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Abstract 

Background  People with inflammatory arthritis often experience challenges at work and balancing paid work 
and energy in everyday life. Low work ability is common, and people with inflammatory arthritis face high risks of los-
ing their jobs and permanent exclusion from the labour market. Context-specific tailored rehabilitation targeting 
persons with inflammatory arthritis is limited. The aim of this study is to describe the development of WORK-ON – 
a vocational rehabilitation for people with inflammatory arthritis.

Methods  Following the Medical Research Council’s framework for complex interventions, WORK-ON was developed 
based on existing evidence, interviews with patients and rehabilitation clinicians, a workshop, and an iterative process.

Results  The six-month vocational rehabilitation, WORK-ON, consists of 1) an initial assessment and goal setting 
by an occupational therapist experienced in rheumatology rehabilitation, 2) coordination by the same occupational 
therapist and individual support, including navigating across the primary and secondary health sectors, as well 
as social care, 3) group sessions for peer support, and 4) optionally individually tailored consultations with physiother-
apists, nurses, or social workers.

Conclusion  WORK-ON is ready to be tested in a feasibility study.

Trial registration  The Regional Committees on Health Ethics for Southern Denmark stated that no formal ethical 
approval was necessary in this study (20,192,000–105).
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Introduction
Inflammatory arthritis (IA), (IA encompasses rheuma-
toid arthritis (RA), axial spondyloarthritis (axSpA), and 
psoriatic arthritis (PsA)) are chronic inflammatory dis-
eases characterised by swelling of the joints, stiffness, 
fatigue, pain, mental distress, and reduced mobility [1–4]. 
In Denmark, about 50,000 people have been diagnosed 
with RA, and more than 30,000 have been diagnosed 
with PsA or axSpA [5]. Even though pharmacological and 
surgical treatments have improved, people with IA still 
experience physical disabilities and psychosocial chal-
lenges [6–9].

People with IA often experience challenges at work, 
how to maintain their job and find it especially challeng-
ing to balance paid work and energy in everyday life [10–
12]. Low work ability and increased risks of sick leave 
and long-term-sickness absenteeism are common among 
people with IA [13–18]. Continuing normal everyday 
occupations including work is one of the most important 
elements when trying to maintain the everyday life peo-
ple with IA had before their IA diagnosis [7]. They often 
try to prioritise energy for work at the expense of social 
occupations and leisure activities [10–12, 19].

In addition, people with IA face high risks of losing 
their jobs and permanent exclusion from the labour mar-
ket, and up to 40% lose their jobs in the first years after 
being diagnosed with IA [13–18, 20]. Because of the 
reduced capacity to work, IA has economic consequences 
for the individual as well as for society [9, 13]. In addition, 
participation in paid work is central for the individuals’ 
identity, sense of belonging, and social roles [9, 11]. Fur-
thermore, work contributes to good health, well-being, 
quality of life, and recovery for people with chronic 
health conditions [6, 9–12, 21]. In a systematic review on 
job loss prevention interventions targeted towards peo-
ple with IA, we found that some strategies may have an 
effect on work ability, absenteeism, and job loss [22]. The 
review included six studies with inconsistent results due 
to the heterogeneity in the different interventions and the 
outcome measures. The interventions were also sparsely 
described, which made them difficult to replicate. Voca-
tional rehabilitation (VR) depends on the context, and 
most countries have different social security systems. 
The systematic review pointed to a need for developing 
a context specific tailored rehabilitation. We therefore 
developed a VR adjusted to the Danish context inspired 
by VRs that had showed positive results. In the Danish 
context it needed to secure coherence between the hos-
pitals, the municipal job centres, and the workplaces [22].

The aim of this study was to describe the process of 
developing a context-specific evidence – and theoreti-
cally based VR called WORK-ON.

Methods
Study design
The development process was based on the Medical 
Research Council’s (MRC) updated framework for com-
plex interventions [23], as multiple components and dif-
ferent health professionals are needed in VR. The MRC 
framework describes a systematic way to develop, fea-
sibility test, implement, and evaluate complex interven-
tions [23]. MRC emphasises that initially, the evidence 
base and relevant theory should be identified. Secondly, 
the intervention should be modelled and relevant out-
comes selected. Thirdly, a feasibility test of the interven-
tion should be performed. Finally, the effectiveness of the 
intervention should be evaluated in a larger randomised 
controlled trial (RCT) [23]. The present paper describes 
the development of a VR up to the point at which it is 
ready to be tested in a feasibility study. The Template for 
Intervention Description and Replication (TIDieR) was 
used to report the phases of the development process 
(please see Supplementary File 1) [24].The VR was devel-
oped in three phases between May 2020 and March 2022 
following the MRC framework (please see Fig. 1).

Programme development
Phase 1: Identifying the evidence base and theory models
The evidence base consisted of our previous systematic 
review [22] and a qualitative study on user perspectives 
on perceived challenges at work and need for support 
among people with IA [10]. We found that people with 
IA described the need for recognition and understanding 
from their employers, colleagues, and family to be able 
to keep their jobs [10]. Flexibility in every possible way 
at work was essential for them to remain at work, and 
positive cooperation and communication between the 
employer, the employee, and the job centre in the munic-
ipality is important. Further, meeting with others who are 
in the same situation was emphasised [10, 25, 26].

In addition, individual interviews with 21 multidis-
ciplinary RCs from hospital and municipalities were 
conducted to explore their views. The interview guide 
included questions such as: ‘Which challenges do you 
experience that people with IA face in their work?’; ‘What 
are your best experiences with VR’; ‘Do you involve the 
employer, co-workers, and relatives?’; and ‘Which type 
of professional support do you experience as the most 
important in VR to patients with IA?’ (please see Sup-
plementary file 2). The participants mentioned group 
sessions, peer support, coordination, energy manage-
ment, involvement of employers and relatives, individual 
support, and individual consultations with occupational 
therapists (OTs), physiotherapists, nurses, and social 
workers.
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Additionally, 13 interviews were conducted with 
employers to explore their perspectives of job loss 
prevention for persons with IA. The interview guide 
included questions such as: ‘What are your experiences 
with job retention and employees with IA?’; ‘How will 
you describe your cooperation with the municipal job 
centre?’; ‘What type of information do you need in rela-
tion to prevent job loss at an employee with IA?’’ and 
‘Do you experience that the employee has difficulties 
with balancing work and everyday life?’ (please see 
Supplementary file 3). The employers were concerned 
about politics regarding sick leave as they experienced 
it as complicated and time consuming. Furthermore, 
the relations between employee and employer, par-
ticipation in work, and cooperation with the job cen-
tre were issues of importance to the employers. These 
results highlighted the importance of involving the 
employers in VR [27].

The results of interviews with rehabilitation clinicians 
(RC) and employers will be published in separate papers.

When developing the present programme, we included 
occupational balance [28], self-management [29], self-
efficacy [30], and shared decision making [31] as key 
theories (please see Fig.  1). Finding a balance between 
paid work and energy in everyday life was especially 
important for people with IA [10]. In general, occupa-
tional balance describes an individual’s satisfaction with 
occupations in life, the variations between them, and how 
meaningful they are [28, 32]. Occupational balance is also 
characterised as the experience of having the right num-
ber of occupations to balance time use. In this context, 
occupational balance involves areas such as paid work, 
self-care, leisure, and sleep, as well as occupations with 
different characteristics, including obligatory, voluntary, 
and paid work [28, 32, 33].

Self-management is defined as the ability to manage 
symptoms, treatments, physical and psychosocial con-
sequences from living with a chronic health condition 
[29]. To be able to manage a chronic health condition, 
patients have to manage their cognitive, behavioural, 

Fig. 1  Development of the VR
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and emotional reactions to maintain a satisfactory qual-
ity of life. Health professionals must support the patients 
in making their own decisions, solving their own prob-
lems, seeing their own potential, controlling their own 
situations, and being active in their daily lives [29, 31, 34]. 
Self-management is often underpinned by the concept of 
self-efficacy. The self-efficacy concept relates to beliefs 
about one’s perceived abilities or inabilities to complete 
a specific task, and not to one’s actual capabilities or 
performance [30]. This reflects the individual’s subjec-
tive assessment of their abilities and skills to successfully 
achieve their goals [35].

When patients are learning how to manage their own 
situations, it is relevant to look at how goal setting and 
decision making are performed in cooperation between 
patients with IA and RCs. Shared decision making is a 
process and gives opportunities to reflect upon goal set-
ting, wishes, hopes, needs and dreams [31]. It shifts the 
power and control between the patient and the clinician 
and makes the interaction equal. Shared decision making 
is described as a process that consists of three steps: 1) a 
team talk in which patients and clinicians work together 
as a team to make decisions regarding care, 2) the option 
talk, in which opportunities are discussed, and 3) the 

decision talk to make preference-based decisions [31]. 
Shared decision making and self-management contribute 
to ensuring that the patient takes active ownership of his 
or her process to gain most out of the VR.

The programme theory was depicted in a logic model 
which illustrates the relationship between the planned 
work (resources/inputs and activities and the intended 
results (outputs, outcomes and impact). A logic model 
provides an overview of how the intervention works and 
mechanisms of impact [36]. (Please see Fig. 2).

Phase 2: Development process
Four groups of participants were involved in the devel-
opment phase: 1) patient research partners, 2) RCs from 
the Danish Hospital of Rheumatic Diseases  (DHRD), 3) 
RCs from a municipal job centre in the Region of South-
ern Denmark, and 4) researchers working in the field of 
rehabilitation of people with IA.

All results from phase 1 led to a description of the VR 
(WORK-ON) in a detailed manual. Through an iterative 
process, the VR was modelled and remodelled several 
times through continuous feedback from the partici-
pants, leading to the development of the final manual. 
The participants decided the type of feedback that suited 

Fig. 2  Logic model
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them best. Written feedback was given via email, and oral 
feedback was given online or by phone on the consecu-
tive versions of the manual. The participants reflected on 
the dose, length, and content of WORK-ON and whether 
the offer was meaningful to the patients.

When a draft version of the manual was reached, a 
workshop was held with ten participants. All participants 
received an email with the draft manual before the work-
shop. The workshop encompassed a presentation of the 
participants, a summary of the content in the planned 
VR, and feedback from the participants on each part of 
the VR.

The draft manual was translated into English and sent 
to two VR researchers at the University of Salford, who 
gave feedback in an online meeting at which outcome 
measures were also discussed. The manual was further 
modelled and remodelled several times. As a final step, 
the manual was read and commented by the RCs who 
were to deliver the VR. The manual seemed transparent 
to them, and no further adjustments were made. Thus, 
the manual and the content was ready for a subsequent 
feasibility test.

Inclusion and exclusion criteria
Inclusion and exclusion criteria for patients to be offered 
WORK-ON were discussed and decided in phase 1.

Inclusion criteria

a)	 Aged ≥ 18
b)	 Diagnosed with RA, axSpA, or PsA
c)	 In paid work (full or part time, self-employed, or tak-

ing an education)
d)	 Not on long term sick leave (or if on sick leave, this 

must be less than four weeks)
e)	 Able to read and understand Danish
f )	 Answers unlikely or not certain to question #6 from 

the Work Ability Index Questionnaire: ‘Do you 
believe, according to your present state of health, that 
you will be able to do your current job two years from 
now?’ [41].

Exclusion criteria

a)	 Not able to attend WORK-ON because of dementia 
or other cognitive issues

b)	 Is assessed to be in a non-stable phase because of 
activity in their IA. There is a need for pharmacologi-
cal adjustment

c)	 Waiting for or has planned alloplastic, operations 
of joints (hands, knees, hip, etc.) or major surgery 
within the next six months

d)	 Problems maintaining work is assessed not because 
of IA but because of other comorbidity such as psy-
chiatric illness, heart disease, or chronic obstructive 
pulmonary disease

Phase 3: Selecting outcome measures
Baseline information (age and gender) and patient 
reported outcome measures (PROMs) will be collected at 
baseline and six months later in the feasibility study. The 
primary outcome is work ability, which will be measured 
with both the Work Productivity and Activity Impair-
ment questionnaire (WPAI) [42] and the Work Ability 
Index (WAI) [43]. Both measurements will be included 
in the feasibility study to be able to evaluate which is 
the better as a primary outcome in a later RCT. Key 
secondary outcomes were number of days of sickness 
absence in relation to IA reported each month through 
the intervention period by text messages, Occupational 
Balance measured with the Occupational Balance Ques-
tionnaire (OBQ) [44, 45], and health-related quality of 
life measured with EQ-5D-5L [46]. EQ-5D-5L was cho-
sen to enable health economic analyses in a later RCT. 
Additional secondary outcomes were pain measured by 
asking the experience of pain the last four weeks and 
how much physical pain affected work and household 
chores,  fatigue measured with the Bristol Rheumatoid 
Arthritis Fatigue questionnaire (BRAF) [47], and well-
being by the WHO-5 well-being index [48]. These out-
comes were chosen, as it seemed they have an influence 
on the participants’ work ability [22].

Results
The development resulted in four parts of the interven-
tion which are described in the final manual. The four 
parts are: 1) initial assessment and goal setting by an OT 
experienced in rheumatology rehabilitation, 2) coordina-
tion and individual support by the same OT throughout 
the VR, including support in navigating across primary 
and secondary health and social care, 3) group sessions 
with presentations and discussions to stimulate peer 
support, and 4) needs based individually tailored VR 
consultations with physiotherapists, nurses, or social 
workers (please see Fig. 3). The duration of WORK-ON 
was decided to be six months and includes 9 to 18 meet-
ings, depending on the participants’ needs. The first three 
months will have the highest intervention intensity and 
the following three months will have a lower intensity 
and will thus instead make room for reflexion, implemen-
tation of new strategies and follow ups. Similar, but not 
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VR interventions in other Danish settings have shown to 
be feasible with just three months’ duration, which also 
can be managed long term in clinical practices (please see 
Fig. 4) [37–39].

Findings from interviews with patients and rehabili-
tation clinicians illustrated that patients with IA need 
support with coordination between the primary and sec-
ondary health care system to help to keep an overview 

Fig. 3  Content of the VR

Fig. 4  Timeline of the VR
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of their VR process and support coherence [10]. Evi-
dence shows that VR delivered by OTs may have a posi-
tive effect on work ability [22]. OTs are trained in energy 
management, occupational balance, and goal setting. 
With this in mind, we chose an OT for the coordinating 
OT role [40]. Being a part of a group and sharing expe-
riences with other patients at risk of losing their jobs 
could have an effect on work ability and self-efficacy [22, 
30].Furthermore, patients with IA often feel alone with 
their challenges at work and express a need to meet with 
other peers [25, 26]. Based on these findings, we chose to 
include three group sessions in WORK-ON.

The final content in WORK‑ON
Initial assessment and goal setting
Potential participants will be invited through DANBIO, a 
national rheumatology quality database [49]. A two-hour 
physical meeting with an initial assessment and goal set-
ting process is performed by a coordinating OT at the 
DHRD. The coordinating OT has experience with reha-
bilitation of patients with IA and the challenges they face 
in the labour market. RCs at the DHRD have the Inter-
national Classification of Functioning, Disability and 
Health (ICF) as their preconception as ICF is a rehabili-
tation framework [50]. Furthermore, they have a person-
centred approach and are trained in Focused Acceptance 
and Commitment Therapy (FACT) and motivational 
interviewing [51, 52]. The two-hour initial meeting starts 
with a structured interview guided by the Work Experi-
ence Survey for Patients with Rheumatic Conditions 
(WES-RC), which is a survey targeting problems at work 
[53]. Guided by the WES-RC, a detailed assessment of 
work barriers, activity limitations, and the participants’ 
roles and tasks in relation to their work are discussed. 
Goal setting and problem prioritisation are performed 
using the Canadian Occupational Performance Measure 
(COPM), which the OTs are trained to use [54]. Further-
more, the participant’s wish regarding the involvement of 
relatives and employers is clarified. In addition, the OT 
registers if the participant receives other rehabilitation 
offers, such as offers at the job centre, to secure coopera-
tion with relevant partners.

Coordinating OT
The coordinating OT is available at agreed-upon tel-
ephone hours (also outside the patients’ normal work-
ing hours) or by email if there are specific and practical 
questions that need to be clarified. The coordinating OT 
can support the participant to establish contact to rel-
evant partners, such as consultants from the munici-
pality, and in navigating the municipality’s offers, etc. 
Furthermore, the participant is encouraged to involve the 
employer and the coordinating OT offers meetings with 

the participant and employer, if accepted by the partici-
pant. The coordinating OT also assesses whether there 
is a need for workplace adjustments or specific aids. In 
Denmark, this is handled by an OT at the municipal job 
center, and the coordinating OT will help establish the 
contact. If needed, a pamphlet called ‘Dear employer, I 
have arthritis’ is handed out to the participant to give to 
the employer. The pamphlet was developed at the  Dan-
ish Center for Expertise in Rheumatology at the DHRD 
and describes the challenges people with IA may face at 
work. In addition, the need for individual offers (such as 
physiotherapy) is coordinated with the participant. The 
day before each meeting with the coordinating OT, a 
text message is sent with a reminder to the participant: 
‘Dear…I look forward to seeing you tomorrow at…to…’.

The coordinating OT also provides individual support 
in relation to the goals agreed upon and offers individual 
support about personal issues related to work. The indi-
vidual support can encompass concerns, problems with 
conscience, and negative thoughts. Generally, the focus 
is on the participants’ self-management and occupational 
balance, and the coordinator uses elements from Focused 
Acceptance and Commitment Therapy (FACT) [52]. The 
coordinating OT and the participant can use up to ten 
hours throughout the six months VR. The coordinating 
OT and participant assess the participant’s need together 
about how much, when, and where the consultations take 
place. The consultations can take place physically, online, 
or by phone.

If necessary, a final meeting with relevant partners 
(e.g., social workers, consultants from the municipality, 
employers, and relatives) is held to evaluate goals and 
discuss future plans if the participant needs further reha-
bilitation or support.

Group sessions
The three group sessions run over the first two months of 
the VR, with one week between each session. The patient 
can start the group sessions after the initial assessment 
and goal setting process and when ten participants are 
recruited. The duration of each session is two hours. 
There is a focus on supporting the patients to develop 
relationships with each other and to share experiences.

Session 1: Legislative offers  This is presented by a social 
worker with focus on the general legislative offers for 
patients with IA, such as compensatory schemes, offers 
in the municipal job centre, and possibilities for a flexi-
job, which is an offer in Denmark in which the municipal-
ity pays a subsidy to the employer for citizens who have 
decreased work abilities and are only able to work less 
than half time.



Page 8 of 11Madsen et al. BMC Health Services Research          (2023) 23:739 

Session 2: Acceptance of the disease in relation to work  An 
experienced rheumatology nurse holds this session. The 
focus is on dealing with lack of understanding at the work-
place, gaining information and understanding of the dis-
ease, and sharing experiences with the group members.

Session 3: Coping strategies  An experienced rheuma-
tology OT holds this session, and the focus is on energy 
management and balancing work as part of everyday life.

Individual consultations
If needed, the patient is offered consultations with differ-
ent RCs, with a maximum of two consultations per pro-
fession. This part of the VR is optional.

Social worker  Supports the patient with contacts in the 
municipality and follows up on whether further support 
is needed. Discusses specific legislative offers of relevance 
for the individual participant and the need for job/indus-
try change.

Nurse  Disease information and understanding, con-
cerns, and considerations in relation to medical treatment 
and management of pain, fatigue, and sleep problems.

OT: Hand exercises   Assessment of the need for small 
aids and bandages. Ergonomic positions in relation to 
work, sleep, and positioning techniques. Energy manage-
ment. These consultations can be delegated to other OTs 
from the coordinating OT.

Physiotherapist   Information about individually tailored 
physical activity and exercise. Motivation for exercise. 
Examination and guidance regarding feet and footwear.

Referral to a consultant from municipal job centre   What 
the job centre offers and the possibility for a home visit or 
visit at the workplace.

WORK-ON will be feasibility tested in a rheumatology 
outpatient clinic at the DHRD.

Feasibility test
According to the MRC framework, the next step is to 
evaluate WORK-ON in a feasibility test according to 
fidelity, dose, adaptations, and reach [23]. The feasibility 
test will include 20 outpatients from the DHRD. Potential 
participants will be invited through DANBIO, a national 
rheumatology quality database, if they answer unlikely or 
not certain to question #6 from the Work Ability Index 
Questionnaire: ‘Do you believe, according to your pre-
sent state of health, that you will be able to do your cur-
rent job two years from now?’ [41, 49].

RCs who are to deliver WORK-ON have received 
eight hours of training before initiation of the feasibil-
ity test; the coordinating OTs received 11  h of training. 
This included content in WORK-ON, receiving relevant 
knowledge, facilitation of group sessions and individual 
consultations, booking and registration of attendance. 
The coordinating OTs were already trained in using 
the COPM. Furthermore, the RCs at the DHRD have a 
person-centred approach and have received training in 
FACT during four modules each of three hours duration 
also using elements from the motivational interview as 
well as the ICF.

As part of the feasibility test, process evaluation is rel-
evant. Interviews of participants and RCs are planned 
to investigate experiences of mechanisms of impact and 
contextual factors of importance and to determine the 
quality of the delivered VR and ideas for subsequent 
adjustments [55]. If the results from the feasibility study 
are promising, WORK-ON will be adjusted in order 
to be able to conduct a larger RCT, in which an evalua-
tion of effectiveness and an economic evaluation can be 
performed.

The Regional Committees on Health Research Ethics 
waived the need for formal approval for the feasibility 
study.

Discussion
The aim of this study was to describe the process of 
developing an evidence-based and theoretically based 
VR, WORK-ON. We consider the MRC framework as 
suitable in developing WORK-ON, as it includes inter-
acting components.

WORK-ON consists of four components: 1) initial 
assessment and goal setting, 2) coordinating OTs, 3) 
group sessions, and 4) individual consultations. Work is 
often not included in goal setting [40], and we believe 
that starting with identifying work barriers using WES-
RC and goal setting in shared decision making using 
COPM provides the best opportunities to benefit from 
participating in WORK-ON. These instruments are con-
sidered suitable, as they assess activity problems at work 
and identify the patients’ occupational balance.

We also found that social support from employers, co-
workers, and relatives is an important factor when try-
ing to maintain work. Wilkie et al. have identified similar 
needs and described that support from the workplace 
may have a positive effect on the ability to return to work 
[9]. Interviews with employers, state that they want to be 
involved in VR to support their employees. This perspec-
tive is supported by Jakobsen et  al. why we seek to col-
laborate with employers in the VR, if the patient sees it as 
relevant [56].
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Relevant theoretical approaches were chosen and occu-
pational balance, self-management, self-efficacy, and 
shared decision making seemed to be the most relevant, 
based on the participants’ needs and need for support. 
We chose the three theoretical approaches as they are 
person-centered, are helping the patients’ balance their 
everyday life including work as well as supporting them 
in self-determination. Other relevant theories could have 
been theories about health literacy and occupational jus-
tice [57, 58], but we assessed that the included theories 
were the most relevant to match the patients’ challenges 
when meeting the labor market.

Strengths and limitations
We chose to involve different stakeholders: patient 
research partners, RCs from hospital and municipalities, 
and researchers in the development process, which we 
believe has strengthened the development of WORK-ON 
as this ensured that several perspectives and needs were 
included. Originally, several workshops were planned as 
part of the development process. Due to the COVID-19 
pandemic, this was changed into individual interviews 
with RCs to include these perspectives in the develop-
ment. Although WORK-ON was developed in a Dan-
ish health care system, we consider that some elements 
in WORK-ON may be transferable to other health care 
systems.

It is a limitation that the employers were not included 
in the development of WORK-ON. Though, the employ-
ers’ participation is planned as a part of the feasibility test 
if the participant needs it. In this case, the coordinating 
OT supports this involvement. We did perform inter-
views with 13 employers to secure the perspectives of the 
employers.

Conclusion
We consider WORK-ON as developed successfully 
based on the MRC framework, as it requires that the 
programme theory is based on the evidence base. Fur-
thermore, the logic model provides an overview to 
understand the mechanisms in WORK-ON.
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