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Abstract Abstract Abstract Abstract     
    

Objectives:Objectives:Objectives:Objectives: The aim of this study was to assess whether a two-day, post-graduate 

communication skills training course, focussing on physician-claimant communication 

during work disability assessment interviews, would increase physicians’ competence 

and knowledge with regard to communication during these interviews, and would 

change the determinants of their communication behaviour. 

 

Methods:Methods:Methods:Methods: A two-armed randomised controlled trial was performed, with a waiting-list 

control group. At baseline and at follow-up, 42 physicians completed questionnaires. 

The primary outcome measures were competence and knowledge about 

communication during assessment interviews with work disability claimants. The 

secondary outcome measures were 21 self-reported determinants of communication 

behaviour. Differences were analysed by performing one-way analysis of variance and 

one-way analysis of covariance. For a process evaluation, the physicians rated their 

opinions about the course on a ten-point scale.  

 

ResultResultResultResults: s: s: s: There was no significant difference between the intervention group and the 

control group in overall competence after the training course. A significant difference 

in competence was found only for one of the three phases of the interview, i.e. the 

introduction phase, in favour of the intervention group (p=0.014). Knowledge about 

communication was significantly higher (p=0.001) in the intervention group than in 

the control group, especially concerning the information-gathering phase of the 

interview (p=0.001). For the secondary outcomes, the intervention group scored 

significantly better on 7 of the 21 self-reported determinants of communication 

behaviour, including self-efficacy, intentions, skills, and knowledge. The participants 

were very satisfied with the training course (the mean scores ranged between 8.4 and 

9.1). 

 

Conclusions:Conclusions:Conclusions:Conclusions: The communication skills training course may improve some aspects of 

physician communication, but not all. Nevertheless, the physicians who participated 

were unanimously positive about the training course, and this warrants further 

development.  

 

Trail registration: NTR 2287 
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Introduction Introduction Introduction Introduction     
Worldwide, there is an increased awareness of the importance of physician-patient 

communication in medical encounters [1-3]. As a result, many different communication 

skills training courses are available for physicians, effective and ineffective, some of 

which are tailored to a specific medical specialism [4,5]. However, for physicians who 

perform work disability assessments, no such courses have been described in the 

literature, or systematically evaluated. This is a striking deficit, because there is a lot at 

stake for disability claimants during the work disability assessment that the physician 

performs. Moreover, communication is the physician’s main method of gathering 

information during the assessment interview [6-9]. To fill this gap, we had already 

developed a post-graduate communication skills training course for physicians who 

perform work disability assessments [10]. In the past three years we have carried out 

research on this development, based on a theoretically conceptualised framework 

[11]. This research included extensive questionnaire studies among physicians [12] 

and claimants [13], both before and after the assessment interviews [14], and a focus 

group study among physicians [15]. We also made an overview of systematic reviews 

to identify effective training strategies [16]. However, we do not yet know whether the 

training course that we have developed is of added value for physicians, and whether 

it is capable of influencing their skills in communication with claimants.  

The main aim of this study was to assess whether the training course focussed 

on physician-claimant communication during work disability assessment interviews 

would increase the physicians’ competence and knowledge with regard to 

communication. We also aimed to assess whether the determinants of the 

communication behaviour of the physicians changed as a result of the course. These 

determinants were attitudes, social influence, self-efficacy, intentions, self-perceived 

barriers, and self-perceived skills. Moreover, we were interested in the opinions of the 

participating physicians with regard to the methods and content of the course, and the 

skills learned, because these could provide suggestions for improvement. 

We hypothesised that the physicians who attended the training course would 

have higher levels of competence and knowledge than those who did not. With regard 

to the secondary aims, we hypothesised that the physicians’ attitudes, social influence, 

self-efficacy, intentions, and self-perceived knowledge, skills, and perceived barriers 

would have changed in a favourable direction after attending the training course, 

along the lines of the Theory of Planned Behaviour [11,17-19]. Moreover, we 

hypothesised that the opinions of physicians with regard to the training course would 

be positive, because we took their needs and opinions into consideration when 

developing the course (by following the Intervention Mapping protocol [10]). 
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MethodsMethodsMethodsMethods    
Study design and settingStudy design and settingStudy design and settingStudy design and setting    

This study was a two-armed randomised controlled trial (RCT), carried out among 

social insurance physicians working for the Dutch Institute of Employee Benefit 

Schemes (‘the Institute’). The main task of these physicians is to perform assessment 

interviews to evaluate the work abilities and disabilities (including sickness, 

impairments, prognosis, recovery behaviour) of employees who are unable to work 

and are claiming a work disability benefit (‘claimants’) [20,21]. Although practice 

varies considerably among countries, work disability assessments are often performed 

by specialised physicians, not only in the Netherlands (where this study was 

performed), but also in other countries [7,9]. The study was registered in the Dutch 

Trial Register (NCT number 2287) and the Medical Ethics Committee of the VU 

University Medical Center informed us that the study did not need ethical approval. 

 

Study population and recruitmentStudy population and recruitmentStudy population and recruitmentStudy population and recruitment    

Between December 2009 and April 2010, participants were recruited by informing the 

managerial staff of the Institute about the study and asking them to raise awareness, 

by distributing flyers, newsletters, and e-mails among physicians, and by giving 

presentations at front offices of the Institute (the recruitment process has been 

described in more detail elsewhere [10]). We asked all physicians who enrolled for the 

study to answer some questions to check whether they met the inclusion criteria. These 

inclusion criteria were: working as a social insurance physician, working for the Dutch 

Institute of Employee Benefit Schemes, and performing face-to-face assessment 

interviews. Executive social insurance physicians (supervisors) and physicians who had 

been working as a social insurance physician for less than one year were excluded. 

Before the end of the inclusion period, 48 social insurance physicians had been 

included. These physicians had either applied for participation in the study on their 

own account, or their supervisor had advised them to apply.  

    

RandomisationRandomisationRandomisationRandomisation    

Randomisation was performed at the level of the physician. An independent statistician 

provided computer-generated the randomisation scheme with which the participants 

were randomly assigned to either the intervention group or the control group. 

Randomisation was stratified according to the degree of experience as a social 

insurance physician (over 7 years of experience was classified as much experience, 

and 7 years or less as little experience), gender, and whether or not long-term work 

disability assessment interviews had been performed in the past year (as opposed to 

sickness certification or other short-term disability assessments). A research assistant 

performed the randomisation and informed the physicians about when they could 

attend the course.  
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InterventionsInterventionsInterventionsInterventions    

Control groupControl groupControl groupControl group    

Physicians in the control group were put on a waiting-list, and were only allowed to 

attend the course after they had completed all measurements. During their under-

graduate and post-graduate education, all physicians have attended some courses 

that have addressed claimant communication. However, none of the participants had 

attended a course comparable to the present intervention. Therefore, their current 

method of communication could be considered a ‘steady state’, and the waiting-list 

condition was regarded as ‘care as usual’. 

    

CommunicationCommunicationCommunicationCommunication skills training course skills training course skills training course skills training course    

Physicians in the intervention group attended a two-day, post-graduate 

communication skills training course. We developed this training course during the 

past three years by conceptualising a theoretical model [11], performing questionnaire 

studies [12-14], a focus group study [15], and a literature review [16], and using the 

Intervention Mapping protocol [10]. The training course focuses on professional 

communication with claimants during assessment interviews to determine their 

entitlement for a work disability benefit. Communication during the start and 

introduction of the interview, the phase of gathering information about the work 

disabilities, and the phase of discussing the conclusions and closing the interview were 

addressed successively. The main topics that were addressed in the training course 

were: introducing oneself; explaining the aim of the assessment interview; asking 

different types of questions (e.g. open-ended, directive, leading); listening, verifying 

understanding, and asking follow-up questions; summarising; using silences; 

switching between content and process; non-verbal communication; giving feedback; 

and explaining the conclusions. Active teaching techniques were applied, such as 

group-wise role-play, feedback on performance provided by the other physicians and 

the teachers, self-reflection, video-recordings, brainstorming, and group discussions of 

theory. The two teachers of the course, who were recruited from the Educational 

Department of the Institute, received instructions and a detailed manual from the 

researchers. The same teachers taught all the groups, and because of the active 

teaching methods, the groups were limited to a maximum of 12 participants. 

Therefore, the training course was given four times (including the courses after the 

study had ended for physicians in the control group). The development and content of 

the intervention is described in more detail elsewhere [10].  

 

DataDataDataData----collection and outcome measurescollection and outcome measurescollection and outcome measurescollection and outcome measures    

All measurements were performed on the basis of questionnaires. Participants in the 

intervention group completed a baseline questionnaire before they attended the 

training course (T1) and a post-test questionnaire at follow-up (T2). Participants in the 

control group completed the same two questionnaires with an interval of 



 

Chapter 9 

 

 

174 

approximately one and a half weeks, without taking part in the training course at that 

moment. Additionally, all participants in the intervention group completed an 

evaluation form after the training course. 

    

Primary outcome mPrimary outcome mPrimary outcome mPrimary outcome measureseasureseasureseasures    

This study had two primary outcome measures. The first was the competence of the 

physicians, which was defined as noticing potential difficulties in the communication 

and knowing how to adjust the communication in order to prevent such difficulties 

from occurring [22-24]. We assessed competence with a vignette of a sick-listed 

claimant applying for a disability benefit, about which open-ended questions were 

asked. Both groups completed this measurement only at T2. Two authors (HJvR and 

AJMS), who were blinded for the group allocation, independently scored the responses 

to the open-ended questions according to an agreed list of correct answers. Points 

were awarded for each correct answer and for each partially correct answer. 

Disagreements were resolved in a consensus meeting, but if no consensus could be 

reached the third author (JRA) made the final decision. 

The second primary outcome measure was the physician’s knowledge about 

communication with claimants during disability assessment interviews. Knowledge was 

measured with true-false questions with regard to the start and introduction of the 

interview (10 questions), the phase of gathering information during the interview (29 

questions), and the phase of explaining the conclusions and closing the interview (10 

questions). The formulation of these questions was based on the findings of our 

previous research. Both groups completed these measures at T1 and T2, and at both 

points in time the questions were identical, but their order was different. 

In addition to the analysis of overall competence and knowledge, we studied 

changes in competence and knowledge for each phase of the assessment interview 

separately: (1) the start and introduction of the interview, (2) the phase of gathering 

information during the interview, and (3) the phase of explaining the conclusions and 

closing the interview. 

    

Secondary outcome measures Secondary outcome measures Secondary outcome measures Secondary outcome measures     

Determinants of the physician’s communication behaviour were secondary outcome 

measures. These determinants were attitudes, social influence, self-efficacy, intentions, 

self-perceived barriers, self-perceived knowledge, and self-perceived skills with regard 

to communication with work disability claimants. Three aspects of these self-reported 

determinants were measured with one self-reported question for each aspect (see 

Table 9.3) rated on a 10-point scale, ranging from totally disagree (1) to totally agree 

(10). Both groups completed this questionnaire at T1 and T2 (the questionnaire was 

identical at T1 and T2).  
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Process evaluationProcess evaluationProcess evaluationProcess evaluation    

The process evaluation was based on the opinions of the physicians about the training 

methods, the contents of the course, and the degree to which they believed that they 

had learned the skills they had been taught. These opinions were expressed on an 

evaluation form, which all participants completed directly after the course. All answers 

were rated on a 10-point scale, ranging from totally disagree (1) to totally agree (10), 

or from very negative (1) to very positive (10), depending on the content of the 

question. The participants were asked about their overall appreciation of the training 

course, as well as their opinion about the training method (e.g. was the role-play 

useful?), the relevance for daily practice, the level of their communication skills (for 

each of the 10 earlier mentioned main topics that were addressed in the course) after 

the course compared to before the course, the quality of the teachers, and whether the 

course was interesting and enjoyable. 

 

Statistical analysisStatistical analysisStatistical analysisStatistical analysis    

All analyses were performed at individual level in SPSS 15.0.  

 

Baseline characteristicsBaseline characteristicsBaseline characteristicsBaseline characteristics    

Baseline measurements, age, gender, number of hours per week working as a social 

insurance physician, practical experience as a social insurance physician (little or 

much), and having attended other communication-related courses in the past year (yes 

or no) were compared between the intervention group and the control group. The 

differences in the continuous variables were tested for statistical significance using a t-

test for independent samples, and the differences in the categorical variables were 

analysed with a Chi-square test (p<0.05). When necessary, due to differences at 

baseline between the intervention group and the control group, we adjusted for these 

variables in further analyses.  

 

PrimPrimPrimPrimary outcome measuresary outcome measuresary outcome measuresary outcome measures    

For the outcome measure competence, the Pearson Product-Moment Correlation 

Coefficient was calculated for inter-rater agreement between the two raters, before 

final consensus. For further analysis, a total score was computed from the consensus 

scores by adding up all the points awarded for correct answers for each participant. A 

One-Way Analysis of Variance (ANOVA) was performed (p<0.05) to determine 

whether the scores of the intervention group differed significantly from those of the 

control group. Potential confounding and effect modification were checked. 

To compute a score for knowledge, the number of correct responses to the true-

false questions was calculated for each participant. Unanswered questions were 

considered to be incorrect. A One-Way Analysis of Covariance (ANCOVA) was 

performed (p<0.05) to study the differences between the intervention group and the 

control group. The independent variable, attending the training course, consisted of 
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two levels: course (intervention) and waiting-list (control). The dependent variable was 

knowledge (number of correct responses) at follow-up (T2) and the covariate was 

knowledge at baseline (T1). Potential confounding and effect modification were 

checked. 

In addition to the analysis of overall competence and knowledge, we also 

studied changes in competence and knowledge for each phase of the assessment 

interview separately. 

 

Secondary outcome measuresSecondary outcome measuresSecondary outcome measuresSecondary outcome measures    

The mean scores for each self-reported determinant of communication behaviour were 

calculated. The intervention group and the control group were compared by 

performing ANCOVA (p<0.05) for each determinant separately. Attending the 
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Figure 9.1: Figure 9.1: Figure 9.1: Figure 9.1: Flow chart of physicians in the study. 

Training course 

Post-test questionnaire, T2 (n=21) 
Excluded (n=1) 
 
Reason for exclusion: 
- Baseline questionnaire, T1 missing (n=1) 

Training course (optional) 

Questionnaire process evaluation (n=22) 
Did not attend the course (n=1) 
 
Reason for not attending the course: 
- Participant no longer wished to participate   
  (n=1) 

Allocated to control group (n=24) Allocated to experimental group (n=24) 

Post-test questionnaire, T2 (n=21) 
Lost to follow-up (n=1) 
 
Reason for loss to follow-up: 
- Participant no longer wished to participate   
  (n=1)  

Baseline questionnaire, T1 (n=23)  
Excluded (n=1) 
 
Reason for exclusion: 
- Did not meet inclusion criteria (n=1) 
 

Baseline questionnaire, T1 (n=22) 
Dropped-out (n=2) 
 
Reasons for drop-out:  
- Lack of time (n=2) 

Enrolled and randomised (n= 48) 
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training course was the independent variable (two levels: intervention or control), the 

value of the determinant of communication behaviour at follow-up (T2) was the 

dependent variable, and the value of the determinant of communication behaviour at 

baseline (T1) was the covariate. Potential confounding and effect modification were 

checked. 

    

Process evaluationProcess evaluationProcess evaluationProcess evaluation    

From the responses of the physicians in the intervention group on the evaluation form, 

the means scores and their standard deviations (SD) were calculated for each 

questionnaire item. 

 

Results Results Results Results     
Physicians flowPhysicians flowPhysicians flowPhysicians flow    

Figure 9.1 presents a flow chart of the physicians in the study. Of the 48 physicians 

who applied, 42 (87.5%) participated in all measurements and were included in the 

study.  

 

Baseline characteristicsBaseline characteristicsBaseline characteristicsBaseline characteristics    

At baseline, the physicians in the intervention group did not differ significantly from 

those in the control group with regard to demographic variables (see Table 9.1). There 

were also no significant differences at baseline between the primary and secondary 

outcome measures, except for the three items concerning the self-reported skills with 

regard to communication behaviour (see Table 9.3). These determinants of behaviour 

were significantly higher in the intervention group than in the control group (p=0.046, 

p=0.007; p=0.021), but the magnitude of the differences did not seem to be clinically 

relevant. 
 

____ 

Table 9.1:Table 9.1:Table 9.1:Table 9.1: Descriptive informationa about the demographical and background variables. 

  IInntteerrvveennttiioonn    

((nn==2211))  

CCoonnttrrooll    

((nn==2211))  

DDiiffffeerreennccee    

((pp--vvaalluuee))  

Age 48.1 (7.5) 51.8 (6.3) 0.09 

Working hours/week 35.1 (6.1) 34.3 (6.5) 0.70 

Gender  

     Female 

     Male 

 

57.1 

42.9 

 

52.4 

47.6 

0.76 

Experience 

     Much (>7 years) 

     Little (≤7 years) 

 

90.5 

9.5 

 

95.2 

4.8 

0.55 

Other courses  

     Yes 

      No 

 

19.0 

81.0 

 

19.0 

81.0 

1.00 

a Means and standard deviations are given for continuous variables; percentages are given for the difference 

categories of categorical variables.     
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Primary outcome measuresPrimary outcome measuresPrimary outcome measuresPrimary outcome measures    

For 67.7% of the items of the vignette measuring competence, both raters gave an 

identical score, for 30.2% their scores differed one point, and for the remaining 2.1% 

their scores differed two points. The Pearson Product-Moment Correlation Coefficient 

comparing the scores of the two raters for all items was 0.79. For the three phases of 

the interview these correlations were 0.83 (introduction), 0.74 (information-gathering), 

and 0.77 (closing).  

 No significant differences in overall competence were found between the 

intervention group and the control group (p=0.48). The intervention group scored an 

average of 22.1 points (SD=6.4) and the control group 20.9 points (SD=5.1) out of a 

total of 45 points. A significant difference in competence was found for one of the 

three phases of the assessment interview: the introduction phase (p=0.014). The 

intervention group scored an average of 7.0 points (SD=2.7) and the control group 

4.8 points (SD=2.7) out of a total of 13 points. For the information-gathering phase 

and the phase of explaining the conclusions no significant differences were found (p= 

0.43 and p= 0.92, respectively). 

After the course, the physicians in the intervention group had significantly more 

overall knowledge about communication during work disability assessment interviews 

than the physicians in the control group (p=0.001). At follow-up, the physicians in the 

intervention group answered 79.6% of the questions correctly, compared with 70.9% 

in the control group. The separate analyses of the three phases of the assessment 

interview showed that the physicians in the intervention group had significantly more 

knowledge about the information-gathering phase (p=0.001) than the controls, but 

they did not have more knowledge about the other phases. With regard to the 

information-gathering phase, physicians in the intervention group answered 80.0% of 

the questions correctly at follow-up, compared to 69.4% in the control group. A 

marginal significance (p<0.10) was found for knowledge about the start and 

introduction (p=0.069), with 84.8% of the questions answered correctly in the 

intervention group and 77.1% in the control group. There were no differences with 

regard to knowledge about explaining the conclusions and closing the interview 

(p=0.554). These findings are summarised in Table 9.2.        

 

Secondary outcome measuresSecondary outcome measuresSecondary outcome measuresSecondary outcome measures    

For 7 of the 21 determinants of communication behaviour (33.3%), the intervention 

group scored significantly better than the control group (see Table 9.3). Improvements 

were found in all three aspects of self-efficacy (p=0.004, p=0.044, and p=0.004), 

intention to pay special attention to communication during the assessment interview 

(p=0.016), both knowledge aspects (p=0.001 and p=0.001), and skills with regard 

to communication and conversation techniques (p=0.004). The self-efficacy aspects 

that improved concerned ability to handle formal aspects of the content, to handle 

relationship aspects and contact, and to relate to the claimant. The self-reported 
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knowledge aspects that improved were knowledge of communication and 

conversation techniques, and knowledge of the process aspects of the communication. 

Additionally, self-reported skills with regard to the process aspects of the 

communication (e.g. how to communicate and relate to the claimant, instead of what 

to say and ask) showed a marginally significant improvement (p=0.098). 

Effect modification was found for two self-reported determinants of 

communication behaviour – i.e. self-reported general knowledge and general skills. 

An interaction effect was found between group (intervention or control) and the score 

for the determinant of behaviour at baseline. For both variables, it seemed that when 

participants had a low scores at baseline, they performed better at follow-up in the 

control group than in the intervention group. 

    

Process evaluationProcess evaluationProcess evaluationProcess evaluation    

All ratings on the evaluation form were high, which indicates that the participants 

appreciated the training course very much. They also indicated that their 

communication skills with regard to all ten main topics that were addressed in the 

training course had improved after attending the course. The highest mean evaluation  

    

    
Table 9.2Table 9.2Table 9.2Table 9.2: : : : Descriptive informationa and results with regard to the primary outcomes (percentages 

correct and standard deviations). 

  IInntteerrvveennttiioonn  ((nn==2211))  CCoonnttrrooll  ((nn==2211))  pp--vvaalluueeaa  

  BBaasseelliinnee  FFoollllooww--uupp    BBaasseelliinnee  FFoollllooww--uupp    

CompetCompetCompetCompetence (overall)ence (overall)ence (overall)ence (overall)    ----    22.1 (6.4)22.1 (6.4)22.1 (6.4)22.1 (6.4)        ----    20.9 (5.1)20.9 (5.1)20.9 (5.1)20.9 (5.1)    0.4770.4770.4770.477    

Competence concerning the start 

and introduction of the interview 

- 7.0 (2.7)  - 4.8 (2.7) 0.014* 

Competence concerning the 

information-gathering phase of 

the interview 

- 11.2 (3.8)  - 12.1 (3.2) 0.433 

Competence concerning the 

phase of explaining the 

conclusions and closing the 

interview 

- 4.0 (1.4)  - 3.9 (1.7) 0.923 

Knowledge (overall) Knowledge (overall) Knowledge (overall) Knowledge (overall)     65.4 (10.4)65.4 (10.4)65.4 (10.4)65.4 (10.4)    79.6 (9.2)79.6 (9.2)79.6 (9.2)79.6 (9.2)        67.8 (10.9)67.8 (10.9)67.8 (10.9)67.8 (10.9)    70.9 (6.7)70.9 (6.7)70.9 (6.7)70.9 (6.7)    0.001*0.001*0.001*0.001*    

Knowledge concerning the start 

and introduction of the interview 

61.9 (16.6) 84.8 (15.4)  61.0 (16.1) 77.1 (11.5) 0.069 

Knowledge concerning the 

information-gathering phase of 

the interview 

63.4 (12.9) 80.0 (10.2)  67.0 (12.8) 69.4 (8.9) 0.001* 

Knowledge concerning the phase 

of explaining the conclusions and 

closing the interview 

76.2 (12.0) 73.3 (17.1)  78.1 (16.6) 70.5 (16.3) 0.554 

* Significant differences between intervention and control group; p-values were corrected for confounding when 

necessary. 
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Table 9.3Table 9.3Table 9.3Table 9.3: : : : Descriptive information and results with regard to the secondary outcomes (means and 

standard deviations, measured on a scale of 1-10). 

  IInntteerrvveennttiioonn  ((nn==2211))    CCoonnttrrooll  ((nn==2211))  pp--vvaalluuee  

  BBaasseelliinnee  FFoollllooww--uupp    BBaasseelliinnee  FFoollllooww--uupp    

Attitude showing involvement and concern 7.6 (1.5) 7.8 (1.4)  7.7 (1.3) 7.9 (1.0) 0.762 

Empathic attitude in communication  7.6 (1.4) 7.9 (1.4)  7.7 (1.6) 7.9 (1.5) 0.840 

Formal, instrumental attitude in  

communication 

6.6 (2.0) 6.5 (1.4)  7.1 (1.9) 6.7 (1.9) 0.933 

Social influence of the opinion of  

colleagues on communication  

5.3 (2.1) 5.5 (2.0)  5.1 (2.2) 4.8 (1.7) 0.337 

Social influence of the opinion of  

supervisors on communication 

4.1 (2.1) 4.4 (1.9)  4.2 (2.4) 3.9 (1.9) 0.379 

Social influence of the opinion of claimants  

on communication 

6.8 (1.6) 6.7 (1.9)  6.4 (2.0) 6.3 (2.3) 0.856 

Self-efficacy about being able to handle  

formal aspects (content aspects) 

7.7 (1.2) 8.2 (0.9)  7.1 (1.5) 7.2 (0.8) 0.004* 

Self-efficacy about being able to handle  

relationship aspects and contact  

7.8 (0.9) 8.0 (0.9)  7.2 (1.7) 7.2 (1.0) 0.044* 

Self-efficacy about being able to relate to  

the claimant 

5.2 (1.9) 6.1 (1.7)  5.5 (2.1) 4.9 (2.3) 0.004* 

Intention to be empathic in the  

communication 

6.8 (1.8) 7.0 (2.0)  6.7 (1.8) 6.3 (2.0) 0.292 

Intention to be formal in the  

communication 

5.9 (2.1) 5.8 (1.8)  6.3 (1.6) 5.6 (1.8) 0.578 

Intention to pay special attention to  

communication during the interview 

6.5 (2.2) 7.0 (2.0)  6.8 (2.0) 5.7 (2.0) 0.016* 

Barriers caused by limiting conditions (e.g.  

no interview room) 

4.3 (2.9) 5.1 (2.9)  4.8 (2.6) 4.9 (2.3) 0.224 

Barriers caused by the claimant 4.9 (2.2) 5.1 (1.6)  5.0 (2.3) 4.8 (2.1) 0.619 

Barriers caused by the degree of security 5.9 (2.5) 6.1 (2.2)  6.1 (1.6) 5.7 (2.1) 0.405 

Knowledge with regard to communication  

and conversation techniques 

6.8 (1.3) 7.7 (0.8)  6.3 (1.6) 6.4 (1.2) 0.001* 

Knowledge with regard to the process of 

communication (e.g. how to communicate  

with claimants) 

6.2 (1.3) 7.5 (1.0)  5.3 (2.0) 6.0 (1.4) 0.001* 

General knowledge about communication  

during assessment interviews  

7.1 (1.5) 7.7 (1.0)  6.4 (1.6) 6.9 (0.8) b 

Skills with regard to communication and  

conversation techniques 

6.8 (1.4) 7.4 (1.0)  5.9 (1.4)a 6.2 (1.0) 0.004* 

Skills with regard to the process aspects of  

the communication 

6.3 (1.2) 7.1 (1.1)  5.0 (1.7)a 6.1 (1.0) 0.098 

General skills with regard to communication 

during assessment  

interviews 

7.2 (1.4) 7.4 (1.1)  6.2 (1.3)a 6.6 (0.9) b    

a Statistically significant difference (p<0.05) at baseline between intervention and control group; b No p-value can 

be reported because of effect modification; * Significant differences between intervention and control group; p-

values were corrected for confounding when necessary.  
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scores were for the items concerning the quality of the teachers (9.1; SD=0.9) and the 

teachers’ expertise concerning the content (9.1; SD=0.9). The lowest mean score was 

for the item about achieving pre-set learning goals (8.4; SD=1.1). The standard 

deviations were generally small, ranging from 0.7 for overall appreciation, to 1.1 for 

achieving learning goals that were formulated before the training course. 

 

DiscussionDiscussionDiscussionDiscussion    
Main findingsMain findingsMain findingsMain findings    

The overall competence of physicians after the training course did not differ between 

the intervention group and the control group, although competence concerning the 

introduction phase of the assessment interview did differ significantly. We found that 

the physicians’ overall knowledge about the communication was significantly higher in 

the intervention group, especially knowledge concerning the information-gathering 

phase of the interview. However, knowledge regarding the start and introduction of 

the interview also tended to be significantly higher. With regard to the secondary 

outcome measures the intervention group scored significantly higher than the control 

group, for 7 of the 21 self-reported determinants of communication behaviour, 

including self-efficacy, intentions, skills, and knowledge. The opinions of the 

participants about the training course (e.g. the course as a whole, its training methods, 

its contents, its teachers, the degree to which it taught them relevant skills) were very 

positive, and they were very satisfied with the course. 

 

Interpretation of the findingsInterpretation of the findingsInterpretation of the findingsInterpretation of the findings    

The lack of an overall difference in competence may have several causes: (1) the 

training course might not have been intensive or specific enough to improve 

competence, or (2) the outcome measure might not have been realistic and/or 

sensitive enough to establish differences in competence between the intervention 

group and the control group. With regard to the first potential cause, on the one hand 

we included generally effective training strategies in the training course [16] and used 

the Intervention Mapping protocol in the development phase to warrant practical 

relevance, feasibility, and relevance for the target population [10]. On the other hand, 

studies on the effectiveness of communication skills training for physicians in general, 

have reported mixed results, and in many cases improvements were found on some 

outcome measures but not on others (e.g. [2,25,26]). Moreover, most of the 

physicians had been performing disability assessments for many years, which made 

them a difficult target group in which to change communication behaviour in just two 

days. 

 With regard to communication in the concluding phase of the assessment 

interview, we found no improvements in either competence or knowledge. This is in 

contrast to the results of other studies, in which improvements were found in bringing 
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bad news [27,28] – which was the main ingredient of the training course in this phase. 

This may be because it is a difficult topic to study with a vignette. Another explanation 

is that it is one of the most difficult tasks of a physician [27,29,30], and therefore the 

skills should have been practiced more comprehensively, but due to time limitations 

this was not feasible in the present study. 

On two thirds of the secondary outcome measures, i.e. the self-reported 

determinants of communication behaviour, we found no differences between the 

intervention group and the control group after the training course. This may be 

because our intervention did not explicitly address these determinants of behaviour. 

Again, other studies have also reported mixed results concerning attitudes [31-34]. 

The most pronounced effect we found was on self-efficacy: the intervention group 

scored better on all three aspects of self-efficacy than the control group. This is also in 

agreement with the results of several other studies [33,35,36]. 

 The process evaluation did not give any indications for further improvement of 

the training course, because all the participants were very positive about the entire 

content. However, high satisfaction cannot be considered as the sole indicator of the 

success of the training course, because self-reported levels of communication skills are 

not necessarily correlated to objective measures [37].  

    

Strengths and limitationsStrengths and limitationsStrengths and limitationsStrengths and limitations    

This study has several strengths and limitations. One great strength is its innovative 

nature – focussing on the universally important issue of physician-claimant 

communication in work disability assessment interviews. Another strength is the low 

drop-out rate and high compliance rate (all participants who attended were present all 

of the time on both days, and all of them actively participated), especially because 

physicians in general tend to be anxious with regard to role-play and personal 

feedback. Thirdly, we were able to perform a randomised trial with a control group, 

and therefore it is unlikely that the results are influenced by the coincidental differences 

between participants that we could not control for (for example differences in the 

importance that their supervisors attach to claimant-communication).  

 One of the problems we encountered in this study was that we had to develop a 

new instrument, because there was no suitable ready-to-use instrument to measure 

competence and knowledge that was tailored to assessment interviews. Although we 

pilot-tested the new instrument before using it in the RCT and the inter-rater 

agreement was found to be satisfactory, the instrument was not optimal, and the 

vignette was an artificial measure, which has disadvantages. It is most likely that the 

instrument used to measure competence gave an under-estimation of the effects of the 

course on communication skills, because it is intended to denominate and explicate 

partly implicit skills and therefore physicians are likely to forget some aspects which 

they would have applied in a real-life situation. The instrument used to measure 

knowledge probably over-estimated the level of knowledge, because by chance 50% 
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of the answers would already be correct, but the comparison between the intervention 

group and the control group this did not play a role. Future studies should further 

investigate this measurement instrument and other alternatives. A second limitation is 

that we were not able to investigate whether knowledge about communication and 

competence with regard to the introduction was sustained in the long term, and the 

training course did not include a follow-up session after the participants had time to 

apply what they had learned in daily practice. A third problem was the difficulty we 

had in preventing contamination between the groups and blinding the participants. 

The participants were asked not to talk to their colleagues about the training course or 

the measurements until the study was over. They were willing to comply with this, but 

some exchange of information with the control group cannot be excluded, and this 

may have decreased the contrast between the intervention group and the control 

group. Moreover, although the participants in the control group were not explicitly told 

that they were in the control group, they could have deduced this because they were 

asked to complete two questionnaires prior to being allowed to participate in the 

training course, while the other participants were only asked to complete one before 

the course (and one after the course). Although it is unlikely that this had any influence 

on the primary outcomes, it is possible that the responses with regard to the secondary 

outcomes, especially in the control group, were influenced.  

    

Implications for research and practiceImplications for research and practiceImplications for research and practiceImplications for research and practice    

Future studies should try to validate and develop appropriate measurement 

instruments tailored to communication in the disability assessment context. Our 

present attempt may be a starting point for a future questionnaire, but efforts should 

be made to develop observation instruments as well, because sound and video-

recordings probably provide a more accurate assessment of actual communication 

skills. In addition, more research is needed to investigate the strengths and 

weaknesses of the current version of the communication skills training, and to further 

develop the course. This could be done by consulting the participants and teachers 

about aspects that need to be improved, for example by including in-depth interviews 

or focus group interviews, since these could not be deduced from the results of the 

evaluation forms. Moreover, we recommend that the course should be offered again, 

but in an adapted version, which should be improved on the basis of our experiences, 

and if possible with each phase of the assessment interview addressed in a separate 

module to provide more time. The main reasons for this advice are, on the one hand, 

the positive opinions of the participants and their enthusiasm, and, on the other hand, 

the under-recognised importance of communication skills in their work and their 

relatively low scores for answers to the vignette questions. If other teachers are 

recruited, attention should be paid to ensure appropriate training of the teachers, 

because in the present study the teachers were very experienced and very familiar with 

the disability assessment context, which may have contributed to the success of the 
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training course. The training course should preferably be accompanied by a new 

evaluation study. In addition, more post-graduate training is recommended, as well as 

more intensive under-graduate training in the communication skills needed for 

disability assessments. In educational settings, more attention should be paid to 

professional communication in determining entitlement to work disability benefits. 

    

ConclusionsConclusionsConclusionsConclusions    
The results of the present study demonstrate the potentials of a communication skills 

training course, developed from extensive research, to improve not only knowledge 

about communication during work disability assessment interviews, but also 

competence in the communication during the introduction of the interviews. According 

to the physicians who participated, attending the course improved their 

communication skills and self-efficacy in communication. These promising results with 

regard to the complex task of addressing the communication of physicians with work 

disability claimants, warrant further development of the training course. 
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