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Abstract Abstract Abstract Abstract     
    

Background: Background: Background: Background: Physicians require specific communication skills, because the face-to-face 

contact with their patients is an important source of information. Although physicians 

who perform work disability assessments attend some communication-related training 

courses during their professional education, no specialised and evidence-based 

communication skills training course is available for them. Therefore, the objectives of 

this study were: 1) to systematically develop a training course aimed at improving the 

communication skills of physicians during work disability assessment interviews with 

disability claimants, and 2) to plan an evaluation of the training course. 

 

Methods:Methods:Methods:Methods:    A physician-tailored communication skills training course was developed, 

according to the six steps of the Intervention Mapping protocol. Data were collected 

from questionnaire studies among physicians and claimants, a focus group study 

among physicians, a systematic review of the literature, and meetings with various 

experts. Determinants and performance objectives were formulated. A concept version 

of the training course was discussed with several experts before the final training 

course programme was established. The evaluation plan was developed by consulting 

experts, social insurance physicians, researchers, and policy-makers, and discussing 

with them the options for evaluation. 

 

Results: Results: Results: Results: A two-day post-graduate communication skills training course was developed, 

aimed at improving professional communication during work disability assessment 

interviews. Special focus was on active teaching strategies, such as practising the skills 

in role-play. An adoption and implementation plan was formulated, in which the 

infrastructure of the educational department of the institute that employs the physicians 

was utilised. Improvement in the skills and knowledge of the physicians who will 

participate in the training course will be evaluated in a randomised controlled trial. 

 

Conclusions: Conclusions: Conclusions: Conclusions: The feasibility and practical relevance of the communication skills 

training course that was developed seem promising. Such a course may be relevant 

for physicians in many countries who perform work disability assessments. The 

development of the first training course of this type represents an important 

advancement in this field. 
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BackgroundBackgroundBackgroundBackground    
Physicians require specific communication skills, because the face-to-face contact with 

their patients is an important source of information. Likewise, for physicians who 

perform work disability assessments, the interview with the claimant is in many 

countries an important source of information [1,2]. This interview gives the claimant 

the opportunity to clarify and substantiate his or her claim, and it also gives the 

physician the opportunity to observe the claimant’s behaviour, to discuss the 

claimant’s disabilities and consequences thereof, and to reassure the claimant when 

necessary. Both the content and the process of the interview are important. The content 

is important because the physician’s goal is to obtain all the necessary information for 

the disability assessment and to make the right decision. The process is important 

because the claimant should feel that he or she is being taken seriously and treated 

fairly, and should be willing to provide information and accept the outcome [3-5]. In 

this paper we focus on the process of the interview, and especially the communication 

between the physician and the claimant. Communication is defined as face-to-face 

contact between physician and claimant, aimed at verbal and non-verbal two-

directional exchange of information (including facts, opinions, and feelings, both 

conscious and unconscious). Although communication behaviour, such as checking 

understanding and summarising information, is linked to patient trust and satisfaction, 

and is important for many aspects of clinical care, research has shown that physicians 

rarely check whether patients comprehend the information [6]. Research has also 

shown that the degree of effectiveness of the physician-patient communication 

determines the accuracy and completeness of the information that the physician 

receives from the patient [7,8]. Furthermore, good communication increases the 

likelihood that patients accept and follow the advice of physicians [9]. 

Numerous programmes for training physicians in communication skills exist 

[10], some of which are intended for physicians in specific fields of care, such as 

cancer care [11-13]. No evidence-based training course was found for physicians 

performing work disability assessments. The assessment interviews differ from 

interviews held by other physicians in that they are not primarily aimed at cure or care 

for patients, but at assessing the work capacities and incapacities of disability 

claimants. Moreover, the time that is available to gather all the necessary information 

for this assessment is generally short, the claimant is more or less obliged to attend the 

assessment, and there is a lot at stake for the claimant, such as a disability benefit. 

Because of these specific aspects of the assessment interviews, good communication is 

essential [14]. The specific demands for physicians and the central role of 

communication in these assessments, call for a specialised communication skills 

training course. Physicians do receive communication training during their 

professional education, but to date there is no evidence-based, post-graduate training 

course that is tailored to work disability assessments. Therefore, this paper describes 
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the systematic development of a communication skills training course aimed at 

improving the communication behaviour of physicians during disability assessment 

interviews.  

 

Methods & ResultsMethods & ResultsMethods & ResultsMethods & Results    
To ensure that the training course would be tailored to its users, and would addresses the 

communication needs of all directly concerned stakeholders, it was developed 

according to the Intervention Mapping (IM) protocol [15]. This protocol is generally 

used for the development of health promotion plans, but it can also be applied in the 

development of other interventions [16,17]. The IM protocol has three main 

information inputs: literature searches, theories, and newly collected data. The 

protocol consists of six steps: (1) assessing needs, (2) formulating programme 

objectives, (3) selecting theory-based methods and practical strategies, (4) designing 

the programme plan, (5) designing the adoption and implementation plan, and (6) 

designing the evaluation plan. We have described the methods for each of these six 

steps below. In several steps we used the results of our prior research in this area, 

indicated by referring to accompanying scientific publications. For the purpose of 

readability and comprehensibility the results are presented directly after the methods 

for each step. 

 

Step 1: Needs assessmentStep 1: Needs assessmentStep 1: Needs assessmentStep 1: Needs assessment    

MethodsMethodsMethodsMethods    

The first step in IM was to identify the needs of stakeholders for a communication skills 

training course for physicians who perform work disability assessments. According to 

the extended script model [1], there are three main stakeholders within the Dutch 

system (this study took place in the Netherlands) that should be consulted. The first 

stakeholder was the Dutch Institute of Employee Benefit Schemes, which is the institute 

that employs most of the physicians performing work disability assessments for 

entitlement to benefits (further referred to as ‘the Institute’). The second group of 

stakeholders consisted of medical disability claimants (in this study, employees who 

had been sick-listed for almost two years, applying for a long-term work disability 

benefit). The third group of stakeholders consisted of physicians who were specialised 

in performing work disability assessments (in this study, social insurance physicians). 

Although the practice varies considerably among countries, long-term work disability 

assessments are usually performed by specialised social insurance physicians [1,4].  

Firstly, we identified the needs of the Institute by consulting the four policy-

makers with the most expertise of physician-claimant communication, and studying 

reports and publications of the Institute and allied organisations. Secondly, we 

assessed the needs of the claimants (n=56) in a survey, by means of an open-ended 

question, asking for comments on the communication during an assessment interview 
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they had recently attended [18]. Thirdly, we used the results from a focus group study 

among social insurance physicians (n=22) to assess the needs of the physicians [19]. 

By combining the needs of these three stakeholders, the desired programme outcome 

for the communication skills training course was determined. 

 

ResultsResultsResultsResults    

The Institute states on its website that it strives to “excel as a provider of social services 

by focussing attention on the claimant” (http://www.uwv.nl, accessed 18 June 2010). 

This includes showing interest in claimants and respecting them, being clear about 

promises and expectations, and delivering the appropriate services. Other internal 

publications confirm that delivering good insurance-medical care, which includes 

correct physician-claimant communication, is the main aim of the Institute. The 

Institute also considers claimant satisfaction important, and tries to minimise the 

number of complaints, objections, and appeals that claimants file. Therefore, policy-

makers at the Institute would favour a training course aimed at increasing the services 

for claimants by improving the professional communication behaviour of physicians 

during disability assessment interviews.  

From the claimant’s perspective, difficulties in communication during already 

stressful interviews may have a considerable impact. According to their responses to 

our questions, the claimants were of the opinion that in a communication skills 

training course it is especially important that physicians: (1) provide clear and 

complete information about the assessment, the interview, and the findings, (2) show 

empathy, for example, with regard to the tension that the assessment may cause in the 

claimant, (3) take the claimant seriously, by limiting the influence of preconceived 

notions and suggestive questions, and (4) take the necessary time and make the 

necessary preparations, in order to obtain sufficient prior knowledge about the 

disabilities of the claimant. 

In the focus group meetings the physicians themselves indicated that the time 

that is available per claimant is limited, and therefore they would like to learn how to 

perform the interview more efficiently, while maintaining a professional method of 

communication. The fact that the physicians reported that they experienced very few 

communication problems, while claimants had many, might indicate a lack of 

awareness on the part of the physician. With regard to this, the physicians indicated 

that they wished to minimise the influence on their communication behaviour of their 

unconscious feelings and opinions with regard to the claimants (e.g. be aware of 

counter-transference, recognising the effect of claimant behaviour on their own 

behaviour).  
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Step 2: Programme objectivesStep 2: Programme objectivesStep 2: Programme objectivesStep 2: Programme objectives    

MethodsMethodsMethodsMethods    

Having assessed the needs in the first step, the second step in IM is to formulate the 

aim of the programme, the programme objectives, the performance objectives, and 

the change objectives. The aim was deduced from the combined needs of the 

stakeholders. In a brainstorming session, the programme objectives were formulated, 

based on the aim, with additional input from result matrices. Input for these matrices 

were the combined results from two questionnaire studies among social insurance 

physicians [20], two questionnaire studies among work disability claimants [18], and a 

focus group study among social insurance physicians (n=22) [19]. The first 

questionnaire study among social insurance physicians (n=146) assessed their general 

preferences in the communication during work disability assessment interviews and the 

psychosocial determinants of their communication behaviour [20]. The second 

questionnaire study among social insurance physicians (n=56) assessed their opinion 

about and satisfaction with the communication during 10 assessment interviews. The 

first questionnaire study among claimants (n=63) assessed their general preferences 

in the communication during work disability assessment interviews and physician-

patient encounters in general, and the psychosocial determinants of their 

communication behaviour. The second questionnaire study among claimants (n=56) 

assessed their opinion about and satisfaction with the communication during a 

recently attended interview. In addition to the results for each questionnaire separately, 

analyses of the combined results of both second questionnaires were performed to 

obtain insight into agreements and differences of opinion about the communication 

between physicians and claimants [21]. Additional analyses were also performed, in 

which the data from all four questionnaires were combined (n=28 physicians, n=53 

claimants), to assess at positive agreement between physicians and claimants with 

regard to the communication during the interview in more detail.  

We formulated performance objectives describing the type of behaviour the 

physicians should be able to adopt after they had participated in the training course, 

by translating the programme objectives into more specific training goals, based on 

matrices. This was done in brainstorming sessions attended by all authors and two 

experts on the communication skills of social insurance physicians in the Educational 

Department of the Institute. These experts agreed to collaborate more intensely with 

the authors in the development and implementation of the training course, in order to 

ensure practical relevance and feasibility of the aims and objectives. The change 

objectives at organisational level were derived from the performance objectives and 

formulated by the authors, after consulting the social insurance physicians in the focus 

group study and two policy-makers at the Institute. 
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ResultsResultsResultsResults    

In brainstorming sessions, combining the results of the needs assessment, and using 

matrices to summarise and structure all findings, we formulated the main aim of the 

communication skills training course: social insurance physicians should communicate 

in a professional way, as a consequence of which both claimants and physicians 

experience less difficulty in the communication. The communication behaviour of 

physicians was considered to be ‘professional’ if: (1) they were aware of the influences 

on their communication behaviour of their own feelings and assumptions about 

claimants when communicating with those claimants, and they minimised negative 

influences, (2) they communicated efficiently, clearly, and empathically, attuned to the 

claimants, and (3) they met the claimants’ needs for information and empathy in their 

communication behaviour when discussing their findings with the claimants, without 

compromising the assessment (i.e. while clearly mentioning the conclusions of the 

disability assessment). The main research findings that resulted in these programme 

objectives are summarised in Table 8.1. 

 Next, in brainstorming sessions, using the matrices and other research findings, 

we specified six performance objectives with regard to two determinants: (a) 

awareness and knowledge about the communication behaviour, and (b) and 

communication skills. We decided on these determinants because several reviews have 

included them as important determinants [12,22,23]. Table 8.2 provides a summary 

of the performance objectives. 

 We found that change objectives should concern obtaining support from the 

Institute, to make it possible to implement the training course. Support includes 

practical support (e.g. financing, location of the training course, offering physicians 

the time to attend), as well as ‘emotional’ support (e.g. making it known that the 

Institute finds the training course and its subject important, motivating physicians to 

join). Acquiring accreditation of continuing medical education for this new training 

course was an important change objective to give the training course an official status 

within the Institute and its Educational Department. This also made it possible for the 

training course to be embedded in the Educational Department, including the use of 

all the available facilities. 

 

Step 3: Selecting theoryStep 3: Selecting theoryStep 3: Selecting theoryStep 3: Selecting theory----based methods and practical strategiesbased methods and practical strategiesbased methods and practical strategiesbased methods and practical strategies    

MethodsMethodsMethodsMethods    

Having formulated the performance objectives with each determinant and the change 

objectives in the second step, the third step in IM is to identify theory-based methods 

and practical strategies that could effect changes in the determinants of the 

communication behaviour of social insurance physicians.  

 The methods and strategies were identified on the basis of findings of a 

previous systematic review of the most effective strategies for teaching communication 

skills to physicians [10]. We also took the theoretical framework underlying our 
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Table 8.1: Table 8.1: Table 8.1: Table 8.1: Summary of the main research findings from the matrices for the translation into programme 

objectives of the communication skills training course for physicians performing work disability 

assessment interviews. 

  MMaaiinn  rreesseeaarrcchh  ffiinnddiinnggss  PPrrooggrraammmmee  oobbjjeeccttiivveess  

1 - Social insurance physicians (SIPs) have little awareness of the 

effects of claimant (CL) behaviour on their own communication 

behaviour, and vice versa. 

- SIPs are often unable to accurately assess CLs’ opinions about 

the communication. 

- SIPs assume that CLs’ opinions are more positive than those 

opinions actually are.  

- Barriers that SIPs may experience in interaction with CLs, may 

influence the communication. 

- When the behaviour of SIPs is too self-assured, this may hinder 

the communication.  

Physicians are aware of the 

influences of their own 

feelings and assumptions 

about claimants on their 

behaviour when 

communicating with those 

claimants, and they 

minimise negative 

influences. 

2 - SIPs should communicate clearly. 

- SIPs should respond empathically to CLs (affective, emotion-

oriented communication), in addition to focussing on the content 

(instrumental, task-oriented communication). 

- The former applies especially to CLs who SIPs assume to have 

little functional capacity. 

- CLs have a more positive opinion about the communication 

when the physician pays more attention to them (e.g. is 

transparent, provides clear explanations, discusses their work 

and personal situation).  

- The introduction of the interview is important, because it 

provides the basis for the rest of the interview.  

- In interviews with CLs with a lower level of education, with little 

self-reported communication skills, and with little social support 

from family, friends, and acquaintances, SIPs need to pay 

special attention to the exchange of information and their 

listening behaviour.  

Physicians communicate 

efficiently, clearly, and 

empathically, attuned to 

claimants.    

3 - When SIPs are transparent and clear, providing information 

about findings and conclusions, this may prevent unpleasant 

reactions from CLs that SIPs fear.  

- Although most SIPs reported that they explained their 

conclusions to the CLs, many CLs reported that this did not 

happen. 

- CLs often find the SIP’s conclusion unclear or difficult to 

understand. 

Physicians meet claimants’ 

needs for information and 

empathy in their 

communication behaviour 

when they discuss their 

findings without 

compromising the 

assessment.    
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Table 8.2Table 8.2Table 8.2Table 8.2:::: The three programme objectives (1-3) related to performance objectives in social insurance 

physicians’ (SIP) knowledge, awareness, and skills regarding communication with claimants (CL). 

Programme 

objectives 

Performance objectives for SIPs  

 a. Knowledge/awareness b. Skills 

Social insurance physician (SIP) knows 

that there is a constant interaction 

between SIP and claimant (CL) 

communication behaviour, with 

regard to both content and process. 

SIP switches between content and 

process in the communication, geared to 

CL’s verbal and non-verbal behaviour 

(e.g. reflects on CL’s feelings, labels 

non-verbal behaviour). 

SIP is aware of the influence of own 

communication preferences and own 

state of mind in relation to CL’s verbal 

and non-verbal behaviour. 

SIP signals the effect of own disturbing 

feelings and assumptions in relation to 

CL behaviour, and takes this into 

account. 

1. SIP is aware 

of the influence 

of own feelings 

and 

assumptions, 

minimising 

negative 

influences 

SIP knows the general rules of giving 

adequate feedback. 

SIP gives appropriate feedback about 

CL’s behaviour, especially if it disturbs 

SIP. 

SIP knows what instrumental (task-

oriented, content-focussed) and 

empathic (affective, process-oriented) 

behaviour is, what the differences are, 

and when to use which. 

SIP switches between instrumental and 

empathic behaviour during the interview. 

 

SIP knows the essential elements of a 

first-time introduction, including an 

explanation of the aim of an 

assessment interview. 

SIP uses the essential elements of a first-

time introduction, including an clear 

explanation of the aim of the assessment 

interview. 

2. SIP 

communicates 

efficiently, 

clearly, and 

empathically, 

attuned to 

claimant 

SIP knows which general 

communication skills exist (e.g. asking 

open-ended/closed questions, 

listening, summarising, providing 

regular breathing spaces), and when 

to use which. 

SIP uses general communication skills, 

each at the appropriate moments 

resulting in clarity in the communication. 

 

SIP knows the importance of actually 

mentioning the conclusions to the CL. 

SIP mentions and explains the 

conclusions clearly to the CL. 

SIP knows the essential elements of 

sharing and explaining a conclusion 

(i.e. the elements of a bad news 

conversation) [31,32]. 

SIP applies all essential elements (e.g. 

giving CL an opportunity to respond) 

when sharing and explaining 

conclusions to CL. 

3. SIP meets 

CL’s needs for 

information and 

empathy when 

discussing the 

findings 

SIP knows how to apply the 

knowledge of objectives 1 and 2 

(listed above) when explaining 

conclusions to CL. 

SIP applies the skills of objectives 1 and 

2 (listed above) when explaining 

conclusions to CL. 
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questionnaire studies [5] as a starting point to search the literature for an appropriate 

cognitive or behavioural model for teaching communication skills. To select 

appropriate methods and strategies from the systematic review and the theoretical 

models, we organised brainstorming sessions attended by some of the authors and the 

two experts in communication skills of social insurance physicians at the Institute. 

Remarks made by the physicians in the afore-mentioned focus group studies, were 

also compared to the findings. We then made a matrix to determine the most 

appropriate methods, strategies, and relevant materials for each behavioural 

determinant. 

    

ResultsResultsResultsResults    

The systematic review showed that active strategies, including a lot of practice of the 

skills, for example in role-play with structured feedback, is a good method for teaching 

physicians communication skills. Moreover, interactive discussion in small groups, 

focusing on claimant communication, should be preferred over lectures. The 

additional literature search for a behavioural model showed that the findings of the 

systematic review were in line with Bandura’s Social-Cognitive Theory (SCT) [24,25] 

and Kolb’s model of learning styles [26]. According to the SCT, learning is facilitated 

by observing others (observational learning) and imitating examples of behaviour 

(modelling). Moreover, it considers performing behaviour and receiving feedback to 

be important strategies for acquiring behavioural skills. The Kolb model of learning 

styles consists of a processing continuum from active learning (‘doing’) to reflective 

observation (‘watching’), combined with a perception continuum from abstract 

conceptualisation (‘thinking’) to concrete experience (‘feeling’). Both models were even 

more useful because the experts considered both practice and experience to be 

important. The importance of ‘doing’ from the model of learning styles was 

emphasised by the review findings and the opinions of the physicians in the focus 

group meetings, who stated that communication is often easier in theory than it is in 

practice. These physicians also indicated a need for ‘watching’: getting theoretical 

examples (e.g. theory on communication techniques or how to communicate 

conclusions) and practical communication examples (e.g. from role models or peers). 

The need for theory stressed the need for ‘thinking’, as did the finding that physicians 

would appreciate a structured list of short and clear hints in the training course. 

Although ‘feeling’ was not mentioned by the physicians as a necessary ingredient, the 

experts we consulted agreed that this ingredient was needed for the learning process 

during the training course. The theoretical methods, practical strategies, and materials 

needed to increase knowledge and skills are summarised in Table 8.3 for each of the 

determinants and programme objectives. 
_______    
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    It was agreed that these methods and strategies would be incorporated in the 

training course in the following way. In order to create a clear and safe situation for 

the participants, the teachers introduced each subject that was addressed in the 

training course by providing the relevant theoretical information, when available, in a 

theoretical model. Guided practice with feedback was the main ingredient of the 

training course. A practical situation was chosen for role-play, with one of the 

physicians playing the role of the physician and a teacher playing the role of the 

__________ 
    

TTTTable 8.3able 8.3able 8.3able 8.3::::    Theoretical methods, practical strategies, and tools/materials needed to change the 

behavioural determinants of physicians’ communication during work disability assessment interviews. 

DDeetteerrmmiinnaanntt  &&  

pprrooggrraammmmee  

oobbjjeeccttiivvee  

TThheeoorryy--bbaasseedd  mmeetthhoodd  PPrraaccttiiccaall  ssttrraatteeggyy  TToooollss//mmaatteerriiaallss  

General, all 

determinants 

- Abstract 

conceptualisation 

(thinking) 

- Reflective observation 

(watching) 

Providing written 

information 

Hand-outs on all 

subjects 

Knowledge/ 

awareness of 

influences of own 

feelings  

Abstract conceptualisation 

(thinking) 

 

 

Providing verbal and 

written information 

 

 

- Theoretical model of 

interpersonal 

communication  

- Theoretical model of 

giving feedback 

Skills in 

minimising 

negative 

influences 

- Concrete experience 

(feeling) 

- Active experimentation 

(doing) 

- Guided practice with 

feedback  

- Providing examples (peer 

modelling) 

- Group practice 

(‘playground’) 

- Feedback from 

teachers and peers 

Knowledge/ 

awareness of 

communication 

attuned to CLs 

- Abstract 

conceptualisation 

(thinking) 

 

- Guided group 

brainstorming 

- Providing verbal and 

written information 

- Group discussion 

- Checklist on flip-over 

- Clarification by 

teachers 

Skills in 

communication 

attuned to CLs 

- Active experimentation 

(doing) 

- Reflective observation 

(watching) 

- Guided practice with 

feedback  

- Providing examples (peer 

modelling) 

- Group practice 

(‘playground’) 

- Feedback from 

teachers and peers 

Knowledge/ 

awareness of 

meeting CL’s 

needs when 

discussing 

findings 

- Abstract 

conceptualisation 

(thinking) 

- Reflective observation 

(watching) 

- Providing verbal 

information 

- Discussing verbal 

information 

- Theoretical model of 

discussing conclusions 

- Group discussion 

Skills in meeting 

CL’s needs when 

discussing 

findings 

- Active experimentation 

(doing) 

- Reflective observation 

(watching) 

- Guided practice with 

feedback 

- Providing examples (peer 

modelling) 

- Group practice 

(‘playground’) 

- Feedback from 

teachers and peers 
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claimant. All the other participants observed, and afterwards the role-playing 

physician reflected on the performance, followed by feedback and suggestions from 

the teachers and the other physicians. The physician can be allowed to continue, or to 

try again, or another physician can be asked to give it a try. This group practice was 

referred to as ‘the playground’, in order to stress the opportunity it offers to practice in 

a safe environment, instead of creating a scary situation in which the participants 

judge each other’s skills. To facilitate the learning process, checklists (e.g. with the 

essential elements of an introduction) were made, together with the participants, on 

large sheets of paper, the teachers making sure that all relevant items were included. 

To promote knowledge, the teachers integrated a top 10 of the most important 

research findings from the questionnaire studies and the focus group study (see step 2) 

in the training course. We included a binder with handouts, to remind physicians what 

they had learned and to enable them to look up information afterward the course.    

 

Step 4: Step 4: Step 4: Step 4: Programme planProgramme planProgramme planProgramme plan    

MethodsMethodsMethodsMethods    

After formulating theoretical methods and practical strategies in the third step, the 

fourth step in IM is to evaluate the established content of the programme in 

relationship to the context of the programme and the intended participants. From the 

tables and matrices formulated in the previous steps, those performance objectives 

that could be addressed in a short training course were selected by the authors and 

the experts. A concept training course was developed, and subsequently discussed and 

evaluated to assess its strengths and weaknesses. This evaluation was first made with 

three additional experts in the development and/or provision of training programmes 

for social insurance physicians, and successively in a group of 15 social insurance 

physicians. The authors presented the research results and concept versions of the 

training course in meetings, and asked the physicians to comment on its content and 

to provide further suggestions for improvement. We then discussed the comments and 

suggestions from the meetings with the two experts, to establish the final training 

programme.  

    

ResultsResultsResultsResults    

From the evaluation of the concept training course in the discussion sessions, it was 

decided that the training course would be called ‘Professional Claimant 

Communication’, because during the development phase communicating with 

claimants in a professional way became the central theme of the course. In order to 

create a positive and safe learning environment, it was agreed that the main explicit 

focus of the training course should be on professional style and not on reducing the 

complaints of claimants.  

As advised by the three experts and the 15 social insurance physicians, the 

performance objectives were addressed in the training course in the same order as in 
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a disability assessment interview. Following the sequence of the three programme 

objectives, the medical disability assessment was divided into three stages for this 

purpose: (1) preparation and introduction, (2) gathering information for the 

assessment, and (3) discussion about the conclusions and closing the interview. 

According to the experts, a two-days period was sufficient to teach the physicians the 

basic knowledge, awareness, and communication skills. Moreover, in large-scale 

implementation it would probably be difficult for physicians to spend more than two 

successive days at a training course. During this fourth IM step, no significant changes 

needed to be made in the previously established content of the training course. A 

summary of the training programme is presented in Appendix 8.1. The training course 

programme was sent to the Dutch Social Physicians Registration Committee for official 

approval and accreditation for continuing medical education.  

The active and interactive design of the training course limited the number of 

participants per group to 12 (which is a common number in such training courses). It 

was established that the inclusion criteria for participation in the training course were 

that the physicians worked as social insurance physicians at the Institute, and 

performed face-to-face work disability assessment interviews. Staff/executive social 

insurance physicians and physicians who had been social insurance physicians for less 

than one year were not eligible for participation.  

 

Step 5: Adoption and implementation planStep 5: Adoption and implementation planStep 5: Adoption and implementation planStep 5: Adoption and implementation plan    

MethodsMethodsMethodsMethods    

After the programme plan was established in step 4, the fifth step in IM was to develop 

a plan for the adoption and implementation of the training course in practice. This 

was done in collaboration with the two experts from the Institute’s Educational 

Department. A plan was made to promote the training course to potential participants, 

both top-down with the assistance of the managerial staff, and bottom-up by directly 

approaching physicians. This plan concerned who to approach, at which moment in 

time, and in which way (e.g. by means of a presentation, e-mail, both directly and 

indirectly), also including people and institutions that might be able to facilitate in the 

adoption, for example by raising enthusiasm among physicians. The aim of the plan 

was to reach all physicians with experience in work disability assessments and working 

for the Institute. The implementation was supported by a manual which was developed 

for the teachers of the training course.  

 

ResultsResultsResultsResults    

We decided that the Educational Department of the Institute would offer the training 

course. The infrastructure of the Educational Department was used to make the 

training course known, by approaching the managerial staff and presenting the 

training course to them to raise awareness and generate enthusiasm for the course 

among physicians. We also distributed flyers and newsletters with information about 



 

Chapter 8 

 

 

158 

the training course, organised presentations for both social insurance physicians and 

their executives at four front offices of the Institute, provided information on the website 

of the research project, and sent e-mail invitations to physicians. Furthermore, 

physicians who were training to be registered social insurance physicians were 

approached by their educational institute with information, and informed that they 

could use the training course as an optional subject in their education. Finally, we sent 

e-mails to all the social insurance physicians who had previously participated in the 

research project (i.e. questionnaire studies or focus group study), or had previously 

shown interest in the study, informing them about the training course. 

Two teachers, who were recruited from the Educational Department of the 

Institute, trained all groups of participants according to the detailed manual. 

    

Step 6: Evaluation plan Step 6: Evaluation plan Step 6: Evaluation plan Step 6: Evaluation plan     

MethodsMethodsMethodsMethods    

When the plans for adoption and implementation had been completed, the sixth step 

in IM was to formulate an evaluation plan, taking all findings from the prior steps into 

account. During the development of the training course, we realised that it was 

impossible to implement our original idea to evaluate the training course on a large 

scale in practice in a randomised controlled trial (RCT), with as primary outcomes the 

claimants’ acceptance of the physician’s conclusions and satisfaction with the 

communication. This was mainly due to organisational changes within the Institute, 

which limited the number of eligible participants and resulted in huge practical 

problems. To formulate a new evaluation plan, we therefore organised a 

brainstorming session with all the authors to generate alternative evaluation plans, 

including other RCT designs and alternative designs. Subsequently, all these plans 

were presented – with their advantages and disadvantages – to 30 researchers and to 

15 social insurance physicians and researchers. They commented on the plans and 

explained what their choice would be. After consulting the staff and policy makers of 

the Institute with regard to feasibility issues, the authors made the final decision on the 

evaluation plan.  

Having formulated the evaluation plan, the required measurement instruments 

had to be developed, taking into account that our study would only be financially 

feasible if all measurements were obtained with questionnaires. The literature was 

searched for available questionnaires, and an expert on measurement instruments for 

communication skills was consulted. The resulting questionnaires were pilot-tested by 

four social insurance physicians to assess comprehensibility and relevance, and by two 

researchers who were familiar with the intervention to assess whether the contents of 

the training course and the questionnaires matched. We made the final choice of 

questionnaires, taking their remarks into consideration, as well as the time needed to 

complete the questionnaires. 
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ResultsResultsResultsResults    

A plan was made for future evaluation of the intervention in a two-armed RCT. We will 

randomly assign participants to either an intervention group, or to a waiting-list 

control group which will not participate in the training course until all measurements 

have been completed. Participants in the intervention group will complete a 

questionnaire at baseline and directly after the training course (1-2 weeks after 

baseline). Participants in the waiting-list control group will complete the questionnaires 

at the same moments as the participants in the intervention group. The primary 

outcomes will be skills (measured with a casuistry example) and knowledge (measured 

with true-false questions) with regard to communication during work disability 

assessment interviews. A process evaluation will be carried out, to determine the most 

effective and valued aspects, to identify barriers and facilitators for implementation, 

and to further improve the training course. This will involve gathering data from the 

social insurance physicians (questionnaires) and the two teachers (informal interviews). 

This RCT has been registered in the Dutch Trial Register (NCT, number 2287).  

    

DiscussionDiscussionDiscussionDiscussion    
MaMaMaMain findingsin findingsin findingsin findings    

Following the six steps of the Intervention Mapping protocol, we developed the 

‘Professional Claimant Communication’ post-graduate training course, aimed at 

achieving professional physician-claimant communication during disability assessment 

interviews. The results of the first IM step indicated that the stakeholders would prefer a 

training course promoting a professional physician-claimant relationship, with clear, 

empathic, and non-biased communication. The second step resulted in the three main 

programme objectives, i.e. awareness of assumptions about claimants, 

communication attuned to claimants, and clarity concerning the findings of the 

assessment. For the change objectives, continuous support in realising and 

implementing the training course needs to be obtained from the Institute. Step 3 

showed the importance of active teaching strategies, based on the Social Cognitive 

Theory and the model of learning styles. In the fourth IM step, it was established that 

the training course would be a two-day course that would follow the phases of an 

assessment interview (i.e. the introduction phase, the information-gathering phase, 

and the closing phase). Step 5 resulted in the use of the infrastructure of the 

Educational Department in making the training course known and its implementation. 

In the sixth and last step, a plan was formulated for an RCT with a waiting-list control 

group to evaluate the training course. 

There is increasing use of the Intervention Mapping protocol for the systematic 

development of training courses for medical professionals [16,17,27], but it is only 

recently that researchers have applied the protocol to develop interventions in the 

context of work disability assessments [16,27]. They found that the protocol, albeit 
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extensive and time-consuming, is beneficial in this context. This is in agreement with 

our findings in the present study. 

 

Strengths and limitations of the studyStrengths and limitations of the studyStrengths and limitations of the studyStrengths and limitations of the study    

The IM protocol is a substantive protocol, implying that a considerable amount of time 

is needed to develop an intervention. However, this time-investment seemed to be 

worthwhile, because the focus of the protocol on practicality and feasibility, as well as 

the participation of all directly concerned stakeholders in the development of the 

intervention, seem to have resulted in a training course with great potentials, but the 

disadvantage is that the training course is only relevant for physicians who perform 

work disability assessment interviews, and not for other physicians. On the other hand, 

Bos et al. [28] concluded that training courses need to be based on context-specific 

needs assessments, which is in agreement with the opinions of the experts who 

participated in the present study. A strength of this study is that the opinions and 

experiences of both the Institute and the claimants were used in the development of 

the training course, thus ensuring its practical relevance and feasibility. 

Earlier studies have demonstrated that supervision provided by more 

experienced physicians is important to facilitate the transfer of the skills that have been 

learned into practice [29,30]. Although this was confirmed by the experts in our study, 

due to practical issues it could not be included in the training course. It would, 

however, be advisable to continue to search for possibilities in this respect. After all, 

the ultimate aim of such training courses is their generalisation to practice, so that 

claimants can benefit. 

The systematic approach of the IM protocol ensures reproducibility, and 

therefore implies that the results would be comparable if other researchers performed 

the same study. However, the choices made in the initial IM steps are crucial, and 

therefore a difference in choices might result in a difference in emphasis in the 

development phase, and thus in a totally different training course. Although we made 

our choices (e.g. which stakeholders to include) very carefully, it is likely that there are 

also local differences among stakeholders, and that stakeholders of other origin (e.g. 

physicians or claimants in other countries) would have expressed other needs, resulting 

in different objectives. The degree of reproducibility is therefore dependent on the 

context and situation in which the development takes place, but because application of 

the IM protocol leads to a profound development of interventions, and ensures that no 

essential steps are left out, the chances of developing at a comparable intervention 

when including comparable stakeholders, are high. 

All the measurements in our evaluation plan will be based on questionnaires. 

Various other methods of evaluation, such as systematic observations of video-

recordings of real assessment interviews, or interviews with simulated claimants, might 

provide stronger evidence. However, due to practical issues, we had to choose a less 

time-consuming method of evaluation. We recommend that future studies should use 
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more robust methods if possible. For example, an extensive RCT could be performed, 

in which the measurements include observations of actual physician-claimant 

interviews, instead of only ‘paper-and-pencil’ measurements. Furthermore, the 

claimant’s opinion about the communication skills of the physician could be taken into 

account. 

 

Implications Implications Implications Implications     

Work disability assessments are performed in many countries [1,3], and always have a 

big impact on disability claimants, even though the assessments are made in different 

legal contexts and different procedures may apply. However, when these assessments 

include face-to-face interviews, communication will obviously influence the process 

and content of the assessment. Despite common agreement on this matter, our study 

was the first – to our knowledge – in which an attempt was made to develop an 

evidence-based communication skills training course for physicians who regularly 

perform these assessments. Several of our findings with regard to the main objectives, 

the strategies, and the implementation plan, are relevant for use in other countries 

than the Netherlands. Preferably, however, the training course should be tailored to 

the specific practice of work disability assessment in those countries. However, because 

a large part of our training course focuses on knowledge, awareness, and the 

communication skills that are relevant for all physicians who perform work disability 

assessments, and are probably applicable to physicians worldwide, specific tailoring 

should not be difficult. Due to the fact that IM is not only a systematic, but also a 

circular approach, the results of our study can be used as a starting point in the 

tailoring process.  

 

ConclusionsConclusionsConclusionsConclusions    
The practical relevance and feasibility of our communication skills training course is 

promising. Its content is important for physicians in many different countries, and with 

IM the training course can be tailored to specific local practices. Moreover, the results 

of our study represent an important advancement in this field, because previously 

there was no such evidence-based training course available that was tailored to work 

disability assessments.  
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Appendix Appendix Appendix Appendix 8.8.8.8.1111::::    Summary of the training programmeSummary of the training programmeSummary of the training programmeSummary of the training programme....    

MMaannuuaall  PPrrooffeessssiioonnaall  CCllaaiimmaanntt  CCoommmmuunniiccaattiioonn    

• Day 1: Emphasise on introduction of the interview and gathering information. 

• Day 2: Emphasise on gathering information and discussing the conclusion. 

• Theme throughout the course: professional involvement. 

 

DDaayy  11  

9.30 hours 9.30 hours 9.30 hours 9.30 hours ---- Getting acquainted  Getting acquainted  Getting acquainted  Getting acquainted     

Teaching strategies: plenary 

• Teachers introduce themselves (formal/instrumental and empathic/affective).  

• Teachers explain their roles: both teacher and role-play actor.  

• All participants introduce themselves by answering three questions: (1) who are you (name, etc.)?, 

(2) do you have any experience with communication skills training courses and related 

education?, and (3) what do you hope to have learned by the end of this course? The aim is to 

provide structure and a safe environment. 

    

10.00 hours 10.00 hours 10.00 hours 10.00 hours ---- Explanation of the programme, aims, and methods Explanation of the programme, aims, and methods Explanation of the programme, aims, and methods Explanation of the programme, aims, and methods    

Teaching strategies: plenary 

• Basis of the training course: every participant has his/her own personal expertise with regard to 

the performance of assessment interviews. Singularity of all participants is respected. 

• The course topics are predetermined, but all participants will have the opportunity to practice with 

the situations that they find difficult. 

    

10.15 hours 10.15 hours 10.15 hours 10.15 hours ---- Theoretical model (self Theoretical model (self Theoretical model (self Theoretical model (self----other model)other model)other model)other model)    

Teaching strategies: plenary, interactive  

• Short explanation of theory, applied to contact with claimants. The continuous interaction 

between the communication of the physician (self) and the claimant (other) is highlighted. 

• Practice in application of the self-other model. 

    

10.45 hours 10.45 hours 10.45 hours 10.45 hours ---- Preconditions for learning from the training course Preconditions for learning from the training course Preconditions for learning from the training course Preconditions for learning from the training course    

Teaching strategies: plenary, interactive, summary on flip-over  

• Focus on safety in the group. What do participants need to participate comfortably?    

    

11.15 hours 11.15 hours 11.15 hours 11.15 hours ---- Introduction of the assessment interview Introduction of the assessment interview Introduction of the assessment interview Introduction of the assessment interview    

Teaching strategies: role-play, video-recordings, brainstorming, group discussion, feedback, hand-

outs 

• Theme: How do I introduce myself to the claimant, and how do I explain the aims of the 

assessment interview? 

• Participants receive a vignette of a 55-year old construction worker with low back pain and 

mental complaints. He is surly and uncommunicative. They are not allowed to discuss this 

vignette with the other participants. 

• Each individual participant gives a short introduction – no more than a few minutes – to the first 

assessment interview with the construction worker (enacted by one of the teachers), as the 

participant would do in every day practice. These role-plays are recorded. 

• Before the group sees the video-recordings, all participants together make a list of criteria that 

are important in a first introduction. 
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DDaayy  11  ((ccoonnttiinnuueedd))  

12.00 hours 12.00 hours 12.00 hours 12.00 hours ---- Lunch break Lunch break Lunch break Lunch break    

    

13.00 hours 13.00 hours 13.00 hours 13.00 hours ----    IntroductiIntroductiIntroductiIntroduction of the assessment interview (continued)on of the assessment interview (continued)on of the assessment interview (continued)on of the assessment interview (continued)    

• The Korthagen reflection circle is explained, as a method to give adequate feedback to fellow 

participants. 

• The participants watch the video-recordings of the introductions and they are encouraged to give 

feedback to each other.  

• The recordings are evaluated according to the list of criteria. 

    

13.45 hours 13.45 hours 13.45 hours 13.45 hours ---- Gathering information: concise theory Gathering information: concise theory Gathering information: concise theory Gathering information: concise theory    

Teaching strategies: plenary interactive teaching, group discussion, hand-outs 

• Both the content of the interview and the process (contact) are always important. 

• Short explanation of the theory for each topic (see below). Participants are encouraged to ask 

questions. 

• Short practice of role-play for each topic (one of the teachers plays the role of the claimant). 

 

Topics: 

• Types of questions (open-ended, closed, normative, ‘why’ questions). 

• Listening, summarising, asking follow-up questions. 

• Using silences as a conversation technique. 

• Shifting between the content and the process (contact) of communication. 

    

14.30 hours 14.30 hours 14.30 hours 14.30 hours ---- Practi Practi Practi Practising assessment interviewssing assessment interviewssing assessment interviewssing assessment interviews    

Teaching strategies: plenary role-play, feedback from participants and teachers 

• All participants get a chance to practice. 

• Main focus on gathering information with an uncommunicative and not forthcoming claimant, 

with emphasis on the four topics mentioned above. 

• Participants are allowed to practise with the types of claimants that they have trouble with and/or 

situations in the assessment interview that they find difficult, if these are relevant for the topic. 

• The following practise cycle is repeated several times: 

� One of the teachers or participants presents a (difficult) situation in the information-

gathering phase of an assessment interview.  

� A short role-play takes place, in which one of the teachers plays the role of the claimant. 

The other participants observe, focusing on the topics mentioned above, and the 

feedback that should be given on the performance concerning those topics. 

� The participant in the role-play gets the opportunity to reflect on his/her performance in 

the role-play situation.  

� The other participants and the teacher give feedback on what went well and what could 

be improved.  

� Another participant, or several other participants, can practise the same situation and 

receive feedback. 

    

16.15 hours 16.15 hours 16.15 hours 16.15 hours ---- Review of day  Review of day  Review of day  Review of day 1111    

Teaching strategies: plenary 

• Feedback to teachers. Things that need to be shared. 
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DDaayy  11  ((ccoonnttiinnuueedd))  

16.30 hours 16.30 hours 16.30 hours 16.30 hours ---- End of day 1 End of day 1 End of day 1 End of day 1    

    

DDaayy  22  

9.30 hours 9.30 hours 9.30 hours 9.30 hours ---- Review of day 1 and preview of day 2 Review of day 1 and preview of day 2 Review of day 1 and preview of day 2 Review of day 1 and preview of day 2    

Teaching strategies: plenary  

    
10.00 hours 10.00 hours 10.00 hours 10.00 hours ---- Non Non Non Non----verbal behaviouverbal behaviouverbal behaviouverbal behaviourrrr    

Teaching strategies: plenary interactive teaching, group discussion, hand-outs  

• Explanation and discussion of how and what non-verbal behaviour contributes to the assessment 

interview. What a physician can do with the non-verbal behaviour of a claimant. How to interpret 

non-verbal behaviour. How to give proper feedback. 

 

Teaching strategies: plenary role-play, feedback from participants and teachers 

• Practising assessment interviews with a focus on non-verbal behaviour of both physician and 

claimant: 

� One of the teachers or participants presents a (difficult) situation in the information-gathering 

phase of an assessment interview.  

� There is a short role-play, in which one of the teachers plays the role of the claimant. The 

other participants observe, focusing on the topics mentioned above and what feedback 

should be given on the performance concerning those topics. 

� The role-playing participant has the opportunity to reflect on his/her performance in the role-

play situation.  

� The other participants and the teacher give feedback on what went well and what could be 

improved.  

� Another participant, or several other participants, can practise the same situation and receive 

feedback. 

    
10.30 hours 10.30 hours 10.30 hours 10.30 hours ---- Giving and receiving feedback in an assessment interview Giving and receiving feedback in an assessment interview Giving and receiving feedback in an assessment interview Giving and receiving feedback in an assessment interview    

Teaching strategies: plenary interactive teaching, group discussion, hand-outs, plenary role-play, 

feedback from participants and teachers 

• Discussing theory about feedback. 

• Practicing assessment interviews with a focus on giving and receiving feedback. The same 

procedure is applied as described for ‘non-verbal behaviour’. 

• Both positive and negative feedback: compliments and criticism.  

    
11.00 hours 11.00 hours 11.00 hours 11.00 hours ---- Discussing the conclusions of the assessment interview Discussing the conclusions of the assessment interview Discussing the conclusions of the assessment interview Discussing the conclusions of the assessment interview    

Teaching strategies: plenary interactive teaching, group discussion, hand-outs, plenary role-play, 

feedback from participants and teachers 

• Discussing theory about sharing conclusions with claimants, based on methods for breaking bad 

news. The focus is on situations in which the claimant disagrees with the physician about the 

conclusion. 

• Practising assessment interviews, with a focus on discussing the conclusions of the assessment 

and breaking bad news. The same procedure is applied as described for ‘non-verbal behaviour’. 

    
12.00 hours 12.00 hours 12.00 hours 12.00 hours ---- Lunch break Lunch break Lunch break Lunch break    
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DDaayy  22  ((ccoonnttiinnuueedd))  

13.00 hours 13.00 hours 13.00 hours 13.00 hours ---- Discussing the conclusions of the assessment interview (continued) Discussing the conclusions of the assessment interview (continued) Discussing the conclusions of the assessment interview (continued) Discussing the conclusions of the assessment interview (continued)    

Teaching strategies: plenary role-play, feedback from participants and teachers 

• Practising the closing of assessment interviews and discussing the conclusions of the assessment 

with claimants, thereby paying attention to breaking bad news, non-verbal behaviour, and giving 

feedback. The same procedure is applied as described for ‘non-verbal behaviour’. 

    

15.00 hours 15.00 hours 15.00 hours 15.00 hours ---- Personal Action Plan Personal Action Plan Personal Action Plan Personal Action Plan    

Teaching strategies: plenary quiescence, group discussion 

• Each participant thinks in silence about what he or she will do differently in the next assessment 

interview, after this two-day training course. These intentions should be well-defined and 

concrete.  

• Each participant explains his or her intentions to the other participants. 

    

16.00 hours 16.00 hours 16.00 hours 16.00 hours ---- Review of days 1 and 2 Review of days 1 and 2 Review of days 1 and 2 Review of days 1 and 2    

Oral and written evaluation. 

    

16.30 hours 16.30 hours 16.30 hours 16.30 hours ---- End of the training course End of the training course End of the training course End of the training course 
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