over 1000
tickets sold and a subsequent 2,206 views (Last accessed: 21/02/2022). Link: Session Six:
Vocational Rehabilitation and Return to Work planning - YouTube
Jasmine Yule interviewed on a podcast by ‘Long COVID Physio’ Darren Brown on ‘returning
to work with Long COVID’ (May 2021). Link: Podcast — Long COVID Physio
Jasmine Yule interviewed by director Gez Medinger on ‘How to return to work with Long
COVID’ (July 2021). Views: 6,6764 (Last accessed 21/02/22). Link: How to Go Back to Work and When? | Long Covid - YouTube
Sarah Holt interviewed by Andy Thomas at Physiquipe on using the BTE Primus for patients
with Long COVID
Sarah Holt interviewed by Andy Thomas at Physiquipe on the BTE Primus, COVID, and wider
vocational rehabilitation within Occupational Therapy (February 2022). Link: Life Stories #57:
Sarah Holt – Physiquipe Podcast

23

The future of COVID Rehabilitation
The evaluation period spanned from October 2020 to July 2021 and majority of referrals were
received through the internal staff service and from community healthcare professionals. Group
Rehab received its first referral from the Long COVID assessment clinic in June 2021 and has since
received 120 for patients with vocational needs. Referrals have been received for patients
throughout Derbyshire; many of which live over a 60-minute drive from the department. As the rate
of core MSK-related referrals have returned to normal, for example with the re-introduction of
elective surgery, the service has needed to continue to evolve and adapt. Therapists have produced
numerous resources which are available through the Group Rehab website and have been
distributed for use amongst other professionals by the Royal College of Occupational Therapists.
Virtual and remote treatment has been essential, especially for those outside of Derby. Therapists at
Group Rehab have attended weekly multidisciplinary meetings with the Long COVID assessment
clinic and other specialties; ensuring that referrals are appropriate and well timed.

The Rehab Hub
The CCG have commissioned up to x4 hubs which will provide rehabilitation to patients across
Derbyshire; receiving referrals directly from the Long COVID Assessment Clinic. The hubs will be led
by an Occupational Therapist who specialises in Vocational Rehabilitation, and who will case manage
the care of each patient. The multidisciplinary team will include specialists in chronic fatigue,
respiratory rehabilitation, and psychology. Referred into one hub, the case manager will coordinate
care and will identify if a patient needs specialist input. Rather than experiencing the delays
associated with onward specialist referral, the patient will have access to this input within the hub.
Specialist Occupational Therapist Sarah Holt at Group Rehab has been played a pivotal role in the
project; supporting with plans for set-up and providing clinical insight throughout the roll-out. Sarah
has provided guidance through weekly meetings with the projects coordinator, as well as dealing
with the practicalities of recruitment and clinical pathways. X2 Rehab Hubs are in their infancy and
the lead therapists are due to start in February/March 2022.
Therapists at Group Rehab have developed resources and will support with vocational training. In
the future, all patients with persisting COVID symptoms will receive their rehabilitation through 1 of
4 hubs within Derbyshire.
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Learning from the Evaluation
Timing of Intervention
The vocational service offered by Occupational Therapists at Group Rehab met its Key Performance
Indicator, by assessing 100% of patients within 6 weeks of a referral being made. 94% of patients
were seen within 4 weeks. Group Rehab (Occupational Therapy and Physiotherapy combined),
routinely receives over 400 referrals per month for MSK patients alone. The evaluation has
demonstrated that existing NHS services can adapt the way they work to promptly and effectively
meet the changing needs of its community. It is generally accepted that early intervention during
sickness absence can improve return-to-work outcomes. The chance of returning to work falls to
50% following 3 months of absence, and drops further to 20% at 12 months (Wynne & McAnaney,
2004). With 1 in 10 people who contract COVID-19 reporting to experience symptoms beyond 3
months (ONS, 2021), and with 33% of survey respondents in this service evaluation experiencing at
least one failed returning to work, early input should be deemed essential.
Method of Delivering Care
98% of patients in this evaluation felt that the method of care was appropriate at the time. Due to
symptoms such as brain fog and exhaustion, many patients struggled to safely travel to the
department, and found that a flexible approach to care facilitated recovery. During the evaluation
period, Coronavirus restrictions meant that therapists would only treat patients on a face-to-face
basis if clinically required. Whilst the department would normally offer an initial face-to-face
appointment to all patients, this method of care was only required for 58% of patients. One patient
highlighted that they had not received any face-to-face intervention since discharge from hospital
and that treatment via telephone was insufficient. As COVID-19 restrictions begin to lift, it will be
important that future services remain flexible in their approach to assessment and intervention, but
also be led by patient choice.
Employer Correspondence
The Health and Safety Executive (2021) recommend communication between all stakeholders. This
would include the employee and manager, but also Occupational Health, healthcare professionals
and Human Resources. A recent report by the Trades Union Congress (2021) found that only 50% of
workers have access to Occupational Health. It is therefore important that healthcare professionals
feel confident enough to address work-related needs. 48% of patients in this service evaluation
required at least one form of employer correspondence. This included reports, letters, AHP Health
and Work Reports, and direct communication with managers via either telephone call or workplace
assessment. Of those survey respondents who required workplace correspondence, 100% felt that it
positively influenced the return-to-work process. 84% reported that the recommendations had
been followed. Patient feedback highlighted that not only were the recommendations helpful, but
that their Occupational Therapist was also an important advocate throughout the return-to-work
process; ensuring that stakeholders had realistic expectations work ability and rate of progression.
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Based on the results of this evaluation, and of larger scale surveys (TUC, 2021), workplace
correspondence should therefore be a prioritised intervention for healthcare professionals in
rehabilitation and assessment hubs.
Rehabilitation
42% of patients attended the virtual education and peer support sessions. Patient feedback suggests
that the sessions not only offered support with symptom management, but also offered much
needed validation and social integration. By the very nature of requiring a referral for vocational
rehabilitation, the patients in this evaluation were all experiencing symptoms which affected their
ability to complete day to day tasks. Reduced capacity to dress, mobilise and travel meant that many
patients were isolated and experiencing symptoms alone. The virtual sessions offered a sense of
togetherness that many people reported to find very helpful in the early stages of their recovery.
44% of patients attended for face-to-face rehabilitation sessions. The appropriateness of exercise for
those with an energy impairment remains under question due to some patients experiencing a
disproportionate response; known as post-exertional malaise (World Physiotherapy, 2021). Unlike
graded exercise therapy, Occupational Therapists at Group Rehab provide an individualised
programme which aims to simulate work-related demands. Unlike exercises, any physical exertion is
meaningfully prescribed and intends to prepare patients for the inevitable demands of returning to
work. As outlined in the case example, this might include pushing and pulling to simulate manual
handling tasks, or lifting practice to determine a patient’s comfortable maximum lift weight. This
objective information is important when making well-informed recommendations; especially for
those in physically demanding roles. In this evaluation, 98% of survey respondents who received
rehabilitation found that it was relevant to their individual goals and work-related needs.
Return-to-Work Outcomes
Facilitating a safe and sustainable return to work is a key outcome for occupational therapists at
Group Rehab. 83% of patients were known to have returned-to-work in some capacity at
discharge. A survey by The Chartered Institute of Personnel and Development (2022) found that
85% of respondents had at some point seen a deterioration following a period of improvement.
This might be why 33% of the survey respondents in this evaluation had at least x1 failed
attempt at returning to work. Patients in this evaluation reported to have unrealistic
expectations which were challenged by their Occupational Therapist. Not only is this relevant in
the process of planning a return-to-work, but also in how the progression of a phased-return is
handled. 38% of patients in this evaluation reported to be on reduced hours, and 31% remained
on adjusted duties. 33% of patients self-scored as having a poor-good work ability in relation to
their life-time best. This fluctuating and debilitating presentation of symptoms suggests that
one-off assessments would be insufficient. Patients in this evaluation required, on mean
average, 5.5 one-to-one reviews with an Occupational Therapist. Discharge is based on the
therapists clinical reasoning, and each patient remained on an open appointment for at least 4months. However, one survey respondent suggested that they would be more forthcoming with
their requests for help if they had had a planned follow-up, as opposed to an open
appointment.
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Key Recommendations

1.

Vocational support should be offered to patients with persisting symptoms of
COVID-19 as early as possible. This might reduce the likelihood of a failed return-to-work
and improve overall return-to-work outcomes

2.

Delivery of care should be flexible and responsive to the fluctuating needs of
patients with Long COVID. Barriers to face-to-face appointments include travel and brain
fog. Even when COVID-19 restrictions begin to lift, remote appointments and virtual
interventions should be available.

3.

As COVID-19 restrictions lift, the delivery of care should be based on patient choice.
The introduction of x4 rehab hubs across Derbyshire should improve accessibility of face-toface care.

4.

Rehabilitation professionals should consider how they can facilitate peer support,
reduce isolation, and validate the way patients feel.

5.

Rehabilitation professionals should work collaboratively in the delivery of symptom
management education; ensuring that the patients functional ability is maximised in relation
to the demands of their job role.

6.

With some patients experiencing a disproportionate response to exercise, i.e. Post
Exertional Malaise, Occupational Therapy led rehabilitation should remain meaningful and
remain relevant to work-focussed/ functionally focussed goals.

7.

Rehabilitation professionals should see vocational outcomes as a key performance
indicator. Ensuring that therapists are confident in making well-informed recommendations
to a patients employer should be an essential part of vocational rehabilitation. Coordination
of stakeholder communication should also be considered.

8.

Many patients continue to experience symptoms when they return-to-work.
Booking follow-up appointments would be the optimal way to monitor progress. Patients
should be well informed on what an open appointment means and have a direct way to
request support.
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Limitations of this Service Evaluation
This service evaluation has been carried-out by therapists alongside a clinical caseload. It was
therefore outside the remit of this evaluation to follow-up every patient during the evaluation
period. However, all but one patient (who did not have a mobile phone number) was given the
opportunity to provide longer-term data through the text survey.
The survey had a 40% response rate and provided valuable data with respect to feedback and longterm functioning. However, each patient was at a different stage of their recovery, and the
evaluation is therefore unable to provide data on return-to-work time frames or retention.
The service evolved rapidly during this period. Unfortunately, pre-treatment outcome measures
were not gathered. This evaluation is therefore unable to measure the degree of change.
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