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Abstract

Background Healthcare professionals (HCPs) are increasingly recommended to play an important role in supporting
people with chronic disease in work participation. An intervention for HCPs to provide work-related support to their
patients in clinical care was developed with intervention mapping (Maastricht Work-Related Support; Maastricht WRS).
Action research proposes ‘combining research and practice, which allows us to incorporate experiences of HCPs while
implementing and to realize intervention’s full potential. Therefore, the aim of this study is to explore, by integrating
action research into an intervention mapping approach, how experiences of HCPs with early implementation can be
used to optimize the Maastricht WRS in clinical care.

Methods Semi-structured interviews were held with nine HCPs (response rate 82%), involved in care for people
with inflammatory arthritis, knee problems or inflammatory bowel disease. Some of them were not yet trained in the
Maastricht WRS while others had received the training and were providing the Maastricht WRS.

Results All participants regarded WRS an important part of clinical care. Untrained HCPs indicated a lack of
knowledge and skills in providing the Maastricht WRS, and a need for tools. Trained HCPs were satisfied with the
training and tools, but stressed that practical limitations hindered providing the Maastricht WRS. Action research
showed that the intervention meets the needs of HCPs, but need some optimizations: (1) organizing ‘intervision’for
HCPs, (2) inform and activate patients to discuss work with their HCP, (3) update initial tools and (4) including patients’
work status in the electronic patient system.

Conclusions Action research integrated into intervention mapping proved to improve the Maastricht WRS
intervention. By involving HCPs, the intervention could be optimized to provide to support people with chronic
diseases in clinical care in healthy and sustainable work participation.
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Background

The number of people in working age with chronic dis-
eases is increasing worldwide, causing considerable
repercussions for work participation [1]. Chronic dis-
eases require complex management over an extended
period, involving a variety of healthcare professionals
(HCPs), medicinal remedies and monitoring systems [2].
In the Netherlands, over half of the population (9 mil-
lion) has at least one chronic disease. Employment rates
of people with one or more chronic diseases in the Neth-
erlands are lower compared to other wealthy West-Euro-
pean countries [3]. Despite efforts in social legislation to
promote work participation, a high number of sick leave
prevails [4]. Clinical and occupational care in the Nether-
lands are traditionally segregated, and this split resulted
in neglecting the topic of work participation by HCPs in
disease management. Consequently, support to main-
tain people with chronic diseases at work is often initi-
ated late in the disease trajectory, when opportunities
to prevent work loss might be forgone. Moreover, self-
employed workers do not have public access to occupa-
tional healthcare and only a small minority can afford to
insure themselves privately [4]. National socioeconomic
and medical advisory reports, and scientific literature
endorse the need to identify work-related problems early
in the disease trajectory embedded in regular clinical
care and suggest to provide work-related support (WRS)
[5-8]. Previous interventions on WRS provided in clini-
cal care setting appeared to have limited effects on work
outcome. However, these interventions were not truly
integrated into usual care, and HCPs were only asked
to refer patients who met specific criteria for a particu-
lar intervention [9-12]. To this end, a new intervention
(Maastricht Work-Related Support; Maastricht WRS)
was developed that aimed to integrate, throughout the
entire patient’s journey, WRS into regular clinical care
by focusing on the patient’s initial HCP. For this devel-
opment, the first four steps of the intervention mapping
(IM) approach were used to co-create the interven-
tion with HCPs, patients, and experts on WRS in clini-
cal care. During development of the Maastricht WRS
it appeared important to target the behavioral change
of HCPs, by improving their attitude, self-efficacy and
social influence. Behavioral change in this intervention
is important because HCPs need to integrate the provi-
sion of WRS into their daily clinical practice. Since this
is not yet common practice, the Maastricht WRS inter-
vention includes three components, including: (1) a care
pathway describing how to provide WRS in clinical care,
(2) training sessions for HCPs to provide insight into the
background and content of the Maastricht WRS, and (3)
practical tools to support HCPs performing the differ-
ent tasks within the Maastricht WRS (Fig. 1). In the care
pathway, HCPs need to (a) screen those patients at risk,
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(b) identify the problem and stratify, (c) provide support
themselves and follow-up their patients. In case patients
are stratified with high-complexity problems, HCPs can
refer patients to a new work participation clinic with
expertise in supporting this specific patient group. Three
outpatient clinics - caring for people with inflammatory
arthritis, inflammatory bowel diseases, and people sus-
pected for knee osteoarthritis - agreed to participate in
the intervention; nurse specialists and medical special-
ists from two of these already participated in the train-
ing sessions and started providing the Maastricht WRS
in daily practice. A detailed overview of the intervention
has been published [13].

In intervention development using IM, needs are ini-
tially assessed extensively (Step 1), followed by the devel-
opment of an intervention (Steps 2—4), and subsequent
implementation and evaluation (Steps 5, 6). This cycle
leads to the implementation of interventions in prac-
tice, with the opportunity to optimize the intervention
only after evaluation, given the static nature of IM that
facilitates intervention testing only to a limited extent.
However, there is no template or structure to test the
interventions during the early phase of implementation
with the aim of optimizing the intervention. The action
research approach could provide a structure to com-
bine experiences from practice and research by explor-
ing HCPs” experiences and gathering optimizations for
the Maastricht WRS, including the training for HCPs.
Action research is described as a method to combine
research and practice, and guides researchers to better
understand daily practice by involving participants along
the development of an intervention [14, 15]. Through this
approach, early experiences, needs, barriers, and facilita-
tors to provide Maastricht WRS in clinical care might be
identified among HCPs, and this input will serve as addi-
tional needs to supplement the original needs as derived
in Step 1 of IM [13]. With this approach, the interven-
tion’s full potential can be achieved by trying to better
match the HCPs’ needs to the intervention, and prevent
implementation failure.

Therefore, the aim of this study is to explore, by inte-
grating action research into an intervention mapping
approach, how experiences of HCPs with early imple-
mentation can be used to optimize the Maastricht WRS
intervention in clinical care.

Methods

Design

Semi-structured interviews were conducted to explore
experiences of HCPs with early implementation [16].

Participant selection and setting
A purposive sample of HCPs, including medical special-
ists and nurse specialists, of four outpatient clinics at a



Butink et al. BMC Health Services Research (2024) 24:325

Page 3 of 10

Training
(Knowledge and skills)

Tools
(Knowledge and skills)

Care pathway

Screening

Stratification

Support and
follow-up

Fig. 1 Overview of the components (care pathway, trainings and tools) constituting the Maastricht WRS intervention

Dutch university hospital (Maastricht University Medi-
cal Centre™) participating in the Maastricht WRS, was
invited. At the time of this study, a group of HCPs had
already received formal training and provided support,
while others were either not trained or had not yet pro-
vided support. As we aimed to implement the Maas-
tricht WRS intervention gradually in the hospital, we
needed also the experiences of the untrained HCPs at the
moment of the early implementation, which was about
one year after we started developing the intervention.
This approach aimed to gather insights from all inter-
vention users (HCPs) in different stages of behavioral
change, to understand their experiences and needs to
optimize the total intervention [17]. Numerically more
HCPs from one outpatient clinic (rheumatology) were
invited, because at this outpatient clinic the intervention
started earlier compared to the other clinics. Nine out

of eleven contacted HCPs (response rate 82%) agreed to
participate. Reasons for non-response were not inquired.
Six out of nine HCPs were medical specialists (67%), and
three were nurse specialists. HCPs were working at the
department of rheumatology (5/9; 56%), orthopedics
(2/9; 22%), or gastroenterology (1/9; 11%), and one medi-
cal specialist in rehabilitation medicine (1/9; 11%) who
was involved in providing complex work-related support.
The majority were women (5/9; 56%), and had received
training to provide the Maastricht WRS (6/9; 67%).

Data collection

A semi-structured interview guide was developed based
on the interviews conducted for the needs assessment
when developing the intervention [13]. The questions
aimed to stimulate a discussion around four predefined
topics: (1) experience with WRS before training for the
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Maastricht WRS, (2) the perceived need for providing the
Maastricht WRS, (3) experiences or expectations of the
training session to gain knowledge and skills on providing
work-related support (adapted to whether the participant
had received the training or not), and (4) the barri-
ers and facilitators for providing the Maastricht WRS in
practice. The interview guide was adapted to HCPs who
had already participated in the training or provided the
Maastricht WRS (Supplementary Table 1).

Interviews were conducted between April and July
2020. The interviewer (SH) received training in commu-
nication techniques before starting the formal interviews.
The interviews took place online (video call) or in the
hospital, and lasted between 20 and 70 min. The inter-
viewer made notes during all interviews, and all but one
were recorded after informed consent. All participants
provided informed consent. This study was part of an
ongoing study, and was checked for ethical consideration
(reference MUMC™ 2021-3001).

Data analysis

Firstly, recorded interviews were anonymized and tran-
scribed ad verbatim. Due to a technical error, one inter-
view was not recorded, and the notes taken were used for
the analysis. The transcriptions were coded according to
recurring topics using thematic analysis. The six steps of
the thematic analysis by SH included familiarizing with
the data, creating initial codes, exploring themes, review-
ing themes, defining and naming these themes and finally
producing the report [18]. NVivo 12 software was used
for analysis [19]. Secondly, member check of the analysis
was performed by MB in line with instructions on peer
review of results by the Qualitative Analysis Guide Of
Leuven (QUAGOL) [20]. Each participants was invited
to provide feedback on their personal interview tran-
script in general or on specific quotes. Three participants
(33%) provided feedback, ranging from none to minor
reflections.

Interview topics

1. Experiences WRS before training for the Maastricht WRS
2. The perceived need for providing the Maastricht WRS

3. Experiences/expectations of the training

4. Barriers and facilitators for providing the Maastricht WRS
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Results

All interviews revealed participants considered WRS
generally a valuable part of regular clinical care. Their
experiences derived from interviews can be described in
three major themes (Fig. 2).

Importance of WRS

Importance of work for patients in general

All participants mentioned the relevance of work for
their patients, to feel valuable and to participate in soci-
ety. Some participants specifically mentioned the difficul-
ties self-employed workers might face in the Netherlands,
such as the possibility of not having an occupational
physician, and expensive insurances for job loss or work
disability.

I think it is an interesting topic, and I think it is a
very important topic. (P9)

Work is also a part of satisfaction in your life, you
know. When someone feels important, feels valuable,
and that someone contributes to society, in fact, how
do you call it, self-worth. (P2)

Importance of discussing work

Considering the importance of work for patients, partici-
pants mentioned to see the importance to discuss work
during consultations in clinical care. However, it was
added that topics raised during consultations need to be
useful, as any other conversation topic, such as symptoms
or medication side effects. One participant even men-
tioned work still is an underestimated topic.

Some participants had attempted to discuss work dur-
ing consultations before the Maastricht WRS was intro-
duced, however they had never considered it as part of
routine clinical care. During the member check by par-
ticipants, this was addressed by an additional participant.

Participants also agreed work is still a neglected topic
in clinical care, but do understand the importance to dis-
cuss work participation as part of clinical care: they pre-
viously thought it was sufficient to ask what type of job
someone has.

Major themes

A. Importance of WRS
B. Barriers to providing the Maastricht WRS
C. Needs of HCPs to optimize the Maastricht WRS

Fig. 2 Identified major themes that were derived in the topic-guided interviews
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Yes, because I believe that it [work] is often the
‘neglected child’ (P1)

But it is, yeah, it definitely needs being... Yeah, a
kind of useful. (P3)

Barriers to providing the Maastricht WRS

In interviews, participants mentioned several barriers
to providing Maastricht WRS in daily practice. These
barriers revoked in the interviews were linked to the
determinants of behavioral change, as used in the initial
intervention development [13].

Attitude

Lack of knowledge Untrained participants expressed
to have little knowledge about work-related topics and
specifically about tailored support. They emphasized the
contrast in knowledge they have compared to other pro-
fessionals, such as occupational physicians.

Lack of prioritization Participants mentioned time pres-
sure as a barrier to discuss work in the given consulta-
tion time, and therefore they find it difficult to prioritize,
especially for patients who recur only (semi) annually.
Under these conditions, medical topics are prioritized
above work-related topics.

I think that the biggest barrier for this, is still the
time, in a sense of the time you have for a consulta-
tion. (P6)

But that’s also a bit a challenge [...] of course, if
someone is sitting across from me, and I have, I have
to decide whether I talk about the patient’s pain [...]
or talk about their work, then I still opt for the first.
(P6)

Self-efficacy

Lack of confidence on how to deal with work-related
problems Participants expressed they feel less competent
in discussing work and providing the Maastricht WRS,
compared to other professionals. During the member
check in the analysis, this was confirmed and participants
expressed their doubts about the extent to which they are
able and qualified to provide the Maastricht WRS to their
patients.

What I struggle a bit, what I struggle with myself,
we are, or rather I am a practitioner on the medical
side, the medical nurse side, the curative, the pallia-
tive, but you also have HCPs who are on the side of,
yes, work. The occupational healthcare. (P8)
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Lack of information on work status A few participants
indicated the hospital’s electronic patient system pro-
vides no standard information about the patient’s work
status, even not when patients are newly registered in the
hospital. Absence of such information contributes to lack
of interest and awareness that work participation should
be discussed with patients, especially in medical disci-
plines where work is not (yet) likely to be addressed. The
information absence made participants feel less able to
provide the Maastricht WRS.

Interest... A lack of interest. There is a culture clash
between disciplines. It is more difficult for a surgeon.
They would be less focused [on work] than those with
a non-surgical discipline. (P8)

Social influence

Patients not taking the initiative Participants stated
work-related topics are usually discussed when patients
introduce work-related problems themselves. Some par-
ticipants mentioned that patients decide which topics are
discussed during consultations and work is often not one
of these conversation topics. Patients might only address
work when their disease is deteriorating and causing
more problems at work.

If you are lucky, someone will say: I notice in my
work that if I have to make this movement [partici-
pant showed movement]| my shoulder hurts” Then
you examine that shoulder, but then you can quickly
ask: “Well, how do you manage this at work?” (P5)

Some people say: “It has always been that way [at
work], you know?” They do not know better and so
do we. Unless the patient comes here and says: “Can
I ask you a question?” I say: “Yes, of course, that is
why I am here” And then they bring up a topic of
which I think and ask: “Why haven’t you told me
this before?” (P2)

For participants, it appeared important that they are
reminded by their own patients as part of the social norm
to discuss the topic of work. If patients bring up the topic,
the HCP can further discuss work as part of providing
the Maastricht WRS.

Needs of HCPs to optimize the Maastricht WRS
Needs were expressed regarding the three intervention
components (see also Fig. 1 for the components).

Care pathway
WRS: an integral part of clinical care Both trained and
untrained participants repeatedly mentioned a need for
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the Maastricht WRS to become an integral part of reg-
ular clinical care, and make work as easy to discuss as
other topics. Trained participants who had already the
chance to provide the Maastricht WRS in their practice
indicated that this care pathway should still be better
embedded in clinical care.

And that we, as a multidisciplinary team, also offer
work-related support as a regular part of the man-
agement model. (P2)

But if our management model [patient-centered
care] succeeds, then for us meaning something to
people is part of our satisfaction. [...] That is why I
think it should be a permanent part of our manage-
ment model, shall we say. (P2)

Need for collaboration in the care pathway The par-
ticipants also expressed a need to strengthen their col-
laboration with other HCPs in or outside the hospital in
providing the Maastricht WRS to patients, such as the
patient’s occupational physician or physiotherapist. Cur-
rently, they feel that collaboration with other profession-
als is lacking. When HCPs refer their patients to other
professionals, they are not kept informed about the sup-
port the patient receives. This applies not only to referrals
within clinical care, but also to referrals outside the hos-
pital, such as to occupational physicians.

Because I can just say: “You need to go an occupa-
tional physician, but if I thereafter do not know
what the occupational physician is initiating, or yes,
looks at the problem from another side than how I
regard it, then it still has not been useful. (P4)

If we as team stand for a patient - so a specialist, the
nurses, the physiotherapist, the occupational physi-
cian, psychologist or whoever within the multidisci-
Plinary team -, each of them should contribute to get
the patient to return to a ‘normal’ state. (P2)

Tools

Some participants who had not yet been trained, wished
to receive a set of practical tools to guide them in provid-
ing the Maastricht WRS to patients, alluding to tools will
make it easier to establish a routine in providing the sup-
port. The tools should act as a memory aid during clinical
work, where the HCP is free to use these in whichever
way desired, to foster discussing work participation even-
tually becomes a routine. Those trained expressed the
developed tools sufficiently meet their needs, but they
emphasized that some tools contain current information,
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making them prone to become outdated, in case legisla-
tion or options for support change.

In the end you should not need to use those cards
anymore. (P3)

I already have a copy of the conversation cards. 1
went through them and thought: yes, these are sim-
ple, important questions to get a bit of a bit clearer
understanding of the situation. (P2)

Training

Need of relevance to practice All participants indicated
any training should focus (more) on clinical practice.
They emphasized the importance of conversation skills,
as improved conversation skills could contribute to a
better identification of work-related problems. One par-
ticipant suggested to invite patients or actors to simulate
conversations on work-related topics.

It would be nice to collect real-life problems from
practice, or something like that. Because that is in
fact a great exercise in order to discuss work with
patients. [...] Maybe inviting one or two patients
who wish to cooperate and have experienced work-
related problems. (P6)

And training that kind of conversations, you know, I
think that is the biggest need. So to speak, role-plays,
or watching a video, which is something familiar
from recurring patients. (P3)

Notwithstanding, trained participants appreciated the
format of the training as they were stimulated to share
personal thoughts and ideas on providing the support
to patients, rather than just being instructed by a trainer.
They also appreciated that specific work-related situa-
tions/needs were discussed in different contexts (e.g. type
of employment contract).

Need for clinical reasoning Both trained and untrained
participants indicated a need to increase their knowledge
on work participation and on how to provide the support.
For clinicians, this is an essential component to be able
to apply clinical reasoning when identifying and address-
ing needs of patients. Those having not yet participated
in the training indicated they were more uncertain about
how to elucidate work-related problems and further sup-
port their patients in work participation. Specifically they
would like to gain insight into sickness legislation in the
Netherlands in relation to tailored support to patients, as
specific rights and duties differ for paid workers versus
self-employed workers. All participants, including those
who had followed the training, expressed their need to
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learn more about the role and responsibilities of occupa-
tional physicians for employees.

I would like to gain more insight to the law and reg-
ulations on sickness absence, and what my role is
within these regulations. (P7)

The interviewer’s clarification of HCP’s role in the Maas-
tricht WRS and the possibility to consult another pro-
fessional in case of severe work participation problems,
made participants feel more confident to provide support
to patients. For example, in the Maastricht WRS a patient
may be referred to a medical specialist in rehabilitation
medicine or a social worker. Participants revealed it
remained challenging to decide when to refer a person to
another professional or when they feel sufficiently com-
fortable to provide support themselves.

In case the patient needs expertise from a third
party, it is our job to refer the patient to ensure [...],
so to speak, getting the appropriate support needed.
(P2)

Throughout all interviews and during member check,
participants expressed a need to learn more about WRS
in general and to reflect on real patient cases. For exam-
ple, participants deemed it valuable to learn from other
stakeholders, such as labor experts, occupational physi-
cians, and insurance physicians.

Need for reiteration Finally, to ensure providing the
Maastricht WRS to patients will become endurably inte-
grated into clinical care, trained participants mentioned
the importance of reiteration and providing support need
to become an automatic process. Therefore, training
should help establish a routine in providing the support.
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According to me, there are a lot of theories that teach
you to repeat, repeat, repeat. Nothing will happen if
this remains a one-time request. [...] But it also must
be trained, and it needs to become an automaticity
(P3)

Optimizations of the Maastricht WRS intervention
Action research revealed the Maastricht WRS largely
aligns with the experiences of HCPs but also showed that
to the original needs assessment (Step 1, IM) of the inter-
vention was not sufficient [13]. Comparing the initial
intervention with the experiences of HCPs, a few optimi-
zations are deemed necessary to improve the interven-
tion for its users (Fig. 3).

First, both trained and untrained HCPs expressed their
need to increase their knowledge, practice their conver-
sation skills in WRS and to reiterate knowledge and skills.
In the initial development, offering ‘intervision sessions’
(peer group reflection meetings, referred to as ‘intervi-
sion’) after having been trained, had already been envi-
sioned [13]. In these ‘intervision sessions, HCPs learn
from peers, share their experiences, and can invite an
expert to foster knowledge and skills. Additionally, prac-
tical challenges in providing Maastricht WRS in daily
practice can be discussed in this setting. However, at the
time of this study, ‘intervision’ had not yet been imple-
mented. HCPs expressed a strong need for this, indicat-
ing the necessity to facilitate ‘intervision’ for intervention
users.

Second, HCPs experience a limited social norm regard-
ing providing systematically WRS as part of usual clini-
cal care. Additionally, they indicated that patients are still
only limitedly aware of the possibility to discuss work in
the consultation room. To address both issues, an opti-
mization is to better inform patients to discuss work
with their HCPs, both through a letter sent home and by

Training
(Knowledge and skills)

Care pathway

Screening

Fig. 3 Optimizations added to the initial Maastricht WRS intervention

Stratification

Support and
follow-up

tion on
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information on the screens in the hospital’s waiting room.
Once patients are better informed, they can address this
topic in the consultation room, contributing to the social
norm of HCPs to discuss work-related topics in order to
make it common to provide Maastricht WRS as part of
regular clinical care.

Third, HCPs expressed satisfaction with the developed
tools but emphasized that some tools rely on current
information, such as the Map with Options for Work-
related Support (e.g., information on legislation, options
for referrals) and patient flyer. An optimization is to keep
the various tools up-to-date, but this a demanding task.
One possibility to reduce demands and thus failures or
delays is to create one tool that integrates all informa-
tion, in addition to the generic conversation tools (which
do not contain current information), that is updated if
needed.

Fourth and last, HCPs expressed that information
on the work status of patients was often lacking, which
reduced their self-efficacy to discuss work participation.
Another optimization is thus to include information on
patient’s work status and work participation in the elec-
tronic patient system to promote HCPs self-efficacy.

Discussion

This study explored how the Maastricht WRS inter-
vention could be optimized. These optimizations were
a result of integrating action research principles into
Intervention Mapping (IM). More specifically, this study
explored experiences of HCPs during early implementa-
tion of the intervention that resulted in insights in four
additional needs, which can be integrated into Step 1
(Needs assessment) of the IM process of the Maastricht
WRS intervention. It is essential that a needs assessment
is not perceived as fixed and final, and that intervention
planners use a participatory approach not only for Step 1
(IM) but throughout all steps of IM to optimize the inter-
vention. Despite not repeating the entire IM cycle, this
approach provided an opportunity to add these optimi-
zations to the intervention while it is in the early imple-
mentation phase. This approach was necessary, because,
despite formal training, intervention users may still pick
up insights about the intervention during the period
between development and implementation, leading to
the identification of new needs. Additionally, changes
in the context may arise, giving input to new needs. In
addition, this incremental approach aims to prevent time
wastage, costs, or hindrances to the potential benefits for
working patients with chronic diseases [21].

In this study, intervention users (HCPs) were involved
to share their experiences with the intervention. This
participatory action research approach helps interven-
tion planners anticipate real-life problems, barriers,
facilitators, and contextual factors [22]. This approach
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has previously proven suitable for improving healthcare
interventions by involving users, such as in improving the
quality of primary care by involving deprived communi-
ties or enhancing a care pathway for pregnant women
with heart disease [23, 24].

The four optimizations identified in this study (1. orga-
nizing ‘intervision’ for HCPs, 2. informing and activat-
ing patients to discuss work with their HCP, 3. updating
initial tools, and 4. including patients’ work status in the
electronic patient system) are of practical and logisti-
cal nature. It requires creating opportunities within the
hospital to facilitate time for ‘intervision sessions’ and
making adjustments to the hospital’s systems. Includ-
ing these optimizations involves both the intervention
planners (e.g., updating tools, informing patients) and
the hospital management in facilitating (e.g., time and
financial resources). However, we are aware that finan-
cial resources in healthcare are limited, but it is essential
to recognize the potential impact that preventive sup-
port to patients for work participation can have, such
as improved work productivity and reduced sick leave.
Therefore, it is crucial to facilitate HCPs (self-efficacy)
to provide the Maastricht WRS to their patients, with an
optimized intervention.

Additionally, we are aware of other challenges in
healthcare, such as limited time. Hospital management
can provide support by sharing its vision on prevention
and helping prioritize. Creating a shared goal in which
HCPs are involved in healthcare improvements promotes
the establishment of a social norm within the organiza-
tion. In line with motivational theory, this will increase
the intention of HCPs to provide the Maastricht WRS to
their patients [25].

Recommendations for further research

Since this study was conducted at only four outpatient
clinics in mostly chronic diseases from one univer-
sity hospital (Maastricht UMC"), it is recommended to
explore the experiences of a more diverse HCP group.
This broader exploration may improve generalizability
and could contribute to a better integration of the Maas-
tricht WRS into clinical care. In addition, the Maastricht
WRS, including optimizations due to action research,
needs to be evaluated in terms of process and effect.

Strengths and limitations

A first strength is the integration of action research into
the (IM) process. This integration allowed the experi-
ences of HCPs to be translated into needs (Step 1, IM),
resulting in intervention optimizations. Second, the
study sample consisted of several HCPs from differ-
ent outpatient clinics. An additional strength is the
use of QUAGOL for reviewing preliminary results
and analyzing data, which contributed to increase the
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trustworthiness of the findings [20]. Despite not receiv-
ing any derogatory input during member check, this indi-
cated no valuable information was lost during interviews
and data analysis.

Some limitations should be noted. Firstly, the nine
participants may have been more interested in work
participation and WRS compared to non-participants,
potentially reducing generalizability and external valid-
ity (due to selection bias). Secondly, there was variability
in the time HCPs could dedicate to the interview; some
having slotted an hour for the interview, and others
thirty minutes. As these interviews often took place in
spare moments during a regular working day, there were
interruptions or influences from their working environ-
ment, which could affected responses. Lastly, the inter-
view guide was not pilot tested beforehand. However, the
interview topic list was based on earlier experiences [13],
and provided ample room (tailored to the experience
with the intervention) to obtain in-depth insights.

Conclusions

This study explored how the Maastricht WRS interven-
tion could be optimized. These optimizations were a
results of integrating action research into intervention
mapping. By exploring experiences of HCPs, it appeared
the current Maastricht WRS meets the needs of HCPs,
but needs optimization: organizing ‘intervision’ for
HCPs, activating the patients to take initiative to discuss
their work with their HCP, updating tools for HCPs and
including patients’ work status in the electronic patient
system. Although integration into regular care is difficult
in a context of high workload, this integration is at the
same time important for sustainability of the interven-
tion. Thus, action research contributed to improving the
provision of these optimizations in the Maastricht WRS
intervention to people with chronic diseases.
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