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Introduction  This article illustrates: 1) how clinical expertise and patient values 
can enrich the scientific development process of a return to work (RTW)-intervention 
for patients with acute hand injuries, and 2) how such an interactive process between 
researchers, clinicians and patients helps to narrow research-practice gaps. 
Methods  A combination of qualitative research methodology and literature 
study was used. The development process unfolded itself into four steps. First, the 
RTW-problem was specified in individual and focus group interviews with patients 
and clinicians. Second, scientific literature was explored to gain insight in available 
RTW interventions. Third, a promising approach was selected by judging principles 
and practices on relevance to the specified problem earlier. Fourth, the rather abstract 
principles and practices were translated into concrete RTW-sessions. 
Results   Solution focused therapy (SFT) suited specified RTW-problems 
of hand injured patients best. RTW-demands were translated into four topics: 1) 
governmental workplace regulations, 2) professional development & retraining, 3) 
social support, 4) physical recovery & psychosocial problems. The basic stance of 
clinicians and the specific way questions are posed were considered as crucial for 
addressing the topics in a SFT-manner.  
Conclusion  Development of a novel RTW-intervention is a heterogeneous and 
multifaceted scientific enterprise, as multiple knowledge sources need to be attuned 
to each other in a process of logical reasoning and decision making. Incorporation of 
clinical expertise and patient experiences in the very beginning of the research process 
enhances treatment integrity in future clinical trials, and foster the understanding and 
usefulness of trial results in rehabilitation practice.

Key words  Hand injuries; solution-focused therapy; evidence-based medicine;   
  program development; employment
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This article reports on the development process of a psychosocial intervention 
aimed at accelerating return to work (RTW) for patients with acute hand 
injuries. In a previous survey study it was found that fifty percent of the 

patients returned to work within 10 weeks, and the other half took up to two years to 
resume work (1). This study further demonstrated that biomedical (pain), work-related 
(accident location), as well as psychosocial factors (symptoms of post-traumatic stress) 
are important in the process of RTW. The previous study confirmed the assumption of 
a local rehabilitation physician that multidisciplinary rehabilitation treatment needed 
to be improved by developing a psychosocial intervention that specifically addresses 
process of RTW of patients with acute hand injuries. An iterative and interactive 
approach was used to integrate clinical expertise, patient experiences and scientific 
knowledge from the very beginning of the research process.
 Evidence based medicine (EBM) has been defined as the integration of 
best research evidence with clinical expertise and patient values (2). Best evidence 
is provided when researchers are successful in eliminating the possibility of bias. It 
is common knowledge that a randomized controlled trial (RCT) is the best design 
to rule out such threats to internal validity. Indeed, RCTs have been doing well in 
proving that rehabilitation interventions are effective on certain parameters. This also 
yields for workplace-based RTW-interventions (3). A requirement of a RCT is that 
clinical expertise and patient values are to be controlled in the experimental setting; 
otherwise bias may occur confounding results of RCTs. Clinicians who participate in a 
trial are, for instance, not allowed to deviate from the standardized protocol by making 
expertise-based decisions, and researchers have to consider patients as objects of study 
instead of persons with different values and wishes. More often clinical expertise and 
patient values therefore come into vision when the trial is finished and evidence needs 
to be applied in clinical practice. These are some of the reasons why results of RCTs are 
likely not to have very high generalizability or external validity (4). 
 The relative neglect of external validity in EBM is increasingly held 
responsible for a widening gap between research and practice (5-7). To strengthen the 
quality and usefulness of research results, scholars therefore have stressed the necessity 
and relevance of including clinician’s expertise and patient values earlier in the research 
process (7-10). Clinicians and patients should, for instance, take a critical role in the 
development and conceptualization process of a novel intervention. Their expertise 
and experiences can be very valuable for adjusting the intervention to their needs, 
which may in turn improve the uptake of the intervention in both the experimental 



86

Return to Work after Hand Injury

and application stage. Indeed, partnerships between rehabilitation researchers and 
end-users (clinicians and patients) can evolve throughout the development and 
research process by using qualitative research strategies such as documentary analysis, 
participatory observation, and individual and focus group interviews (7;9). 
The aim of this article is twofold: 1) to illustrate how clinical expertise and patient 
values can enrich the scientific development process of a novel intervention that guides 
patients with acute hand injuries through the process of RTW in a rehabilitation 
setting, and 2) to show how such an iterative and interactive development process 
between researchers, clinicians and patients helps to narrow experienced research-
practice gaps using an evidence informed approach. 

Methods

Setting

This study was performed in a Dutch rehabilitation center. The multidisciplinary 
team specialized in hand-injured patients consists of a rehabilitation physician, several 
hand therapists (both physical and occupational therapists), and a psychologist who 
is consulted when necessary. Also plastic and orthopedic surgeons or traumatologists 
participate on indication in specialized hand consults. The post-operative care-as-
usual treatment mainly consists of occupational and physical hand therapy; the 
rehabilitation physician and other physicians/ surgeons are mainly consulted if 
problems arise. 

Research design

A combination of qualitative research methods was used, comprising a mixture of 
individual and focus group interviews with patients and clinicians and literature 
study on hand rehabilitation and RTW-interventions. The individual interviews 
with two rehabilitation physicians from different hospitals and a company doctor 
were performed by the first author. The focus group discussions were directed by 
a moderator, who was skilled in group interviews, and assisted by the first author, 
who had knowledge on the topic of interest. The moderator kept the discussion on 
track, assured that every participant could speak up, directed interaction between 
respondents, and managed the time. This enabled the first author to concentrate on 
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the content of the discussion and formulate more in depth questions. 
 Eight patients participated in the first focus group, and six of them had 
already resumed some modified work. Injuries were 6 weeks to 4 months old. Three 
physical and six occupational therapists participated in a second focus group, all 
specialized in treating hand injuries. The individual and focus group interviews 
were tape recorded, transcribed literally and results were compared using trends and 
patterns in the different interviews. Trends and patterns were subsequently compared 
with items examined in the previous literature study. The comparative analysis of 
the different information sources was conducted by the researcher (LO) and an 
experienced qualitative researcher and program developer (ATL) who had not been 
involved in the data collection process.
 The development process unfolded itself into four steps (Figure 1). In the first 
step, the problem concerning delayed RTW was defined in the individual interviews. 
Subsequently, the problem was further specified in focus group interviews with 
therapists and patients. The aim was to gain more insight into the nature and onset of 
RTW in hand rehabilitation, how RTW has been handled, what could be improved 
and exploring future solution directions. In the second step, the scientific literature on 
hand rehabilitation interventions and RTW was explored with the aim to gain more 
insight in current treatment procedures of patients with hand injuries with respect to 
the medical treatment, RTW and psychosocial components. Additionally, promising 
ideas in other diagnostic groups were explored that could be used to develop a novel 
intervention facilitating RTW. Figure 1: Developmental steps

Step 1: Defining the problem with help of clinical 
expertise and patient experiences

Step 2: Exploring literature on hand rehabilitation and 
RTW interventions for a promising approach

Step 3: Explicating principles & practices of the 
selected approach

Step 4: Translating general principles and practices to a 
specific RTW intervention for hand-injured patients

 In the third step, the 
most promising approach was 
selected from the literature, its 
principles and practices explicated 
and its applicability judged for 
patients with acute hand injuries. 
In the fourth step, the principles 
and practices were attuned to the 
problems specified in the first step 
and subsequently translated into 
a concrete treatment protocol 
for RTW. These four steps were 
not preset; every step logically 
succeeded the preceding step.
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Results

Step 1: Defining the problem with help of clinical expertise and patient experiences

In individual interviews, the rehabilitation physicians pointed out they felt that 
patients with hand injuries often take longer to return to work (RTW) than medically 
necessary. Attention to RTW was usually given in a late stage of recovery or when 
patients reported specific problems. Although patients learned how to perform specific 
work-related tasks during occupational therapy, they were minimally guided in the 
more psychosocial process of resuming work. So, return to work was given attention, 
but mainly in a physically oriented manner. According to the rehabilitation physicians, 
psychosocial intervention in an earlier stage of rehabilitation might facilitate RTW; 
useful competencies can be strengthened and possible problems could be tackled then 
before they escalated. They further indicated that in existing practice and according to 
Dutch laws, it is the main task of the company doctor and employer to assist in RTW, 
whereas the rehabilitation physician’s primary responsibility is optimal functional 
recovery of the hand. Company doctors mentioned that they lack sufficient knowledge 
on medical specificities involved in hand injuries, and therefore are less capable of 
estimating patients’ capabilities and difficulties in relation to RTW. Both rehabilitation 
physicians and company doctors mentioned that they rarely exchange information 
due to privacy legislation issues. This implied that patients themselves have to 
communicate information from rehabilitation physician to company doctor and vice 
versa, which often leads to misunderstandings. Ignorance of patients was experienced 
with regard to governmental rules and regulations. Patients frequently expected the 
employer to take responsibility in the process of RTW.
 In focus group interviews, therapists mainly emphasized the importance of 
functional recovery with respect to RTW. They stated that the general condition of the 
hand and the balance of work load/ work capacity are crucial to resume work. Words 
like ‘mobility, functional capacity, strength and somatic recovery’ were used to describe 
main components of treatment. Their primary task is to functionally train patients, 
so that activities can be resumed, including work. Nevertheless, they acknowledged 
the importance of psychosocial components. Sometimes physical exercises were used 
to address these matters. For instance, self-confidence was strengthened by putting 
forth physical exercises, which the patient can easily succeed. Therapists were, however, 
rather directive in their attitude: they wanted to empower patients, expected them to 
be motivated, be able to set boundaries and explore different solutions to problems. 
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Differences in attitudes between therapists were, however, present. Some pointed 
out that they actively involved patients in decision making and others were familiar 
with taking a more ‘expert-position’ by deciding what is best in patients’ interest and 
thereby taking decisions on when and how to return to work. 

 Focus group interviews with patients revealed a more psychosocial view on the 
problems they have to face with respect to RTW. They mentioned the extra attention 
and energy they need to perform activities, feelings of shame, lack of understanding 
at work and uncertainty about their job future. However, large individual differences 
were present among patients. Patients often asked others for help or let things rest. 
They talked about how they have to fight to get things done. They mentioned their 
social network to be important, including relationships with their colleagues and 
employers.  

Therapist: ‘Patients tend to see only black and white. They should be able to 
learn, to be flexible and take a problem-solving attitude. Some are very rigid, 

they only see one solution, and don’t accept solutions given by therapists’

Patient 1: ‘I feel inferior. People will always see my hand, and the permanent 
stains on it… I have a lot of contact with people around me. By now, my 

colleagues know about it, but I also have to face new people every day. I don’t 
want to explain each time what happened.’

Patient 2: ‘I was in so much pain. I often thought: just chop it off! It slowly 
eats you away, tears you apart. You feel powerless. I kept a distance from work, 
because of the uncertainty whether I would ever be able to return. You build a 

wall around you to protect you. I felt really uncertain about my future.’ 

Patient 3: ‘Sometimes you just need to ask for help. You can keep on 
fightingeverything, but when things don’t work out, it is better to put it aside 

and ask someone to do it for you. It is exhausting, I get angry and it costs loads 
of energy. The only thing that can help is simply not doing it; you have to 

accept that some things are not possible.’
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 During this focus group interview, patients enjoyed sharing experiences with 
others. It helped them to understand what was happening to them, both physically 
and mentally, and gave them new ideas of how to solve daily problems by sharing 
experiences. 

 Lack of communication between rehabilitation physicians and company 
doctors hampered RTW in acute hand-injured patients. This cannot be tackled easily. 
Privacy and legislation issues are restricting the exchange of patient information. 
Therapists want patients to become more responsible for their own treatment, but 
they lack the time and tools to intervene on this. Patients in their turn express their 
psychosocial difficulties, thereby indicating that they are not yet ready to take over this 
responsibility. The interviews expressed an urgent need for an intervention to guide 
patients in learning to deal with this responsibility. As a next step, scientific literature 
was further explored on what is already available on this matter, with the aim to 
choose a promising psychosocial approach.

Step 2: Exploring literature on hand rehabilitation and RTW interventions to choose a 
promising approach

Rehabilitation aiming at restoration of hand function is described extensively in 
scientific literature (11-22). This generous amount of literature can be explained by 
the sheer number of structures involved in hand injuries: tendons, bones, nerves, and 
soft-tissue. Each structure requires specified treatment. In addition, the location of 
the injury (zone, digits, intra-articular or not) and type of injury (crush, laceration, 
rupture, or contaminated) will influence the choice of treatment protocol. For 
example, tendon injuries benefit from early mobilization (23), while fractures need 
to be immobilized to facilitate healing (24). Mobilization is also proven to prevent 
complications (17;18), such as stiffness and adhesions (18;25). In fractures, the non-
involved joints are often mobilized for this reason. Treatment is more complicated 
when several structures of the hand are involved, as treatment principles differ between 
tissues (15;18;23). The weakest repair or method of fixation generally determines  
treatment progression (23). 
 Factors such as coping behaviour and age can also influence the choice 
of treatment. For instance, treatment of children or non-compliant patients may 
differ from treatment of adults or compliant patients (18). Current treatment in 
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the rehabilitation center under study was built on these scientific insights. The 
multidisciplinary team therefore already offered the biomedical part of the treatment 
in an evidence-based manner. 
 The extensive literature on physical rehabilitation of the hand is a direct 
contrast with the limited amount of literature on psychosocial aspects of rehabilitation 
after a hand injury. Attention is mostly given to (symptoms of ) Post-Traumatic Stress 
Disorder (PTSD) (26), which is a frequently occurring problem in patients with hand 
injuries (27-30). Several interventions and techniques are recommended to guide 
hand-injured patients with PTSD through their rehabilitation process including 
RTW. Examples are teaching coping skills, early return to the work site, graded work 
exposure, and on-site job evaluation (31;32). There are rehabilitation and RTW 
interventions available with a cognitive behavioural approach, but those are most often 
described for patients with chronic disorders, such as chronic low back pain or chronic 
upper extremity disorders (33-36). Interesting and commonly used examples are 
graded activity, problem-solving therapy and solution-focused therapy (SFT) (37;38). 
The question that needed to be addressed was which of the psychosocial interventions 
is the most promising intervention to facilitate RTW? In other words, which approach 
was best adjusted to the acute nature of hand injuries and related issues mentioned in 
the first step? 
 Graded activity is described in literature as the most behavioral oriented 
intervention, as it is based on operant conditioning principles. It aims to replace 
overt pain behavior by better adapted healthy behavior, using a time-contingent 
approach. It comprises small steps over predetermined periods of time in which 
patients progressively learn to reach a higher activity level, despite pain (39). In acute 
injuries, however, pain does have an important signaling function and thus cannot be 
neglected. Therefore, graded activity was not considered as an adequate approach for 
RTW interventions in patients with acute hand injuries. 
 Problem-solving therapy is a more cognitive oriented approach. Patients are 
taught in a stepwise manner basic problem-solving skills, which then consciously 
apply in diverse situations. This intervention is frequently used in patients with 
chronic illness with an impulsive problem-solving style in order to deal with the 
unpredictability of their disease. An ineffective problem-solving style was not explicitly 
reported in either of the focus group interviews with patients and therapists or in 
literature on acute hand injuries. Therapists talked more about issues such as lack of 
responsibility for RTW and patients mentioned that they expected their therapists to 
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guide them through the process of RTW. It was therefore argued that these patients 
should not learn another problem-solving technique to deal with the life event, but 
instead learn to trust on their existing capabilities to face the altered situation. 
 Although solution focused therapy (SFT) is also a cognitive oriented 
approach, it is more goal-oriented than problem- or diagnosis-focused (40;41). SFT 
implies that the client is the expert, and the therapist has a ‘layman-role’. In this way it 
aims to make clients themselves responsible for progress. The therapist adopts a basic 
stance of ‘not-knowing’, allowing clients to become aware of their own capabilities. 
SFT appeared as an adequate approach for the shortcomings in current rehabilitation 
care, as described in the previous step and was chosen as the most promising approach 
for developing a psychosocial intervention that would accelerate RTW in acute hand-
injured patients. Its principles and practices are explained in the following step.

Step 3: Explicating principles & practices of the promising approach

SFT (40-42) has been used in different societal areas. It stems from family 
psychotherapy, but is now also applied with (juvenile) delinquents (43), substance/ 
alcohol abuse (44;45), schools (46), sport (47), management (48), nursing (49;50), 
social work (51), employment counselling (52-54) and rehabilitation (55). It can also 
be used in individuals or in a group setting (42;56). 
 SFT is goal-oriented rather than problem oriented. It, therefore, applies 
techniques that investigate goals of the client with regard to the near future. One of 
the basic premises of SFT is that a problem is not always present and that positive 
exceptions to the problem always exist. These exceptions are articulated as a principal 
component of treatment in SFT. Exceptions are described as moments where the 
problem did not occur or it occurred to a less extent. When the client ‘discovers’ 
an exception, the therapist starts asking about details (57). Within each question 
that a solution focused therapist poses there should be an implicit suggestion that 
exceptions are present. Change from the unwanted ‘problem-situation’ toward the 
desired ‘solution-situation’ is, according to SFT-literature, a result of identifying and 
amplifying these exceptions (58-60). The aim is that the exceptions will eventually 
replace the problem, by minimizing and eliminating the problem.
 The formulation of questions is crucial and needs to be conscientious (60). 
Every question should imply that the patient is capable of solving the problem, or that 
the situation is improving. For example, instead of starting a conversation with ‘How 
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are you?’ the solution-focused question would be: ‘What is better since the last time 
we met?’ This assumes a positive change and guides the patient to a positive view. In 
other words, the language of solutions has to be positive, hopeful, future-oriented and 
suggest a transience of problems. This is in contrast with problem language, which is 
more negative and past-history focused. Problem language focuses on the origins of the 
problem, often suggesting permanency of a problem (58). 
 The miracle question is a good example of a technique that is highly positive 
and future-oriented. Patients are asked to describe what would happen during the day 
after a night in which a miracle solves all their problems. Related questions could be: 
‘After waking up, what would be the first thing different that would tell you a miracle 
had solved your problems?’ With help of the miracle question patients are stimulated 
to develop a clear visualization of their desired future, thereby consolidating and 
clarifying goals. Furthermore, scaling questions can be used, asking to what extent the 
desired future already exists or what steps should be taken to reach it.
 SFT is applicable in many populations with differing problems, as it is a non-
pathological approach. This makes SFT a suitable approach for hand-injured patients, 
as they differ on many characteristics: severity of the injury, cause of the injury, type 
of work and personality. SFT is not intrusive, underlying meanings and causes are of 
no importance; investigating the cause of the hand injury will probably not help the 
patient return to work. SFT reinforces competencies by focusing on positive traits and 
behaviors of the patient. Patients are stimulated to take responsibility for their own 
progress and adopt an expert-role rather than a patient-role. In doing so, they increase 
their internal locus of control and decrease their external locus of control. In a review 
(61), seven main components of SFT were summarized: 1) a search for pre-session 
change; 2) goal-setting; 3) use of the miracle question; 4) use of scaling questions; 5) a 
search for exceptions; 6) a consulting break; 7) a message including compliments and 
task.
 In the next step, general SFT principles and practices will be translated to 
specific ingredients for the RTW intervention for hand-injured patients.

Step 4: Translating general principles and practices to a specific RTW intervention for 
hand-injured patients

Based on the material that was retrieved in the previous steps four topics were 
identified that appeared to be relevant for patients: 1) governmental workplace 
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regulations, 2) professional development & retraining, 3) social support, 4) physical 
recovery & psychosocial problems. The first two topics were guided by clinical 
expertise from physicians and therapists, and the remaining two were based on patient 
experiences. In line with the four topics, the novel intervention was divided into four 
group sessions delivered in a carousel form, so that new patients could enter at each 
session. There was no preset order of sessions established. A carousal form was chosen 
for the practical advantage of reducing waiting lists and the benefit of participants 
sharing different experiences. A psychologist trained in SFT provided sessions once 
every fortnight. Each session was 1.5 hours.
 The session ‘Governmental Workplace Regulations’ is aimed at making 
information more accessible for patients, as well as making them conscious about rules 
and regulations applicable to their situation. Some patients had experienced barriers 
in seeking information, or were simply unaware that information was available. For 
instance, insurance companies may compensate home care and travelling costs to the 
hospital. One of the tools used was a RTW-quiz to assist patients in becoming aware 
of the available possibilities. Successful experiences of other patients were used by 
asking questions such as: ‘How did you benefit from this regulation?’ or ‘How could the 
personal injury lawyer help you?’
 The aim of the session ‘Professional Development & Retraining’ is to make 
patients aware that there is a chance that they will not be able to return to their 
previous job and to explore other functions or tasks that they might be able to carry 
out, despite their hand injury. Patients are challenged to discover that in many 
personal qualities, hands are of little or no importance. By doing so the impact of the 
hand injury can be put into perspective. The main activity in this session is listing: the 
first patient is asked to list three tasks that he can still accomplish, despite the hand 
injury. Every following patient is asked to list one more task than the patient before 
him. An important question in this context is: ‘What traits or skills do you have that 
make it possible for you to achieve those tasks?’  This same technique is used in listing job 
tasks that patients can carry out despite their hand injury. Scaling questions can be 
used to further explore answers: ‘How confident are you, on a scale from 1 to 10, that you 
can successfully accomplish that task?’
 The aim of the session ‘Social Support’ is to make patients aware of their 
own social network and how this network influences RTW. They learn from each 
other’s experiences how to deal with unwanted interactions and situations. During 
this session patients are asked to draw a sociogram (see Figure 2 for an example). A 
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sociogram represents the social network surrounding the patient, who might influence 
their RTW. The therapist asks solution-focused questions about the connections. For 
instance, ‘How does the connection between you and your rehabilitation specialist positively 
influence your RTW?’ and ‘When do your parents have a less negative influence on your 
RTW, or maybe even a positive influence?’  The sociogram helps the therapist and patient 
search for exceptions and to determine which relationships are positive in RTW.  The 
exceptions found might bring up ideas on reversing negative relationships into positive 
ones. 
 The aim of the session ‘Physical Recovery & Psychosocial Problems’ is 
to discuss strategies that patients use to cope with psychosocial problems such as 
tiredness, frustration, fear and feelings of depression. By shifting an external locus 
of control to an internal one, responsibility of RTW is returned to the patient. An 
important tool in this session is a goal circle that is drawn by each patient. This circle 
visualizes what the patient has already achieved (see Figure 3). Patients are first asked 
to write down their achievements in the inner circle. The outer circle is used to write 

Figure 2: Example of a sociogram

Patient
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Children
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-
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+/-
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+

-
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their goals for a certain time-frame (depending on the prognosis of the injury). These 
goals have to be formulated positively (presence instead of absence) and be concrete. 
Patients prioritize their goals with regard to RTW. The most important goal is explored 
further, for example, with the help of scaling questions. Exceptions are sought with the 
help of the achievements: ‘What did you do earlier to succeed? Do you think you could do 
that again to achieve this new goal?’

Figure 3: Solution-Focused goal-circle

Achievements

Goals

 In summary, the common factor between these sessions is incorporation of the 
principles and practices of SFT. This is achieved through a future-oriented basic stance 
of the therapists including the specific manner in which questions are posed. This same 
approach is used in all sessions; irrespective of topics. Using this approach, and the 
absence of any hierarchy in the order of topics, the carrousel form appeared to be most 
appropriate for delivery of sessions. This creates the possibility for patients to enter the 
group at any session, and facilitates interaction with different peers.
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Discussion

The central aim of this study was to improve the multidisciplinary rehabilitation 
program for patients with acute hand injuries and to accelerate their return to 
work (RTW) with the development of a novel psychosocial intervention. We chose 
an iterative and interactive approach in which the authors worked as researchers 
in partnership with potential end users on the design of the novel intervention. 
Clinical expertise and patient experiences were embraced in the design phase of 
the novel intervention, through qualitative techniques and attuned to the latest 
scientific insights. Problems were identified and critically reflected on in each step of 
development. Insights gained from previous steps were used to determine the next step 
in the development.

Improving hand rehabilitation 

This iterative developmental study shows that improving multidisciplinary 
rehabilitation programs is a heterogeneous and multifaceted scientific process. Multiple 
sources of knowledge need to be utilized and attuned in a process of logical reasoning 
and decision making, to translate available evidence, principles and practices from one 
context to another (9). We determined that the principles and practices of solution 
focused therapy (SFT) were best suited to the RTW problems of patients with acute 
hand injuries, and thus needed to be judged on relevance and fit for the demands of 
this specific target group at stake. Demands regarding RTW were translated into four 
topics to be addressed in a solution focused manner. 
 The novel intervention met the majority of the requirements formulated by 
Gingerich et al (61), and can be labeled as solution-focused. The miracle question, 
however, was difficult to incorporate in the sessions. In regular SFT, clients ask for 
help to solve their problems. In our case, clinicians had a share professional problem 
to solve namely, accelerating RTW for their patients with acute hand injuries. Implicit 
in the miracle question is that clients have to set their own goals. It is therefore 
difficult to translate the miracle question into an intervention with a preset goal. These 
components of SFT do not fit perfectly with the demands of the novel target group 
and therefore are marginalized. 
 We believe the stance of the therapist and the way in which questions are 
posed, are the crucial components of SFT. The therapist must be convinced of the 
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strengths and qualities of their clients. They encourage them with the help of questions 
that presume the patient is capable of solving the problem and that the situation is 
improving. Physical and occupational therapists responsible for functional recovery in 
rehabilitation treatment may therefore not be the preferred professionals for adopting 
this stance, as they often need to be more directive toward what patients may and may 
not do. From our experience, it is easier for a psychologist or social worker to adopt a 
SFT stance.

Proving novel hand rehabilitation interventions

The iterative and interactive process presented for improving (hand) rehabilitation 
interventions is in strong contrast with the homogeneous and standardized 
procedures that researchers tend to follow for proving the intended outcomes of novel 
interventions and summarizing their clinical trial results in systematic reviews. Many 
researchers prefer the orderly pattern of methodological and statistical rules, and turn 
the multiple principles and practices that are incorporated in rehabilitation programs 
into a black box (62-64). In ‘conventional’ studies aimed at proving effectiveness of 
an intervention the content of the intervention is often poorly described (65-67). A 
few lines describe mostly frequency, duration and intensity, and less often its critical 
components or the rationale behind it. There is, however, an increasing awareness that 
outcomes research should move beyond the black box evaluations (62;64;68). Only 
through careful integration of content and methods can outcome research be designed 
that enhances both the understanding of evaluation results and its usefulness in clinical 
practice (63;68;69). The incorporation of clinical expertise and patient experiences in 
the very beginning of the research process will enhance treatment integrity in future 
clinical trials and - where proof of effectiveness is also seen – will ultimately foster the 
implementation of the novel intervention in rehabilitation practice. 
 This study anticipated on this discussion by describing in detail the content 
of the novel psychosocial intervention and the underlying reasoning and decision 
making processes, thereby integrating scientific knowledge and practical knowledge 
of clinicians and patients. We adopted an open system mode in this first phase of 
the research process in order to understand needs, concerns and theories of different 
stakeholders, including patients with acute hand injuries, rehabilitation physicians, 
company doctors and hand therapists. We further developed the intervention with 
available scientific knowledge on articulated subject matters. Researchers aiming at 
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program improvement must have a range of skills to enable integration of results from 
both quantitative and qualitative studies. In addition, they need to be able to translate 
the principles and practices into concrete solutions for the target population at stake 
(7;9;10). There is increasing awareness that researchers should be better educated in 
translation methodology in order to narrow research-practice gaps.   
 Only after the novel intervention has been elaborated to perfection and a pilot 
study has been conducted to identify and solve implementation problems in actual 
practice, can a research design be chosen that fits the possibilities and restrictions of 
the target population. In the experimental stage of the research process, clinicians 
have to stick to the treatment protocol in order to reduce threats to internal validity, 
thereby adopting a ‘closed-system’-mode. By involving both clinicians and patients in 
the design phase of the novel intervention, they will develop a sense of ownership that 
enhances adherence to the protocol during the experimental phase and thus adds to a 
thorough interpretation of research findings (62). It is more easily comprehensible for 
clinicians to understand and follow the treatment protocol finally determined in the 
experimental setting. This will enhance treatment integrity during the experimental 
setting, ultimately maximize the potential for understanding research findings, and 
therein its future implementation in clinical practice. In other words, a broader 
evidence-base can be established in a future trial when integrating clinical expertise, 
patient values and latest scientific insights from the very beginning of the research. 
This may be helpful in narrowing the gap between research and practice. 
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