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Abstract
Purpose This feasibility study focusses on the implementation and use of a decision aid, which supports vocational reha-
bilitation (VR) professionals in helping clients with a disability pension return to work in practice. The decision aid shows 
an overview of the clients’ return to work barriers and suggests suitable VR interventions based on these barriers.
Methods The study population consisted of VR professionals working at the Dutch Social Security Institute and their cli-
ents receiving a (partial) work disability pension. The feasibility was measured with concepts of the Linnan and Steckler 
framework and the attitude, social norm and self-efficacy model. Data were collected using questionnaires, checklists and 
qualitative interviews.
Results Ten professionals participated in this study. Fifty-four clients were asked to fill in the questionnaire of the decision 
aid and 32 clients received VR care based on the decision aid. In general, VR professionals and clients were satisfied with 
the decision aid and perceived a few barriers for using the decision aid.
Conclusions This study showed that it is feasible to implement and use the decision aid. To improve the implementation of 
this decision aid, it should be implemented in digital systems used by professionals to improve efficiency of working with 
the decision aid.

Keywords Return to work · Long-term sick leave · Vocational rehabilitation · Decision aid · Work disability pension

Introduction

Returning to work not only limits the loss of income, but being 
employed is also beneficial for (mental) health [1–3], quality 
of life [4], and well-being [5]. Therefore, in many countries 
efforts are made to support people in returning to work. Many 
people receiving a partial work disability pension do not return 
to work [6–8]. However, returning to work with a disability 

is far from easy, due to personal health, or external circum-
stances. To help people (partially) return to work, it is therefore 
important that they receive effective vocational rehabilitation 
(VR) interventions tailored to their situation. VR professionals 
however have limited time and resources for this [10].

To improve evidence-based working of VR professionals, 
several tools have been developed (e.g. [11–13]). Despite 
these efforts, there is still a lack of standardized procedures, 
guidelines or tools to support VR professionals in identify-
ing relevant RTW barriers and choosing effective VR inter-
ventions for work disability pension recipients. To support 
the quality of the assessment of important RTW barriers and 
to improve standardized procedures, we have developed a 
decision aid [9] based on the ICF-model [14]. This decision 
aid supports in assessing RTW barriers and facilitators based 
on the clients’ answers on a questionnaire, and in offering 
tailored VR care by suggesting relevant evidence-based VR 
interventions. Our earlier study showed that this decision aid 
was eff ective in increasing agreement with a gold standard 
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(supplementary material 1). This way, the decision aid 
improves evidence-based practice among VR professionals.

The present study describes the feasibility of using our 
decision aid by VR professionals in practice. Our main 
research aims were 1) to investigate to which extent the proto-
col steps of using the decision aid in practice were realized by 
VR professionals and their work disability pension recipients 
(clients); 2) to assess the barriers and facilitators for using the 
decision aid in practice; and 3) to assess the attitude of VR 
professionals and clients towards the decision aid.

Text block 2: Data collection
(1) At the start of the training session VR professionals filled in a 

questionnaire to retrieve their characteristics
(2) Immediately after the training session, VR professionals filled in 

a questionnaire to evaluate the training session.
(3) After each client that was asked to fill in the questionnaire, the 

VR professionals filled in a checklist to measure reach and dosage.
(4) After including their last client, VR professionals filled in an 

evaluative questionnaire to measure the level of satisfaction, barri-
ers and facilitators for using the decision aid, attitude, self-efficacy, 
intention for future use, and knowledge and skills with regard  
to the decision aid.

(5) After clients had received a VR assessment with the decision  
aid, VR professionals asked clients to participate in an interview 
with the researchers about their experiences. and satisfaction with 
filling in the questionnaire for the decision aid and with the VR 
assessment they received.

(6) After VR professionals included their last client and completed 
the evaluative questionnaire, VR professionals were asked to 
participate in an interview to gain in-depth knowledge on their 
level of satisfaction and experience, attitude, intention for future 
use, knowledge and skills, self-efficacy and potential barriers and 
facilitators.

Text block 1
In the Netherlands, workers on sick leave for at least two years can 

apply for a work disability benefit at the Dutch SSI. After two  
years, employers can terminate the contract of these people. An 
insurance physician conducts a medical disability assessment to 
evaluate if a work disability benefit is applicable. A labour expert 
then calculates the percentage of work disability (WIA WGA). If 
people have remaining work capacity or if an improvement in work 
capacity can be expected in the future, people receive help from the 
SSI with (partially) returning to work. A VR professional assesses 
the situation of the client and suggests one or multiple suitable VR 
interventions. The VR intervention is carried out by a third party. 
Progress is supervised by the VR professional of the Dutch SSI.

Methods

Study Design

A feasibility study was performed between December 
2021 and May 2022. Components of the Linnan & Steckler 
[15] framework and determinants of behavior by using the 
attitude, social norm and self-efficacy model (ASE model), 
derived from the Theory of Planned Behaviour [16] were 
collected using semi-structured interviews, checklists 
and questionnaires. VR professionals of the Dutch Social 
Security Institute (SSI) were recruited to participate in 
this study. Both occupational rehabilitation officers and 
labour experts could participate. Types of education of 
the VR professionals vary. Compared to occupational 
rehabilitation officers, labour experts have an additional 
one-year specialization as a labour expert. Participating 
professionals were asked to use the decision aid in the VR 
assessment of circa five clients receiving a work disability 
pension. The VR professionals were trained (June–Sep-
tember 2021) in a previous experimental study (supple-
mentary material 1) in the use of the decision aid. Before 
the start of the feasibility study, VR professionals were 
visited by the researchers (November–December 2021) to 
further train them in using the decision aid in practice. 
Data were collected on several moments (shown in text 
block 2) from both professionals and clients, using ques-
tionnaires, a checklist and interviews. An overview of the 
interview guides can be found in Appendix 1.

This study was approved by the Medical Ethics Com-
mittee of Amsterdam UMC, VU University Medical Centre 
Amsterdam (2021.0406). The committee declared that no 
comprehensive ethical approval was needed. All participants 
signed informed consent before participation.

Study Population

VR Professionals

VR professionals were eligible for this study if they (1) were 
employed at the Dutch SSI, (2) had at least 6 months experi-
ence with the vocational rehabilitation of clients receiving a 
work disability pension, (3) conducted VR assessments with 
these clients, and (4) participated in the experimental study. 
in which they were trained to use the decision aid.

Clients

Clients were eligible to participate in this study if they 
received a work disability pension (WIA WGA) and were 
appointed to a VR professional that participated in the study. 
Clients were recruited for the interviews with help of the VR 
professionals. VR professionals informed clients about the 
opportunity to participate in an interview on a voluntary basis. 
To indicate their willingness to participate in the interview, 
clients could fill in the informed consent and send it to the 
researchers, or give consent to the VR professional to distrib-
ute their name and telephone number to the researchers. If 
more clients than needed indicated they wanted to participate 
in the interview, purposive sampling was used to select clients 
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spread across the participating VR professionals. We included 
clients for interviews until data saturation was reached [17].

Intervention: Decision Aid

The decision aid was based on the ICF-model [14] and the 
results of a previous Delphi Study [9]. The aim of the deci-
sion aid was to support VR professionals in delivering tai-
lored care to improve return to work of work disability pen-
sion recipients with remaining work capacity. The decision 
aid supports in identifying potential RTW barriers of the 
client and suggests relevant directions for VR interventions 
to target these barriers. The VR trajectories offered at the 
Dutch SSI and the VR intervention directions in the decision 
aid differ, as described in text block 3.

the SSI’s digital environment. After the questionnaire was 
filled in and returned, the VR professionals had to fill in the 
answers of the client in the decision aid. For feasibility of 
this study, the decision aid was built in Microsoft Excel.

Training Session VR Professionals

VR professionals were trained in the use of the decision 
aid in one day. During the training session, they received 
instructions on how the decision aid was developed and what 
the protocol steps (Table 1) were. After this, VR profession-
als practiced working with the decision aid using several 
case vignettes. An overview of the learning objectives can 
be found in Table A1 in Appendix 2.

Data Collection

Data on the components of the Linnan and Steckler frame-
work [15] and the ASE-model [16] were collected using 
quantitative and qualitative methods (i.e. checklists, ques-
tionnaires and interviews). An overview of the definition, 
operationalization and data collection of the components can 
be found in Table 2.

Data Analysis

The quantitative data were analyzed using descriptive sta-
tistics. The qualitative interviews were conducted by author 
CdG and author MdMB using a deductive approach. The 
interviews were recorded and then summarized by MdMB 
and verified by CdG. A coding scheme was constructed to 

Table 1  Protocol steps of using the decision aid by professional

1. Questionnaire
 Ask the client by telephone to fill in questionnaire
 Send questionnaire and information to the client with the invitation for the VR assessment
 Receive questionnaire that is returned filled in by the client
 Receive questionnaire that is filled in correctly by the client (e.g. not giving multiple answers on a question and readable answers according to 

the VR professional)
2. Preparation of VR assessment by VR professional
 Analyze the answers of the client on the questionnaire and the results of the decision aid on which factors are barriers

3. VR assessment with client: prioritizing barriers
 Discuss the answers of the client on the questionnaire and the results of the decision aid (which factors are barriers and which factors are facili-

tators) with the client
 Select most important RTW barriers (max. 3) in consultation with the client
 Select RTW barriers that are suggested by the decision aid or give arguments for deviating from the decision aid

4. VR assessment with client: choosing suitable VR intervention(s)
 Discuss VR interventions that are suggested by the decision aid with the client
 Select the most suitable VR interventions (max. 3) in consultation with the client
 Select VR interventions that were suggested by the decision aid or give arguments for deviating from the decision aid

5. Documentation
 Document outcomes of decision aid

Text block 3
At the Dutch SSI the VR interventions are grouped together in 

overarching VR trajectories. The intervention directions in the 
decision aid are not fully linked to these overarching trajectories 
because available interventions differ per SSI office. Therefore, the 
VR directions suggested by the decision aid are aimed at targeting 
a certain barrier and are more generally formulated than the VR 
trajectories used in practice. In this study, VR professionals can 
choose one of the overarching VR trajectories of the SSI them-
selves and use the decision aid to describe which specific VR  
directions for interventions, based on availability within the dis-
trict, should be offered to the client.

The decision aid consists of five protocol steps, which 
are presented in Table 1. For this study, VR professionals 
sent the questionnaire to the client either by post or by using 



131Journal of Occupational Rehabilitation (2024) 34:128–140 

1 3

Ta
bl

e 
2 

 P
ro

ce
ss

 m
ea

su
re

s a
nd

 d
at

a 
co

lle
ct

io
n

K
ey

 c
om

po
ne

nt
D

efi
ni

tio
n

O
pe

ra
tio

na
liz

at
io

n
D

at
a 

co
lle

ct
io

n

Re
cr

ui
tm

en
t

Pr
of

es
si

on
al

s a
nd

 c
lie

nt
s

Pr
oc

ed
ur

es
 a

nd
 n

um
be

r o
f i

ni
tia

lly
 re

cr
ui

te
d 

V
R

 
pr

of
es

si
on

al
s a

nd
 c

lie
nt

s
Re

pr
es

en
ta

tiv
en

es
s a

nd
 c

ha
ra

ct
er

ist
ic

s o
f t

he
 V

R
 

pr
of

es
si

on
al

s a
nd

 c
lie

nt
s

Re
as

on
s f

or
 n

on
-p

ar
tic

ip
at

io
n

N
/A

Re
se

ar
ch

er
 lo

gs
 a

nd
 c

he
ck

lis
t*

Re
ac

h
Pr

of
es

si
on

al
s

N
um

be
r o

f p
ro

fe
ss

io
na

ls
 th

at
 p

ar
tic

ip
at

ed
 in

 th
e 

stu
dy

 a
s p

ro
po

rti
on

 o
f n

um
be

r o
f p

ro
fe

ss
io

na
ls

 th
at

 
w

er
e 

in
vi

te
d 

to
 p

ar
tic

ip
at

e
C

lie
nt

s
N

um
be

r o
f c

lie
nt

s t
ha

t fi
lle

d 
in

 th
e 

de
ci

si
on

 a
id

 a
s 

pr
op

or
tio

n 
of

 c
lie

nt
s i

nv
ite

d 
to

 fi
ll 

in
 th

e 
de

ci
si

on
 

ai
d

N
/A

Re
se

ar
ch

er
 lo

gs
 a

nd
 c

he
ck

lis
t*

D
os

ag
e

Pr
of

es
si

on
al

s
Ex

te
nt

 to
 w

hi
ch

 th
e 

pr
ot

oc
ol

 st
ep

s w
er

e 
co

m
pl

et
ed

A
 le

ar
ni

ng
 g

oa
l w

as
 a

de
qu

at
el

y 
m

et
 if

 m
or

e 
th

an
 

75
%

 o
f t

he
 p

ar
tic

ip
an

ts
 sc

or
ed

 (4
) a

gr
ee

 o
r (

5)
 

to
ta

lly
 a

gr
ee

Fo
r e

ac
h 

cl
ie

nt
, t

he
 V

R
 p

ro
fe

ss
io

na
l i

nd
ic

at
ed

 w
hi

ch
 

pr
ot

oc
ol

 st
ep

s (
Ta

bl
e 

1)
 w

er
e 

co
m

pl
et

ed
. P

er
 p

ro
-

to
co

l s
te

p 
th

e 
to

ta
l n

um
be

r o
f c

lie
nt

s f
or

 w
hi

ch
 th

e 
ste

p 
w

as
 c

om
pl

et
ed

 w
as

 c
al

cu
la

te
d

O
nl

y 
cl

ie
nt

s t
ha

t fi
lle

d 
in

 a
nd

 re
tu

rn
ed

 th
e 

qu
es

tio
n-

na
ire

, w
er

e 
in

cl
ud

ed
 in

 th
es

e 
an

al
ys

es

C
he

ck
lis

t*
 a

nd
 se

m
i-s

tru
ct

ur
ed

 in
te

rv
ie

w
s*

* 
w

ith
 V

R
 

pr
of

es
si

on
al

s

Sa
tis

fa
ct

io
n 

an
d 

ex
pe

rie
nc

e
Pr

of
es

si
on

al
s

Sa
tis

fa
ct

io
n 

an
d 

ex
pe

rie
nc

e 
w

ith
 th

e 
de

ci
si

on
 a

id
 

its
el

f, 
w

ith
 th

e 
w

or
k 

pr
oc

es
s o

f t
he

 d
ec

is
io

n 
ai

d 
an

d 
w

ith
 th

e 
in

flu
en

ce
 o

f t
he

 d
ec

is
io

n 
ai

d 
on

 th
ei

r 
w

or
k 

co
m

pa
re

d 
to

 th
e 

us
ua

l s
itu

at
io

n
C

lie
nt

s
Sa

tis
fa

ct
io

n 
an

d 
ex

pe
rie

nc
e 

w
ith

 th
e 

qu
es

tio
nn

ai
re

, 
w

ith
 th

e 
de

ci
si

on
 a

id
 a

nd
 w

ith
 th

e 
V

R
 a

ss
es

sm
en

t

∙ “
O

n 
a 

sc
al

e 
of

 1
 to

 1
0,

 w
hi

ch
 g

ra
de

 w
ou

ld
 y

ou
 g

iv
e 

th
e 

de
ci

si
on

 a
id

”
∙ “

O
n 

a 
sc

al
e 

of
 1

 to
 1

0,
 w

hi
ch

 g
ra

de
 w

ou
ld

 y
ou

 g
iv

e 
th

e 
w

or
k 

pr
oc

es
s b

as
ed

 o
n 

th
e 

de
ci

si
on

 a
id

?”
∙7

 it
em

s o
n 

th
e 

ex
te

nt
 to

 w
hi

ch
 th

e 
de

ci
si

on
 a

id
 

im
pr

ov
ed

 th
e 

di
ffe

re
nt

 st
ep

s o
f t

he
 c

ur
re

nt
 w

or
k 

pr
oc

es
s. 

A
ns

w
er

s w
er

e 
gi

ve
n 

on
 a

 fi
ve

-p
oi

nt
 

Li
ke

rt-
sc

al
e 

ra
ng

in
g 

fro
m

 ‘F
ul

ly
 d

is
ag

re
e’

 to
 

‘F
ul

ly
 a

gr
ee

’

Ev
al

ua
tiv

e 
qu

es
tio

nn
ai

re
 a

nd
 se

m
i-s

tru
ct

ur
ed

 in
te

r-
vi

ew
s*

* 
w

ith
 V

R
 p

ro
fe

ss
io

na
ls

 a
nd

 c
lie

nt
s

B
ar

rie
rs

 a
nd

 fa
ci

lit
at

or
s

Pr
of

es
si

on
al

s a
nd

 c
lie

nt
s

B
ar

rie
rs

 a
nd

 fa
ci

lit
at

or
s f

or
 th

e 
us

e 
of

 th
e 

de
ci

si
on

 
ai

d

13
 it

em
s o

f t
he

 ‘b
ar

rie
rs

 a
nd

 fa
ci

lit
at

or
s a

ss
es

sm
en

t 
in

str
um

en
t’ 

(P
et

er
s e

t a
l. 

20
02

)
A

n 
ex

am
pl

e 
ite

m
 is

: “
 T

hi
s d

ec
is

io
n 

ai
d 

gi
ve

s m
e 

en
ou

gh
 sp

ac
e 

to
 m

ak
e 

m
y 

ow
n 

as
se

ss
m

en
ts

”
A

ns
w

er
s w

er
e 

gi
ve

n 
on

 a
 fi

ve
-p

oi
nt

 sc
al

e 
ra

ng
in

g 
fro

m
 ‘F

ul
ly

 d
is

ag
re

e’
 to

 ‘F
ul

ly
 a

gr
ee

’
Ite

m
s 1

, 1
1,

12
 a

nd
 1

3 
w

er
e 

re
ve

rs
e-

co
de

d

Ev
al

ua
tiv

e 
qu

es
tio

nn
ai

re
 a

nd
 se

m
i-s

tru
ct

ur
ed

 in
te

r-
vi

ew
s*

* 
w

ith
 V

R
 p

ro
fe

ss
io

na
ls

 a
nd

 c
lie

nt
s



132 Journal of Occupational Rehabilitation (2024) 34:128–140

1 3

*A
 c

he
ck

lis
t w

as
 u

se
d 

to
 m

ea
su

re
 re

cr
ui

tm
en

t, 
re

ac
h 

an
d 

do
sa

ge
**

A
n 

ov
er

vi
ew

 o
f t

he
 in

te
rv

ie
w

 g
ui

de
 is

 g
iv

en
 in

 A
pp

en
di

x 
1

Ta
bl

e 
2 

 (c
on

tin
ue

d)

K
ey

 c
om

po
ne

nt
D

efi
ni

tio
n

O
pe

ra
tio

na
liz

at
io

n
D

at
a 

co
lle

ct
io

n

A
tti

tu
de

Pr
of

es
si

on
al

s
A

tti
tu

de
 to

w
ar

ds
 th

e 
us

e 
of

 th
e 

de
ci

si
on

 a
id

 in
 d

ai
ly

 
pr

ac
tic

e

9 
ite

m
s b

as
ed

 o
n 

a 
sc

al
e 

de
ve

lo
pe

d 
by

 Z
w

er
ve

r e
t a

l.,
 

20
13

 [2
5]

A
n 

ex
am

pl
e 

ite
m

 is
: “

Th
is

 d
ec

is
io

n 
ai

d 
su

pp
or

ts
 in

 
m

ak
in

g 
co

m
pl

ex
 d

ec
is

io
ns

”
A

ns
w

er
s w

er
e 

gi
ve

n 
on

 a
 fi

ve
-p

oi
nt

 sc
al

e 
(F

ul
ly

 
di

sa
gr

ee
-F

ul
ly

 a
gr

ee
)

Ev
al

ua
tiv

e 
qu

es
tio

nn
ai

re
 a

nd
 se

m
i-s

tru
ct

ur
ed

 in
te

r-
vi

ew
s*

* 
w

ith
 V

R
 p

ro
fe

ss
io

na
ls

In
te

nt
io

n 
fo

r f
ut

ur
e 

us
e

Pr
of

es
si

on
al

s
In

te
nt

io
n 

to
 u

se
 th

e 
de

ci
si

on
 a

id
 in

 d
ai

ly
 p

ra
ct

ic
e

7 
ite

m
s b

as
ed

 o
n 

a 
sc

al
e 

de
ve

lo
pe

d 
by

 Z
w

er
ve

r e
t a

l.,
 

20
13

 [2
5]

A
n 

ex
am

pl
e 

ite
m

 is
: “

I h
av

e 
th

e 
in

te
nt

io
n 

to
 u

se
 

th
e 

de
ci

si
on

 a
id

 o
r p

ar
ts

 o
f t

he
 d

ec
is

io
n 

ai
d 

in
 th

e 
fu

tu
re

”
A

ns
w

er
s w

er
e 

gi
ve

n 
on

 a
 fi

ve
-p

oi
nt

 sc
al

e 
(F

ul
ly

 
di

sa
gr

ee
-F

ul
ly

 a
gr

ee
)

Ev
al

ua
tiv

e 
qu

es
tio

nn
ai

re
 a

nd
 se

m
i-s

tru
ct

ur
ed

 in
te

r-
vi

ew
s*

* 
w

ith
 V

R
 p

ro
fe

ss
io

na
ls

Se
lf-

effi
ca

cy
Pr

of
es

si
on

al
s

Se
lf-

effi
ca

cy
 in

 th
e 

us
e 

of
 th

e 
de

ci
si

on
 a

id
 in

 d
ai

ly
 

pr
ac

tic
e

10
 it

em
s b

as
ed

 o
n 

a 
sc

al
e 

de
ve

lo
pe

d 
by

 Z
w

er
ve

r 
et

 a
l.,

 2
01

3 
[2

5]
A

n 
ex

am
pl

e 
ite

m
 is

: “
I f

ee
l I

ha
ve

 e
no

ug
h 

sk
ill

s t
o 

us
e 

th
e 

de
ci

si
on

 a
id

 in
 p

ra
c-

tic
e”

A
ns

w
er

s w
er

e 
gi

ve
n 

on
 a

 fi
ve

-p
oi

nt
 sc

al
e 

(F
ul

ly
 

di
sa

gr
ee

-F
ul

ly
 a

gr
ee

)

Ev
al

ua
tiv

e 
qu

es
tio

nn
ai

re
 a

nd
 se

m
i-s

tru
ct

ur
ed

 in
te

r-
vi

ew
s*

* 
w

ith
 V

R
 p

ro
fe

ss
io

na
ls

K
no

w
le

dg
e 

an
d 

sk
ill

s
Pr

of
es

si
on

al
s

Se
lf-

pe
rc

ei
ve

d 
kn

ow
le

dg
e 

an
d 

sk
ill

s t
o 

us
e 

th
e 

de
ci

-
si

on
 a

id
 in

 d
ai

ly
 p

ra
ct

ic
e

6 
ite

m
s b

as
ed

 o
n 

a 
sc

al
e 

de
ve

lo
pe

d 
by

 Z
w

er
ve

r e
t a

l.,
 

20
13

 [2
5]

A
n 

ex
am

pl
e 

ite
m

 is
: “

I h
av

e 
en

ou
gh

 k
no

w
le

dg
e 

to
 

us
e 

th
e 

de
ci

si
on

 a
id

 in
 p

ra
ct

ic
e”

A
ns

w
er

s w
er

e 
gi

ve
n 

on
 a

 fi
ve

-p
oi

nt
 sc

al
e 

(F
ul

ly
 

di
sa

gr
ee

-F
ul

ly
 a

gr
ee

)

Ev
al

ua
tiv

e 
qu

es
tio

nn
ai

re
 a

nd
 se

m
i-s

tru
ct

ur
ed

 in
te

r-
vi

ew
s*

* 
w

ith
 V

R
 p

ro
fe

ss
io

na
ls



133Journal of Occupational Rehabilitation (2024) 34:128–140 

1 3

categorize the information of the summarized interviews. 
The quantitative results were connected to the qualitative 
results using manifest content analysis. The unit of analysis 
was sentences or short paragraphs with sentences describ-
ing the same topic. CdG conducted the first round of coding 
and discussed the coding with MDMB. After this, the codes 
were categorized according to the components in this study 
(Table 2). The categorization was discussed until consensus 
was reached with MDMB. The results were then discussed 
with all authors. The results of the qualitative analysis were 
used to support the quantitative results. Per theme, relevant 
quotes were retrieved from the interviews.

Results

Recruitment and Reach

VR Professionals

In June 2021, twelve of the approached 24 VR professionals 
agreed to participate. Reasons for non-participation were: 
not meeting the inclusion criteria (e.g. currently not con-
ducting VR assessments with clients with a work disability 
pension), and not enough time to participate in the study. 
Four participants of the twelve participating professionals 
dropped out of the study before including clients due to sick-
ness, new work role, not having assessments with eligible 
clients, or no time to participate in the study.. To reach the 
planned number of ten participants, two additional VR pro-
fessionals were recruited and trained separately. They did not 
evaluate the training, because they received a shorter ver-
sion of the training (without case vignettes). In total ten VR 
professionals participated in this feasibility study and five of 
them were interviewed. See Table 3 for their characteristics.

Clients

In total, ten VR professionals asked 54 clients to fill in the 
questionnaire of which 36 (67%) reacted. Reasons for non-
response were: 1) Based on the telephone call the VR pro-
fessional decided not to send the questionnaire, because the 

client indicated that he/she did not want to fill in the ques-
tionnaire, or because the VR professional thought the client 
was too vulnerable. 2) The questionnaire was not received on 
time by the client or returned on time to the professional. 3) 
The client received the questionnaire, but did not fill in the 
questionnaire due to personal circumstances such as: physi-
cally not able, mental problems, or thinking the questions 
were to personal. Thirty-two of the 36 clients received a VR 
assessment based on the decision aid. For four clients this 
was not the case, because the client still received treatment, 
the VR professional did not have enough time to discuss the 
questionnaire, or the VR professional did not receive the 
questionnaire on time. As a result, 32 of the 36 clients that 
filled in the questionnaire, received a VR assessment based 
on the decision aid.

Seventeen clients (53%) of the 32 clients for which the 
decision aid was used, agreed to be interviewed, of whom 
eight clients were selected by the researchers. See Table 3 
for their characteristics.

Training Session

All eight participants that evaluated the training rated the 
training with a 7 or higher (on a scale of 1–10, median = 8, 
range = 7–9). VR professionals especially appreciated the 
structure and the clarity of the training session. However, 
they also mentioned that time was too limited to properly 
practice with all the case vignettes and suggested to include 
more participants in the training session (training sessions 
included two to four VR professionals). Participants agreed 
that all learning objectives (Appendix 2) were met (range 
4.0–4.4 on a scale of 1–5).

Dosage

Table 4 provides an overview of the number of clients and 
the extent to which protocol steps were completed.

Questionnaire of the Decision Aid

Thirty-six clients filled in the questionnaire of the deci-
sion aid. In most cases, clients were (n = 33) informed by 

Table 3  Characteristics of VR 
professionals and clients

VR professionals Clients

N Median (Range) N Median (Range)

Gender
 Male 1 2
 Female 9 6

Age 52 (39–63) 47,5 (39–60)
Years of working experience with 

long-term disabled workers
6 (2–20)
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telephone about the questionnaire. Some VR profession-
als perceived these calls as time-consuming, because cli-
ents started to explain their personal situation during the 
phone call. Most clients returned a complete questionnaire 
(n = 34) and filled in the questionnaire correctly (n = 30). 
When information was missing, VR professionals discussed 
this with the clients during the VR assessment and added the 
information to the decision aid.

Preparation of VR Assessment

The VR professionals did not always prepare for the VR 
assessment with the use of the questionnaire and the results 
of the decision aid. Reasons were that the VR professional 
had too little time to prepare the VR assessment because he 
did not receive the questionnaire on time, or a preference to 
hear the story of the client himself.

VR Assessment with Client: Prioritizing Barriers

With 26 of 32 clients, VR professionals first discussed the 
results of the decision aid (which factors are barriers for 
RTW), according to the protocol. VR professionals men-
tioned that clients often recognized themselves in the out-
comes of the decision aid. VR professionals had different 
strategies of discussing the RTW barriers. Some VR pro-
fessionals discussed all factors (including the facilitators), 
others only discussed the RTW barriers. As one VR profes-
sional explains:

I did not discuss all questions, only things that stood out 
to me and of which I thought: hmm…; then I asked. For 
example, one person left something unanswered [in the 
questionnaire]. Well, then [after asking] information 
came up that I did not know from the file. So I could 
discuss this more in depth. So…, someone happened to 
do voluntary work, and I found it strange that this had 
never came up during a previous assessment, but it did 
in to the questionnaire. And that is very valuable, right? 
I always think that this [voluntary work] will come up 
during the assessment, because someone doing volun-
tary work is in a different position than someone not 
doing voluntary work. (VR professional 2)

For 21 clients the most important barriers were selected in 
consultation with the client. Some VR professionals selected 
the most important RTW barriers and then discussed these 
with the client to see if the client agreed these RTW barriers 
were indeed the most important. If this was not the case, the 
VR professional changed the most important RTW barriers 
in the decision aid. Other professionals first discussed the 
barriers and then, in discussion with the client, choose the 
most important RTW barriers:

Especially the questions that were highlighted in red, 
that is what you pay attention to, right? Sometimes it 
turned out not to be important for the client to act upon 
it [the red highlighted barrier] and sometimes it was. 
So in general I decided together with the client what 
was the most important to start working on. But that 
was guided by the answers, well, by the questionnaire 
actually. (VR professional 1)

Some VR professionals did not select barriers due to 
(1) the VR professionals’ conviction that the client was not 
ready, (2) not having enough time during the first meeting to 
discuss the barriers, (3) the personal situation of the client, 
or (4) specific wishes of the client.

VR Assessment with Client: Choosing Suitable VR 
Interventions

In most of the cases the VR professional discussed the 
VR interventions that were suggested by the decision aid 
(n = 25). If the client was deemed not ready to receive a VR 
intervention, VR professionals often planned new meetings 
to discuss suitable VR interventions.

For two thirds of the clients (n = 21) VR professionals 
chose one or more suitable VR interventions. VR profes-
sionals perceived it as more difficult to use the decision aid 
for this step, than for determining the most important RTW 
barriers. The main reasons were that the VR interventions 
were formulated differently from usual care of the SSI, 
and the complexity of clients’ problems. Some VR profes-
sionals used the decision aid to check their own ideas, oth-
ers followed the decision aid to decide upon suitable VR 
interventions.

For more than half of the clients (n = 17) VR profession-
als selected VR interventions that were also suggested by the 
decision aid. Sometimes, VR professionals deviated from 
the decision aid.

Documentation

For 23 clients the outcomes of the decision aid were docu-
mented. VR professionals used the decision aid to explain 
their choice for a VR intervention:

Yes, and just like I said, I used it for the method to 
work in an evidence based way. Yes, so actually also 
just, (…) to explain why I did what I did. (VR profes-
sional 3)

Satisfaction and Experience

VR Professionals After using the decision aid in practice, 
all VR professionals rated the decision aid overall with 
a 7 or higher (range 7–8, median 8, on a scale of 1–10). 
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Working with the decision aid in contact with the clients 
was rated with a 7 or higher by eight VR professionals, the 
two other VR professionals rated this with a 5 or a 6 (range 
5–9, median 7.5, on a scale of 1–10). According to the VR 
professionals, the advantages of using the decision aid dur-
ing the VR assessment outweighed the extra time it took. 
All VR professionals appreciated the complete overview the 
decision aid provided of the client before the first meeting. 
VR professionals noted that with the support of the deci-
sion aid, they could better identify the problems of the client 
(n = 10 (fully) agreed), conduct the VR assessment (n = 7 
(fully) agreed) and use the perspective of the client in the 
assessment (n = 7 (fully) agreed), compared to usual care. A 
VR professional described the advantages of the question-
naire as follows:

It gives a good insight in the opinion of the client on 
vocational rehabilitation. I can focus my conversation 
on this, which is more efficient. And, on top of this, in 
my experience, the client feels more heard. The client 
has the feeling that he or she is in control, which gives 
me the idea that this [decision aid] is of added value, 
because the client, has a different attitude during the 
conversation. (VR professional 3)

Using the decision aid did not improve selecting suit-
able VR interventions for the client compared to usual care 
(n = 6 neither agreed nor disagreed). VR professionals had 
mixed opinions on how the VR interventions are presented 
by the decision aid. Some VR professionals wanted the VR 
interventions to be more fitting with the overarching VR 
trajectories currently available at the SSI to offer the client. 
However, other VR professionals liked the opportunity to 
use the information to find a fitting VR intervention/ VR 
trajectory, while still being able to make their own decisions:

It would be easier if the decision aid would tell col-
leagues: this specific trajectory, or that trajectory. (…) 
but I actually expect from people who perform these 

assessments, that they will think for themselves. (VR 
professional 2).
Considering the VR interventions, it is good that you 
can check yourself which products we have that we can 
use. (…) It is better to look more at the VR interven-
tion directions than at products that already exist. (VR 
professional 4)

VR professionals also indicated that the decision aid did 
not improve informing the client on VR interventions com-
pared to usual care (n = 4 neither agreed nor disagreed, n = 2 
disagreed). An overview of all statements and the responses 
is presented in Table 5.

Clients Clients were satisfied with the decision aid. Most 
questions were clear to them and not too much of a burden 
to answer. Some clients regretted that they did not receive a 
copy of their answers on the questionnaire or an overview 
of the outcomes of the decision aid. Also, some clients men-
tioned that they missed the option to explain their answers 
in the questionnaire:

Filling in the questionnaire went quite smooth, actu-
ally. Not everything was equally…, well let me say it 
like this, …it was clear, but it was not so easy to give 
a clear answer. You are thinking: on one hand it’s yes, 
and on the other hands it’s no. Therefore, I made a 
comment at the end of the questionnaire about some 
questions of which I thought, well, I could not give a 
clear answer. At the end, I made a note for her [the VR 
professional]. (Client 1)

For some people, with medical conditions that influence 
their energy level, filling in the questionnaire was a burden:

There were many questions (…) but I knew already 
that it was quite a task. (...) So I discussed with [the 
VR professional] that I thought it was a lot, but that 
could also be me, because my energy level is very low. 
And I also have [physical complaints] so it was quite 
a burden for me, so to say. (Client 2)

Table 5  added value of the decision aid compared to the usual situation n = 10

(Fully) disagreed Neither agreed nor 
disagreed

(Fully) agreed

Compared to usual care, using the decision aid improves:
 1. Identifying the problems in different domains of life of the client 0% 0% 100%
 2. Conducting the VR assessment 20% 10% 70%
 3. Selecting suitable VR interventions 0% 60% 40%
 4. Informing the client about the VR interventions 20% 40% 40%
 5. Supporting the selection of VR interventions with arguments 10% 30% 60%
 6. Including the perspective of the client in the advice 10% 20% 70%
 7. Documenting the results of the VR assessment 0% 40% 60%
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For some clients the questions felt inappropriate for their 
situation. One client already had a job and another client 
thought the questionnaire was not appropriate for his level 
of work capacity.

Clients appreciated that the VR professional already 
had information about their situation before the start of the 
meeting:

He [the VR professional] knew of course about my 
situation and that was pleasant, because otherwise I 
would get someone on the phone and tell my story 
again. And now you can take your time and think about 
it on paper, and then put it away again and [a little 
later] get back to it. (Client 2)

Clients felt they had the opportunity to explain their 
answers in the meeting with the VR professional. They also 
felt heard and felt involved in the process of choosing RTW 
barriers and a fitting VR intervention.

Barriers and  Facilitators Figure  1 shows the barriers and 
facilitators that VR professionals (n = 10) experienced 
while using the decision aid. Six of the VR professionals 
had a general resistance to working according to a protocol. 
VR professionals did not see the cooperation of colleagues 
(n = 10 (fully) disagree/neutral), managers (n = 10 (fully) 
disagree/neutral) or clients (n = 9 (fully) disagree/neutral) as 
a barrier to using the decision aid in practice. Opinions var-
ied about whether using the decision aid costs a lot of time; 
(n = 4 (fully) agree, n = 6 (fully) disagree/neutral).

In the interviews, VR professionals did not mention many 
barriers concerning the use of the decision aid. Barriers that 

were mentioned, were mainly related to the process that was 
chosen to implement the decision aid in this feasibility study. 
VR professionals agreed that this process should be altered 
when the decision aid is implemented in practice:

Questionnaires were not received on time, also peo-
ple did not reply. Also, it was more labor intensive, 
because you had to get the questionnaire, fill in the 
questionnaire [in Excel]. I did chose to do this myself, 
because I know that our administration unit is already 
quite busy. But if you are going to implement this, then 
I would choose a different way. (VR professional 2)

VR professionals would appreciate it if they could receive 
the decision aid filled in with the answers of the client. They 
also mentioned that the current decision aid is slow. A solu-
tion participants mentioned, is embedding the decision aid 
within the IT-systems of the SSI.

Attitude In general, VR professionals had a positive atti-
tude towards the use of the decision aid in practice (n = 9 
(fully) agree). The decision aid supports in further profes-
sionalizing the work of the VR professional (n = 9 (fully) 
agree) and it improves the quality of VR care (n = 9 (fully) 
agree). An overview of all quantitative results for attitude, 
intention for future use, self-efficacy and knowledge and 
skills can be found in Tables A2-A5 in Appendix 3.

Intention for  Future Use Eight VR professionals had the 
intention to use (parts of) the decision aid in the future. Six 
VR professionals indicated that they especially wanted to 
use the decision aid to get an overview of the RTW barriers 
of the client.

0 2 4 6 8 10

This decision aid leaves me little space to make my own decisions ( R)

 This decision aid leaves too little space to account for the whishes of the client( R)

 This decision aid is not a good starting point for my VR assessment with the client ( R)

I would like to know more about this decision aid before I decide to use it in practice

 I have trouble with changing my routines

 I think that certain parts of the decision aid are not correct

 In general, I have a resistance against working according to a protocol

 Other colleagues do not cooperate in using this decision aid

 Managers do not cooperate in using this decision aid

 Clients do not cooperate in using this decision aid

  Working with this decision aid costs a lot of time

This decision aid does not fit well with my way of working, my working style

 The lay-out of this decision aid makes it difficult to use in practice ( R)

Perceived barriers

(Fully) agree (Fully) disagree/Neutral

Fig. 1  Perceived barriers. (R): item was reversed
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According to most VR professionals the use of the deci-
sion aid should not be mandatory in the future (n = 8 (fully) 
agree). VR professionals do want to use the decision aid 
as a supportive tool in their assessments, especially if the 
barriers for the use of the decision aid mentioned above, 
are addressed.

I think it can work well in a supportive manner, espe-
cially for colleagues who are new, but I don’t think that 
the decision aid, in this form, should be leading. (VR 
professional 3).
Indeed, I see it has added value (…), as a supportive 
tool. In the assessment and in drawing conclusions, 
and in documentation, and overall. (VR professional 5)

Half of the VR professionals (n = 5) found the decision 
aid not applicable for all clients. In the questionnaire, VR 
professionals indicated that they would not recommend 
applying the decision aid for clients that have insufficient 
reading skills, have too little knowledge of the Dutch lan-
guage or clients that are already participating in a VR 
intervention.

Self‑efficacy VR professionals felt confident in using the 
decision aid for most aspects of their assessment. Examples 
are: preparing the assessment (n = 9 (fully) agree), getting 
an overview of the RTW barriers (n = 10 (fully) agree), dis-
cussing with the client which barriers play a role in return-
ing to work (n = 10 (fully) agree), and choosing suitable VR 
interventions (n = 9 (fully) agree).

Knowledge and  Skills Although all VR professionals felt 
they have enough knowledge and skills to use the decision 
aid in practice, half of them expressed the need for more 
training. VR professionals would appreciate to have peer-to-
peer sessions to discuss the use of the decision aid with their 
colleagues once they were using the decision aid in practice:

I would like to have something more, maybe some sort 
of peer-to-peer session, or something onhow to inter-
pret, what do I do with it? Reading the questionnaire 
was not difficult, and to see where the points requiring 
attention were, was also not very difficult to me. But 
then the next step, which parts of the VR need atten-
tion, it is almost inside your head, right? The ques-
tionnaire sharpens you mind, but maybe there are also 
other things that should be intervened upon or that 
we should focus on. Thus, I could benefit from some 
more training or support with this [working with the 
decision aid]. (VR professional 1)

Discussion

Our results showed that, overall, most VR professionals were 
satisfied with the training and with the decision aid.Also, 
clients were satisfied with the VR assessments based on the 
decision aid. Important barriers for implementation could 
be the general resistance of VR professionals to working 
according to a protocol (some professional autonomy should 
remain) and the administrative process that was part of this 
study. VR professionals had the intention to use the decision 
aid in the future, but would appreciate additional training.

Comparison with Literature

The result that VR professionals are positive about using the 
decision aid for identifying the most important RTW barri-
ers for a client, is in line with earlier studies that developed 
tools for a similar population (i.e. [12, 13]). Most of the VR 
professionals in our study want to use (parts of) the decision 
aid in practice. Other studies also showed that most of the 
participating rehabilitation professionals were interested in 
working more evidence-based [18, 19].

We can conclude that some VR professionals perceive 
insufficient time as a potential barrier for using the decision 
aid. Earlier studies have also shown that barriers, such as 
lack of administrative support, insufficient time, and need for 
training can limit the use of evidence based practices [18]. 
Our results should, however, be seen in the light of the pilot 
phase of the decision aid.

Half of our VR professionals indicated a need for more 
training, especially in periodical discussions about working 
with the decision aid with colleagues. The importance of this 
need is supported by a study that showed the limited effect 
of a single workshop on long-lasting attitude, knowledge and 
intention to use evidence based medicine [20].

Clients appreciated that the VR professional already 
had information about their situation and that they had the 
opportunity to explain their questionnaire answers in the 
meeting. This way, the decision aid supports including cli-
ents in shared decision making. Shared decision making 
assists empowerment and self-determination in choices and 
decisions [21, 22]. That clients are more satisfied with VR 
care if they feel part of the process [23], and that addressing 
barriers early on makes clients feel more heard [23, 24], 
strengthens this approach.

Strengths and Limitations

A strength of this study is that we used comprehensive com-
ponents of theoretical frameworks ([15, 16]) to test the fea-
sibility of the decision aid, which resulted in detailed infor-
mation on its use and implementation in practice. Moreover, 
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we included the perspectives of both VR professionals and 
clients and used a mixed methods design.

A limitation of this study is that selection bias is likely 
to have occurred in the selection of VR professionals and 
clients. The VR professionals in this study participated 
voluntarily and were motivated to use the decision aid in 
practice. Contrary to our instructions, the VR professionals 
selected clients (based on, for example, educational level). 
Therefore, it is likely that the results of this study are more 
positive than could be expected in a more general population 
of VR professionals and clients.

A final limitation is the limited length of this study, often 
only including the first or sometimes second meeting of VR 
professional and client. Information on VR interventions the 
VR professional determined using the decision aid áfter the 
first or second meeting with the client is not included.

Implications for Practice, Policy and Research

A decision aid can support VR professionals in guiding cli-
ents in returning to work. But to improve efficiency, it is 
essential to embed the decision aid in the IT-systems of the 
Dutch SSI. However, the digital literacy of the client popula-
tion should be kept in mind.

Future research should indicate what level of VR inter-
ventions is the most feasible for this decision aid and 
whether the training should be altered to support VR pro-
fessionals in choosing the correct VR trajectory. Also, the 
role of contextual factors on the RTW of this group should 
be addressed. Future research should focus on if and how 
contextual factors can be implemented in the decision aid.

The protocol should be refined to improve the accessibil-
ity of the decision aid, for example by including options to 
support the client with filling in the questionnaire, or by 
including criteria to help the VR professional determine for 
which clients the decision aid is suitable. On top of this, 
future research should indicate the content and form of addi-
tional training in the decision aid.

Future research should indicate if it is feasible to imple-
ment the decision aid among a general population of VR 
professionals and the total population of clients. Future 
studies should also focus on satisfaction of clients with the 
decision aid, with the care received by the Dutch SSI, and 
if the decision aid leads to more clients returning to work.

Conclusion

This study showed that it is feasible to implement and use the 
decision aid in practice. Identifying the most important RTW 
barriers was perceived as more feasible to use in practice 
than selecting the most suitable VR interventions. Overall, 

clients and professionals were satisfied with the decision aid, 
providing good reasons for further implementation.
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