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Abstract
Purpose To identify, appraise, and synthesize qualitative research evidence exploring patients’ needs regarding work-focused 
healthcare.
Methods A systematic review was conducted in accordance with the PRISMA statement guidelines to identify studies 
reporting patients’ needs regarding work-focused healthcare. Four databases (MEDLINE, Embase, PsychInfo and Web of 
Science) were systematically searched from January 2000 until May 2023 and screened in duplicate by pairs of two review-
ers. Inclusion criteria were qualitative data collection method, and patients’ perspectives regarding healthcare focusing 
on work when experiencing work-related problems due to chronic medical conditions. Data extraction and synthesis was 
executed by means of an inductive thematic analysis approach. The quality of the included studies was assessed using the 
CASP Qualitative Study checklist. Confidence in the review findings was assessed through the Confidence in the Evidence 
from Reviews of Qualitative research (CERQual) approach.
Results Out of 23,677 records, 97 qualitative studies were included. Needs regarding four main themes were identified: (1) 
Substantive guidance, which comprises the specific content of work-focused healthcare; (2) Clear and continuous process, 
which comprises clarification and optimization of the work-focused healthcare process; (3) Supportive attitude and behavior, 
which comprises a positive and supportive attitude and behavior from professionals towards the patients; and (4) Tailored 
approach, which comprises the delivery of tailored care to the individuals’ needs. 17 subthemes were identified.
Conclusion The broader insight in patients’ needs in work-focused healthcare can help (occupational) healthcare profession-
als adopt a more patient-centred approach in practice.

Keywords Occupational health · Return to work · Sick-leave · Chronic disease · Qualitative research · Systematic review · 
Delivery of healthcare

Introduction

Recent years have seen an increase in the number of people 
with chronic medical conditions and the average age of the 
working population worldwide [1], which can be explained 
by rising retirement ages [1–3] and declining mortality rates 
in the working population [4]. Chronic medical conditions 
can negatively affect the individual’s work ability in both 
the short- and long-term [5, 6]. Work disability, resulting in 
sick-leave, unemployment or disability benefit, often leads 
to a decline in all facets of overall health-related quality of 
life, with social and emotional functioning being particularly 
affected [7]. For individuals facing work disability the ability 
to stay at work (SAW) or successfully return to work (RTW) 
is of paramount importance.
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However, individuals living with medical conditions 
often encounter numerous barriers to SAW or RTW that 
they cannot overcome alone [8, 9]. In such cases, interven-
tions like vocational rehabilitation, as well as guidance and 
support from (occupational) healthcare professionals and 
authorities have been identified as facilitators to overcome 
work participation problems [10]. The support and guid-
ance provided by (occupational) healthcare professionals, 
and relevant authorities, focusing on work-related concerns 
and obstacles, is referred to as work-focused healthcare [11]. 
Nonetheless, individuals receiving work-focused healthcare, 
hereafter called patients, frequently express dissatisfaction 
with the delivery of such services, citing unwanted support 
or inadequate provision of crucial information [6, 12].

In accordance with the value-based healthcare concept, 
embracing a patient-centred approach within the healthcare 
system, enhances the value for the patient by better address-
ing their preferences and needs [13, 14]. Thereby, adopt-
ing better patient-centred work-focused healthcare delivery 
is suggested to also enhance patient satisfaction in work-
focused healthcare [15, 16]. However, a deep understanding 
of patients’ needs within work-focused healthcare is needed 
to effectively implement a patient-centred approach within 
work-focused healthcare [16]. In addition, not only practi-
tioners could benefit from recognizing these patients’ needs 
for work focused healthcare, also researchers could identify 
research gaps in areas where these needs are not met.

Although there is an increasing amount of qualitative 
literature exploring patients’ perspectives on work-focused 
healthcare, a comprehensive overview is currently absent. 
Therefore, the objective of this systematic review was to 
identify, appraise, and synthesize qualitative research evi-
dence on patients’ needs regarding integrated work-focused 
healthcare when experiencing problems with work participa-
tion due to a medical condition.

Methods

The protocol for this qualitative evidence synthesis 
has been published on the PROSPERO platform (ID: 
CRD42021232699). The thematic analysis approach of 
Thomas and Harden (2008) was used for the data extraction 
and synthesis. To report this review the Enhancing trans-
parency in reporting the synthesis of qualitative research 
(ENTREQ) checklist was used [17].

Data Sources and Searches

The search strategy was developed by an experienced clini-
cal librarian from the Amsterdam UMC/AMC Medical 
Library. The strategy was formulated through the utiliza-
tion of a test sample of relevant studies and initial search 

terms provided by the reviewers. The initial search strategy 
was further enriched and tested through subsequent sessions 
between the librarian and three reviewers (MH, SB, JH). The 
librarian developed and validated the final search strategy in 
accordance with the nine criteria of the Canadian Agency 
for Drugs and Technologies in Healthcare Peer Review 
Checklist for Search Strategies. The search strategy devel-
oped included terms related to challenges concerning work 
participation and work functioning, qualitative research, and 
separate terms for patient and perspective linked with an 
adjacent operator. This search strategy was tailored to multi-
ple databases: MEDLINE, Embase, PsychInfo, and two con-
ference proceedings Citations of the Web of Science (Cita-
tion Index Science & Citation Index Social Sciences and 
Humanities), searched from January 2000 until the 27th of 
May 2023. This time frame was selected because we hypoth-
esized that there would be a scarcity of qualitative records 
on the subject before 2000 and we wanted to reflect more 
the current state of practice and healthcare. The full search 
strategy is presented in the online Supplementary Appendix 
Table 1. Relevant conference abstracts extracted from the 
conference proceedings were searched for their full text.

Study Selection

The study inclusion criteria comprised the following: (i) 
qualitative study design using individual interviews and/or 
focus groups for data collection; (ii) participants of working 
age living with a chronic medical condition; (iii) exploration 
of work-related challenges arising from a (chronic) medical 
condition, such as work disability, sickness absence, unem-
ployment, issues during SAW or RTW; (iv) inclusion of at 
least one outcome regarding patients’ experiences and/or 
needs concerning work-focused guidance from (occupa-
tional) healthcare professionals; and (v) articles written 
in English. There were no geographic restrictions. Mixed-
method studies were included if qualitative data could be 
extracted separately. Similarly, primary studies considering 
multiple stakeholder perspectives were also considered.

Prior to the screening process, duplicate articles and those 
published before 2000 were excluded. The screening process 
involved three main steps [18]. First, a single author (MH) 
screened the articles for relevance based on the title. Sec-
ond, pairs of authors (MH or NZ and SB, JH, MM, PW, EZ 
or CH) independently assessed the title and abstract of the 
remaining articles using the inclusion criteria. Prior to this 
assessment, a pilot screening was performed independently 
by authors for a random selection of fifty articles. Third, 
for the studies identified after title and abstract screening, 
a duplicate full-text screening was performed by the same 
author pairs. Conflicts during the second and third steps 
were resolved through pair discussion until consensus was 
reached. Any remaining disagreements were resolved by 
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discussion with a third author (MH or NZ). The Rayyan 
online systematic review screening tool was used as the tech-
nical platform throughout the screening process [19].

Data Extraction and Quality Assessment

For data extraction the thematic synthesis method of Thomas 
and Harden’s was adopted, starting with line by line coding 
[20]. During the line by line coding, the first author (MH) 
assigned individual codes to indicated needs and experiences 
reflecting on specific needs. A single author (MH or EZ) 
extracted the study characteristics, such as author, publica-
tion year, country, study aim, and participant details, using 
Microsoft Access.

The quality of each included article was assessed by two 
authors independently (MH or NZ and SB, JH, MM, PW, 
EZ or CH) using the Critical Appraisal Skills Programme 
(CASP) qualitative checklist [21]. The CASP checklist 
includes 10 items to appraise the quality of qualitative 
research [21]. Articles meeting eight or more criteria were 
rated as high quality, those meeting five to seven criteria 
as medium quality, and those meeting four or less as low 
[22]. Studies were not excluded based on their assessed 
quality. Differences in assessment were discussed within 
the pairs until consensus was reached. Authors of the cur-
rent study who were associated with any included article 
were not involved in assessing its quality to prevent conflict 
of interest.

Data Synthesis and Analysis

As described by Thomas and Harden [20], after the data 
extraction through line by line coding, the data synthesis 
consisted of two main stages: identifying descriptive themes 
and generating analytical themes. The first author (MH) 
derived the descriptive themes directly from the primary 
studies, while analytical themes required interpretation and 
explanatory constructs [20]. Themes and subcategories were 
developed inductively. Two co-authors (NZ and EZ) ran-
domly checked the coding system during the line by line 
and descriptive coding. The final coding system, developed 
during analytical coding, was discussed and confirmed dur-
ing multiple meetings with all authors. The MAXQDA plus 
2020 software was used to assist the data extraction and 
synthesis.

The confidence of each finding was assessed with the 
Confidence in the Evidence from Reviews of Qualitative 
research (CERQual) approach [23], using the GRADE-CER-
Qual Interactive Summary of Qualitative Findings (iSoQ) 
computer program [24]. This approach is becoming the 
standard in assessing the confidence in findings of a system-
atic review of qualitative research [25]. CERQual assesses 
the confidence in the evidence based on (i) methodological 

limitations [26], (ii) coherence [27], (iii) data adequacy [28], 
and (iv) relevance [29]. After assessing the degree of con-
cern of each of the four components, the overall confidence 
of each review finding was judged to be high, moderate, 
low or very low. High confidence suggests that it is highly 
likely that the review finding is a reasonable representation 
of the phenomenon of interest, while very low confidence 
indicates that it is not clear whether the review finding is 
a reasonable representation of the phenomenon of interest 
[25]. The assessment was performed by one author (MH), 
checked by another author (NZ or JH), and finalized after 
consensus with four authors (MH, NZ, JH, SB).

Results

Studies Included

A total of 23,677 studies were identified, of which 97 stud-
ies met our inclusion criteria. The search and selection pro-
cess is presented in Fig. 1. The 97 qualitative studies, each 
representing between n = 5 and n = 73 participants, included 
in total n = 1817 participants experiencing problems with 
work participation due to a chronic medical condition. The 
included studies had a wide range of chronic medical condi-
tions, including cancer (n = 24), brain injury (n = 11), mental 
illness (n = 10), cardiovascular problems (n = 8), back pain 
(n = 7), knee replacement (n = 4), arthritis (n = 4), other 
(n = 10), and studies including a specific patient population 
with a wide range of chronic conditions (n = 19). In addition, 
the work status of the populations in the included studies 
were: (1) being on (long-term) sick-leave (n = 11); (2) coping 
with problems with work participation while staying at work 
(n = 5); and (3) returned to work after sick-leave (n = 22). 
A combination of these groups was included in n = 52 of 
the studies, and for the participants from n = 7 included 
studies the current work status was unknown. An overview 
of all study characteristics of each study is shown in the 
online Supplementary Appendix Table 2. The results of the 
CASP qualitative checklist for each study is presented in the 
online Supplementary Appendix Table 3. Of the included 
studies, n = 62 (63.9%) studies were rated high-quality stud-
ies (8-10), n = 33 (34.0%) studies medium quality (5-7), and 
n = 2 (2.1%) studies low quality (0–4) [22].

Identified Needs

A broad variety of needs regarding work-focused health-
care as addressed by participating patients were identified, 
displayed in an overview of 17 subthemes. These 17 sub-
themes were inductively subdivided into four main themes: 
1. substantive guidance; 2. clear and continuous process; 3. 
supportive attitude and behavior; and 4. tailored approach. 



 Journal of Occupational Rehabilitation

Hereby, a great variety of healthcare professionals involved 
in the delivery of work-focused healthcare were mentioned 
by participating patients. See the online Supplementary 
Appendix Table 2 for information about the reported pro-
fessionals per included study. We will discuss below each 
of the four main themes and their subthemes. An overview 
of the identified main themes and subthemes, including the 
brief description for each subtheme, can be found in Table 1. 
A concept map of the identified themes and subthemes can 
be found in Fig. 2. 

Substantive Guidance

The theme substantive guidance comprises the needs regard-
ing the specific content of work-focused healthcare provi-
sion. The subthemes represent the identified needs for: work 
as a topic in healthcare delivery, practical and specific guid-
ance, psychological support, and vocational rehabilitation.

Work as  a  Topic in  Healthcare Delivery Need for work-
focused support by all professionals throughout the health-
care delivery process, including the medical specialist and 
rehabilitation professional, to facilitate staying at work or 
returning to work (CERQual assessment: high confidence).

Receiving work-focused healthcare support was pointed 
out as being necessary to SAW or RTW [30–33]. When 
patients experienced a deficiency in work-focused health-
care support, they reported longer durations of being on 
sick leave [34–36]. Patients indicated the need for incor-
porating work as a topic within their clinical treatment 
[36–58] and throughout their rehabilitation programs 
[59–63]. The absence of such integration gave patients 
the feeling of being on their own [49, 64]. Additionally, 
patients indicated to highly value the opinion of medi-
cal specialists and general practitioners regarding their 
possibilities to RTW [39, 55, 60, 65–67]. In this context, 
patients indicated to feel responsible for integrating the 

Fig. 1  PRISMA 2020 flow 
diagram. *Two conference 
proceedings Citations of the 
Web of Science (Citation Index 
Science & Citation Index Social 
Sciences and Humanities), +No 
needs or experiences which 
reflect on a certain need regard-
ing the topic of this paper
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Table 1  Overview of the needs regarding work-focused healthcare from the patient’s perspective

Main theme
Needs regarding:

Subtheme
Identified needs:

Brief description of the need
Need for…

1. Substantive guidance 1.1 Work as a topic in healthcare delivery Work-focused support by all professionals through-
out the healthcare delivery process, including the 
medical specialist and rehabilitation professional, 
to facilitate staying at work or returning to work

1.2 Practical and specific guidance Receive practical tips, e.g. on work modifications, 
and targeted and phased rehabilitation and return 
to work plans including realistic goals, in order to 
help the patient avoid exceeding their limits

1.3 Psychological support Psychological assessment and support to help 
process the impact of the medical condition on 
impairment in living and working

1.4 Vocational rehabilitation Vocational rehabilitation to gain insight into and 
restore functional abilities and to explore suitable 
work arrangements

2. Clear and continuous process 2.1 Early access to support Early presence and access to work-focused healthcare 
support, by being able to easily reach out and make 
timely appointments with relevant professionals

2.2 Continuity in support Continuous work-focused consultations, including 
continuous presence of support after full return to 
work, and the option to fall back on someone when 
struggling with problems with work participation

2.3 Transparency in the process steps Transparency in the multiple process steps, for 
example by offering a clear overview of the role 
and responsibility of each professional in the 
process and clear feedback on how decisions affect 
the process

2.4 Interdisciplinary teamwork and coordination Coherent interaction and constructive collaboration 
between professionals involved in work-focused 
healthcare, as well as towards the employer. 
Involvement of an independent mediator to coordi-
nate the process is suggested

2.5 Information about rights and regulations A clear overview of the rights and regulations 
regarding the work-focused healthcare process and 
the patient’s obligations, in different formats at 
multiple time points throughout the process

3. Supportive attitude and behavior 3.1 Trustful relationship A trustful relationship with the professional, devel-
oped by being treated with respect, taken seriously, 
being trusted, and an emphatic and in-person 
approach from the professional

3.2 Motivational attitude An encouraging, positive, and proactive attitude from 
professionals, by sharing positive thoughts about 
the patient’s abilities, to motivate the patient to 
return to work

3.3 Equal partnership An equal partnership, with equal power dynamics, 
between the professional and patient in making 
decisions regarding vocational reintegration, by 
listening and valuing the patient’s choices

3.4 Patient advocacy The professional to act in the patient’s interests 
instead of in the interests of other parties, such as 
the employer

4. Tailored approach 4.1 Flexibility in work-focused healthcare Flexibility in the work-focused healthcare provision, 
and flexibility in the application of the rules in the 
context of the patient’s needs, in order to receive 
more tailored support
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topic of work into the consultation with the medical spe-
cialist [54]. However, patients experienced a feeling of not 
knowing how to start the conversation about work-related 
challenges and ask the right question to understand the 
information given [54, 68, 69]. Therefore, information 
about how to communicate with professionals on work-
related matters was identified as a need [70].

Practical and  Specific Guidance Need to receive practical 
tips, e.g. on work modifications, and targeted and phased 
rehabilitation and return to work plans including realistic 
goals, in order to help the patient avoid exceeding their lim-
its (CERQual assessment: high confidence).

A need for explicit and specific advice was identified [49, 
50, 69, 71–73], since the absence of advice when discussing 

Table 1  (continued)

Main theme
Needs regarding:

Subtheme
Identified needs:

Brief description of the need
Need for…

4.2 Attention for the personal situation Attention for the personal situation, including 
understanding of work capabilities and knowledge 
of the specific medical situation, on the part of the 
professional

4.3 Inclusion of patient-focused goals Inclusion of patient-focused goals, meeting the 
patient’s own goals and motivation

4.4 Disease-specific information in relation to work Information provision on the expected disease-
specific consequences on work, such as expected 
return to work timelines and impact on work-capac-
ity due to the diagnosis

Fig. 2  Concept map of the 
identified patients’ needs in 
work-focused healthcare
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work [49, 74] or receiving advice without explicit and spe-
cific advice gave patients a feeling of uncertainty [37, 41, 
44, 60, 75, 76]. In particular, specific rehabilitation [35, 39, 
62, 77–79] and phased RTW plans [34, 35, 37, 39, 72, 75, 
77, 80–84] were mentioned, including specific advice about 
when and how to RTW [48, 68, 72, 85]. In this context, it 
was mentioned that it is extremely important to set realistic 
goals with objective measurable outcomes [30]. In addition, 
practical advice on work modifications [12, 32, 35, 44, 45, 
49, 50, 70, 75, 77, 79, 86, 87], assessment at the work-site 
[30, 75] and advice on finding a balance between social and 
working life patterns [50, 61, 77, 79] can help patients to 
avoid exceeding their work ability.

Psychological Support Need for psychological assessment 
and support to help process the impact of the medical condi-
tion on impairment in living and working (CERQual assess-
ment: high confidence).

A need for psychological support was identified [43, 62, 
67, 88, 89], since cognitive support was considered particu-
larly helpful in order to feel mentally strong enough to RTW 
[32, 72, 83, 84]. Psychological support was mentioned as 
being helpful when providing: support in accepting, and 
adjusting to, living and working with the chronic medical 
condition [31, 70, 80, 88–91]; strategies to overcome nega-
tive thoughts [30, 42]; and learning how to set boundaries 
to avoid exceeding physical abilities [70]. In addition to this 
need for psychological support from a psychologist, the 
need for psychological assessment by other professionals 
was identified [32, 59, 72, 89, 92, 93]. Support groups con-
necting patients with similar experiences and involvement 
in patient interest organizations were also considered helpful 
in accepting and adjusting [30, 32, 40, 59]. In addition to 
psychological support for themselves, patients also indicated 
the need for psychological support for their families [88].

Vocational Rehabilitation Need for vocational rehabilita-
tion to gain insight into and restore functional abilities and 
to explore suitable work arrangements (CERQual assess-
ment: moderate confidence).

Vocational rehabilitation, including opportunities to 
explore varied work tasks and undergo physical assessment, 
could give patients insight into their altered work capabili-
ties and aid them in finding a suitable job [45, 75, 77, 94, 
95]. For patients with physical limitations, such as after total 
knee arthroplasty, support from physiotherapy was highly 
appreciated to restore functional capacities in order to facili-
tate RTW [60]. Unemployed patients indicated a need for 
information about companies that hire patients who expe-
rience problems with work participation [45, 70, 96]. For 
employed patients such information was also deemed impor-
tant to facilitate a job switch that aligned with their adjusted 
work ability [42, 62, 63, 74, 97].

Clear and Continuous Process

The theme clear and continuous process comprises the 
needs focusing on clarifying and optimizing the work-
focused healthcare process. The subthemes represent the 
identified needs for: early access to support, continuity in 
support, transparency in the process steps, interdisciplinary 
teamwork and coordination, and information about rights 
and regulations.

Early Access to Support Need for early presence and access 
to work-focused healthcare support, by being able to eas-
ily reach out and make timely appointments with relevant 
professionals (CERQual assessment: moderate confidence).

Participating patients indicated that work-focused sup-
port should be initiated as soon as possible [31, 43, 77, 84, 
98, 99], at the latest prior to the start of complex problems 
[42, 87]. This results in the needs for the early presence of 
vocational rehabilitation [30, 45, 63, 71, 88, 89] and work-
focused coaching directly after discharge [87, 88, 100]. It is 
thereby highly important to be aware of the available types 
of support [46, 70, 73], and be able to easily reach out [42, 
59, 63, 70, 75, 77, 79, 84, 89, 92, 101] and make a timely 
appointment with the relevant professional [60, 79], even for 
self-employed workers [42], to avoid a feeling of isolation 
[31]. However, professionals from the occupational health 
services should keep in mind that an invitation for a consul-
tation soon after onset of work participation problems can 
give the patient a feeling of distrust and lack of understand-
ing for their situation [91].

Continuity in  Support Need for continuous work-focused 
consultations, including continuous presence of support 
after full return to work, and the option to fall back on some-
one when struggling with problems with work participation 
(CERQual assessment: moderate confidence).

A low frequency of guidance, including an early and 
unforeseen discontinuation of support, led to feelings of 
confusion, uncertainty and a feeling of being overlooked 
among patients [8, 40, 41, 59, 71, 89, 94, 102, 103]. Addi-
tionally, since patients indicated to wait until their next con-
sultation before deciding on the next step [39], the need for 
continuous support, including frequent follow-up consulta-
tions [104] and automatically planned appointments [79, 
88], was identified [31, 40, 50, 79, 84, 89, 93, 100, 105]. In 
addition, the continued presence of post-reintegration sup-
port from a professional who acts as a safety net for the 
patient to fall back on when struggling return to work or 
being back at work was characteristic [30, 41, 49, 50, 67, 84, 
92, 106–108]. Someone to fall back on was highlighted as a 
comforting thought [92]. However, when ongoing check-ins 
are too frequent, patients indicated the follow-ups as being 
unnecessary and that they experienced a feeling of being put 
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under pressure [71]. Furthermore, to maintain a continuous 
process, a lack of referral pathways [58, 63, 88, 90, 109], an 
overload of mandatory paperwork [73], long waiting times 
[43, 54, 62, 93, 109], and an excessive number of profession-
als need to be avoided [8, 34, 43, 71, 88, 95, 96, 102, 110].

Transparency in the Process Steps Need for transparency in 
the multiple process steps, for example by offering a clear 
overview of the role and responsibility of each professional 
in the process and clear feedback on how decisions affect the 
process (CERQual assessment: high confidence).

Transparency in the multiple process steps [63, 89, 94], 
and clear feedback and reflection on how certain decisions 
affect the process [64, 79, 84, 93] were highlighted as con-
tributing to good patient expectation management [63, 69, 
75, 79, 89, 103, 111]. In addition, patients mentioned a lack 
of understanding regarding the support and responsibil-
ity they could expect from certain professional during the 
process [75, 77, 87, 92, 94, 105], and some assumed that 
delivery of work-focused healthcare was outside the realm 
of the medical specialist [40, 44, 68]. Therefore, the need 
for information provision regarding the multiple steps in the 
work-focused healthcare process, such as: what is done, what 
will happen next, what to expect [79, 96, 100, 110], who is 
doing what and whose responsibility it is was identified [40, 
79, 100].

Interdisciplinary Teamwork and  Coordination Need for 
coherent interaction and constructive collaboration between 
professionals involved in work-focused healthcare, as well 
as towards the employer. Involvement of an independent 
mediator to coordinate the process is suggested (CERQual 
assessment: high confidence).

Patients experienced a lack of communication between 
medical, psychological and occupational profession-
als regarding work issues [54, 63, 75, 97, 108, 110–113], 
which gave patients the feeling they were acting as their 
own gatekeeper in the work-focused healthcare process 
[56, 71, 110, 114]. The lack of communication resulted 
in inconsistent information and discrepancy in informa-
tion provision towards patients, causing feelings of confu-
sion, frustration and discouragement [33, 38–41, 72, 110]. 
In addition, requesting information regarding medical and 
functional status from the medical system can give patients 
a feeling of distrust regarding the occupational healthcare 
professional [111]. Therefore, patients highlighted the 
importance of coherent interaction and constructive mul-
tidisciplinary collaborations between these professionals to 
facilitate RTW [8, 30, 56, 61, 63, 72, 73, 79, 84, 89, 105, 
115], and the need for an independent mediator to coordinate 
the patient’s process and maintain regular contact between 
professionals involved [42, 52, 58, 67, 79, 88, 89, 91, 94, 99, 
104, 105, 116, 117]. Thereby patients suggested to include 

occupational healthcare professionals within the multidisci-
plinary team in clinical care [56].

In addition, in order to put pressure for the advised work 
modifications to be implemented [44, 46, 75, 83, 109, 118] 
and to advise and educate the employer about disability 
management [40, 59, 85, 90–92, 105, 109], communication 
from work-focused healthcare professionals in the direction 
of the employer was seen as an important asset [43–46, 79, 
83]. Patients stated that when their employer is less support-
ive, more support by occupational health is needed [32, 49, 
85]. On the other hand, the input of the employer’s expec-
tations regarding RTW give the patient the opportunity to 
highlight the work requirements within the work-focused 
healthcare process [49, 65].

Information About Rights and Regulations Need for a clear 
overview of the rights and regulations regarding the work-
focused healthcare process and the patient’s obligations, in 
different formats at multiple time points throughout the pro-
cess (CERQual assessment: low confidence).

Contradictory or missing information on the legal aspects 
of the process [31, 70, 78, 110, 116] results in a feeling of 
distrust [111] and leading to patients fearing they will lose 
their financial benefits [89]. Therefore, it was indicated that 
it is important to learn about the legal rights and obligations 
of both patients and employers with regard to sick-leave and 
social security shortly after diagnosis [42, 63, 68, 85, 100]. 
Additionally, patients need practical information on exist-
ing regulations [54, 74, 88, 100, 116, 119], e.g. a checklist 
[88] that can be used as input for certain decisions and tak-
ing responsibility in their own process [74, 100]. However, 
patients indicated that the content of such information [41, 
50, 119] and the timing of information provision was often 
not in line with their needs [49, 63, 111]. It was suggested 
that information should be provided in diverse formats 
including verbal and written information at different sources, 
for example websites, pamphlets, and magazines, as well as 
at several time points during the healthcare delivery process 
[49, 73, 100, 111].

Supportive Attitude and Behavior

The theme supportive attitude and behavior comprises the 
needs focusing on a positive and supportive attitude and 
behavior of the healthcare professional that patients encoun-
ter throughout their health journey. The subthemes represent 
the identified needs for: trustful relationship, motivational 
attitude, equal partnership, and patient advocacy.

Trustful Relationship Need for a trustful relationship with 
the professional, developed by being treated with respect, 
taken seriously, being trusted and an emphatic and in-per-
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son approach from the professional (CERQual assessment: 
moderate confidence).

Patients indicated being treated with respect [43, 78, 89, 
93, 100, 116], being taken seriously [12, 79, 81, 100–102, 
112, 120], being trusted [54, 70, 71, 89, 95, 100, 109, 112, 
115, 121], and receiving empathy and compassion [62, 87, 
109, 115] from professionals as forming the fundamentals 
of a trustful relationship. Furthermore, developing a trustful 
relationship with the patient includes generating a feeling of 
being welcome, being carefully examined, not being ques-
tioned and professionals providing spontaneous informa-
tion about the process [79, 93, 112]. A trustful relationship 
strengthens the feeling of being of value to society [79]. 
However, professionals need to take into account that it 
takes time to develop a trustful relationship with a patient 
[116]. In order to provide a feeling of being listened to by the 
professional, the importance of enough time and in-person 
consultation was emphasized [38, 40, 54, 55, 57, 60, 71, 
75, 79, 89, 101, 112, 115]. In this context, a strict and clear 
language and attitude of the professional supporting the trust 
is needed [79].

Motivational Attitude Need for an encouraging, positive, 
and proactive attitude from professionals, by sharing posi-
tive thoughts about the patient’s abilities, to motivate the 
patient to return to work (CERQual assessment: high con-
fidence).

An encouraging and positive attitude from professionals 
involved in work-focused healthcare to go back to work is 
highly appreciated and motivates patients to RTW [33, 35, 
36, 40, 41, 44, 59, 62, 78, 79, 112]. Professionals’ advice 
to not RTW or reduce working hours was experienced as 
negative by the patients [35, 42, 53, 69, 78]. Therefore, the 
professional can act as a coach for the patient [119] by pro-
viding balanced encouragement [35, 91, 93, 100, 101, 112], 
providing space to discuss the patient’s fears [55, 93], shar-
ing a positive view on the patient’s abilities [12, 32, 42, 102, 
120] and confirming the patient’s thoughts about RTW [39, 
40, 76, 87]. Furthermore, a proactive attitude by profession-
als, taking the initiative in providing solutions and informa-
tion, was needed [42, 50, 59, 70, 115].

Equal Partnership Need for an equal partnership, with 
equal power dynamics, between the professional and patient 
in making decisions regarding vocational reintegration, by 
listening to and valuing the patient’s choices (CERQual 
assessment: moderate confidence).

Patients highlighted the need for a relationship with an 
equal power dynamic in decisions [30, 64, 69, 72, 76, 93, 95, 
101, 103, 112, 113], in which they are recognized as equal 
by the professional [42, 89, 106, 116, 122]. To establish such 
an equal relationship, the professional needs to listen to, and 
value the patient’s choices, views and experiences [43, 60, 

61, 64, 73, 79, 84, 95, 99, 101, 108, 110, 112, 113, 120]. 
In other words, the professional should not talk about the 
patient, but talk with the patient [73, 101, 122]. In addition, 
to establish equal power dynamics and allowing for shared 
decision-making, the need for good information provision 
was mentioned [110]. However, when the patient does not 
understand how to act, does not have sufficient energy to act, 
or in other ways needs to be relieved from responsibility in 
decision-making, it was experienced as a relief when the 
professional took over [32, 89, 100, 112].

Patient Advocacy Need for the professional to act in the 
patient’s interests instead of in the interests of other parties, 
such as the employer (CERQual assessment: moderate con-
fidence).

Representation by occupational healthcare professionals 
who are affiliated with the company gave the patient mixed 
feelings about the independent status of these professionals 
[42, 75, 87]. They mentioned the satisfaction with, and need 
for, professionals acting in the patient’s interest, instead of 
being employer-oriented [46, 58, 70, 81, 87, 101, 122].

Tailored Approach

The theme tailored approach comprises the needs focusing 
on the delivery of work-focused healthcare tailored to the 
individuals’ needs. The subthemes represent the identified 
needs for: flexibility in work-focused healthcare, attention 
for the personal situation, inclusion of individual goals, and 
disease-specific information in relation to work.

Flexibility in Work‑Focused Healthcare Need for flexibility 
in the work-focused healthcare provision, and flexibility in 
the application of the rules in the context of the patient’s 
needs, in order to receive more tailored support (CERQual 
assessment: high confidence).

Work-focused encounters were experienced as rou-
tine procedures focused on generic protocols and medical 
aspects, rather than tailored to the patient’s individual needs 
and capacities [8, 59, 63, 75, 81, 95, 96, 102, 112, 113, 115, 
120]. Because of these routine procedures, independent of 
the patient’s functional abilities, excessive pressure to RTW 
was experienced by patients [53, 71, 115, 122, 123]. That 
is why patients stated the need for flexibility in the system 
in order to receive tailored support and to be treated as a 
unique individual [39, 42, 47, 48, 62, 64, 70, 85, 100], with 
a focus on the bigger picture in their everyday life [33, 42, 
47, 54, 70, 73, 79, 106] and avoiding excessive pressure [58, 
64, 77, 81, 103, 110]. For this, professionals need to apply 
a flexible approach towards the delivered support [84, 99] 
and a flexible application of the rules in the context of the 
patient’s needs [34, 42, 43, 60–62, 71, 78, 93, 96, 102, 107, 
110, 112, 116].
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Attention for the Personal Situation Need for attention for 
the personal situation, including understanding of work 
capabilities and knowledge of the specific medical situation, 
on the part of the professional (CERQual assessment: high 
confidence).

Patients indicated that the experience of not being under-
stood delayed the time to RTW [30, 33, 40, 73, 78, 84]. 
Therefore, a need for the professional to understand the 
patient’s personal situation, such as the decreased work 
capabilities and the related personal needs, and its impact 
on the patient’s daily life, was identified [74, 81, 86, 89, 91, 
99, 100, 121, 122]. This understanding can be established 
by having conversations with, and listen to the patient [8, 32, 
93], and thoroughly read the patient’s files before the start 
of the consultation [70]. Additionally, knowledge about the 
specific medical situation, including the physical and psy-
chological impairments, side effects and its complications 
[8, 35, 39, 42–44, 46, 53, 56, 58, 62, 63, 70, 71, 73, 74, 83, 
87, 90, 99, 113, 115, 119] and understanding of the work sit-
uation [32, 39, 40, 44, 56, 76, 108, 109] by the professional 
is crucial for patients to feel understood. In this context, 
patients indicated confidence in the judgment of their medi-
cal specialists, raising their confidence in RTW [49, 76]. To 
promote understanding of the personal problems with work 
participation at the workplace, information provision by the 
occupational healthcare professional towards the colleagues 
and employer about the consequences of the specific medical 
condition and individual work-related advice is considered 
important [12, 35, 49, 62, 63, 69, 84, 88, 90, 94].

Inclusion of  Patient‑Focused Goals Need for professionals 
to include patient-focused goals, meeting the patient’s own 
goals and motivation (CERQual assessment: moderate con-
fidence).

Patients pointed out feeling that the goal of the support-
ing professional, regarding RTW, support frequency or work 
tasks, did not always match their own goals [43, 44, 66, 69, 
76, 83, 121]. Therefore, patients determined the need for the 
professional to set patient-focused goals, adjusting the sup-
port to their motives to work, their openness to receive guid-
ance [34, 50, 56, 61, 93, 113], and their interest, to achieve 
a common goal [40, 42, 80, 100].

Disease‑Specific Information in Relation to Work Need for 
information provision on the expected disease-specific con-
sequences on work, such as expected return to work time-
lines and impact on work-capacity due to the diagnosis 
(CERQual assessment: high confidence).

A lack of knowledge about the disease, the duration of 
treatment, potential complications and the influence of these 
on work made it hard for patients to decide on RTW and to 
perform effectively while at work [43, 46, 51, 57, 61, 71, 
78, 82, 92, 99, 119]. Therefore, a need for more information 

about disease- and treatment-specific results on work abil-
ity, including self-care [77], and disease-specific coping 
strategies [34, 50, 54, 68, 90, 102, 104, 124], was identified 
[12, 49, 50, 56, 62, 63, 70, 78, 80, 88, 90, 100], including 
timelines of expected recovery and impact of side effects on 
work-capacity over time [46, 51, 65, 68, 70, 71, 98, 111].

Confidence in the Review Findings

Using the CERQual approach, all identified subthemes 
(n = 17) were assessed for confidence in the representation 
of the phenomenon of interests. In the quality assessment, 
nine identified needs (53%) were assessed as high confi-
dence, seven identified needs (41%) as moderate confidence, 
and one identified need (6%) as low confidence. The main 
concern identified in the quality assessment was concerning 
relevance, because a large number of studies representing 
a small range of geographical, high-income settings. The 
findings of the assessment with the CERQual approach, 
including written justification, can be found in the summary 
of qualitative findings table (Table 2). For insights into the 
reasoning and explanations behind these assessments for 
each review finding, see the evidence profile table (online 
Supplementary Appendix Table 4).

Discussion

Summary of Main Findings

This qualitative evidence synthesis included 97 studies 
representing perspectives on work-focused healthcare from 
patients with varied chronic medical conditions in different 
work settings. We identified a wide range of patients’ needs 
regarding work-focused healthcare provided by various 
healthcare professionals (n = 17), categorized into four main 
themes: 1. substantive guidance, 2. clear and continuous 
process, 3. supportive attitude and behavior, and 4. tailored 
approach. Overall, the confidence in the identified needs 
was rated moderate to high using the CERQual approach, 
which makes it highly likely that the review findings are a 
reasonable representation of patients’ needs regarding work-
focused healthcare when experiencing problems with work 
participation due to a chronic medical condition.

Agreements and Disagreements with Other Studies 
or Reviews

In accordance with the patient perspective as highlighted in 
this review, earlier studies show that healthcare profession-
als also agree that work is an important outcome for health 
and wellbeing [125]. In addition, patient-centred healthcare 
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delivery has been found to increase patient satisfaction 
[126]. However, healthcare professionals acknowledge that 
actual provision of patient-centred work-focused healthcare 
is often limited [125, 127]. Supporting evidence-based med-
icine interventions is considered important by healthcare 
professionals to improve their patient-centred work-focused 
healthcare delivery [128].

Some of our findings, including long waiting times for 
referrals, difficult access to consultations, and poor long-
term support, have also been identified as common barriers 
for proper care delivery in the curative care from patients’ 
perspective [129]. Earlier studies found that healthcare pro-
fessionals identified a lack of communication with other 
professionals as a barrier for patient-centred care [130]. In 
line with our review findings, the need for accessible care 
and good information provision regarding the care process 
were previously identified in primary and curative healthcare 
[131].

Furthermore, earlier research, as well as findings from the 
current study, shows that problems with work participation 
may vary between individuals, emphasizing the importance 
of tailored work-focused healthcare [132]. Aligning with 
our current study findings, earlier studies in curative care 
report the need for an individualized, flexible, and holistic 
relationship with the healthcare professional, who is familiar 
with the patient’s specific medical conditions and their goals 
[129, 131]. In a work-focused healthcare setting, our find-
ings also show that patients require a tailored approach that 
is sensitive to the patient’s situation and needs. Our findings 
support shared decision-making as an approach that could 
be explored in work-focused healthcare delivery by tailoring 
care to the patient’s individual needs [133], while supporting 
an equal partnership between the patient and professional 
[134–136].

In earlier research, multiple strategies have been 
described to enhance communication between profession-
als involved in work-focused healthcare, for example by 
implementing a protocol or a communication form [128, 
137, 138]. As also considered true in the findings of the 
current study, interdisciplinary teamwork between profes-
sionals may improve not only promote a clear and continu-
ous care process, but may also increase trust and commit-
ment levels of patients in the process [139]. A trustful 
relationship and equal partnership between the patient and 
professional, which is found to be an important need in the 
context of the current study, is also considered important 
by both professionals and patients regardless of whether 
the healthcare setting is focused on work or not [140, 141]. 
Supporting our review findings, empathy, as the basis of a 
trustful relationship between the professional and patient, 
needs to consist of understanding the personal situation of 
the patient, and communicating this understanding to the 
patient in a supportive way [142]. Moreover, in accordance Ta
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with this review, it is suggested that a motivational atti-
tude on the part of the healthcare professional towards the 
patient may assist in patients’ behavioral changes, patients’ 
autonomy and fulfillment of patient-centred goals [143].

Strengths and Limitations

The strengths of the current qualitative evidence synthesis 
lie in its extensive search across multiple databases, large 
number of studies included, and broad target population, 
enhancing the generalizability of the findings. Methodo-
logically, the use of the CERQual approach, which aligns 
with international recommendations [23], ensures trans-
parency in the confidence of the findings [25]. In addition, 
consensus meetings between authors further improved the 
trustworthiness of our evidence synthesis.

Nevertheless, there were also some methodological 
limitations in the current qualitative evidence synthesis. 
Although the pragmatic decision was made to only include 
studies published in the English language, we may have 
excluded relevant literature from other perspectives in 
other languages. Nonetheless, given the large number of 
studies and countries included, the impact of this language 
restriction may be limited [144]. Moreover, as indicated in 
the assessment by the CERQual approach, the majority of 
the included studies were conducted in high-income coun-
tries where workers typically have stronger social security 
regulations. This dominance may limit the generalizability 
of our findings to healthcare systems from low- or middle 
income countries where workers may receive lower levels 
of work-related protection and support.

Implications for Practice

New strategies are needed to realize patient-centred work-
focused healthcare. The needs from the patient’s perspec-
tive, as reflected on in this qualitative evidence synthesis, 
provide the starting point for policy makers and (occupa-
tional) healthcare professionals to change current practice 
to achieve better patient-centred work-focused healthcare. 
In addition, to assess the success of such innovations, 
patient-centred outcomes should be monitored within 
work-focused healthcare [145].

Moreover, the broader understanding of patients’ needs 
in work-focused healthcare can help (occupational) health-
care professionals adopt a more patient-centred approach 
in practice. Professionals can assess their patient-centred-
ness using the identified needs as a checklist, guideline or 
communication tool during consultations.

Implications for Research

In this evidence synthesis, we showed a considerable num-
ber of needs that fit the aims of work-focused healthcare in 
patients with a chronic disease. It may be relevant to explore 
whether these needs vary in intensity or priority in different 
subgroups, for example different types of diseases and work-
place characteristics. In addition, as the timing of care may 
influence patients’ needs within the work-focused healthcare 
provision [146], we suggest that future qualitative studies 
should consider the time and place of care delivery within 
the individual patient trajectories during the work-focused 
healthcare process. Exploring the intensity or priority of the 
needs identified in this study among different subgroups or 
at different time points may enhance theory development in 
the future.

In addition, the need for information about the rights and 
regulations was assessed with low confidence due to seri-
ous concerns regarding relevance, thereby questioning the 
timing and form of this information provision. Other studies 
identified the need for more clarity regarding the rights and 
regulations among professionals involved in work-focused 
healthcare [147]. Therefore, future research needs to assess 
the requirements for education on rights and regulations in 
work-focused healthcare for all stakeholder groups.

Conclusion

This review identified four main themes, representing 17 
subthemes, containing needs regarding work-focused health-
care from a broad patient population. Increasing insight 
into patients’ needs in work-focused healthcare can guide 
policymakers and (occupational) healthcare professionals in 
developing new intervention and care strategies important 
for patient-centred work-focused healthcare. Future research 
should investigate whether the intensity or priority of the 
needs identified in this study varies among different sub-
groups or at different time points. Insight is also needed into 
what these new strategies should consist of.
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