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bDepartment of Neurobiology, Care Sciences and Society, Division of Occupational Therapy,
Karolinska Institutet, Huddinge, Sweden
cDepartment of Community Medicine and Rehabilitation, Occupational Therapy, Umeå University,
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Abstract.
BACKGROUND: The ReWork-Stroke program was developed to meet the need for a person-centered rehabilitation program
addressing return to work after stroke and was provided by occupational therapists (OTs).
OBJECTIVE: To gain knowledge on the implementation process of the ReWork-Stroke program, the mechanisms of impact,
and the contextual factors that might have affected the process.
METHODS: A case study design was used. Data were collected by interviews with two ReWork-Stroke providers and their
logbooks of 13 clients. Content analysis was applied.
RESULTS: The ReWork-Stroke program varied in duration (12–48 weeks) and was largely implemented according to plan
regarding components and how they were provided. It was mostly delivered at the workplace. Mechanisms of impact were
building alliances with clients, providing intervention at the workplace, informing about stroke, assigning co-workers as
tutors for clients, and collaboration between stakeholders.
CONCLUSIONS: The ReWork-Stroke program can be implemented according to plan and is a flexible person-centered
program in which stakeholders, coordinated by an OT, plan and take actions, mostly at the workplace, for the client’s return
to work. A key factor was recognizing the current work ability after stroke. Further program development includes a more
structured evaluation and technical solutions for supporting stakeholders.
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1. Introduction

There is a lack of evidence-based rehabilitation
programs for return to work (RTW) for people with
stroke [1]. Only a couple of evidence-based person-
centered rehabilitation programs addressing RTW
after stroke exist [2, 3]. However, none of these
are customized to the social insurance system and
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governmental responsibilities involved in the RTW
process in Sweden. A systematic review [1] revealed
that workplace adjustments and work-directed inter-
ventions are important to succeed in RTW after
stroke. Furthermore, a recent systematic review of
workplace interventions showed small but positive
significant effect on work ability [4]. Involving
the workplace, employer, and co-worker early after
stroke as well as having a period of work trial are
found to be significant in vocational rehabilitation
programs. As more than one-third of those who
have a stroke below the age of 65 do not return to
work in Sweden [5, 6], a person-centered rehabilita-
tion program for return to work was developed: the
ReWork-Stroke program.

The development of ReWork-Stroke started with
clinical experience and an overview of existing
knowledge as recommended in the Medical Research
Council guidelines for developing and evaluating
complex interventions [7]. Further, experiences of
RTW for persons with stroke and acquired brain
injuries were gathered from stakeholders that usu-
ally are involved in the RTW process for people that
are on sickness absence, as well as experiences from
people who had had stroke in working age [8]. These
stakeholders are healthcare service, employers, the
Swedish Social Insurance Agency (SSIA) and the
Swedish Public Employment Office. The knowledge
constituted a base for the program development.

The ReWork-Stroke program consists of two
phases: a phase of planning for RTW, which can
vary in length, and a work trial phase limited to three
months according to SSIA regulations. The starting
point of the ReWork program was defined by the
individual’s desire and readiness for work related
rehabilitation. Hence, the start was not a determined
point in time after stroke as the rehabilitation process
is not linear and differs between individuals. The pro-
gram is to be provided and coordinated by a person,
who has skills in analysis of performance levels in
various activities including work tasks, preferably an
occupational therapist (OT) and in addition extensive
knowledge in stroke and vocational rehabilitation.
A position in a specialized brain injury rehabilita-
tion team can be of great value for the provider as
it allows for early identification of candidates for
the program and to liaise with the stakeholders. The
OT should prepare the client and the employer for
the work trial, provide information and coordinate
relevant stakeholders during the ReWork-Stroke pro-
gram, and conduct recurrent visits to the workplace to
continuously meet with all involved. The aims for the

workplace are to be the arena for sharing knowledge
and, for those involved, to co-create work ability and
possibly work re-entry. More detailed information
concerning the ReWork-Stroke program is presented
elsewhere [9]. The ReWork-Stroke program has been
tried out in a group of people who worked before their
stroke. Their experiences of participating in ReWork-
Stroke have previously been reported [10], as have the
experiences of their co-workers and managers [11].
The persons with stroke as well as the co-workers
valued the support from the coordinating OTs, who
facilitated open and recurring communication that
eased the RTW process.

In the development and testing phase of a new
complex intervention, it is recognized that a process
evaluation is an essential part [12] in order to be
able to understand the functioning of the interven-
tion. A process evaluation examines the mechanisms
of impact, the contextual factors and the implemen-
tation of the intervention [12]. In the present study,
the focus is on the quality and quantity of what
was delivered in the ReWork-Stroke program as a
basis for further development/refinement [13]. Vari-
ous factors can impact how clinicians—in this case
the OTs—implement a new intervention, such as their
use of knowledge, how they interact with and respond
to those involved during the implementation process,
and how they relate to the various contexts in which
the implementation of the intervention takes place
[12].

1.1. Objective

This study aims to gain knowledge on the imple-
mentation process of ReWork-Stroke, the mecha-
nisms of impact and the contextual factors that might
have affected the process. This evaluation has two
parts. First, the focus is on the delivery of the ReWork-
Stroke program in terms of where, when, and how
ReWork-Stroke was provided and distributed over
time, and how much time was used. Secondly, the
OTs’ understanding of the mechanisms of impact in
the intervention is explored, as well as the experi-
ence of providing the intervention to the clients with
stroke.

2. Methods

2.1. Design

This process evaluation used a case study design
[14], as the aim was to gain knowledge on the
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implementation of the ReWork-Stroke program in
depth—an endeavor that is too complex for a survey
or experimental design [14]. The case consists of the
functioning of the person-centered rehabilitation pro-
gram ReWork-Stroke, how it was provided, and the
experience of providing the program. Triangulation
of multiple data sources have been used, including
semi-structured interviews, logbooks on the interven-
tion provided, and quantitative process data as to how
and where the intervention was given.

2.2. Participants

The participants in this study were the two OTs
who provided the ReWork-Stroke program to 13
clients. The two OTs had extensive clinical expe-
rience of rehabilitation after acquired brain injury
in outreach rehabilitation teams (25 and 14 years,
respectively). The clients were recruited between
December 2014 and November 2015 from the teams
in which the two OTs were members. Demographic
information on the clients is given in Table 1. Of those
13 clients eight returned to paid work with different
levels of working hours from 25–75% of full time.
Four participants were still in work-trial at the latest
follow up (nine months after beginning of work trial)
and for one participant the joint decision was to not
return to work due to the severity of the consequences
of stroke.

Table 1
Demographic characteristics of the clients (n = 13)

Gender: male/female (n) 8/5

Age at stroke onset; 50/5.7/40–57
mean/SD/range

Married/single (n) 9/4
Stroke severity; mild/moderate (n) 10/3
Months from stroke 8.8/4.5–19

onset to inclusion in
ReWork-Stroke; mean/range

Professions (n)
– Assistant nurse 2
– Craftsman 3
– IT consultant 2
– Teacher 3
– Security guard 1
– Manager 1
– Forwarding agent 1
Consequences of stroke (n)
– Fatigue 8
– Cognitive impairment 7
– Motor impairment 7
– Visual impairment 4
– Aphasia 4

2.3. Data collection

Two sources were used to collect data: logbooks
and two semi-structured group interviews with the
OTs. For each of the 13 clients in the ReWork-
Stroke program a logbook was kept/written, which
included information on every meeting, phone call,
workplace visit, time used, number of the various
encounters, etc. The logbooks furthermore contained
the OTs’ description of actions taken/components in
the program provided to each client participating in
ReWork-Stroke and his/her involved stakeholders.

The two OTs were interviewed by one of the
authors (AHF) regarding their experiences of del-
ivering the ReWork-Stroke program. They were
interviewed together when half of the clients had
completed ReWork-Stroke and again at the end of
the project when all clients had completed the pro-
gram. The interviews were digitally recorded and
transcribed verbatim resulting in 70 pages of text.

2.4. Data analysis

The structure for reporting the delivery of the
ReWork-Stroke program in this process evaluation
was inspired by recommendations in the Template for
Intervention Description and Replication (TIDieR)
[15]. The text from the logbooks, i.e., the quantita-
tive process data, corresponds to “how, where, when
and how much” in the TIDieR structure.

A deductive qualitative content analysis [16] of the
text in the logbooks was applied. In the first step, the
text was read through by three of the authors (UJ,
GE, AÖN) in order to become familiar with the data.
Thereafter, the text was organized according to the
nine components in the preparation and work-trial
phases in the program [9]. Next, meaning units were
identified in the text for each component and labelled
with codes using words that were close to the text.
Finally, the codes from all components were com-
pared and condensed into five categories based on
similarities in the OTs’ understandings of the mech-
anisms of impact in the ReWork-Stroke program.

The verbatim transcripts of the semi-structured
interviews were analyzed by two other authors (TH,
AHF) using qualitative content analysis [16]. The
interviews were first read through by both authors
and thoroughly discussed in order to get an over-
all grasp of the content of the material and identify
meaning units. Thereafter, the material was divided
into condensed meaning units which were coded in a
manner that was close to the participants’ own words.
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When merging the codes into categories, the five cate-
gories found in the analysis of the logbooks served as
a framework. Based on the condensed meaning units,
an additional category emerged from this analysis.

2.5. Ethics

This study was approved by the Regional Ethical
Review Board in Stockholm, Sweden (2012/1010-31,
2018/939-32).

3. Results

The analysis of quantitative data as well as qual-
itative data revealed generic components in the
ReWork-Stroke program as well as a variation in the
components related to individual needs, such as tech-
nical aids at the workplace and the involvement of

other health professionals. Most of the actions for
clients and involved people at the workplace were
provided face-to-face, while contacts with the SSIA
and general practitioners (GPs) were delivered by
mail or telephone. ReWork-Stroke was mainly pro-
vided in the context of the client’s workplace. The
mean number of workplace visits was 8.5, with a
range of 6–12 visits, and the mean total time used
for visits involving the client and involved stakehold-
ers was 11.3 hours. Components in the program were
provided both jointly to the client and stakeholders,
individually to the clients, and separately to stake-
holders. The time used for the individual contacts
with the client varied from 1 to 9 hours. Duration
of the ReWork-Stroke program varied for the clients
(range: 12–68 weeks), with a mean of 31.2 weeks.
Also, the number of actions taken by the OTs to
provide information to the involved stakeholders var-
ied a lot, and the mean time used for those contacts

Table 2
Process data on the ReWork-Stroke program according to items included in the TIDieR structure

TIDieR items Information about the ReWork-Stroke program

Modes of delivery of intervention
Face-to-face Majority of provisions of OT actions for/

with the clients
Majority of provisions of OT actions at the workplace

for/with co-workers/employers and clients
Mail/telephone Majority of contacts with other involved stakeholders

(SSIA, GP)
Initiation of meetings with clients and employers

Individually Clients (in the preparation phase and the follow-ups at
workplace during work-trial)

Group Meetings with clients and stakeholders involved,
including employers

Location(s) where actions in the program occurred
Number of meetings at the rehabilitation clinic Mean = 1.23; range = 0–4
Number of visits at the workplace Mean = 8.46; range = 6–12

Total length of rehabilitation period (weeks) Mean = 31.2; range = 12–68
Total number of occasions when actions were taken by the

OT-coordinator and time used
Occasions when the coordinator interacted with the client and/or
other stakeholders (face-to-face or telephone)

Mean = 22.4; range = 12–36

Contacts for informing other stakeholders (telephone and mail) Mean = 7.3; range = 2–15
Duration of contacts for informing other stakeholders (hours) Mean = 4.6; range = 0.8–9.6

Number of times components in the program were delivered
individually, both at the workplace and rehabilitation clinic
Meetings with clients Mean = 8.9; range = 7–12
Phone contact with clients Mean = 2.6; range = 0–5.3
Duration of individual meetings or telephone contacts (hours) Mean = 4.2; range = 1–9.1

Number of times components in the program were delivered
individually solely at the workplace
Meetings with clients Mean = 8.5; range = 6–12
Duration of individual meetings (hours) Mean = 1.8; range = 0.7–5.4

Number of times components in the program were delivered in
collaboration with other stakeholders at the workplace
Meetings with employer and/or co-worker Mean = 6.5; range = 2–10
Duration of meetings with employer
and/or co-worker (hours)

Mean = 11.3; range(per meeting) = 1.3–2.2
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regarding a specific client was 4.6 hours. More
detailed information on the quantitative process data
is presented in Table 2.

The OTs’ understanding of the mechanisms of
impact in the ReWork-Stroke program and their
experiences of providing it were described in the fol-
lowing five categories: Make the client aware of the
consequences of stroke for working life; Inform stake-
holders about the client´s specific consequences of
stroke; Suggest and evaluate use of individualized
strategies; Assessment, goal-setting and evaluation
of the client´s work ability at the workplace; Planning
and follow-up of work trial. One additional category
emerged from the analysis of the interviews: The
coordinating role of the OT—building an alliance to
create a team.

The five categories are presented in detail below.
In each category, the findings based on the logbooks
are presented first, followed by the OTs’ experiences
as narrated in the semi-structured interviews.

3.1. Make the client aware of the consequences
of stroke for working life

The analysis of the logbooks confirmed that the
OTs deliberately made an effort to make each client
aware of the specific consequences of their stroke.
During the preparation phase for RTW and con-
tinuously during the program the OTs addressed
difficulties and discussed possible consequences of
stroke with the client that could influence the client’s
working life. They also discussed the client’s self-
perceived abilities compared with before the stroke.
The sorrow that many of the clients felt about the sit-
uation was expressed, as well as how to deal with the
changes brought about by the stroke. Furthermore,
the OTs gave advice regarding how to manage the
work situation and how to plan the days to reach
a balance between work, free time and rest. Real-
istic possibilities for an RTW plan were discussed
based on the clients’ consequences of stroke and the
demands of the workplace. A method of dealing with
the awareness of consequences of stroke was to elab-
orate a hands-on plan for how the client would like
to present him/herself in meetings with stakeholders
involved in the RTW process.

The stories told in the interviews revealed that the
OTs experienced that the clients’ process of discov-
ering all the consequences that might have arisen
due to the stroke was lengthy and sometimes did not
appear until the person was back at work. The clients
appeared to realize that their inabilities in daily life

were more severe than they first thought; here, one of
the OTs reflects on the clients’ process:

It takes time then . . . to mourn the limitations you
recognize, to find new ways to handle it, test if
it works, evaluate . . . and also see to how long it
lasts in one’s working life. So . . . one doesn’t do
that in three months. It takes a very long time.

The OTs experienced that the clients felt comfort-
able having their support, since it created a feeling of
security.

3.2. Inform stakeholders about the client’s
specific consequences of stroke

The logbooks revealed that oral (and sometimes
also written) information on the consequences of
stroke for the work situation was given to the involved
stakeholders. During contact with the employer,
information was provided regarding specific conse-
quences due to stroke, as well as how environmental
issues could influence work ability; for example,
a disorganized environment could increase fatigue.
Advice was also given about how the employer could
facilitate the RTW process by providing ongoing sup-
port from a co-worker working side by side with the
colleague with stroke at the start of the work trial to
minimize the risk of stress.

Information to employers about the consequences
of the stroke was expressed by the OTs in the inter-
views as an important element in the program. They
found it important to create an alliance with the client
so as to set a strategy regarding which issues were
okay to talk about at meetings with stakeholders.
Sometimes this was experienced as a balancing act for
the OT if the client did not want their co-workers and
employers to know everything. In these cases, the OTs
found it beneficial to have continuous contact with the
client, as well as the employers and co-workers, in
order to be able to support them step-by-step during
the work trial and build a trusting relationship with
employers and co-workers. One of them expressed:

But it is incredibly exciting, and you feel as though
you are doing something important that this per-
son you meet can actually benefit from, that
the understanding at the workplace increases,
enabling us to pave the way and give help and
support to them.

As the work trial went on, the employers and co-
workers asked for information about how much they
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could push their colleagues without risking a back-
lash or how best to support them.

3.3. Suggest and evaluate the use of
individualized strategies

The types of strategies the OTs described in the
logbooks are presented in Table 3.

Introducing strategies to handle different work
tasks was considered to be a core component in the
program. The OTs appreciated the opportunity to try
possible strategies in the clients’ work context. One
of the OTs said:

It is easier when I have seen with my own eyes
how it is compared to when someone explains it
to me . . . . I can have an idea when I talk with
someone, but if I am at the workplace, I can see
that perhaps my idea is not possible. So, for that
reason, I think it is a benefit to go there.

Sometimes the co-worker/employer proposed
strategies based on their knowledge of the work tasks
and the understanding of the challenges faced by
their colleague with stroke. The OTs experienced the
co-worker/employer as a valued resource in the reha-
bilitation process who played an important role in
implementing strategies at the workplace. The OTs
raised the necessity of using strategies to increase
functioning in everyday life and improve perfor-
mance of work tasks. These strategies were often
based on strategies the client used before their stroke.
The integration of the strategies was repeated con-
tinuously by the OTs throughout the work trial and
feedback was collected regarding how the strategies

Table 3
Strategies used to address problems in the work situation

Problem Strategy to address the problem

Memory problems Writing to-do list/have-done list
Using reminders on cell phones
Using diaries and calendars
Using written instructions

Problems with Checking to-do list
initiating activity

Language problems Use of digital applications
Fatigue Taking breaks

Taking a short walk
Using earplugs
Avoiding making

decisions when stressed
Reducing pace

Reduced simultaneous Do one task at a time
capacity

Physical problems Use technical aids

were implemented in the work situation in recurrent
meetings with the client, employer and/or co-worker,
and in some cases through contact with the family.

3.4. Assessment, goal-setting and evaluation of
the client´s work ability at the workplace

The logbooks reported use of the Assessment of
Work Characteristics (AWC) [17] together with the
client and the employer and/or co-worker to specifi-
cally assess the demands of work tasks. The result of
the AWC assessment served as a basis for choosing
work tasks and evaluating the outcome of the work.
At the beginning of the work trial, a plan was made
to gather feedback from employers and co-workers
regarding performance of work tasks, as well as num-
ber and distribution of working hours during recurrent
meetings at the workplace. This feedback was a basis
for decisions about possible increases in demands in
work tasks, and about the extent of working hours as
a preparation for returning to paid work.

The OTs reflected in the interviews on the use of
the formal assessments suggested in the ReWork-
Stroke program. They did not see any great benefit
in using the Canadian Occupational Performance
Measure [18] and the Assessment of Work Perfor-
mance [19] instead of performing an unstructured
observation based on their extensive experience from
working in the field. However, the OTs valued the
possibility to observe the client at the workplace.

3.5. Planning and follow-up of the work trial

The process of planning and follow-up during and
after the work trial had three parts, each with a dif-
ferent focus. Based on both logbooks and interviews,
the OTs were found to be central throughout this pro-
cess in initiating and coordinating all activities; this
is further described in the sub-categories below.

3.5.1. Formal planning before the work trial
The employer, the SSIA officer and the OT negoti-

ated setting up a work trial, including an appropriate
number of working hours for the employee with
stroke, which also matched the work tasks that were
supposed to be accomplished. The logbooks revealed
that the OTs made detailed plans during the visits to
the workplace in the preparation phase in regard to
how the client should be introduced to work tasks,
which colleague to collaborate with and get support
from when starting the work trial, and when follow-up
meetings should occur. At the end of the preparation
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phase, the employer, an officer from the SSIA, the
client, and the OT decided on a start date for the
work trial and its content (e.g., choice of work tasks,
extent and distribution of working hours, and days
per week).

The OTs described during the interviews that their
most important and extensive work was in the plan-
ning phase before the work trial began, as this was a
complex process involving various stakeholders with
diverse wishes and standpoints. The OTs expressed
that they put a lot of effort into this phase to cre-
ate a shared platform for all involved stakeholders,
and they experienced that they had a consultative role
and could share their previous experiences during this
planning.

The clients sometimes strived to RTW too early,
mainly because they had insufficient awareness of
their difficulties after stroke. The employers always
strived to have a plan for a work trial that was con-
sistent with the demands of the workplace. The OTs
seldom experienced the employers as negative, but
felt they were very accurate and precise in stating
what skills would be required from the client in order
to start a work trial. The employers’ ability to express
their expectations to their employee and to the offi-
cers from the SSIA created good preconditions for a
successful work trial.

3.5.2. Follow-up and evaluate the work trial
together with the employer and/or
co-worker regarding choice of work task
and performance, working hours, work
environment, and everyday life routines

Progress regarding work performance, from easy
tasks at the start of work trial to regular work tasks
as performed before the stroke, was discussed dur-
ing follow-ups. Furthermore, the employer and/or
co-worker and the client interchanged information
on his/her work performance and why some work
tasks were difficult to perform. If necessary, the OTs
advised the employer on environmental adjustments
at the workplace, such as creating a quiet workplace.
They also ascertained the distribution of working
hours over the week and whether changes were nec-
essary.

The OTs provided information about the ongoing
work trial to other stakeholders who seldom took part
in the planning, such as the SSIA representatives and
GPs. Furthermore, they contacted the SSIA about
various benefits and contacted the Swedish Public
Employment Service, speech and language thera-
pists and healthcare providers about technical aids.

Contacts were also made with close relatives to
receive their information on how everyday life pro-
gressed after starting the work trial.

The OTs also met with clients to check whether
the work trial and increased demands at work affected
their level of fatigue and/or their everyday life in gen-
eral. For some, the OTs gave support when the client
felt discouraged and perceived working life as tough.
During these individual meetings they talked about
how the change to a new daily schedule in every-
day life worked, such as the incorporation of fitness
training and time for rest to minimize fatigue, resting
before driving home from work, etc.

The OTs expressed in the interviews that establish-
ing a plan for the interaction with the employer and
the co-worker was not always easy. They often found
that the co-workers did not have time for follow-ups
and discussions. The OTs met them briefly when they
visited the client at work. However, sometimes the
employer contacted the OT by phone to discuss issues
they felt were hard to handle, such as work tasks that
appeared to be too difficult. When the employers did
not want to talk openly with their employee about
these issues, it was difficult for the OTs to know
how to handle this information. Only a few clients
had a specific person assigned as a tutor during the
work trial; mostly they had a close co-worker who
gave extra support. Based on these experiences, the
OTs highly recommended that the client to have a co-
worker who was formally assigned the task of being
a tutor.

I think of those I have met, there is actually no
one who had a tutor at work. Instead it has been
a close co-worker who has functioned as a tutor
and it has worked out well, so when you have a
close co-worker who you know from before and
trust and feel safe with, then it is really good.

Often, the difficulties at work did not become obvi-
ous until several months had passed. At that point
in time, the work trial was soon to end. This was
experienced as unfortunate, as the RTW process must
adhere to rules and regulations from the SSIA—e.g.,
the time frame allowed for a work trial—and this
could be an obstacle for RTW.

The OTs also experienced that the follow-ups
during work trials reflected the employer’s attitude
toward their employee and the workload at the work-
place. If the workload was heavy, the employer had
less tolerance with the employee. This was described
by one of the OTs:
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He maybe needs some help . . . and they are not
quite prepared to give him that, and they are not
prepared to give him the extra time and it does
not work. And I can also understand the boss. If
he is allowed to continue maybe the others quit
because the workload becomes too heavy. It is
not easy. Not when it is such a pressure as it is at
many workplaces.

3.5.3. Formal follow-up after the work trial
The logbooks included information on the formal

meeting at the end of the work trial. This might
include clarifications regarding remaining difficulties
in the performance of work tasks necessary to start
working for a salary, in which case negotiations with
the SSIA on extending the work trial could occur.
If paid work was a possibility, a decision was taken
regarding working hours, their distribution, start date,
and work tasks. The OTs afterwards informed the GP
as he/she seldom attended this formal meeting.

At the end of the three-month work trial, the OTs
organized meetings with the client, the employer, and
an officer from the SSIA. The OTs expressed that a
key aspect during these meetings was the social insur-
ance regulations. The time limit of a three-month
work trial was often perceived to be too short and
created huge challenges for the employer and the
employee with stroke. Even so, the OTs said they
often found suitable solutions for how the work trial
and the gradual RTW process could proceed beyond
the first three months.

3.6. The coordinating role of the OT—building
an alliance to create a team

The OTs viewed their own role in the ReWork-
Stroke program as bringing all involved stakeholders
together. Their priority was to build an alliance with
the client. They also saw themselves as a player in
the team consisting of the client and the employer.
Sometimes they had to be the bridge between them
to create the team, while for other clients the team
was already in place. With a team built upon trust
and a shared goal, the OTs found that it was easier to
talk about sensitive topics during the work trial:

It was a woman I met who felt such pressure from
the boss. She said: ‘I should try working more
hours now, should try that work task, but I feel like
I am not there yet.’ And she had some problems
with talking to the boss herself. So then we did
that together.

On these occasions the OTs were a bridge between
the client and the employer. The OTs made efforts to
create a shared understanding of the various perspec-
tives and achieve a practical and fruitful work trial
for the client by merging all involved stakeholders’
issues, wishes and regulations.

4. Discussion

This study aimed at exploring and describing how
the ReWork-Stroke program was provided by the
OTs, as well as their experiences of providing the
program. The process evaluation of the implemen-
tation of ReWork-Stroke showed that the program
was highly flexible, allowing actions to be designed
to meet each individual client’s unique needs; in
other words, the program was person-centered. The
predominant components in the program, and those
emphasized by the OTs in the logbooks and inter-
views as mechanisms of impact, were: building an
alliance with the client; locating intervention at the
workplace; information about stroke to all involved;
coordination and collaboration with all stakeholders
involving negotiating a plan for the work trial; and
follow up of the work trial at the workplace with all
involved stakeholders. Previous research has shown
that components associated with positive effects on
work ability were interventions supplied at the work-
place [4] as well as support from and collaboration
with the management [20]. Nevertheless, the Swedish
guidelines for rehabilitation after stroke [21], are still
lacking advice concerning work-related rehabilita-
tion. The ReWork-Stroke program might be the first
step in developing an evidence-based program for
RTW in Sweden.

The ReWork-Stroke program was mainly delivered
at the workplace and comprised coordination with
and provision of information regarding the process
to all stakeholders (Table 2). Most of the program
was provided through face-to-face contacts in the
clients’ work environment. These meetings provided
an understanding about how the work tasks and the
environment could either support or hinder the client
in the process of returning to work, as also previously
outlined by Sandqvist et al. [17]. There is strong evi-
dence that interventions at the workplace directed at,
for example, adaptation of work tasks in combination
with coaching, are associated with a successful RTW
process after stroke [1].

The results, based on the logbooks, underline
the importance of designing and providing the
components in the program according to the unique
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client and his or her specific needs and demands at
work, such as environmental and work-task-specific
conditions; this finding is in line with previous studies
[2, 3]. This factor was also evident in the variation and
similarity in how the components in ReWork-Stroke
were delivered among the individuals, in terms of
where, with whom, how often, and mode of deliv-
ery (Table 2). These findings indicate that there is a
need for both generic and specific person-centered
components when planning a work trial.

In the ReWork-Stroke program, the OTs contin-
ually had contact with stakeholders in face-to-face
meetings, by phone, or via mail. The results under-
line the benefit of face-to-face meetings, but these
meetings are time consuming and therefore might
be costly to implement in regular services. On the
other hand, meetings at the workplace, as mentioned
earlier, can contribute a variety of useful informa-
tion and opportunities for knowledge sharing among
stakeholders. These kinds of opportunities can be
difficult to achieve in other ways and are therefore
beneficial from a long-term perspective. The OTs
also optimized the RTW process for the individual
clients by providing information from meetings to
stakeholders who did not attend. This coordination
was found to be effective for clients with other diag-
noses [22] as well. In the further development of
the program, different technical solutions might be
added as a support. This support can include informa-
tion on stroke and stroke consequences for managers,
clients and close relatives available on a webpage, and
reminders sent via SMS on strategies to use in the
work environment for clients and co-workers. Deliv-
ering rehabilitation interventions via information and
communication technology was in a recent review
suggested to be a valid option as similar results were
found in comparison to face-to-face interactions [23].
In future studies, the effectiveness of these technical
solutions should be evaluated, as well as the signifi-
cance of face-to-face meetings when these cannot be
replaced by technological means.

The results from the logbooks revealed that one of
the components provided to all stakeholders in the
ReWork-Stroke program was the information given
regarding the consequences of stroke, and strategies
on how to handle these in the specific work situation.
Providing this knowledge during the RTW process
was found to be important both for clients with stroke
[10] and stakeholders [8, 11, 24], creating a shared
understanding. This was also reported in a study of
person-centered activities of daily living intervention
after stroke, where knowledge sharing between the

client and the therapist was found to be a corner-
stone of the rehabilitation process [25]. This was also
the case in RTW-processes for people with common
mental disorders [26].

A variety of skills and knowledge were used by
the coordinating OTs to analyze the demands of the
work tasks in the specific work environment in rela-
tion to the clients’ present work (dis)ability. Shaw
and co-workers [27] as well as Hansen Falkdal and
Hörnqvist Bylund [28] explained that a coordinator
needs to be skilled in many areas. One of the more dif-
ficult tasks for the OTs was finding/using strategies
to work with the clients’ reduced insight regarding
their own limitations, which has been described by
Foy et al. [29] as a crucial factor for RTW success.
Thus, a component in the ReWork-Stroke was the
discussion between the client and the OT concerning
the consequences of stroke for the work situation. In
collaboration, a strategy was formulated about how
to present this information to the co-worker/manager
and other stakeholders. In a Finnish study on RTW for
persons with burnout, the importance of discussing
the consequences of burnout for the work situation
was also highlighted. This openness about the conse-
quences could facilitate providing the right support
at work [30].

The mapping of strengths and limitations after
stroke was in some cases performed using formal
assessments and in other cases through more informal
observation, when the OTs relied on their experience
and considered informal observations to be more rele-
vant. For an OT without this specific knowledge about
stroke or experience in making workplace visits to
observe clients performing their ordinary work tasks,
it would be more appropriate to use formal assess-
ments, which also allow a proper evaluation of the
intervention. Further, in the preparation phase, use
of a goal-setting assessment would be recommended
to gain information to enhance person-centeredness
in delivering ReWork-Stroke. Furthermore, in the
implementation phase, the purpose of each compo-
nent in the program needs to be thoroughly discussed
with new OTs to ensure that all generic compo-
nents are provided as intended, emphasized also for
coordinators in RTW for common mental disorders
[26]. That also goes for the component in ReWork-
Stroke involving contact with relatives/family about
everyday life outside work and the availability of
occupational health services when needed. Accord-
ing to the logbooks, this component in the program
was adhered to less than others, but overall the OTs
provided the program as intended.
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4.1. Methodological considerations

This study used a case study design. One advantage
of a case study design is the option to use data from
different sources, such as interviews and logbooks,
as well as quantitative registrations providing differ-
ent perspectives on the program studied. The case,
the functioning of the person-centered rehabilitation
program ReWork-Stroke, how it was provided, and
the experience of providing the program all benefit-
ted from being described and explored using different
data sources, as they are multifaceted and it is not
possible to measure them using statistical analyses.
Further, the use of the structure from TIDieR has
added clarity in exploring and reporting the results
of the provision of the program and is recommended
by others [15].

This study is based on the logbooks and the expe-
riences of providing the ReWork-Stroke by only two
OTs, which might limit the ability to generalize the
results. However, the program was provided to 13
clients during a two-year period, which generates a
variation of experiences of clients, consequences of
stroke, workplaces, work tasks, and collaborations
with managers, co-workers, and SSIA officers, all of
which strengthens the results of the study.

Furthermore, to ascertain the trustworthiness of the
results [16], the researchers started by reading the
interviews and the logbooks repeatedly to get a good
understanding of the text. During the analyses they
went back and forth in the text to make sure the results
were in accordance with the data. The researchers
worked in pairs with data from logbooks and inter-
views, respectively, but the emerging results were
discussed by the whole group. To ensure the cred-
ibility of the study, triangulation of data sources was
used. Using data from different sources, in this case
from interviews and logbooks, increased the ability
to verify particular details that have been identified
through one of the sources with another [31].

5. Conclusion

The predominant components in the program that
were understood by the OTs as the mechanisms of
impact during the delivery of the ReWork-Stroke
were: building an alliance with the client; focusing
intervention at the workplace by providing informa-
tion about stroke to all involved; assigning a co-
worker as tutor for the client during the work trial; and
coordination and collaboration with all stakeholders,

including negotiating a plan for the work trial and
subsequent follow-up at the workplace. The findings
confirmed the need for individually tailored content
in the program, as demonstrated by the differences in
delivered components and length of the preparation
phase among the clients. A key factor in returning to
work for the person with stroke was recognizing and
coming to terms with their new/current work abil-
ity. This process of identifying the new situation at
work also applied to employers and co-workers in
terms of the changes in work ability of their employ-
ees/colleagues.

The OTs performed analyses of demands in rela-
tion to work ability and contextual resources at the
workplace gave an understanding of several aspects
of work for those involved, forming the basis for sug-
gestions/implications for removing obstacles in the
work situation. The delivery and evaluation of the
ReWork-Stroke program could benefit from using
a more structured approach regarding assessment
embedded in the person-centered program designed
for each client and his/her work situation. In the fur-
ther development of ReWork-Stroke, support from
technical solutions might be added and evaluated to
see if it can replace other types of meetings/contacts
between stakeholders.
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[9] Johansson U, Hellman T, Öst Nilsson A, Eriksson G. The
ReWork-Stroke rehabilitation programme described by use
of the TIDieR checklist. Scand J Occup Ther. 2020:1-9.
http://doi.org/10.1080/11038128.2020.1790654.
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