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Abstract 

 

Purpose: To evaluate 1) usability of an early vocational rehabilitation (EVR) intervention 

in the standard rehabilitation process; 2) promoting factors and barriers encountered with 

the EVR protocol; 3) perceived effectiveness of the protocol in facilitating return to work 

(RTW) following acquired brain injury (ABI). 

 

Method: Pre- and post-process evaluation was performed in a Dutch rehabilitation 

center. Outcome measures were usability, promoting factors and barriers, and perceived 

effectiveness of the protocol. Usability on process level (defined by 13 goals set on 

performance and timing of the protocol’s steps) was evaluated with existing forms and 

registrations. Fulfillment of usability expectations, perceived promoting factors and 

barriers, and perceived effectiveness were investigated with questionnaires. Data of 23 

patients were available for process evaluation. Nine rehabilitation professionals, ten 

patients with ABI, nine employers, and six occupational physicians completed the 

questionnaires. 

 

Results: Two-thirds of the performance goals and one-fourth of the timing goals were 

reached. All respondents cited the structured protocol as promoting factor. Thirty-two of 

thirty-four participants perceived the protocol as being suitable facilitating RTW after ABI. 

 

Conclusions: EVR protocol provides a structured strategy to focus on the RTW during 

standard rehabilitation. It was implemented successfully and is suitable, with minor 

adaptations, for implementation in other rehabilitation settings.   
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Introduction  

 

Acquired brain injury (ABI), either by traumatic or non-traumatic cause, is known as one 

of the most disabling diseases, often affecting both cognitive and physical functions.
1
 As 

a result of the injury, the abilities to perform work-related activities change dramatically in 

people with ABI.
2
 It is known, for example, that approximately 40 percent of the people 

who were working before acquiring brain injury are able to return to work within two years 

of the ABI.
3
 Given that most recovery occurs in the first six months after acquiring brain 

injury
4,5

, training that targets deteriorated skills during these months is thought to be most 

maximally effective.
6
 

Given the demonstrated effects of early rehabilitation training
6
, it can be expected that 

early vocational training facilitates an improved, more effective and/or more rapid return 

to work. According to the Dutch law, the employer and employee are responsible for the 

process of return to work during the first two years of sick leave.
7
 During these two years 

the employer is responsible for the costs of wage-replacement. If necessary, the 

employer has to provide (temporary) modified work within the own company or elsewhere 

in order to facilitate return to work. Early vocational training helps to use the first two 

years of sick leave as efficiently as possible. Although emphasis on return to work during 

rehabilitation increases, a systematic approach is often lacking. Therefore, a protocol 

designed to systematically focus on returning to work at an early stage of rehabilitation in 

people with ABI has been developed in the Netherlands. 

The structured protocol for early vocational rehabilitation (EVR) that has been developed 

provides guidance on emphasizing the return to work during rehabilitation. It is called 

early vocational rehabilitation because it is started as soon as possible after the start of 

the rehabilitation process. The EVR protocol starts with questions about the working 

situation of the patient during the (rehabilitation) physician’s intake and results in a 

transfer of information to the employer and occupational physician when the patient is 

discharged from rehabilitation, returns to work, or when it is determined that it is not 

possible for the patient to return to work. For each step of the protocol, specific forms 

were designed. The primary goals of the approach are to provide insight into the 

possibilities of returning to work, to provide training targeted at (cognitive) working skills, 

and finally, to facilitate a rapid and efficient return to work. Professionals from all relevant 

rehabilitation disciplines, including occupational therapists, speech therapists, 

psychologists, and physical therapists, are involved in the protocol, as well as a 

vocational rehabilitation specialist coordinating the EVR process. As mentioned before, 

the employer and employee are responsible for the process of return to work during the 

first two years of sick leave according to the Dutch law. The employer and employee 

have to be supported by an occupational physician or certified vocational reintegration 

company during the process of return to work. Because of this law and because it is 
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known that support from the employer and occupational physician are important during 

the return to work process
8
, these individuals are involved in the EVR process as well. 

The development of the EVR protocol was expert based. The protocol was developed by 

experts of a center of expertise for long-term care, based on the experiences of eight 

rehabilitation institutes with vocational rehabilitation of people with ABI in the Netherlands 

and Belgium and in discussion with members of the management team and rehabilitation 

professionals of a pilot center. To test the feasibility of the EVR protocol, the protocol was 

implemented as pilot study in the inpatient and outpatient rehabilitation process of people 

with ABI at a Dutch rehabilitation center that was not involved in the development of the 

EVR protocol until then. Testing the feasibility of the protocol is necessary in order to 

evaluate whether the planned protocol steps could be implemented in practice, to 

investigate whether the EVR protocol needs to be further improved before implementing 

the EVR protocol elsewhere, and to be able to evaluate the effects of the EVR protocol.
9
 

Therefore, the aims of this study were to demonstrate the feasibility of compliance to the 

EVR protocol, describe the promoting factors and barriers encountered, and assess 

whether the rehabilitation professionals, patients, employers, and occupational 

physicians were satisfied with the protocol. These aims were presented in relation to the 

following research questions: 

1. Is the early vocational rehabilitation protocol as planned usable and according to the 

expectations of the rehabilitation professionals, patients, employers, and 

occupational physicians?;  

2. What are the promoting factors and barriers that were encountered by the 

rehabilitation professionals, patients, employers, and occupational physicians when 

working with the EVR protocol?; 

3. How do the rehabilitation professionals, patients, employers, and occupational 

physicians perceive the effectiveness of the EVR protocol in facilitating return to 

work following ABI? 

 

 

Methods 

 

Study sample 

The study sample consisted of a rehabilitation team of professionals (n=21) who were 

involved in the inpatient and outpatient treatment of patients with ABI at a rehabilitation 

center in the Netherlands. The brain injury of the patients was acquired by traumatic or 

non-traumatic cause, and the primary problems presented by the patients were cognitive 

impairments. The team of professionals consisted of: one rehabilitation physician, one 

basic physician, three occupational therapists, four physical therapists, two cognitive 

trainers, four (neuro)psychologists, two speech therapists, two social workers, and two 

vocational rehabilitation specialists. 
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Patients who were treated according to the EVR protocol were also asked to participate. 

The patients began inpatient or outpatient rehabilitation for non-progressive ABI between 

June 1, 2009 and June 1, 2010. During this period of time patients receiving inpatient 

rehabilitation were included if they were working before acquiring brain injury. Patients 

receiving outpatient rehabilitation were included if the aim of rehabilitation (partially) 

focused on return to work. After the patients provided informed consent, their employers 

and occupational physicians were asked to participate as well.  

 

Procedure 

The EVR protocol was implemented in the rehabilitation center in April 2009. The 

professionals were provided with the opportunity to become familiar with the EVR 

process and the associated forms, and the evaluation started two months later on June 1, 

2009. All patients who were working before ABI and who started treatment according to 

the EVR protocol within the inclusion period were asked by their vocational rehabilitation 

specialist to participate in the study. After providing informed consent (if necessary with 

help of a relative), their vocational rehabilitation process was monitored. As a result, the 

study ended in March 2011 after the last included patient completed his rehabilitation 

process. 

The four stages of the EVR protocol consist of one or more process steps to which the 

team of rehabilitation professionals adhered (Table 1). To address the first research 

question, each step of the protocol was evaluated on a process level. For each step 

Specific, Measurable, Attainable, Relevant and Timely (SMART) goals
10

 were defined by 

the ABI rehabilitation department management team (Table 2). The management team 

based their definition of the SMART goals on their aim at providing high quality health 

care and the importance they attached to the implementation of EVR. The existing forms 

and registrations were evaluated by the researchers to determine whether these goals 

were reached. Additionally, questionnaires were developed to investigate the fulfillment of 

the usability expectations of the rehabilitation professionals, patients, employers, and 

occupational physicians. 

Questionnaires were also developed to determine the promoting factors and barriers 

(research question two), as well as the expectations regarding the potential of the EVR 

protocol to return people with ABI to work (research question three). All rehabilitation 

professionals received a questionnaire at the start (June 2009) and at the end (June 

2010) of the inclusion period. The patients only received a short questionnaire at the end 

of their individual EVR processes. Information regarding their expectations of the EVR 

protocol at the start of the process was gathered from the intake forms of the 

rehabilitation physician and the vocational rehabilitation specialist. The employers and 

occupational physicians received a questionnaire during or after their first contact with the 

vocational rehabilitation specialist, as well as at the end of their employee’s EVR process.  
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Table 1: Description of the steps of the EVR protocol  

Step Description Decisions 

Stage 1: Orientation of the rehabilitation team towards the patient’s work 

1 Working situation and goals of the patient 

concerning work are explored during intakes 

provided by physician and vocational 

rehabilitation specialist. 

Physician decides whether EVR is 

relevant for the patient and can be 

started, permission of the patient is 

obtained to continue with the EVR 

protocol and to contact and to inform 

the employer and occupational 

physician. 

2 Rehabilitation team is informed about 

outcomes of the intakes of step 1. 

The rehabilitation team decides 

whether returning to work could be 

possible for the patient. 

Stage 2: Investigating the gap between the patients’ abilities and work 

3 Vocational rehabilitation specialist visits 

employer to provide information about 

acquired brain injury and the EVR protocol, 

as well as to make a detailed overview of 

the patient’s job requirements.  

--- 

4 Rehabilitation team investigates capabilities 

of the patient, and the capabilities and job 

requirements are matched. If return to work 

seems possible (with or without 

adaptations), the goals for vocational 

rehabilitation training are set. 

Decisions about possibilities to  

return to the former job are made 

based on matching. 

Goals for vocational rehabilitation 

training are set. 

5 Employer and occupational physician are 

informed about the possibilities of returning 

to work. If necessary, an overview of the 

requirements of an alternative job is made. 

--- 

Stage 3: Work training 

6 Until the cessation of EVR, the capabilities 

of the patient and goals for vocational 

rehabilitation training are set and discussed 

every twelve weeks. 

Goals for the vocational rehabilitation 

are set. 

Stage 4: Finalizing EVR 

7 All relevant information is assigned to the 

employer and occupational physician if EVR 

is concluded. If necessary, appointments 

regarding further treatments are made. 

--- 
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Table 2: Overview of the SMART goals for each stage of the EVR protocol, as defined by 

the management team of the ABI rehabilitation department  

Stage 1: Orientation of the rehabilitation team towards the patient’s work 

1 For at least 95% of the patients, the intake on work is provided by the physician 

during the regular intake.  

2 For at least 90% of the patients for which the physician decided that vocational 

rehabilitation can be started, an intake is provided by the vocational rehabilitation 

specialist before the first interdisciplinary team meeting. 

3 All patients give permission to contact and inform the employer and occupational 

physician during the intake that is provided by the vocational rehabilitation 

specialist. 

4 For at least 90% of the patients the vocational rehabilitation specialist provides an 

intake with, a decision about the possibilities to returning to work is made by the 

team of caregivers during the first interdisciplinary team meeting. 

Stage 2: Investigating the gap between the patients’ abilities and work 

5 For at least 80% of the patients who provided permission to contact the employer 

and for which the rehabilitation team decided that return to work could be an 

option, the vocational rehabilitation specialist visits the employer before the first 

interdisciplinary team meeting following step 2 of the EVR protocol. 

6 For at least 70% of the patients for which the rehabilitation team has decided that 

return to work could be an option and who gave permission to contact the 

employer, an overview of the job requirements is made by the employer and 

vocational rehabilitation specialist before the first interdisciplinary team meeting 

following step 2 of the EVR protocol. 

7 For at least 80% of the patients for which an overview of the job requirements is 

made, an overview of the capabilities of the patient is made by the members of 

the rehabilitation team before the first interdisciplinary team meeting following step 

2 of the EVR protocol. 

8 For at least 80% of the patients for which both job requirements and capabilities of 

the patient are investigated, the results of both are matched before the first 

interdisciplinary team meeting following step 2 of the EVR protocol. 

9 For at least 90% of the patients for which a match between job requirements and 

capabilities of the patient is made, goals for vocational rehabilitation are set during 

the first interdisciplinary team meeting following step 2 of the EVR protocol.  

10 For 80% of the patients for which it is decided that return to work could be 

possible, the ideas of the team of caregivers concerning vocational rehabilitation 

are reported during the first interdisciplinary team meeting following step 4 of the 

EVR protocol. 

Stage 3: Work training 

11 For 80% of the patients for which goals for vocational rehabilitation training are 

set, attention is paid to fulfill these goals during rehabilitation. 
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Table 2 (continued) 

Stage 4: Finalizing EVR 

12 For 80% of the patients for which EVR stops because they have returned to work 

or because the (regular) rehabilitation program has stopped, and who gave 

permission to contact the employer, a face-to-face transfer of information with the 

employer and/or occupational physician and/or vocational rehabilitation counselor 

takes place. Information and an overview of appointments are also transferred in 

writing. 

13 For 80% of the patients for which EVR stops because an individual is not able to 

return to work or not able to be treated according to the EVR protocol (due to the 

medical situation of the patient), and who gave permission to contact the 

employer, the employer is informed about the health situation and the vision of the 

team of caregivers regarding the return to work by the vocational rehabilitation 

specialist. 

 

 

In case the employers or occupational physicians did not receive or return the first 

questionnaire, some of the initial questions were added to the last questionnaire to 

retrospectively collect information about their expectations.  

To protect the confidentiality of the volunteer participants all questionnaires were 

completed anonymously and coded. An independent researcher maintained the coding 

scheme. According the Dutch Medical Research Involving Human Subjects Act the 

protocol did not have to be approved by a medical ethics committee or institutional review 

board because only the process of EVR (which was a structured approach of care-as-

usual) was evaluated, and the short questionnaires included only questions concerning 

the process of EVR and no highly personal, embarrassing, or intimate questions. 

 

Outcome measures  

Usability of the protocol 

The usability of the protocol was studied 1) on a process level by meeting SMART goals; 

2) through the fulfillment of expectations of the rehabilitation professionals; and 3) 

through the fulfillment of the expectation of the patients, employers, and occupational 

physicians. To investigate the extent to which the SMART goals were met, the 

percentage of participants receiving the initiatives described in the steps, as well as the 

percentage of participants for whom the actions were performed at the appropriate time, 

were computed and compared to the minimum percentage of patients for whom a given 

step should be executed, according to the SMART goals.  

At the start of the inclusion period, the rehabilitation professionals were asked about their 

expectations of a) the timing of the steps of the EVR protocol; b) the time available to 

work according to the EVR protocol; c) the usability of the forms; d) the possible structure 

that the EVR protocol brings to the way vocational rehabilitation is integrated into the 
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rehabilitation process; and e) the potential to focus on individually formulated goals for 

vocational rehabilitation treatment during the rehabilitation process. The expectations 

were asked by means of questions formulated as ‘Do you expect that…’ after which the 

professionals could choose either ‘yes’ or ‘no’. If they answered no, they had the 

opportunity to give additional information about what they think what should be changed. 

At the end of the inclusion period, participants were asked whether these personal 

expectations were fulfilled. These questions were formulated as ‘At the start of the study 

you expected that […] could/could not (the professionals’ answer at the start of the study 

was given here) […]. Did this expectation become true?’, after which the professionals 

could choose either ‘yes’ or ‘no’. With an open ended question the professionals were 

asked what they experienced as reasons for becoming or not becoming true of their 

expectations. The expectations, as well as the frequency at which the expectations were 

fulfilled, were reported.  

Goals concerning work that the patients had noted during the vocational rehabilitation 

specialist’s intake were considered to be their expectations at the start of the process. 

The fulfillment of these expectations by the end of the process was investigated by 

reporting the individual goals within the questionnaire and asking whether these goals 

were reached yes or no. With an open ended question the patients were asked why their 

goals were or were not reached. The fulfillment of the expectations by the end of the 

process was reported. Finally, the expectations of the employer and occupational 

physician for the employee, as well as for themselves were investigated at the start of the 

process by means of open ended questions formulated as ‘What are your expectations 

about the final result of EVR for your employee / your client / yourself?’. At the end of 

their employee’s or client’s EVR process the individual employers’ and occupational 

physicians’ expectations were reported within the questionnaire and it was asked whether 

the expectations were fulfilled or not (yes / no). With an open ended question the 

employers and occupational physicians were asked why their expectations were fulfilled 

or not. The expectations and the frequency of fulfilled expectations were reported. 

 

Promoting factors and barriers 

Rehabilitation professionals were asked to cite a maximum of five factors that facilitated 

or limited their abilities to follow the protocol at the end of the inclusion period. The 

professionals’ answers were listed, clustered per topic, and divided into promoting factors 

and barriers. This resulted in two groups of factors. The patients, employers, and 

occupational physicians were asked to describe a maximum of three factors they 

experienced as positive regarding the attention paid to return to work. In addition, they 

were asked about possible improvements concerning the work flow during EVR. The 

answers were compiled and reported together, resulting in a list of promoting factors and 

a list of barriers, clustered per topic.  
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Perceived effect of the EVR protocol in facilitating the return to work in people with ABI 

At the start of the inclusion period, rehabilitation professionals’ perceptions of the effects 

of the EVR protocol in returning people with ABI back to work were obtained. The 

expected effects were investigated in regard to the following three topics: the capacity of 

the EVR protocol to provide insight into the outcomes of returning to work; the 

effectiveness of the EVR protocol in encouraging people to return to work earlier; and the 

potential of the EVR protocol to enable return to work for more people. The rehabilitation 

professionals could answer either yes or no and if they answered no, they had the 

opportunity to give additional information about what they think what should be changed. 

At the end of the EVR process, the patients, employers, and occupational physicians 

were asked ‘Do you think the EVR protocol could help the return to work process for 

people with ABI?’. The frequencies at which they answered yes or no (or do not know in 

case of patients) were quantified and reported.  

 

Data analysis 

The data were analyzed using descriptive statistics. To determine whether the EVR 

protocol was used as described in the protocol, the percentage of patients who fulfilled 

each step of the EVR protocol was calculated and compared to the established goals. In 

addition, the fulfillment of these expectations was analyzed descriptive. To answer 

questions about the promoting factors and barriers, as well as the expected effects of the 

EVR protocol to enable people with ABI to return to work, the data were also analyzed 

descriptively.  

 

 

Results 

 

Participants 

All professionals on the rehabilitation team were involved in the EVR process. Twelve of 

twenty-one professionals completed the questionnaire at the start of the inclusion period, 

and nine of these also completed the questionnaire at the end of the inclusion period. 

One professional stated that she was not familiar with the EVR protocol due to a few 

months leave, the other professionals did not give a reason for not completing the 

questionnaire. Three professionals were not able to complete the final questionnaire (two 

due to illness and one due to travel complications). 

During the inclusion period, 71 patients registered for inpatient rehabilitation, whereas 97 

patients registered for outpatient rehabilitation. Of these individuals, eighteen and ten 

patients were eligible to receive EVR and inclusion in the study, respectively, of who 23 

patients (10 men; 5 acquired traumatic brain injury) gave informed consent (Figure 1). 

Main reasons for not being eligible for EVR and inclusion of the study were medical 

reasons, already being retired, still being studying, not having a job, and not being in 
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Figure 1: Flow diagram of the inclusion of the patients 

 

Inpatient rehabilitation 

(June 2009 - June 2010): 

71 patients 

Outpatient rehabilitation 

(June 2009 - June 2010): 

97 patients 

Eligible for receiving EVR 

and inclusion in the 

study:  

18 patients 

Eligible for receiving  

EVR and inclusion in  

the study: 

10 patients 

Signed informed consent:  

18 patients 

Signed informed consent:  

8 patients 

Conflicts with employer and 

occupational physician:  

n=1  

Missed for inclusion:  

n=1 

26 patients 

Included in the study: 

23 patients 

Withdrawn: conflicts with 

employer and occupational 

physician (n=1), patient did 

not want to be guided 

anymore (n=1), unknown 

reason (n=1) 

need of support (for example because they are able to return to work without support 

provided by the professionals on the rehabilitation team or because they do not want to 

focus on return to work already). Due to the cognitive problems that resulted from ABI, 

three patients were not able to complete the questionnaires. All other patients received 

questionnaires at the end of their rehabilitation processes, ten of which returned them. 

Nine employers and six occupational physicians were willing to report their experiences. 
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Usability of the protocol 

Evaluation on process level 

Range of achievement of the SMART goals lies between 0-100% for both performance 

and timing (Table 3). Eight of the thirteen goals set on performance were reached. 

Concerning the timing three of the twelve goals were reached. For one goal, no timing 

could be determined, given that the associated action was not performed for the 

participants.  

 

Table 3: Results of the evaluation on process level for the SMART goals 

SMART 

goals 

Description Target % Results N
1
  Outcome 

result %  

Stage 1: Orientation of the rehabilitation team towards the patient’s work 

1 Intake physician 95% Action performed 23 Yes 78% 

     No 22% 

   Correct timing 23 Yes 74% 

     No 26% 

2 Intake vocational 

rehabilitation specialist 

90% Action performed 23 Yes 

No 

96%* 

4% 

   Correct timing 23 Yes 61% 

     No 39% 

3 Permission for contact 

with employer and 

occupational physician 

100% Action performed 

 

Correct timing 

23 

 

23 

Yes 

No 

Yes 

No 

100%* 

0% 

87% 

13%    

4 Decision regarding the 

possibility to return to 

work 

90% Action performed 23 Yes 

No 

100%* 

0% 

  Correct timing 23 Yes 78% 

     No 22% 

Stage 2: Investigating the gap between the patients’ abilities and work 

5 Visit to the employer 80% Action performed 22 Yes 100%* 

     No 0% 

   Correct timing 22 Yes 41% 

     No 59% 

6 Overview of job 

requirements 

70% Action performed 22 Yes 95%* 

    No 5% 

   Correct timing 21 Yes 33% 

     No 67% 

7 Overview of patient 

capabilities 

80% Action performed 21 Yes 81%* 

    No 19% 

   Correct timing 17 Yes 29% 

     No 71% 
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Table 3 (continued)  

SMART 

goals 

Description Target % Results N
1
  Outcome 

result %  

8 Matching job 

requirements and 

capabilities of the patient 

80% Action performed 17 Yes 100%* 

    No 0% 

  Correct timing 17 Yes 47% 

     No 53% 

9 Goals set for vocational 

rehabilitation  

90% Action performed 17 Yes 53% 

    No 47% 

   Correct timing 9 Yes 91%* 

     No 9% 

10 Ideas concerning 

vocational rehabilitation 

reported 

80% Action performed 22 Yes 86%* 

    No 14% 

  Correct timing 19 Yes 0% 

     No 100% 

Stage 3: Work training 

11 Attention paid to fulfill 

goals for vocational 

rehabilitation 

80% Action performed 9 Yes 67% 

    No 33% 

  Correct timing 6 Yes 100%* 

     No 0% 

Stage 4: Finalizing EVR 

12 Face-to-face transfer of 

information at EVR 

conclusion 

80% Action performed 21 Yes 67% 

    No 33% 

  Correct timing 14 Yes 100%* 

     No 0% 

13 Transfer of information 

after (early) cessation of 

EVR 

80% Action performed 2 Yes 0% 

    No 100% 

  Correct timing 0 Yes --- 

     No --- 
1
Number of participants included in a given step; *The outcome result was similar to or higher 

than the target % set for that SMART goal 

 

 

Fulfillment of the expectations of the rehabilitation professionals 

Most rehabilitation professionals had positive expectations about working according to 

the EVR protocol, except for the timing of the steps within the regular rehabilitation 

process. At the end of the study, seven of nine professionals reported that, in practice, 

the timing of EVR steps could not be fulfilled (of which three professionals expected this 

outcome at the beginning of the study, and four did not). Although all professionals 

reported positive expectations for running the steps of the protocol within the available 

time, half experienced problems with that. Furthermore, seven of nine professionals 

experienced problems with allowing the individually formulated goals for vocational 
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rehabilitation to be incorporated into the regular rehabilitation process (one professional 

expected this from the start but six did not). All professionals noted that the EVR protocol 

provides structure for the role of vocational rehabilitation within regular rehabilitation. 

Although some improvements can be made in the forms, most professionals experienced 

them as useful (six of nine while all professionals expected the forms to be useful at the 

start of the study). 

 

Fulfillment of the expectations of the patients, employers, and occupational physicians 

All ten patients who completed the questionnaires noted ‘return to work’ and ‘guidance 

during their process of return to work’ as the goals of EVR. Seven patients reported that 

these goals were fulfilled. Two patients reported that his/her goals were not yet totally 

fulfilled, whereas one patient reported that his/her goals were not fulfilled at all.  

Five employers reported that the expectations they held for their employees were fulfilled. 

Specifically, three employers expected that their employees would return to similar or 

adapted work, and two did not expect their employees to return to work. Of two 

employers who expected their employees to return to work, these expectations were not 

fulfilled. Furthermore, two employers expressed no expectations concerning EVR. The 

expectations the occupational physicians held for the employees were fulfilled in one 

case (expecting better insight of the employee in his/her possibilities to return to work) 

and not met in two cases wherein the employees were expected to return to work. At the 

start of EVR, one occupational physician stated that expectations could not be provided 

because they would depend on the results of the upcoming rehabilitation process. 

However, by the end of the study he/she reported that this expectation was fulfilled. The 

other occupational physicians did not describe any expectations. 

Three employers reported that the expectations they had for themselves were fulfilled, 

including two cases where employers anticipated that return to work was not possible 

and one employer who expected guidance for him/herself. In contrast, three employers 

reported that their expectations were not fulfilled, including one who expected the 

employee to return to work, one who expected guidance for the employee and one who 

expected clarity and resolution of the process. One employer anticipated that the 

employee would be able to return to work and perform her work safely. At the end of 

EVR, this employer indicated that this expectation was partially fulfilled, as they were still 

working on her return to work, and the employer was optimistic about the outcome. In 

addition, two employers reported no expectations, including one who did not complete 

the questionnaire after indicating that the employee could not return to work. Four 

occupational physicians reported that the expectations they had for themselves were 

fulfilled. Three of them expected to gain insight into the possibilities and impossibilities of 

the employee and his/her return to work, and one expected guidance. One occupational 

physician expected that the employee would return to the previous or alternate work, but 
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this expectation was not fulfilled. The other occupational physician did not answer this 

question. 

 

Promoting factors and barriers 

Promoting factors 

The promoting factors noted by the rehabilitation professionals focused on the process in 

general (structured protocol, presence of a vocational rehabilitation specialist, and strong 

communication and reports), the information provided when working according to the 

protocol (gaining insight into the abilities and possibilities concerning the return to work, 

and receiving feedback about the treatments’ results), the support received (receiving 

technical support and reminders of when to perform steps of the protocol), and learning 

(growing accustomed to the protocol over time).  

The promoting factors noted by the patients, employers, and occupational physicians 

also emphasized the process in general (the structured method), but also on specific 

steps of the EVR protocol (investigation about the possibilities concerning the return to 

work and supervised visits of the patient to the workplace), and cooperation (the 

guidance and information retrieved from the rehabilitation center, and the cooperation 

between the actors). The patients noted the patient-centered approach as promoting 

factor.  

 

Barriers 

The barriers reported by the rehabilitation professionals focused on time (not enough 

time to work according to the EVR protocol, and having problems with the extra work 

compared to the work load before implementation of the protocol), unfamiliarity with the 

EVR protocol (a novel (and therefore unknown) protocol, and an unclear process within 

the rehabilitation center), and practical problems causing difficulties with working 

according to the protocol. Furthermore, the (long-term) absence of one of the vocational 

rehabilitation specialists was noted as barrier.  

The barriers noted by the patients, employers, and occupational physicians particularly 

focused on the quality and quantity of the contact (it could be more frequent and of better 

quality), and the connection between the work training and job requirements (connection 

should be improved). In addition, the following barriers were described by individual 

participants: EVR should not be started if it is clear from the start that return to work is not 

an option due to the medical situation of the patient; continuation of the EVR process 

should be better coordinated if one of the actors (especially the vocational rehabilitation 

specialist) is not able to continue the process; more rapid switching and changes of 

intervention should be made after observations (all noted by employers); more 

opportunities to relax should be provided; and the period of guidance should be longer 

(the latter barriers were noted by patients).  
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Perceived effect of the EVR protocol in facilitating the return to work in people with 

ABI 

All rehabilitation professionals expected that the EVR protocol could help gain insight into 

the return to work process outcomes. An earlier return to work due to the EVR protocol 

was expected by six of the nine professionals, whereas two professionals did not believe 

that the EVR protocol would have this effect, and one did not know. Five professionals 

expected that the EVR protocol would help more people return to work, whereas two did 

not expect this, and two did not know. All employers and occupational physicians, as well 

as eight of the ten patients, expected that the EVR protocol could help people with ABI to 

return to work, and two of the patients did not know.  

 

 

Discussion 

 

The implementation of a protocol for early vocational rehabilitation was evaluated by 

studying how the EVR protocol was used and experienced in practice. It can be 

concluded that the early vocational rehabilitation protocol was usable as planned for the 

greater part because about two-thirds of the actions were performed as defined in the 

protocol. However, according to the rehabilitation professionals’ expectations, the 

appropriate timing of most of the actions required by the protocol was not possible. The 

promoting factors encountered by all actors were the structure provided by the protocol, 

the exchange of information, and the contact between the actors. The encountered 

barriers differed between the actors: the rehabilitation professionals encountered 

insufficient time, unfamiliarity with the EVR protocol, and practical problems as barriers 

whereas the patients, employers, and occupational physicians encountered barriers 

concerning the quality and quantity of the contact and the connection with the patients’ 

job. Almost all participants perceived the EVR protocol as effective in facilitating return to 

work following ABI. 

Before implementation, the management team of the ABI rehabilitation department 

defined the target percentages of actions between 70 and 100% with most targets even 

set at 80% or more. These high target percentages were defined from the viewpoint of 

the management team
11

, most likely based on the intention to provide the best possible 

care to the patients. From a scientific viewpoint
11

 it can be questioned post-hoc whether 

these goals of the evaluation on process level were not set too high. Implementing 

change to improve patient care, is difficult.
12

 Grol et al.
9
 observed the use of guidelines in 

decision making in clinical practice. Only in 61% of 12880 decisions, recommendations of 

national clinical guidelines were followed. In other process evaluation studies 

investigating the adherence of (occupational) physicians to work support intervention 

protocols among patients with cancer or common mental health problems
13,14

, adherence 

rates from 3-85% were found. In the current study, approximately 67% of the actions 
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were performed as defined in the protocol. Keeping in mind that the EVR protocol was 

implemented for the first time in an existing rehabilitation framework that required 

changes to existing routines
9
 and ideas (from only care-minded to also work-minded), it 

can be concluded that this first implementation of EVR was successful and is promising 

for future ventures. 

The primary cause of problems related to planning was that the timing of the protocol was 

based on regular interdisciplinary team meetings. However, for the patients changing 

from inpatient to outpatient rehabilitation or receiving only outpatient rehabilitation, the 

interdisciplinary team meetings were not held or were held on a sporadic basis, making 

the timeline unrealistic for these patients, in practice. Including team meetings on a 

regular basis in the outpatient rehabilitation process in case of EVR would provide better 

opportunities to focus on return to work for more clients and to follow the timeline of the 

EVR protocol. To structure the process, it is recommended that the timeline is followed as 

much as possible; however, there should be possibilities to tailor the timing of the EVR 

protocol to the individual patient and to the given situation of the rehabilitation center very 

rarely and only if really necessary.
15

 For example if the patient becomes ill during the 

process or if it is not possible to come into contact with the employer on time. Whereas 

the main goals of the approach were to provide insight into the possibilities of returning to 

work by providing training specifically focused on (cognitive) working skills and enabling 

more individuals to rapidly and efficiently return to work, it is debatable whether the exact 

timing of the actions is as important as the performance of the steps itself. Although 

planning problems were detected in the current study, most participants expected that the 

EVR protocol can be helpful during the process of return to work in people with ABI. So 

the desired outcome can be realized, even if the timeline of the EVR protocol is not 

precisely followed.  

 

Strengths and limitations of the study 

The strength of our study was that all actors (rehabilitation professionals, patients, 

employers, and occupational physicians) were included in the process evaluation, 

thereby making it a thorough evaluation. 

A limitation of the study was the limited number of completed questionnaires. Although 

the data of 23 patients were completed on process level, only about half of the 

professionals of the rehabilitation team, two-fifths of the patients and employers, and one-

fourth of the occupational physicians returned the questionnaires. The experiences were, 

therefore, incomplete and could possibly lead to an overestimation or underestimation of 

the results. For example, it can be expected that those professionals who returned the 

questionnaires were the ‘early adopters’
12

, leading to an overestimation of the positive 

results. Unfortunately, the reasons for not returning the questionnaires were unknown. 

However, the information that was gathered generally supported the results of the 

evaluation on process level. 
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Another limitation was that this implementation effort was planned in only one 

rehabilitation center and within one department with patients suffering from severe 

cognitive problems. It was decided to implement the EVR protocol in just one center to be 

able to test the feasibility of the protocol before implementing it in several rehabilitation 

centers. Although it is expected that the EVR protocol is generalizable to the situations of 

other rehabilitation centers or departments in the Netherlands, this could be explored in a 

next study. The staff of the pilot rehabilitation center was ‘work-minded’, thereby 

facilitating the implementation process. It can be expected that implementation is more 

difficult in centers that are less ‘work-minded’ in their guidance of patients. However, from 

the current study we know that it is possible to implement the EVR protocol in a regular 

rehabilitation process in the Netherlands, and the acquired experiences can be used 

during implementation elsewhere. Implementation of the EVR protocol in other countries 

with different legislations was not checked. According to Grol’s model for implementing 

changes
16

, context analysis should be carried out when future implementation in other 

centers or other countries is planned. It is recommended to conduct the context analyses 

on the staff first and, if necessary, to pay attention to the emphasis on work as patient 

outcome to facilitate implementation. Depending on the specific context of the 

rehabilitation center, the optimal strategy should be chosen to implement the EVR 

protocol and to allow it to become part of the existing routines.
16

 

 

Implications for further research and practice 

Now that the feasibility of the EVR protocol is tested, it can be implemented in other 

rehabilitation centers to provide guidance on emphasizing the return to work during 

(early) rehabilitation in different parts of the Netherlands. Future studies have to be 

designed to investigate the effectiveness of the protocol and to indicate whether the 

protocol actually helps people with ABI returning to work. 

According to Dutch legislation, an employer and employee are responsible for the return 

to work process after sick leave for at least two years. Many employers have a contract 

with occupational health services to support the process of return to work.
17

 Therefore, it 

was decided to involve the occupational physician in the EVR protocol. If there is no 

occupational physician involved, it is recommended that other relevant partners are 

contacted, such as the general practitioner, to ensure that the process can be continued 

after discharge from rehabilitation. The relevant partners who should be involved must be 

adapted to the individual patient and to the (social) situation and legislation of the country 

in which the patient is living. 

Because training that targets deteriorated skills during the first six months after ABI is 

thought to be most optimally effective
6
, the training of work-related skills supervised by 

specialists of the rehabilitation center is an important added value of the EVR protocol 

and one of the main goals of the EVR protocol. According to table 3, setting goals for 

vocational rehabilitation and focusing on the fulfillment of these goals were the most 
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difficult actions. Given the expected benefits, it is recommended to ensure that the work 

training is embedded into the rehabilitation process before the EVR protocol is 

implemented. 

EVR is a multidisciplinary method in which professionals from all relevant rehabilitation 

disciplines are working together. To guarantee a continuation of the process, an 

adequate number of professionals should be trained, thereby making it possible to 

replace one another if necessary. 

Because of the involvement of the employer and occupational physician, in the current 

study it was decided to include only patients who were working before ABI. However, due 

to economic changes and changes on the labor market, the number of people without an 

employer and/or occupational physician increases. Support should also be provided to 

these people. Although every step of the EVR protocol cannot be taken, the EVR protocol 

can possibly be used to support these people by involving other partners in the process. 

For each individual, investigations of the relevant partners to be involved in the process 

and the specific skills training are critical. 

 

 

Conclusion 

 

Based on the current study, it can be concluded that most steps of the EVR protocol can 

be performed as described in the protocol in practice, thereby making it suitable for 

implementation within the standard rehabilitation process. However, adherence to the 

time plan was difficult in practice, leading to the recommendation to adapt the timing of 

EVR to the individual situation of the patient and rehabilitation center. Although different 

practical factors, process factors, and factors concerning outcomes of EVR were noted 

as promoting factors and barriers, all different participants experienced the process in 

general as a promoting factor. In addition, almost all participants believed the EVR 

protocol was suitable to help people with ABI during their return to work process. Now 

that the feasibility of the EVR protocol is tested, future studies have to be designed to 

investigate the effectiveness of the protocol in helping people with ABI to return to work.  
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