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Abstract

Background: Delayed return-to-work is common after serious injury. Vocational
rehabilitation (VR) supports people to return to/remain in work. We developed training for
occupational therapists (OTs) and clinical psychologists (CPs) to deliver a VR intervention
(Return to Work After Trauma-ROWTATE) to UK trauma patients within a large-scale
randomised controlled trial.

Objectives: Evaluate the training, OT/CP competence and confidence to deliver ROWTATE,
attitudes/confidence in evidence-based practice (EBP).

Methods: Competency was assessed through Team Objective Structured Clinical
Examination and two tasks (management plan, employer letter). Intraclass correlation
coefficients (ICCs) estimated inter-rater reliability. Questionnaires measured EBP attitudes
(EBPAS-36) and confidence (EPIC) pre and post-training and confidence in ROWTATE
delivery post-training. Semi-structured interviews captured training experiences and
confidence.

Results: 47 OTs and 16 CPs completed training. Competency scores were high (OT
range=27.5-37.5; CP range=28.5-37; maximum=38). Inter-rater reliability was moderate (OT
ICC=0.56, 95%CI 0.18,0.77; CP ICC=0.73, 95%CI -0.22,0.93). EBPAS-36 scores were high
pre and post-training with no significant increase post-training. OT confidence in applying
evidence (P=0.01) and evaluating effect of their actions (P=0.04) increased significantly post-
training. OTs and CPs had high confidence (80-100% across questions) in delivering
ROWTATE.

Conclusions: VR training resulted in high competency scores, improvements in EBP
confidence and high confidence in delivering ROWTATE.

Keywords: Vocational rehabilitation, clinical psychology, return to work, training evaluation,
competency assessment, therapist confidence assessment

What is known about this subject?
e Vocational rehabilitation (VR) aims to support people to return to or remain in work,
but its effectiveness in patients with diverse traumatic injuries is unclear.
e There is little evidence of the impact of VR training for occupational therapists and
clinical psychologists.
e Methods for assessing the impact of VR training require development.

What do we now know because of this study that we did not know before?
e A VR training package resulted in high competency assessment scores for
occupational therapists and clinical psychologists.
e VR training resulted in some improvement in evidence-based-practice confidence
e High confidence to deliver our ROWTATE VR intervention was reported following
VR training.
e Competency assessment scores showed moderate inter-rater reliability.
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What impact may this have on practice or policy?
e Our VR training package could be adapted for use within and beyond the NHS to
enhance therapists’ VR knowledge, skills and confidence to deliver VR interventions.
e The VR training could be adapted for therapists working with other patient groups.
e The competency assessment could be further refined to increase inter-rater reliability.



Introduction

Injuries are a major cause of death and disability accounting for 8% of deaths and 11% of
years of life lost worldwide (GBD 2019 Mental Disorders Collaborators, 2022). Injuries can
have long-lasting negative effects on physical and psychological function (Kendrick et al.,
2017a), quality of life (Black et al., 2011), return to work (Kendrick et al., 2012), work
productivity (Kellezi et al., 2022), financial health (Scott, 2022) and health service use
(Kellezi et al., 2016). Recent studies report one third of injured people have not returned to

work 12 months after injury (Kendrick et al., 2017b).

Both physical and psychological function influence return to work (Zatzick et al., 2008), so
addressing both must be at the centre of rehabilitation programmes to support return to work.
Although evidence on the effectiveness of vocational rehabilitation (VR) (Donker-Cools et
al., 2016) and psychological rehabilitation (Roels et al., 2016; Salazar et al., 2013; Saltychev
et al., 2013) is growing, there is limited evidence related to diverse trauma populations
(Donker-Cools et al., 2016) and of interventions combining VR and psychological
rehabilitation. To address this gap, we developed the Return to Work after Trauma
(ROWTATE) VR intervention (Radford et al., 2025) which is delivered by occupational
therapists (OTs) and, where needed, by clinical psychologists (CPs). The key principles of the
ROWTATE intervention include: early intervention, multidisciplinary working, identifying
injury impact, understanding injury impact on work, individual tailoring, work preparation,
collaboration across locations, accommodating injury at work, case coordination, employer
engagement, responsiveness/monitoring, timely psychological support, vocational goal
setting and review, identifying work alternatives and integrated treatment (full details can be
found in paper describing the development of the intervention (Radford et al., 2025). The
ROWTATE intervention is currently being tested in a randomised controlled trial (ISRCTN
43115471), in which therapists were provided with an initial training package to deliver the
intervention, refresher training and ongoing learning support provided through experience of

intervention delivery and mentoring.

Evaluating therapist training requires assessment of competency as well as important
therapist attributes such as attitudes towards evidence-based practice (EBP) and confidence in
delivering an intervention. Therapist competency has been defined as, “the extent to which a
therapist has the knowledge and skill required to deliver a treatment to the standard needed

for it to achieve its expected effects” (Fairburn and Cooper, 2011). Global competence refers
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to therapists having a broad range of skills to deal with issues presented by patients and
limited-domain competence refers to activities related to a specific intervention (Barber et al.,
2007). Competence in delivering trial interventions may impact on patient (and hence trial)
outcomes, affect fidelity and quality of intervention delivery (Bond et al., 2022), and
scalability of trial results. Attitudes towards EBP may impact upon adoption of EBP (Aarons,
2004) and greater confidence in applying/using evidence in practice may be associated with
undertaking more EBP (Clyde et al., 2016). Confidence to deliver specific interventions has

also been shown to predict implementation of those interventions (Shapiro et al., 2021).

The aims of the analyses presented in this paper were to determine therapists’ a) competency
to deliver the intervention after initial training, b) attitudes towards and confidence in EBP
before and after initial training, ¢) confidence to deliver the ROWTATE intervention
immediately after initial training, d) perceptions of the usefulness of training and, e) views of

the training and ongoing learning support throughout the trial.

Methods
ROWTATE training

The aim of the ROWTATE training package was to prepare therapists to deliver the
ROWTATE intervention (Radford et al., 2025) by increasing their knowledge of the
intervention, processes to deliver and document the intervention and confidence to deliver the
intervention. Thereafter the training package aimed to promote further skill acquisition and

confidence in delivering the intervention.

Details of the ROWTATE training package can be seen in supplementary table 1. Adult
learning theory (Taylor and Handy, 2013) provided the overarching framework. Additionally,
social cognitive theory (Torre and Durning, 2015) framed their collective learning as a group
of OTs and CPs, on an ongoing basis from the initial training and throughout continued

mentoring and interdisciplinary collaboration.

Training comprised pre-workshop orientation reading and tasks (answering case study
questions, watching pre-recorded presentations, manual), online remote ROWTATE
preparation sessions, 2-day workshop and refresher training approximately six-months later
(supplementary table 1). Workshop content was delivered via a 2-day in person event, based

centrally at the university. However, remote delivery was also designed into the delivery
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plan, given the ongoing covid pandemic. In addition to this core training, three additional
sessions were organised in response to challenges OTs encountered during intervention
delivery. These related to administering psychological screening measures, collaborative

working between the OT and CP, engaging employers and data entry.

Taught sessions introduced therapists to the ROWTATE Intervention process and
components, study procedures and documentation using a case study format. Content also
included a trial overview, research contamination, how to deliver ROWTATE via
telerehabilitation, psychological trauma following serious accidents and experiential group
learning on conducting a worksite assessment. Wherever feasible, therapists from each study
site were trained together engendering understanding of each other’s roles and team-building.
Access to all training materials and additional resources was provided via a personal log-in to
the study website. All therapists received monthly, small-group online mentoring during
intervention delivery, from OTs or CPs trained in the intervention and experienced in VR and

research.

The training evaluation comprised quantitative and qualitative components. The quantitative
component included assessment of competency, attitudes towards and confidence in EBP,
confidence to deliver the intervention and usefulness of training. The qualitative component
comprised interviews undertaken between March 2023 and January 2024. The intervention
delivery period runs from November 2021 to March 2025, so all therapists were experienced

in delivering the intervention at the time of interview.

Competency assessment

The competency assessment was initially informed by the Return to work after stroke
(RETAKE) trial (Powers et al., 2023). However, the ROWTATE competency assessment
was developed to reflect the two professions (OTs and CPs) working together, whilst at the
same time acknowledging the individual professional roles. Thus, the ROWTATE
competency assessment included both individual and team assessment, creating a
standardised case study to reflect the trauma population and a team objective structured
clinical examination (TOSCE) using a standardised role play using trained actors to represent
the “patient” in the case, as recommended by Fairburn and Cooper (Fairburn and Cooper,
2011). Based on learning from Return to work after stroke trial (RETAKE) and the resource

burden, we chose to assess competency once.



Competency was assessed immediately following the initial training workshop and was
video-recorded. It comprised three components: a TOSCE, a team written task, and an
individual written task. Objective Structure Clinical Examinations (OSCEs) were initially
developed for structured and objective assessment of medical student competence. Group or
team OSCEs were later developed to assess teams of students or professionals completing
group tasks (Elliot et al., 1994), including inter-professional teams. The TOSCE comprised a
standardised role play using a professional actor with whom the OTs and CPs interact to
complete tasks (outlined shortly). The roleplay (i.e. interaction where therapists asked
questions) centred around ‘Jake’, who fell from scaffolding at work and sustained multiple
fractures, undergoing surgery and initial rehabilitation at the local hospital. The TOSCE focus
was Jake’s initial clinical interview by the therapists. The team written task involved
producing a clinical summary and formulation (a rehabilitation plan) for the proposed
intervention based on the role play. The individual written task was to write a letter to Jake’s
employer explaining the rehabilitation plan. Where possible therapists were placed in teams
for the competency assessment comprising OTs and CPs but due to fewer CPs, this was not

always possible.

Scoring was based on The Team Formulation Intervention Quality Rating Scale, previously
shown to have good face and content validity, high internal consistency and moderate inter-
rater reliability. A score sheet (Supplementary box 1) was completed by two independent
assessors (one OT, one psychologist) for each therapist. Scores were assigned for eight
TOSCE, five formulation and six letter elements (Bucci et al., 2021). Scores were summed
across elements to create a score for each assessment component and a total score.
Independent assessors (from a range of different professions which include OTs, CPs, and
psychology researchers) were trained in undertaking the competency assessment and
followed a standard operating procedure. Scoring was piloted on the first six team
assessments and discussed, with assessors adjusting scoring where they had interpreted
assessment tasks differently. The standard operating procedure was then amended and used to

score remaining teams.

Competency scores were assessed for normality and described using medians, interquartile
ranges and ranges. TOSCE and formulation scores were described and analysed at a team

level and letter and total scores were described and analysed at individual therapist level.
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Inter-rater reliability was assessed using intraclass correlation coefficients and 95%
confidence intervals based on a mean-rating (k=2), absolute agreement and a 2-way random

effects model. Scores were averaged between the two raters to produce mean scores.

Self-reported questionnaires

Questionnaires were administered pre- and post-initial training. Pre-training questionnaires
collected data on therapists” work role and qualifications, experience caring for trauma
patients, experience in VR, experience in trauma relevant psychological therapies (trauma-
focused Cognitive Behavioural Therapy, eye movement desensitisation and reprocessing
attitudes to EBP and confidence to implement EBP. Post-training data were collected on
attitudes to EBP, confidence to implement EBP, confidence to deliver the ROWTATE
intervention, usefulness and organisation of the training (5-point scale: strongly disagree/very

poor to strongly agree/very good) and free text space to suggest improvements.

Attitudes towards EBP were measured using the Evidence Based Practice Attitudes and
Beliefs Scale (EBPAS-36) (Rye et al., 2017). This scale measures 12 domains of evidence-
based practice (see table 4). Each domain comprises 3 items scored on a 5-point Likert scale
(0 “Not at All” to 4 “To a Very Great Extent”). Subscale scores were computed for each
domain as the mean of the 3 items. For calculating the total score (but not subscale scores),
items from domains 4 (Divergence), 5 (Limitations), 7 (Monitoring), 8 (Balance) and 9
(Burden) were reverse scored and the subscale score was recalculated. The total score was
calculated as the mean of the subscale scores. Higher scores indicate more positive attitude
towards EBP. Where data was missing, means were computed allowing for one fewer item
than make up the scale with missing items imputed as the mean of non-missing cases for that
item.The EBPAS has been shown to have a good internal consistency for the total score and
adequate to excellent consistency for subscale scores when used with mental health

professionals, including psychologists.

Confidence to implement evidence-based practice was measured using four items from the
Evidence-Based Practice Confidence Scale (EPIC) (Clyde et al., 2016). EPIC measures
confidence in ability to perform tasks relating to EBP. Each item is scored on an 11-point
scale (0%=not at all confident to 100%=completely confident). Four items from the scale
were used (see table 5) as these were the most relevant for evaluating the ROWTATE

training. The EPIC scale has been validated in a range of health care professionals, including
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OTs, showing excellent test-retest reliability and acceptable construct validity amongst OTs.
Confidence to deliver the ROWTATE intervention was measured using eight bespoke

questions scored on an 11-point scale (0%=no confidence to 100%=completely confident).

Continuous data were assessed for normality and described using medians and interquartile
ranges (IQRs). Means and standard deviations were also presented for the EBPAS to allow
comparison with previous publications. Categorical data were described using frequencies
and percentages. Comparisons between pre- and post-training scores were made using
Wilcoxon signed rank tests with a p-value of <0.05 taken as statistically significant. Open-
ended questions asked about the usefulness and administration of training as well as

suggestions for future training. Data was analysed using content analysis.

Therapists’ reflections

Therapists' experiences of training and on-going learning support were ascertained from
semi-structured interviews with 12 OTs and 3 CPs exploring acceptability (12 OTs, 3 CPs)
and implementation (10 of the 12 OTs, 3 CPs) of the ROWTATE intervention. We also
interviewed 4 mentors (two OT and two CPs), two of which also delivered the intervention
and were interviewed as therapists (1 OT and 1 CP). Interview topics guides were informed
by the findings of the RETAKE study (Powers et al., 2023), a systematic review conducted as
part of developing the ROWTATE intervention (Radford et al., 2025) and the Consolidated
Framework for Implementation Research (Damschroder et al., 2009). Interviews asked about
how well the ROWTATE training prepared therapists to deliver the intervention, confidence
in delivering the intervention and views on the training, mentoring, ongoing learning support,
the intervention and intervention manual. Interviews were conducted remotely (online or by
phone) with therapists providing verbal and/or written consent to be interviewed. Interviews
were transcribed verbatim and analysed using thematic analysis (Braun and Clarke, 2021).
The thematic analysis aimed to identify key patterns in the data that addressed the research
aims which were to identify the role of the training and continuous support received in
developing the therapists’ confidence and competence. The 6 steps proposed by Braun and
Clarke (Braun and Clarke, 2021) were followed including data familiarisation (the researcher
BK, read and listened to the transcripts multiple times), coding (part of the dataset that was
directly relevant to the study aims was coded by BK), theme identification through coding

(an initial theme structure was identified by BK), theme refinement took place through a



discussion with the wider research team. Once themes were agreed the team refined the

thematic map and completed write-up using illustrative examples.

Results

Seventy-one therapists (54 OTs, 17 CPs) commenced training and reported completing the
background reading and tasks (see figure 1 for a diagram). Five live online teaching sessions
were delivered between August and December 2021. Further Covid outbreaks, train strikes
and staff sickness made scheduling live sessions unfeasible and subsequently recordings of
the live taught sessions were sent to therapists. All therapists reported having watched these
before attending the workshop. The 2-day initial workshop took place across 11 dates
between September 2021 and March 2023, with 63 therapists (47 OTs, 16 CPs) completing
the workshop. The 2-day workshop was delivered in-person for seven out of 11 workshops

and delivered online for the remaining four as per the reasons above.

Characteristics of the 63 therapists are shown in table 1. Most were working primarily as
therapists (vs. manager/leadership roles), all had undergraduate degrees and most CPs had
doctoral degrees. OTs had more VR experience than CPs. Most OTs and CPs had at least
two-years’ experience of working with trauma patients. Two thirds of OTs had experience of
providing VR to trauma patients, three quarters of CPs had experience of providing trauma-
focussed cognitive behavioural therapy and two-fifths had experience of providing eye

movement desensitisation and reprocessing to trauma patients.

Competency data are available for 56 therapists comprising 23 therapist teams. Twelve were
single profession teams (11 OT-only teams and one CP-only team) and 11 were
multiprofessional. Thirteen teams had two and 10 teams had three participants.

Seven therapists were not assessed for competency because they had previously completed
similar (but not identical) competency assessments following VR training in the ROWTATE
feasibility study (Radford et al., 2025) or the RETAKE trial (Powers et al., 2023). One
therapist had missing data on the letter component of the competency assessment. The flow

of therapists though the study is shown in figure 1.

Competency assessment

Competency scores are shown in table 2. Scores varied between the two raters, with the

second rater scoring consistently slightly lower than the first. Inter-rater reliability varied
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from poor for the TOSCE and formulation scores to moderate for the total scores and good
for the letter scores. Confidence intervals were wide around most of the ICCs. Mean scores
(averaged across the two raters) were high for each component and for the total scores (table
3, figure 2), with greater variation in letter scores than for other components. The lowest total
score for OTs was 27.5 (72% of maximum score) and for CPs was 28.0 (75% of maximum
score). Based on these high scores, all therapists were judged to be competent to deliver the

ROWTATE intervention.

Competency assessment reflections

Supplementary Table 2 describes characteristics of interviewed therapists. Therapists felt
they had acquired adequate skills to deliver the intervention to support patients to return to
work/education. They recognised the intervention needed tailoring to each patient and
reflected this more global experience of competency:
So, I think ROWTATE really helped me gain experience and skills in that [serious
injury/VR] community, (...) real life issues with real life questions, and yeah, it really
helped me develop I think as an OT. (Therapist 13)
Therapists recognised developing competence would require self-directed learning, time and
practice but they identified some specific learning needs (e.g. job retention) that could have
benefited from additional training:
The only thing is maybe the job retention. I don’t think I've really got in there with
anybody from a job retention point of view (...). I've had one occupational health joint
meeting, but I think there could be more to be done around (...) job retention, and does
this population want it? (Therapist 7)
When delivering the intervention, some therapists identified unexpected patient-specific
challenges. Despite this, they used the tools provided in training (i.e. the intervention manual)
to find a successful solution:
In the beginning, I had a patient who was suicidal. And I referred to the manual to
find out what the actual ROWTATE process of that would be. Whether I needed to be
pulling in a ROWTATE CP into that situation, because at the time that person didn’t

have psychology input. (Therapist 6)

Evidence-based practice

EBPAS scores (table 3) indicate therapists held positive attitudes about delivering EBP

interventions. Total scale scores (maximum of 4) were high at both time points, being 3.1 for
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OTs and 3.2 for CPs without significant differences pre and post-training. The domains
scoring most positively for OTs pre-training were EPB’s fit within the values and needs of
client and clinician (domain 6) and time and administrative burden with learning EBPs
(domain 9), and post-training were positive perceptions of receiving feedback (domain 12)
and domain 9 (burden). The domains scoring most positively for CPs pre and post-training
were limitations of EBPs (domain 5) and domain 9 (burden). Having a balance between
perceptions of clinical skills and science as important in service provision (domain 8) and the
perception of job security related to expertise in EBP (domain 10) scored most negatively for

OTs and CPs pre- and post-training.

Reflections on evidence-based practice

Therapists were positive about EBP and being part of the trial:
there’s the whole research side of ROWTATE, which I'd never done any clinical
research before, so that was really interesting, kind of getting the updates from the
ROWTATE trial regularly was really interesting, keeping up to date with that, seeing
what was going on behind the scenes. (Therapist 13)

The therapists were also positive about engaging with the key components of ROWTATE that

are informed by evidence (e.g. psychological screening and collaboration between OT and CP).

It’s a really valuable research project and this is the first time I've ever been part of a
randomised controlled trial, so that’s been quite exciting to be part of that (...). So it
was the OT that was liaising with the member of the research team and then she was
feeding back to me, and myself and the OT have been in touch quite a lot and do share
summaries of our sessions just to make sure that we are always on the same — yeah,
we re kind of on the same page with things and we understand the direction that we re
going in. So, yeah, again the kind of MDT working is really helpful. (...) It is different
working on a research project. We had a couple of issues coming up with patients that
were kind of not sure whether to keep working with them or to discharge them. It is
clear who can support you with those sort of questions so I think that’s really helpful.
(Therapist 4)
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Confidence

EPIC scores (table 4) indicate that OTs and CPs were confident to deliver EBP. Both
professions were least confident in determining whether evidence applied to their patient, and
this significantly improved post-training for OTs. Both professions were most confident in
asking about patient needs, values and treatment preferences. OTs confidence in evaluating

the effect of their actions increased significantly post-training.

Post-training, OTs and CPs indicated they were confident to deliver the ROWTATE
intervention (supplementary table 3), that they found the training useful and suggested
improvements to the training (supplementary table 4) which informed refresher training and

mentoring.

Reflections on confidence

The overwhelming response was that the therapists felt confident; either present from the
start or developing with time.
Initially not very confident at all, and I think, yeah, it’s improved as I’ve progressed
and [ really think that the mentoring has been excellent. (Therapist 14)

Confidence was considered essential given the nature of the work, which involved patients’
psychological wellbeing:
My confidence has grown as time has gone on, but I think, you know, you're working
with people’s livelihoods, their careers, their jobs, and you have to be sure and confident
of what you're suggesting to people. (...) [mentor] has supported me (...). So I think
that’s been a huge factor in my confidence, having a mentor that is really responsive and

gives really good, experienced advice. (Therapist 6)

Building therapists’ confidence was a specific strategy used by mentors:
1 think my role as a mentor is to give the OTs confidence that they can do it (...)
giving them confidence, knowledge and the space to explore how they do it and ask

questions. (Mentor 1)
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Discussion

Main findings

We developed a novel approach to competency assessment, entailing a TOSCE involving
standardised role play, team formulation and individual letter writing tasks. The OTs and
CPs engaged well in the assessment process and had high scores following VR training.
However, inter-rater reliability varied between components of the assessment, being good for
both OTs and CPs for the letter writing task and poor for team scores for the TOSCE and

formulation. Inter-rater reliability was moderate for both OTs and CPs for the total score.

OTs and CPs held positive attitudes towards evidence-based practice and were confident in
delivering evidence-based practice, both before and after the training. OTs’ confidence in
determining whether evidence applied to their patient/client and in continually evaluating the
effect of their actions increased significantly after training. OTs and CPs were highly

confident in delivering the ROWTATE intervention at the end of training.

The interview analyses supported the key findings from the quantitative analysis. The
therapists reported feeling competent to deliver the intervention and adapting to the unique
needs of each patient. This ability to adapt, together with positive attitudes towards the
ROWTATE intervention and research, are likely to reflect the therapists’ willingness to
engage with evidence-based practice. Finally, the therapists also felt their confidence

developed over time, especially with the support of the mentor and other peers.

Comparisons with the literature

Our OTs and CPs demonstrated higher levels of competency compared to the RETAKE trial,
where the OTs were assessed on knowledge of the intervention process, clinical reasoning
and written communication based on a clinical scenario. Only 5% of RETAKE OTs were
judged to be highly competent (scored at least 70%) and 72% were judged to be competent
(scored 50-69%) (Powers et al., 2023).This may reflect the use of different methods of
assessment (team vs individual and standardised role play versus written questions) or
potential lack of sensitivity to issues in ROWTATE training which might prove problematic

in implementation.

Inter-rater reliability of TOSCEs has previously been found to be low initially, but can

improve after further development, including refinement of marking schedules and use of
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examiner misinterpretations in examiner training (Singleton et al., 1999). Some elements of
OSCEs are more reliable than others, with a systematic review reporting assessment of
communication skills is less reliable than assessment of clinical skills, probably because the
former is more open to judgement than the latter (Brannick et al., 2011). A recent scoping
review evaluating tools for assessing therapist competency to deliver psychological
interventions reported inter-rater reliability (ICC) for 15 assessment tools ranging from 0.53
to 0.96, consistent with ICCs for the total scores for OTs and CPs in our study. However,
none of the competency assessments reporting ICCs in the review used standardised role-play
(Ottman et al., 2020) so our findings may differ due to variation in assessment methods. In
addition, our TOSCE designed task was much more complex than (OSCE) used in previous
studies which tend to be brief and closely structured around identifying and treating a specific

clinical problem.

Findings from the interview analysis support previous research indicating that where there is
greater confidence (Powers et al., 2023) there is also more willingness to engage with the
ROWTATE key components (such as collaboration between OT and CP). The findings also
support previous research highlighting the value of mentoring in building skills, positive
attitudes (Schoen et al., 2021) and confidence to deliver the intervention (Holmes et al., 2016)

as well as improving outcomes of interventions (Clyde et al., 2016).

Strengths and limitations

To our knowledge, this is the first study to evaluate VR team training for both OTs and CPs
using a TOSCE. Our evaluation of training used mixed-methods and was comprehensive,
encompassing testing knowledge and skills (global and limited-domain competence) and
exploring attitudes, confidence and therapist views. We followed the recommendation of
Fairburn and Cooper (Fairburn and Cooper, 2011) to use standardised role-play. Assessments
were undertaken by two independent assessors, including both occupational therapy and
psychology experience and inter-rater reliability was assessed. This was time and resource
intensive (each competency assessment took approximately two hours, plus an additional two
hours per assessor) and more complex than many competency assessments (Fairburn and
Cooper, 2011; Barber et al., 2007; Bond et al., 2022). However, it provided evidence that
therapists were equipped to deliver the trial intervention, the therapists valued the role-
playing, and it helped identified areas where individual therapists needed further mentoring

support (De Dios Perez et al., 2024).
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All OTs and CPs completing the training completed pre- and post-training questionnaires, so
non-response bias did not occur in our study. We used standardised scales, previously used
with allied health professionals with acceptable validity and reliability to measure attitudes
towards and confidence in delivering EBP. It is possible that an alternative measure of EBP
attitudes may have been more discriminating and less subject to a ceiling effect (Landsverk et

al., 2023).

The number of OTs and CPs in our study was determined by the number needed to deliver
the intervention for the ROWTATE trial. Consequently, the relatively small number of
therapists resulted in wide confidence intervals around most ICCs and limited power to detect
significant changes between pre and post-training scores for the EBPAS and EPIC. High
baseline scores on the EBPAS and EPIC will also have resulted in a ceiling effect, with little
scope for improvement. High baseline EBPAS and EPIC scores may have arisen due to
therapists with greater interest in research, more positive attitudes towards and more

confidence in EBP agreeing to participate in the trial.

The two raters for the competency assessment were trained in completing the assessment,
provided with a written standard operating procedure and piloted their scoring on six
assessments, with comparison and discussion of scores. Despite this, inter-rater reliability
was poor for the TOSCE and for the formulation. It is possible that more extensive piloting or
more detailed standard operating procedures guidance may have improved the inter-rater
reliability. Inter-rater reliability was good for the letter writing task possibly because
assessing whether or not the letter contained the required elements was less open to
judgement than assessing TOSCE elements such as active listening or interpersonal
effectiveness or assessing the extent to which goals and values were addressed in the
formulation. Regardless of the variation in scores between assessors, all OTs and CPs

received a high total score, suggesting competence to deliver the ROWTATE intervention.

The therapists interviewed had a range of experiences and came from different locations.
However, we were only able to interview 3 CPs, and it was not possible to interview
therapists that only delivered the intervention for a short period of time (all therapists

interviewed had been trained at least 16 months before the interview and were still part of the

16



study). It is possible that the therapists who left the study earlier might have had different

experiences of the intervention and training.

Implications for research and practice

Evaluating competence to deliver trial interventions using standardised role play and
TOSCE:s is time and resource intensive, but demonstrating competence is vital if
interventions are to be delivered with high quality and fidelity. The competency assessment
for our VR training requires further refinement to increase inter-rater reliability, particularly
for the TOSCE and formulation task. This may include more extensive training for assessors
and refinement of the scoring guidance. Future research should also explore the use of
alternative measures of EBP attitudes to evaluate VR training. Although most therapists were
very positive about the training, suggested improvements included increasing content as well
as providing case studies and examples during the training. Our findings highlight the
importance of providing ongoing learning through refresher training and group mentoring for
therapists delivering VR interventions. Our findings also highlight the importance of

mentoring in enhancing competence and confidence.

Implications for vocational rehabilitation and professionals

The intervention can also have implications for other rehabilitation professionals.
ROWTATE is a rehabilitation intervention that works in three main ways - through
rehabilitation that is remedial (remediation-focussed - i.e. treatment to promote recovery
using work focussed goals and activities) and compensatory, by making reasonable
adjustments to work-related roles and tasks, and adapting the work environment, including
the perceptions of employers and co-workers to accommodate the trauma related disability
(Radford et al., 2025) and through case coordination/case management. OTs and CPs both
provide the remedial and compensatory intervention and the OT case-coordinates the overall
intervention delivery to ensure all stakeholders, including the patient, the core OT/CP team
and other stakeholders involved in supporting the RTW activity are fully informed.
Importantly the CP intervention follows a stepped care model, with screening and referral by
the OT and additional assessment and intervention according to need. Those requiring CP
intervention receive NICE recommended evidence based interventions from a HCPC
registered clinical psychologist.

The role of other stakeholders involved in supporting an individual's RTW following serious
injury within ROWTATE would depend on the local intervention delivery context, expertise,
training and qualifications of the stakeholders and professionals involved, along with the
timing and nature of their interventions. In the UK, where there are no rehabilitation
counsellors and some employment support professionals only offer short term interventions.
These stakeholders would form part of the 'wider VR team ' (see figure 3) with whom the OT
in their case coordination role engages, to ensure seamless delivery. Adaptations of the model
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to other countries and contexts for delivery by other professionals would require further
research.
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Figure 1. Flow of participants through the study
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Figure 2. Box plots of scores for competency assessment components and for the total score for OTs and CPs averaged across two raters.
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Figure 3: Stakeholders in the delivery of the ROWTATE intervention. Adapted from RETAKE study
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Table 1. Characteristics of OTs and CPs completing baseline and follow-up questionnaires

OTs

CPs

N =47 (%)

N=16 (%)

Clinical role

Clinical role

o Staff therapist 30(63.8%) o Staff therapist 9(56.3%)

e Team Leader 6(12.8%) e Team Leader 1(6.3%)

e Service/therapy manager 0(0%) e Service/therapy manager 4(25.0%)

e Other 11(23.4%) e Other 2(12.5%)
Professional qualification (not mutually exclusive) Professional qualification (not mutually exclusive)

o Undergraduate degree in OT 47(100.0%) e Undergraduate degree in Psychology 16(100.0%)

e Masters degree 7(14.5%) e Masters degree 7(43.8%)

e Doctoral degree 2(4.3%) e Doctoral degree 14(87.5%)
Months of trauma rehabilitation experience median 72(24-180) Months of experience providing psychology to 51.5(15.5-
(IQR)) trauma patients (median (IQR)) 160.0)
Months of vocational rehabilitation experience (mean | 36(0-132) Months of vocational rehabilitation experience 18(0-78)
(SD)/median (IQR)) (median (IQR))
At least two years clinical experience working in the Months of community rehabilitation experience 18(0-78)

rehabilitation of trauma patients [1]

(median (IQR))

e Yes 41 (89.1%)
e No 5(10.9%)
Theoretical knowledge of VR for people with At least two years clinical experience of working
traumatic injuries? with trauma patients [1]
e Yes 38 (80.9%) e Yes 14(93.3%)
e No 9 (19.15%) e No 1(6.7%)

30




Experience of VR for people with traumatic injuries
e Yes

30(63.8%)

Theoretical knowledge of trauma-focused CBT* for
people with traumatic injuries

e No 17(36.1%) e Yes 15(93.8%)
e No 1(6.3%)
Experience of working with people with Theoretical knowledge of EMDR** for people with
mental health problems traumatic injuries
e Yes 46(97.9%) e Yes 10(62.5%)
e No 1(2.1%) e No 6(37.5%)
Mental health training in past 5 years [1] Experience of providing trauma-focused CBT for
people with traumatic injuries
o Yes 17(36.9%) e Yes 12(75.5%)
e No 29 (63.0%) e No 4(25.0%)
Experience of managing others Experience of providing EMDR for people with
traumatic injuries
e Yes 36(76.6%) e Yes 7(43.8%)
e No 11 (23.4%) e No 9(56.3%)

Experience of undertaking or working on a research
project in last 5 years

Experience of undertaking or working on a research
project in last 5 years

e Yes 17(36.2%) e Yes 15(93.8%)

e No 30(65.2%) e No 1(6.3%)
Good Clinical Practice Certificate Good Clinical Practice Certificate

e Yes 20(42.6%) e Yes 5(31.3%)

e No 27(57.5%) e No 11(68.8%)

[Missing] * CBT (Cognitive Behavioural Therapy) ** EMDR (Eye Movement Desensitisation and Reprocessing)




Table 2. Inter-rater reliability for competency component scores and total scores and scores averaged across the two raters.

Rater 1 score Rater 2 score ICC* Score averaged
Median (IQR) Median (IQR) (95%CI) across 2 raters
TOSCE score (team score, n=23) 16 (15,16) 15 (13,16) 0.31(-0.51,0.70) | 15(14,15.5)
Range 9-16 Range 12-16 Range 11.5-16
Formulation score (team score, n=23) 10 (9,10) 10 (8,10) 0.36 (-0.42,0.72) | 9.5(8.5,10)
Range 7-10 Range 7-10 Range 7.5-10
Letter score for OTs (individual score, n=40) 10 (9,11.5) 10 (8.5, 10.5) 0.79 (0.59, 0.89) 10 (8.5, 10.75)
Range 5-12 [1] Range 5-12 [1] Range 5.5-12 [1]
Letter score for CPs (individual score, n=15) 10 (9,12) 10 (8,10) 0.83 (0.33, 0.95) 10 (9,11)
Range 7-12 Range 6-12 Range 6.5-12
Total score for OTs (team + individual score, | 35 (34, 37) 33 (31,35) 0.56 (0.18, 0.77) 35(32.75, 35.5)
n=40) Range 23-38 [1] Range 28-38 [1] Range 27.5-37.5 [1]
Total score for CPs (team + individual score, | 35 (33,37) 33 (31,35) 0.73 (-0.22,0.93) | 34.5(32,35.5)
n=15) Range 31-38 Range 26-36 Range 28.5-37

IQR: Interquartile range. [Missing values]

*ICC = intraclass correlation coefficient. ICC <0.5 = poor reliability; 0.5>ICC<0.75 = moderate reliability; 0.75>ICC<0.90 = good reliability,

>0.90 = excellent reliability

Maximum possible scores: TOSCE = 16, formulation = 10, letter= 12, total score = 38
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Table 3: Evidence-based practice attitude scale scores (EBPAS) for OTs and CPs pre and post-training.

OT (N=47) CP (n=16)

Pre-training Post-training p-value Pre-training Post-training p-value

Mean (SD) Mean (SD) Median Mean (SD) Mean (SD)

Median (IQR) (IQR) Median (IQR) Median (IQR)
Domain 1: Requirements 3.1(0.6) 3.1(0.7) p=0.86 3.4(0.6) 3.3(0.6) p=0.75
(likelihood of adopting EBP given | 3.0 (2.7,3.7) 3.0(2.7,3.7) 3.3(3.0,4.0) 3.3(3.0,4.0)
requirements to do so) Range 2.0-4.0 Range 1.0-4.0 [2] Range 2.0-4.0 Range 1.7-4.0 [1]
Domain 2: Appeal (intuitive appeal | 3.1 (0.6) 3.0 (0.8) p=0.90 3.1 (0.6) 3.2(0.5) p=0.57
of EBP) 3.0(2.7,3.3) 3.0(2.7,3.7) 3.0(2.7,3.3) 3.0(2.7,3.7)

Range 1.7-4.0 Range 1.0-4.0 [1] Range 2.3-4.0 Range 2.0-4.0 [1]
Domain 3: Openness (openness to | 3.4 (0.6) 3.4(0.7) p=0.89 3.5(0.5) 3.3(0.4) p=0.08
new practices) 3.5(3.0,4.0) 3.5(3.0,4.0) 3.7(3.0,4.0) 3.2(3.0,3.7)

Range 1.7-4.0 [1] Range 1.0-4.0 [1] Range 2.7-4.0 Range 2.3-4.0
Domain 4: Divergence (perceived | 0.7 (0.5) 0.6 (0.4) p=0.42 0.8 (0.7) 0.7 (0.6) p=10.85
divergence of one’s usual practice | 0.7 (0.3, 1.0) 0.7 (0.3, 1.0) 0.7 (0.3, 1.0) 0.7 (0.3,0.7)
with research-based/academically Range 0.0-2.3 Range 0.0-1.7 Range 0.0-2.3 Range 0.0-2.0
developed interventions)*
Domain 5: Limitations (limitations | 0.6 (0.6) 0.6 (0.8) p=0.40 0.3 (0.6) 0.3(0.5) p=0.81
of EBPs )* 0.3(0.0, 1.0) 0.0(0.0, 1.0) 0.0 (0.0, 0.3) 0.0 (0.0, 1.0)

Range 0.0-2.0 [2] Range 1.0-3.0 Range 0.0-2.0 Range 0.0-1.3 [1]
Domain 6: Fit (EPB’s fit within the | 3.5 (0.5) 3.4(0.5) p=0.51 3.7 (0.4) 3.4 (0.6) p=0.17
values and needs of the client and 3.5(3.3,4.0) 3.3(3.0,4.0) 4.0 (3.3,4.0) 3.3(3.0,4.0)
clinician) Range 1.7-4.0 [1] Range 2.0-4.0 Range 3.0-4.0 Range 2.3-4.0 [1]
Domain 7: Monitoring (negative 0.7 (0.8) 0.6 (0.7) p=0.47 0.4 (0.6) 0.4 (0.5) p=0.88
perceptions of monitoring)* 0.5 (0.0, 1.3) 0.3 (0.0, 0.7) 0.0 (0.0, 1.0) 0.0 (0.0, 0.7)

Range 0.0-2.7 [1] Range 0.0-2.3 Range 0.0-1.7 Range 0.0-1.3 [1]
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Domain 8: Balance (balance 2.0 (0.7) 2.1 (0.7) p=0.64 1.6 (1.1) 1.8 (0.8) p=0.81
between perceptions of clinical 2.0(1.7,2.3) 2.0(1.7,2.7) 1.8 (0.5,2.5) 1.7 (1.0, 2.7)
skills and science as important in Range 0.7-3.0 [2] Range 0.3-3.3 [1] Range 0.0-3.3 Range 0.3-3.0 [1]
service provision)*
Domain 9: Burden (time and 0.4 (0.4) 0.4 (0.5) p=0.73 0.2 (0.5) 0.3(0.5) p=0.43
administrative burden with learning | 0.3 (0.0, 0.7) 0.3 (0.0, 1.0) 0.0 (0.0, 0.0) 0.0 (0.0,0.3)
EBPs)* Range 0.0-1.3 [1] Range 0.0-1.7 Range 0.0-2.0 Range 0.0-1.7 [1]
Domain 10: Job security (job 1.9 (1.1) 2.2 (1.0) p=0.32 1.3(1.2) 1.8 (1.2) p=0.23
security related to expertise in 2.0(1.0,2.7) 2.0(1.3,3.0) 1.2 (0.0,2.1) 2.0(0.7,3.0)
EBP) Range 0.0-4.0 Range 0.3-4.0 Range 0.0-3.3 Range 0.0-3.3 [1]
Domain 11: organisational support | 2.7 (0.8) 2.7 (0.8) p=0.55 2.6 (0.8) 2.8 (0.9) p=0.55
(perceived organisational support) | 2.7 (2.0, 3.0) 2.7(2.3,3.3) 2.5(2.0,3.3) 2.7(2.0,3.7)
Range 1.0-4.0 Range 1.0-4.0 Range 1.5-4.0 Range 1.7-4.0 [1]
Domain 12: feedback (positive 3.4(04) 3.5(0.5) p=0.50 3.5(0.5) 3.6 (0.6) p=10.89
perceptions of receiving feedback) | 3.3 (3.0, 4.0) 3.7 (3.0, 4.0) 3.7(3.3,4.0) 3.7(3.3,4.0)
Range 2.7-4.0 Range 2.7-4.0 [1] Range 2.0-4.0 Range 2.0-4.0 [1]
Total EBPAS scale score 3.1(0.2) 3.1(0.3) p=0.65 3.2(0.3) 3.2(0.2) p=0.91
3.0(2.9,3.2) 3.1(2.7,3.2) 3.2(3.0,3.3) 3.1(3.0,3.3)
Range 2.5-3.6 [2] Range 2.4-3.7 [2] Range 2.6-3.7 Range 2.7-3.6 [1]

IQR: Interquartile range. [Missing values]. Possible score range for each domain and for total scale score = 0-4. * Lower scores indicate a more

positive attitude towards evidence based practice. Scores have been reversed when calculating the total scale score.
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Table 4: Evidence-based Practice Confidence Scale scores for OTs and CPs pre and post-training

your actions.

Range 40-100

Range 60-100 [2]

Range 70-100

Range 60-100 [1]

OT (N=47) CP (n=16)

Pre-training Post-training p-value | Pre-training Post-training p-value

Median (IQR) Median (IQR) Median (IQR) Median (IQR)
Q8-Determine whether evidence applies | 70 (60, 80) 70 (70, 80) P=0.01 80 (70, 90) 80 (80, 90) P=0.50
to your patient/client Range 20-90 [1] Range 50-100 Range 60-90 Range 60-90 [1]
Q9-Ask about needs, values, and 90 (80, 100) 90 (90, 100) P=0.37 |90 (90, 100) 100 (90, 100) P=0.24
treatment preferences Range 60-100 [1] Range 70-100 Range 70-100 Range 80-100 [1]
Q10-Decide on a course of action. 80 (70, 90) 80 (80, 90) P=0.19 | 85(80,90) 90 (80, 90) P=0.47

Range 20-100 Range 60-100 [1] Range 70-90 Range 60-100 [1]
QI11-Continually evaluate the effect of 80 (70, 90) 80 (80, 90) P=0.04 80 (75, 90) 80 (80, 90) P=0.77

IQR: Interquartile range. [Missing values]. Scores range from 0% (not all confident) to 100% (completely confident)
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Supplementary Table 1: Description of the ROWTATE Training Package

Training Package
Element

Training material/
session title

Content

Mode

Delivered by

ROWTATE orientation
materials

Overview of ROWTATE
and background research

Study introduction, background,
organisation of the work packages

Offline printable pdf documents and
papers! emailed to therapist

Sam case study

Non-mandatory case study with
questions relating to supporting RTW.

Word doc — therapists typed into and
emailed back

Training lead

ROWTATE preparation
sessions x 2 x3 hour
sessions

study team and therapists

OTs/CPs. Introducing OTs/CPs to each
other

The ROWTATE study —
OT & CP roles

Overview of the ROWTATE
programme. Pull out salient aspects
relevant to OTs/CPs e.g. their roles.
How will this work in your site/clinical
setting? With your workload?

Research contamination

What is contamination in ROWTATE
and how to avoid it

Mix of didactic presentation with open
questions — live or watching recorded
meeting.

ROWTATE intervention | Entire intervention manual to allow Pdf document. Updated versions
manual early familiarisation subsequently uploaded to ROWTATE
website and notifications sent out to
entire study team & therapists
Online remote Getting to know the Introduction of study team, mentors to | Discussion, networking Cr's&

Training team

1 Kendrick, D., Dhiman, P., Kellezi, B., Coupland, C., Whitehead, J., Beckett, K., ... & Morriss, R. (2017). Psychological morbidity and return to work after injury:
multicentre cohort study. British journal of general practice, 67(661), e555-e564.

Kendrick, D., das Nair, R., Kellezi, B., Morriss, R., Kettlewell, J., Holmes, J., ... & ROWTATE study team. (2021). Vocational rehabilitation to enhance return to work after

trauma (ROWTATE): protocol for a non-randomised single-arm mixed-methods feasibility study. Pilot and feasibility studies, 7, 1-12.

Kettlewell, J., Timmons, S., Bridger, K., Kendrick, D., Kellezi, B., Holmes, J., ... & Radford, K. (2021). A study of mapping usual care and unmet need for vocational
rehabilitation and psychological support following major trauma in five health districts in the UK. Clinical rehabilitation, 35(5), 750-764.

Bridger, K., Kellezi, B., Kendrick, D., Radford, K., Timmons, S., Rennoldson, M., ... & ROWTATE Team. (2021). Patient perspectives on key outcomes for vocational
rehabilitation interventions following traumatic injury. International journal of environmental research and public health, 18(4), 2035.

Kellezi, B., Beckett, K., Earthy, S., Barnes, 1., Sleney, 1., Clarkson, J., ... & Kendrick, D. (2015). Understanding and meeting information needs following unintentional

injury: comparing the accounts of patients, carers and service providers. Injury, 46(4), 564-571.
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Delivering ROWTATE
via telerehabilitation

A walk through the methods and
resources for online intervention
delivery, video examples

Data collection

Information about the cloud-based
study paperwork

2-day workshop

Introductions-get to Introduction of study team, mentors to | Discussion, networking Everyone
know your team OTs/CPs. Introducing site teams to

each other
Return to work After Reminder study Introduction; Mix of didactic presentation with open | Chief
Trauma (ROWTATE) overview and supporting evidence questions Investigators
Trauma Specific Introduction to the four stages of the Mix of didactic presentation with open | Training team
Vocational ROWTATE Intervention questions
Rehabilitation
(ROWTATE
Intervention)

Overview of the CP and
OT roles

Descriptions and discussions of CP
and OT roles

Mix of didactic presentation with open
questions/discussions/reflections of
current practice

Documenting the trial
intervention

Introductions to the Case Report
Forms, paper-based and cloud-based
data entry and storage methods

Mix of didactic presentation with open
questions

Stage One: Early
Recovery & Initial work
preparation

Stage Two: Graded
return to work

Stage Three: Job
Retention

Workshop, case study, Q&A

Didactic presentation, workshop, case
study, Q&A
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Stage Four: When return
to work is not possible

Discharge Process

Competency Assessment
(OSCE) with
standardised role play

Professional actors performing as
trauma patient. Standardised role play
with case study materials and
instructions for actor and therapists to
follow.

Small groups/pairs. Session facilitated
& filmed by training team.

Access provided to

All CRFs, documents

All training materials and videos

Password protected section of

Training team

ROWTATE website and resources ROWTATE website with and PPI
downloadable documents

ROWTATE refresher Brief re-introductions Discussion, networking Chief

training Investigators,

Trial update Providing latest news on the trial data
collection, good news stories

What delivering Review of feasibility study results —

ROWTATE looks like description of intervention delivery

Fidelity to ROWTATE Reminder on data collection processes,

and data collection

examples of fidelity

Mix of didactic presentation with open
questions

training team,
CTRU
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Supplementary table 2. Characteristics of OTs and CPs taking part in either the implementation or acceptability interview

OTs

CPs

N =12 (%)

N=3 (%)

Clinical role

Clinical role

* Staff therapist 9 (75.0%) o Staff therapist 2 (66.7%)
e Team Leader 1 (8.3%) e Team Leader 0 (0%)
e Service/therapy manager 0 (0%) e Service/therapy manager 0 (0%)
e Other 2 (16.7%) e Other 1 (33.3%)
Professional qualification (not mutually exclusive) Professional qualification (not mutually
exclusive)
e Undergraduate degree in OT 12 (100.0%) e Undergraduate degree in Psychology 3 (100%)
e Masters degree 4 (33.3%) e Masters degree 1 (33.3%)
e Doctoral degree 0 (0%) e Doctoral degree 3 (100%)
Months of trauma rehabilitation experience median | 93 (45.5, 205.5) Months of experience providing psychology to 60 (12, 128)
(IQR)) trauma patients (median (IQR))
Months of vocational rehabilitation experience 32 (0, 78) Months of vocational rehabilitation experience 12 (0, 60)
(mean (SD)/median (IQR)) (median (IQR))
At least two years clinical experience working in the Months of community rehabilitation experience | 12 (0, 60)
rehabilitation of trauma patients (median (IQR))
e Yes 12 (100%)
e No 0 (0%)
Theoretical knowledge of VR for people with At least two years clinical experience of
traumatic injuries? working with trauma patients [1]
e Yes 10 (83.3%) e Yes 1 (50.0%)
e No 2 (16.7%) e No 1 (50.0%)
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Experience of VR for people with traumatic injuries
e Yes

Theoretical knowledge of trauma-focused CBT*
for people with traumatic injuries

e No 8 (66.7%) e Yes 3 (100%)
4 (33.3%) e No 0 (0%)
Experience of working with people with Theoretical knowledge of EMDR** for people
mental health problems with traumatic injuries
e Yes 11 (91.7%) e Yes 3 (100%)
e No 1 (8.3%) e No 0 (0%)
Mental health training in past 5 years Experience of providing trauma-focused CBT
e Yes 1 (8.3%) for people with traumatic injuries
e No 11 (91.7%) e Yes 3 (100%)
e No 0 (0%)
Experience of managing others Experience of providing EMDR for people with
e Yes 11 (91.7%) traumatic injuries
e No 1 (8.3%) e Yes 2 (66.7%)
e No 1 (33.3%)
Experience of undertaking or working on a research Experience of undertaking or working on a
project in last 5 years research project in last 5 years
e Yes 3 (25.0%) e Yes 3 (100%)
e No 9 (75.5%) e No 0 (0%)
Good Clinical Practice Certificate Good Clinical Practice Certificate
e Yes 4 (33.3%) e Yes 2 (66.7%)
e No 8 (66.7%) e No 1 (33.3%)

Time from training to first interview

16-23 Months

Time from training to first interview

18-20 Months

Time from training to second interview

16-24 Months

Time from training to second interview

19-25 Months
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[Missing] * CBT (Cognitive Behavioural Therapy) ** EMDR (Eye Movement Desensitisation and Reprocessing)
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Supplementary table 3: Post-training intervention delivery confidence scores for OTs and CPs)

Range 50-100 [1]

OT (N=47) CP (n=16)

Median (IQR) Median (IQR)
Provide the ROWTATE programme to patients 80 (70, 80) 80 (80, 80)

Range 50-90 Range 60-90 [2]
Work with other colleagues 90 (80, 100) 90 (90, 100)

Range 60-100 Range 80-100 [2]
Liaise with employers 80 (70, 90) 80 (80, 80)

Range 50-100 Range 70-90 [2]
Liaise with other health care professionals 90 (80, 90) 85 (80, 90)

Range 60-100 Range 60-100 [2]
Refer or signpost the patient to other agencies 80 (70, 100) 90 (80, 100)

Range 70-100 [2]

Seek advice and support from the ROWTATE mentor

100 (90, 100)
Range 60-100

100 (90, 100)
Range 70-100 [2]

Range 40-100

Identify issues that may lead to contamination 90 (80, 90) 85 (80, 100)
Range 50-100 Range 60-100 [2]
Complete the paperwork required for the project 80 (70, 90) 85(70,90)

Range 30-100 [2]

IQR: Interquartile range. [Missing values]. Scores range from 0% (not all confident) to 100% (completely confident)
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Supplementary table 4: Therapists views on usefulness and experience of the training

OT (N=47) CP (N=16)
Median (IQR) Median (IQR)
Overall, how useful did you find the training? (1-not at all useful-5-Extremely useful) 5.0 (4.0, 5.0) 4.0 (4.0,4.5)
Range 3.0-5.0 Range 4.0-5.0
Was the content of the training what you expected? (1- Not at all, 4- Completely) 4.0 (4.0, 3.0) 3.5(4.0,3.0)
Range 4.0-2.0 Range 4.0-3.0
I learned something new from the training(1- Not at all, 4- Completely) 5.0(5.0,5.0) 5.0 (4.0,5.0)
Range 3.0-5.0 [2] Range 4.0-5.0
The training was provided in a way that respected what I already knew (1- Not at all, 4- 5.0 (4.0,5.0) 5.0 (4.0,5.0)
Completely) Range 3.0-5.0 [3] Range 4.0-5.0
Training OTs and psychologists together was useful (1- Not at all, 4- Completely) 5.0 (4.0,5.0) 5.0 (4.0,5.0)
Range 0.0-5.0 [1] Range 3.0-5.0
The training was too long (1- Not at all, 4- Completely) 2.0 (1.0, 2.0) 2.0(2.0,3.0)
Range 1.0-4.0 Range 1.0-5.0
The trainers’ approach was helpful (1- Not at all, 4- Completely) 5.0 (4.0, 5.0) 5.0(4.0,5.0)
Range 3.0-5.0 [1] Range 3.0-5.0
The training wasn’t interactive enough (1- Not at all, 4- Completely) 2.0 (1.0, 2.0) 2.0 (1.0, 2.0)
Range 0.0-5.0 Range 1.0-5.0 [1]
The mix of different activities in the training was about right (1- Not at all, 4- Completely) 4.0 (4.0, 5.0) 4.0 (4.0, 4.5)
Range 2.0-5.0 [1] Range 2.0-5.0
Not all my questions were answered and I remain unsure about the intervention at the end of | 2.0 (1.0, 2.0) 2.0 (1.0, 2.0)
the training (1- Not at all, 4- Completely) Range 1.0-3.0 [1] Range 1.0-4.0
Not all my questions were answered and I remain unsure about my role at the end of the 2.0 (1.0, 2.0) 2.0 (1.0, 2.0)

training (1- Not at all, 4- Completely)

Range 1.0-3.0 [2]

Range 1.0-3.0 [1]
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Supplementary table 5: Suggestions for improving training and for additional training

Suggestions for improving training

Content (N=13)

*  More case studies and examples of case studies
‘Give practical evidence from previous work completed from trial ie
filled in forms, talk through a particular case.’
‘More detailed case study examples’
‘I would have liked to have seen some more example case studies of
step by step what a therapist did with a participant. I find some
concrete examples very helpful for my learning.’

* More information on the role of the CP in the intervention
‘Greater emphasis on role and limit of scope for CP.’
‘I think it would be useful to include a little more detail about the
clinical psychology role / way you would like them to be using their
time (e.g. a few examples)’
’Additional emphasis on psychological interventions - felt a bit more
focused on OTs input’
‘Perhaps more specific training/content around the role of CPs. The
morning of the 2nd day was very OT specific & although this was
still somewhat useful I was a bit confused at points as to what the
role of CP was & what forms we should use.’

* More repetitions of content and examples

Training delivery (N=14)
* More interactive
‘Done very well. The only thing I would say as a small point is to have a practical
session on both days so that we aren't sat down all day - but that's a very minor
thing.’
* Potentially some of the interactive elements on the training could be mixed
into day 1
‘Interactive activities on Day 1 to break up presentation’
‘Ist day could involve an activity -> break up the sitting/listening help
concentration’
* Practical sessions to support learning of content
* More interactive on day one, examples of completed / practice completing
outcome measures.
* Demonstrate completed OT forms.
* Simulation via technology
* Less time on job demands analysis, more time to write letter to employer
(+10 mins) on other task on second day of training (PM)
*  More opportunities to network
‘Online delivery much better than expected, but does not enable the same
opportunities for networking as face to face obviously’
‘It would be helpful to have more opportunity for networking with therapists
already involved in the trial’
‘Opportunity to network e.g. set up WhatsApp group or Team chat thread’
* Preference for face to face but online training still good
‘I thought that Teams training worked really well. Regular breaks helped with
maintaining concentration. The practical activity was very effective, splitting into’
‘Difficulty engaging with PPI due to technical difficulties.
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‘Whilst I would have enjoyed to do the training face to face I think doing on MS
teams was still good. There was a lot of interaction and discussion which kept me
engaged in the sessions

‘I found the training excellent - however I did feel that breaks were sometimes
short (but frequent) and spent a lot of time at the screen where I know in person this
wouldn't be the case. I appreciate why training was done via Teams though.’

Timing and method of information
provision (N=6)

» Earlier instructions on when to expect the training and how to

take part

‘Would have been helpful to have the face to face workshop training
instructions slightly earlier.’

» Paperwork on training materials to be sent in advance
‘I would have appreciated the opportunity to look at the paperwork
prior to coming to Nottingham as I felt somewhat
overloaded/whelmed by the unfamiliar.’

* Longer to prepare training tasks
‘It would be useful for the Experiential Learning Information to be
sent the day before (or before lunch) to allow printing as I was not
able to open all the documents on my phone and had to flick
forwards and back. Not essential but would be easier.’

* Longer time for activities in second day

Other less frequent suggestions for more information on:

» Site specific information (N=1)

* Computer systems (N=1)

* Role of Principal investigator (N=1)
‘Some things still uncertain; awaiting responses from PI re organisation of role at
our site.’

* Practical issues for attendance (N=2)
‘Would definitely recommend ROWTATE booking hotel on behalf of participants
if possible.’
‘Would have been helpful to have dates earlier due to work /other commitments.’

Suggestions for further training

Content (N=5)
* Goal setting
*  Work reports

Activities (N=4)
* Feedback on the case study
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* Sick pay
* Examples of types of patient needs
* Examples of solution to problems presented by patients

* ‘It may be helpful to be given some feedback on the case study (Sam) and
on the practice interview with case study Jake, in order to understand how
we can improve our VR practice, specifically for ROWTATE.’

* Real life RTW Programmes

* Practice case study

* Short video of a ROWTATE first interview

* Observe more vocational rehabilitation examples during the training

Self-directed and ongoing support (N=13)
» Use the resources available for support.
* Mentoring
* Use of data storage systems

Other less frequent suggestions for further training on:
* Paperwork (N=3)
* Data storage systems (N=3)
* Addressing confidence (N=2)
* Network and peer support (N=2)

Positive feedback only when asked to suggest any improvement
on training

‘Training was delivered very well. Very helpful to have both an OT,
CP and people who have experienced a traumatic accident. It went
through the VR service very well from start to finish. Everyone
interacted very well’

‘I appreciated there being time within the training to have questions
explored and answered. Having PPI's present was valuable

undoubtedly greater’

‘No suggestions. It was very good.’
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Supplementary box 1. Scoring sheet for the TOSCE, formulation task and letter writing task for the

competency assessment.

Assessor OT/CP Name:

OT/CP UIC:

Study team completes

OT/CP UIC:

OT/CP UIC:

OT/CP UIC:

TOSCE Video Observation Scoresheet

Team reads and effectively summarises

baseline questionnaire to each other

To some

extent

Yes

Comments

[ (2 marks)

Based on discussion of baseline

questionnaire, initial interview questions

are identified and documented

Session opening with Jake

o

Team actively listens to Jake,

documents his answers

Interpersonal effectiveness

Pacing and efficient use of time

Close of the initial interview

R J| N WD

Formulation task collaboratively
developed. Team members actively

participated and engaged

O |O0gg oo o

O |O0gg oo o

O |O0gg oo o

Total Score (A)

Team

Formulation Scoresheet
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To some

extent

Yes

(2 marks)
Comments




1 Key problems and needs elicited [] [] []
2 Strengths and Resources. [] [] []
3 Goals and Values. [] [] []
4 Significant life events [] [] []
5 Support Plans / Interventions /
Reiimmendations = - -
Total Score (B)

Individual Completed Letter Scoresheet

Site:
OT/CP UIC:
=) 8 E o
= 5> & | O
1 k Introduces themself as
. ] [] L]
ROWTATE therapist
2 k Explains therapist role [] [] []
3 c Summarise Jake's needs
: ] [] L]
appropriately
4 c Summarise a plan of
. o ] L] []
action/rehabilitation
5 s Writing is fit for purpose ] L] L]
6 S Letter writing skills [] [] []
Total Score (C)
Individual Completed Letter Scoresheet
Site:
OT/CP UIC:
o za %
= 5 | > & | O
1 k Introduces themself as
. ] [] L]
ROWTATE therapist
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2 k Explains therapist role [] [] []
3 c Summarise Jake's needs
. ] [] []
appropriately
4 Cc Summarise a plan of
. o [] [] []
action/rehabilitation
5 s Writing is fit for purpose [] ] ]
6 S Letter writing skills [] [] []
Total Score (C)
Individual Completed Letter Scoresheet
Site:
OT/CP UIC:
o 7 %
o & & & S
= 5 | > a | ©
1 k Introduces themself as
. ] [] L]
ROWTATE therapist
2 k Explains therapist role [] [] []
3 c Summarise Jake's needs
. ] [] L]
appropriately
4 c Summarise a plan of
. o [] [] []
action/rehabilitation
5 s Writing is fit for purpose [] ] ]
6 S Letter writing skills [] [] []
Total Score (C)

e TOSCE Video Observation (A) + team formulation (B) = Overall Team score (D)
e Overall Team score (D) + Individual Completed Letter Individual score (C) = Overall
Individual Score (E)

Overall Score

Team A +B =D

Therapist 1 D +C =E

50



Therapist 2 D +C
Therapist 3 D +C
Therapist 4 D +C
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