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Case description
Thomas is 46 years old and working as a machine operator for a big steel company. Two years ago, after 

some periods of pain, he was diagnosed by his general practitioner with rheumatoid arthritis (RA). About 

the same time Thomas started having problems in doing his work as an operator and he was forced to call 

himself sick. After 2 years, a time during which Thomas tried to return to his work several times despite his 

bad physical condition, he still did not have the ability to perform his job as he was used to, and he had to 

stay at home sick-listed. His boss and occupational physician advised him to apply for a disability benefit. 

In the Netherlands this is the so-called ‘Work and Income Act’ (WIA). In this procedure, that is what people 

told him, the Dutch Workers Insurance Authority UWV will look at his situation and will determine if he 

qualifies for a benefit. 

Thomas applies for the WIA. Although he heard some stories about how UWV processes WIA applications, 

he is not sure what to expect. What will they ask him? Is he certain of receiving a disability benefit? And 

what are the financial consequences if he will receive a benefit? Furthermore, he is uncertain about how he 

has to prepare himself for the assessment and feels helpless in the period before the assessment. What is 

expected from him? What can he do to make sure that his recent medical situation is taken into account 

properly by UWV? When he thinks of the assessment Thomas starts to worry. Especially when he reads 

some negative stories about UWV physicians on the Internet. What does he need to do if the physician 

working for UWV does not treat him fair? All these questions are making Thomas nervous. In the days 

before his appointment with an insurance physician from UWV he does not sleep well…

This thesis is based on a project in which a tool was developed and evaluated, specifically for people like 

Thomas. This tool, the interactive website www.wiagesprek.nl, was designed to be used by disability benefit 

claimants in the Netherlands, of whom there are about 38.000 annually.

Insurance medicine (in the Netherlands)
Through social insurance, workers with long-term medical impairments can claim a disability benefit in the 

case they are losing (part of) their income. In the Netherlands, the so-called Gatekeeper Law (‘Wet 

Verbetering Poortwachter’) arranges that an employer has to pay wages for 2 years if his or her employee 

is unable to perform his or her job due to disability. After these 2 years the patient can apply for a disability 

benefit. This benefit is defined in the Dutch Work and Income Act (WIA). In order to receive a benefit, a 

worker has to actively apply for it. This can be done through the Dutch Workers Insurance Authority, UWV. 

Procedures performed by professionals within UWV determine if a worker is entitled to receive a benefit and, 

if so, what kind of benefit he or she receives. This disability benefit procedure begins with an assessment of 

the claimants’ work limitations by an insurance physician, who interviews the claimant and performs a physi-

cal examination. In addition, information provided by the occupational physician, who treated the claimant 

during the first 2 years of disability, and information from the curative physician(s), is often available to the 

insurance physician. After the assessment by the insurance physician, a labour expert from UWV examines 

which jobs the claimant is (theoretically) still able to perform, despite the work limitations assessed by the 

insurance physician. The so-called loss of wage-earning capacity then determines the disability pension a 

claimant receives. To give an indication on the acceptance rate of disability claims in the Netherlands: in 2008 

about 38.000 workers claimed a disability benefit in the ;Netherlands, of which 17.100 (45%) were rejected by 

UWV, 16.720 (44%) received partial benefits, and 4.180 (11%) got full benefits 1.

Although the situation in the Netherlands is unique, in most Western countries physicians and patients are 

involved in similar assessments, even though national practices may vary considerably under social insur-

ance or disability legislation 2.

................
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The insurance physician-claimant relationship 
and the need for improvement
One of the key steps in the evaluation of a disability claim is the assessment interview by an insurance 

physician. Through the years, the way of assessing claimants’ disability by insurance physicians has been 

subject to discussion 3-6. One of the problems in adequately evaluating disability claims lies in the insurance 

physician-claimant relationship. Compared to the ‘normal’ physician-patient interaction, this specific phy-

sician-claimant relationship differs in several ways. Most importantly, the disability assessment interview 

is different 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 limitations of patients. Moreover, the time that is avail-

able to gather all the necessary information for this assessment is generally short, and the assessment itself 

is based on a one-time contact. If the sick-listed worker claims a disability benefit, then he or she is more or 

less obliged to attend the assessment, and there is a lot at stake for the claimant in terms of financial se-

curity and disease recognition. Because of these specific aspects of the disability assessment interview, the 

insurance physician-claimant relationship is more complicated than ‘normal’ physician-patient contacts.

On the physician side, it is known that many physicians report feeling uncomfortable with performing disa-

bility assessments 7. Where normally a physician has a caring and therapeutic role, in disability assessments, 

he or she has to engage in different kind of roles (sometimes roles they are not used to), such as being a 

source of information, advocate and counsellor; and adjudicator and certifier 8. Additionally, physicians can 

struggle with the political context and disability legislation in which they have to operate 9;10. In terms of the 

attitude of physicians towards claimants, it was found that, partly as a consequence of the one-time nature 

of the disability assessment, stereotyping by physicians is a common feature of the assessment, which 

can negatively influence the physician-claimant interaction 11. If the physician bases his assessment on a 

prejudice believe of the claimant from the beforehand available claimant’s medical file or on initial contact, 

in stead of using individual information from the claimant during the assessment, stereotyping can lead to 

difficulties between the physician and the claimant.

DID YOU KNOW THAT..?

• In the Netherlands, 11% of all disability claimants officially appeals against the decision of UWV 1. 

• About 1 out of 4 disability claimants are dissatisfied regarding their interaction with their 

insurance physician 1.

• Dissatisfaction is highly associated with expectations that claimants have before the disability 

assessment, and also with the actual outcome of the assessment 12.

On the claimants side, several factors can contribute to strain in the relationship with their insurance physician:

1) The combination of the assessment having a major (legal, financial and social) impact on a claimants’ life 

and social security arrangements, often stimulate defensive and passive behaviour among claimants 13. 

The fact that claimants have to prove that they are ill in order to receive a disability pension can therefore 

contribute to difficult situations during the medical encounter 14.

2) Complicated and not fully transparent disability assessment procedures and social security arrangements 

cause a lack of claimants’ knowledge and understanding about this topic and results in claimants frequently 

having wrong expectations of disability assessment outcomes 15. 

3) Claimants often perceive their work capacity to be limited and their odds of returning to work low 16. This 

behavioural characteristic frequently has a greater influence on the duration of recovery than factors such 

as the severity of the disability 17. In the disability assessment, these perceptions often leads to discrepan-

cies in views on the claimants’ functional capacity between the physician and the claimant 10.

................

As a consequence of the complicated relationship between insurance physicians and claimants, many claim-

ants experience disability assessment as unjust 18;19 and reports indicate that satisfaction with insurance 

physicians is lower than, for example, satisfaction with occupational physicians 20. 

To improve the insurance physician-claimant relationship, two distinct tactics are possible. One is to train 

physicians in order to communicate better with their claimants. Another option is to focus on the claim-

ant. An approach that fits the idea of supporting, helping or influencing claimants in order to facilitate the 

physician-claimants relationship, is the idea of patient empowerment.

Patient empowerment
The concept of empowerment originates from the work of educators and community psychologists, who 

have worked primarily with socially disadvantaged populations 21. In this early views, empowerment was 

defined as ‘a process, a mechanism by which people, organizations and communities gain mastery over 

their affairs’ 22-24. In health care, since its introduction in the 1970s 25, the popularity of the idea of patient 

empowerment has emerged in the context of several significant societal trends, such as an increased indi-

vidualisation and a shift of care responsibility to individual citizens 26. In this context, patient empowerment 

describes a situation that citizens are encouraged to take an active part in their own health management. 

Besides the idea that empowered patients attempt to take charge of their own health, patient empower-

ment also contains the element of activating patients into their interactions with health care professionals 

and health care organizations. 

As an indication of the growing amount of attention that the term patient empowerment is currently 

receiving, the World Health Organization (WHO) describes patient empowerment as a “prerequisite for 

health” 27. However, despite the importance that has been attributed to patient empowerment, it is hard to 

distinguish a universally agreed upon definition of the term. Therefore, in this thesis, we chose a definition 

of empowerment that was described earlier by van de Ven 28 and is relevant to the context of this thesis, 

i.e. that focuses on people with a work disability (see Box 1).

Chapter 1

For this thesis, we focus on empowerment in the 
context of individuals with a long-term work dis-
ability. For this specific context, a six-dimension em-
powerment model was previously described by Van 
Lierop 29 and Van de Ven 28. We used this model as 
a framework.
According to the model of Van Lierop et al., empow-
erment is defined as:
“A process in which an individual raises faith in his/
her capacity and skills to achieve certain goals; in do-
ing this, the individual gets a feeling of having control 
and impact on his/her situation, where the choices 
and decisions he or she makes applies to his/her own 
values, standards and behaviour. In achieving these 
goals the individual makes optimal use of the envi-
ronment whilst integrating his/her disability in life.”
The model described by Van Lierop and Van de Ven 
defines empowerment as a multi-dimensional con-
struct consisting of the following six dimensions:

- Competence; the confidence or trust that one 
possesses the skills and abilities necessary 
to complete certain tasks.

- Self-determination; the feeling of having the 
ability to make proper choices or decisions, 
independently of others.

- Meaning; the feeling and experience that work 
is significant, meaningful and compatible with 
one’s values, opinions and behaviour.

- Impact; the belief that one has a significant influ-
ence and control over one’s own life and processes.

- Positive Identity; the extent to which one feels 
positive about oneself and has accepted 
the limitations or boundaries of one’s possibilities 
or disabilities.

- Group Orientation; the awareness and under
standing that one is part of a social system in which 
one may rely on others and where cooperation of-
ten is necessary to achieve certain goals.

Box 1:
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With regard to the specific context of the disability assessment, with the intervention described in this thesis, 

we specifically focus on the dimensions Competence (increasing skills that claimants can use during their 

assessment), and Impact (enhancing feelings of control during the assessment). For example, in the case of 

Thomas (see Case Description) this would mean that through the process of empowerment, Thomas would 

have the skills to adequately describe his work limitations that are a consequence of his disease, as such 

providing the physician with direct and relevant information (Competence). Or that Thomas would be skilled 

to ask questions to the physician in the case that he is unclear about the conclusions of the assessment 

(Competence). Claimant empowerment also would include that, if Thomas finds that during the assessment 

some aspects of his disease are ignored by the physician, he would try to actively take over the interview 

and point out some, not yet discussed, important aspects of his disease (Impact). Or, for example, he would 

bring extra medical information with him to the assessment, in order to make sure that all relevant medical 

information would be taken into account by the physician (Impact). 

Patient empowerment to improve 
the patient-physician interaction
Patient empowerment has shown to be a valuable method in enhancing the physician-patient relationship in 

fields of care, other than insurance medicine. The rationale behind the idea of using patient empowerment 

as a tool to facilitate the physician-patient relationship is based on the idea that a pro-active and informed 

(or ‘expert’) patient will experience greater control over his or her disease, and will improve the relationship 

with his or her physician. In contrast to the classical, paternalistic tradition of a physician-patient relation, 

in which the patients assumes ‘the doctor knows best’, empowered patients are thought to elevate this 

relationship by a shift of power to a so-called physician-patient ‘partnership’ 30. The suggested results are 

that through this partnership, patients and physicians are able to communicate more effectively with each 

other, and, at its turn, this will result in higher patient satisfaction with consultations, better compliance 

or adherence with prescribed medication or treatment, and, eventually, more positive health outcomes 31. 

Although the theory about patient empowerment and the physician-patient relationship is still developing, 

evidence on the association between activated or empowered patients on the one hand, and satisfaction, 

adherence, and positive health outcomes on the other, has been already found to support this theory 32-36. 

The possible benefits of patient empowerment to insurance medicine was, however, never studied before. 

As a consequence of the aforementioned contextual differences between the ‘normal’ physician-patient 

contact and the insurance physician-claimant interaction, it is not self-evident that these beneficial effects 

would apply to insurance medicine. 

Methods to increase patient empowerment
The question that remains is: how can we effectively empower patients? For health care in general, numerous 

empowerment interventions have been developed and evaluated. The methods used in these interventions 

showed many similarities. For example, in diabetes care, by far the field of care in which empowerment is 

most adopted, one-to-one meetings in which an extensive self-management plan (goal-setting, identifying 

behavioural steps to achieve these goals, information provision, overcoming barriers) was discussed with a 

case manager, showed to improve empowerment among these patients 37. Although many similar empower-

ment enhancing methods (goal-setting, motivational interviewing, self-management plans, cognitive behav-

ioural treatment, problem solving treatment) were applied in diabetes care 38-42, these methods were also 

applied in other diseases, such as cancer 43, end-stage renal disease 44 or, for example, arthritis 45;46. In an 

occupational setting, employees with a chronic physical condition seemed to benefit from an empowerment-

based job retention programme, consisting of trainer-led group and individual sessions in which role playing 

exercises were practiced to improve communication and assertiveness, and assignments were made focuss-

ing on increasing self-awareness and identifying problems at work, goal setting, and problem solving 47. 

Interventions aimed at patients prior to a physician-patient encounter differed in some sense. These inter-

ventions tend to be shorter and rely on different kinds of tools, such as enhancing patient question-asking 

by, for example, using prompt sheets, promoting active participation during the medical encounter, and/or 

educational tools to increase knowledge 34;48;49. 

As for the methods described, in general, empowerment enhancing interventions are mostly delivered face-

to-face or in facilitator led groups sessions. However, with the rise of eHealth and Internet applications, 

many people believe that the real opportunities for delivering patient empowerment initiatives have just 

started 50.

eHealth
eHealth refers to “an emerging field in the intersection of medical informatics, public health and business, 

referring to health services and information delivered or enhanced through the Internet and related technolo-

gies” . In recent years, the number of Internet users has increased considerably and the Internet is more fre-

quently being employed to locate information on health and health care delivery 52;53. The latest studies have 

shown that, among all Internet users, an estimated 58% consult the Web for health purposes 54. 

Among the advantages of delivering eHealth interventions over the Internet are 55: 

1) Internet applications reduce health care costs;

2) Internet has the potential to easily reach large patient groups and the ability to reach isolated 

    subgroups;

3) The flexibility and timeliness of access to the Internet (interventions can be used at any time 

    at any place);

4) The unique technological advantages and possibilities, such as tele-monitoring 

    or video transmission.

Given these potential advantages, it was chosen to deliver the intervention, that is described in this thesis, 

online. Together with the problems that are encountered in the insurance physician-claimant interaction, 

and combining these with the developments in the field of eHealth and patient empowerment, resulted in 

the idea for the project described in this thesis. This project, in which the interactive web-based interven-

tion www.wiagesprek.nl was developed and evaluated, started May 2007 and was finished January 2011. The 

general question that we asked ourselves in this period was: do people like Thomas (see Case Description) 

benefit from the intervention www.wiagesprek.nl? And what are the consequences of claimants using the 

intervention for insurance physicians and UWV? This thesis will try to give an answer to these questions.

Chapter 1
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Aims of this thesis
Paving the way for the main objective, the initial objectives of this thesis are:

1. To summarize the evidence on the effectiveness of web-based interventions on patient empowerment.

2. To describe the development of a new tool to measure empowerment among people with a longterm work 

disability.

The main objective of this thesis is:

3. To evaluate the effectiveness of a web-based intervention aimed at empowerment of 

disability benefit claimants.

Hypotheses
With regard to the hypotheses of the conducted project and the outcomes that were assessed, the model dis-

played in Figure 1 gives an idea of the proposed working mechanisms of the intervention www.wiagesprek.nl. 

Figure 1. Model describing the hypothesized working mechanisms of the intervention www.wiagesprek.nl

It is hypothesized that, through the intervention www.wiagesprek.nl, disability benefit claimants will gain 

knowledge about social security arrangements and disability assessment procedures. This insight will lead 

to more realistic expectations on the way the assessment will be performed by UWV and on the outcomes 

of the assessment. Apart from aiming at knowledge, the intervention will focus on learning skills (e.g. ques-

tions asking), increasing claimants’ self-efficacy to use these skills, and increasing claimants’ self-awareness 

on their medical situation and working future. These factors will cause claimants to be empowered towards 

their disability assessment. At its turn, a higher level of empowerment will come hand-in-hand with a more 

active coping style of claimants towards the assessment and less stress and anxiety before the assessment.

Chapter 1
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Hypothetically, this will lead to claimants who are more actively participating during the assessment. An 

actively participating claimant who is up to date on the disability assessment procedures, is able to give 

more directed and relevant information on his or her disability, and is able to ask questions if something 

is unclear. This will most likely result in a more efficient assessment and an improved physician-claimant 

interaction. Once this interaction is enhanced, claimants will be more satisfied with the assessment, and 

experience the actual outcome of the assessment as more just. When perceived justice is higher, this could 

lead to less claimant objections or appeals on the outcome of the assessment.

Insurance physicians will experience claimants who know more about procedures and legislation as more 

positive because they will not have to spend much time on explaining laws and procedures. Hence, claim-

ants who are more aware of their realistic chances in receiving a disability pension and the working mecha-

nisms of social security arrangements, and claimants who give more directed information on their work 

disability, will lead to more satisfaction among physicians and to more efficient assessments.

   

As an organisation, UWV will be interested in the satisfaction of their ‘customers’ and also of the profes-

sionals who work for their organisation. A hypothesized benefit of the intervention is that claimant (or 

‘customer’) satisfaction increases and disability assessment will be more efficient is terms of time and the 

quality of the assessment. Once this will be the case, the number of objections and appeals UWV has to 

process possibly decreases.

Thesis outline
In Chapter 2, a systematic review is described, in which the effectiveness of web-based interventions on 

patient empowerment was evaluated. Chapter 3 presents the development of a new tool that measures 

empowerment among people with a long-term work disability. Chapter 4 describes the development of 

the central intervention of this thesis, the interactive website www.wiagesprek.nl. Also, in this chapter, the 

research protocol by which this website was evaluated is presented.

In Chapter 5, 6 and 7 the evaluation of the interactive web-based intervention www.wiagesprek.nl is de-

scribed. First, in Chapter 5 a detailed process evaluation is discussed, in which the focus is put on the reach, 

user satisfaction, and program use of the intervention. Then, most importantly, the effectiveness of the 

intervention is described in Chapter 6. Finally, in Chapter 7 emphasize is put on compliance with the inter-

vention and its effect on the study results.

Reference List
(1)  Dutch Workers Insurance Authority (UWV). Quarterly Report 2008-II.  2008. 

(2)  De Boer WE. Organisation of disability evaluation in 15 countries. Prat Organ Soins 2007; 

 38:205-217.

(3)  Aylward M, Locascio JJ. Problems in the assessment of psychosomatic conditions in 

 Social Security benefits and related commercial schemes. J Psychosom Res 1995; 39(6):755-765.

(4)  Aylward M. Sickness certification system in the United Kingdom: Department for Work 

 and Pensions is trying to address challenges. BMJ 2004; 328(7437):461-462.

(5)  Knepper S. [Assessment, treatment and counselling of patients claiming sick leave and disability:

 recommendation from the Health Council]. Ned Tijdschr Geneeskd 2005; 149(49):2712-2714.

(6)  Meershoek A, Krumeich A, Vos R. Judging without criteria? Sickness certification in Dutch disability 

 schemes. Sociol Health Illn 2007; 29(4):497-514.

(7)  O’Fallon E, Hillson S. Brief report: Physician discomfort and variability with disability assessments. 

 J Gen Intern Med 2005; 20(9):852-854.

(8)  Carey TS, Hadler NM. The role of the primary physician in disability determination for Social Security

 insurance and workers’ compensation. Ann Intern Med 1986; 104(5):706-710.

(9)  Choy J. ‘Het woord is aan de professionals’. In: Rapportage over de raadpleging van de verzekerings-  

 geneeskundigen en arbeidsdeskundigen over hun gewenste beeld van het sociaal medisch handelen.  

 [Survey. The opinion of social insurance physicians and vocational experts regarding their 

 profession].  1-17. 2005.  Amsterdam: Bureau SMZ, UWV. 

(10)  De Boer WE, Steenbeek R. Rapport Probleemsituaties [Report Problem situations].  2005.  

 Dutch Society for Insurance Medicine. 

(11)  van Rijssen HJ, Schellart AJ, Berkhof M, Anema JR, van der BA. Stereotyping of medical disability

 claimants’ communication behaviour by physicians: towards more focused education for social 

 insurance physicians. BMC Public Health 2010; 10:666.

(12)  Dutch Workers Insurance Authority (UWV). Quarterly Report 2010-IV. 2011. 

(13)  OECD. Transforming Disability into Ability: Policies to Promote Income Security for Disabled People. 

 Paris: OECD - Organisation for Economic Co-operation and Development; 2003.

(14)  Hadler NM. If you have to prove you are ill, you can’t get well. The object lesson of fibromyalgia. 

 Spine 1996; 21(20):2397-2400.

(15)  Sorgdrager W. [The difficulty of the appeal. An examination of possibilities for reducing the flock 

 towards field complaints and appeal procedures, and increasing the efficiency of completing the

 claim process].  2004. 

(16)  Burns JW, Sherman ML, Devine J, Mahoney N, Pawl R. Association between workers’ compensation

 and outcome following multidisciplinary treatment for chronic pain: roles of mediators and 

 moderators. Clin J Pain 1995; 11(2):94-102.

(17)  Overland S, Glozier N, Maeland JG, Aaro LE, Mykletun A. Employment status and perceived health

 in the Hordaland Health Study (HUSK). BMC Public Health 2006; 6:219.

(18)  Lippel K. Workers describe the effect of the workers’ compensation process on their health: 

 a Quebec study. Int J Law Psychiatry 2007; 30(4-5):427-443.

(19)  Strunin L, Boden LI. The workers’ compensation system: worker friend or foe? Am J Ind Med 2004; 

 45(4):338-345.

(20)  van den Brink-Muinen A. Hoe communiceren bedrijfsartsen en verzekeringsarts met chronisch

 zieken en gehandicapten? [Dutch]. Tijdschrift voor Bedrijfs- en Verzekeringsgeneeskunde 2008; 

 9:375-380.

(21)  Freire P. Pedagogy of the Oppressed. Harmondsworth: Penguin; 1972.

(22)  Gibson CH. A concept analysis of empowerment. J Adv Nurs 1991; 16(3):354-361.

Chapter 1



20 21 

(23)  Rappaport J. Terms of empowerment/exemplars of prevention: toward a theory for community 

 psychology. Am J Community Psychol 1987; 15(2):121-148.

(24)  Zimmerman MA. Psychological empowerment: issues and illustrations. Am J Community 

 Psychol 1995; 23(5):581-599.

(25)  Tomes N. Patient empowerment and the dilemmas of late-modern medicalisation. Lancet 2007;    

 369(9562):698-700.

(26)  Neuhauser D. The coming third health care revolution: personal empowerment. Qual Manag

  Health Care 2003; 12(3):171-184.

(27)  Ayme S, Kole A, Groft S. Empowerment of patients: lessons from the rare diseases 

 community. Lancet 2008; 371(9629):2048-2051.

(28)  van de Ven L. Autonomie in het leven van mensen met een dwarslaesie [Dutch].  

 Gezondheidswetenschappen. Maastricht: Universiteit Maastricht; 2001.

(29)  Van Lierop B, van de Ven L, Schouten M, Janssen N, Cima R. “VrijBaan” Interim Report.  2003.

 Hoensbroek, NL, iRv, Kenniscentrum voor Revalidatie en Handicap. 

(30)  Clark NM, Nothwehr F, Gong M, Evans D, Maiman LA, Hurwitz ME et al. Physician-patient

  partnership in managing chronic illness. Acad Med 1995; 70(11):957-959.

(31)  Powers TL, Bendall D. Improving health outcomes through patient empowerment. J Hosp

  Mark Public Relations 2003; 15(1):45-59.

(32)  Haywood K, Marshall S, Fitzpatrick R. Patient participation in the consultation process: 

 a structured review of intervention strategies. Patient Educ Couns 2006; 63(1-2):12-23.

(33)  Kaplan SH, Greenfield S, Ware JE, Jr. Assessing the effects of physician-patient interactions

  on the outcomes of chronic disease. Med Care 1989; 27(3 Suppl):S110-S127.

(34)  Kinnersley P, Edwards A, Hood K, Ryan R, Prout H, Cadbury N et al. Interventions before

 consultations to help patients address their information needs by encouraging question 

 asking: systematic review. BMJ 2008; 337:a485.

(35)  Michie S, Miles J, Weinman J. Patient-centredness in chronic illness: what is it and does it 

 matter? Patient Educ Couns 2003; 51(3):197-206.

(36)  Tennstedt SL. Empowering older patients to communicate more effectively in the medical

  encounter. Clin Geriatr Med 2000; 16(1):61-70, ix.

(37)  Anderson RM, Funnell MM, Aikens JE, Krein SL, Fitzgerald JT, Nwankwo R et al. Evaluating

 the Efficacy of an Empowerment-Based Self-Management Consultant Intervention: Results of

  a Two-Year Randomized Controlled Trial. Ther Patient Educ 2009; 1(1):3-11.

(38)  Castillo A, Giachello A, Bates R, Concha J, Ramirez V, Sanchez C et al. Community-based

  Diabetes Education for Latinos: The Diabetes Empowerment Education Program. 

 Diabetes Educ 2010; 36(4):586-594.

(39)  Funnell MM, Nwankwo R, Gillard ML, Anderson RM, Tang TS. Implementing an empowerment-

 based diabetes self-management education program. Diabetes Educ 2005; 31(1):53, 55-56, 61.

(40)  Ma C, Warren J, Phillips P, Stanek J. Empowering patients with essential information and 

 communication support in the context of diabetes. Int J Med Inform 2006; 75(8):577-596.

(41)  Tang TS, Funnell MM, Brown MB, Kurlander JE. Self-management support in “real-world” 

 settings: an empowerment-based intervention. Patient Educ Couns 2010; 79(2):178-184.

(42)  Welschen L. Disease management for patients with type 2 diabetes: towards patient 

 empowerment (Thesis). Amsterdam: Vrije Universiteit van Amsterdam; 2008.

(43)  Kravitz RL, Tancredi DJ, Street RL, Jr., Kalauokalani D, Grennan T, Wun T et al. Cancer Health 

 Empowerment for Living without Pain (Ca-HELP): study design and rationale for a tailored

 education and coaching intervention to enhance care of cancer-related pain. 

 BMC Cancer 2009; 9:319.

(44)  Tsay SL, Hung LO. Empowerment of patients with end-stage renal disease--a randomized

 controlled trial. Int J Nurs Stud 2004; 41(1):59-65.

(45)  Lorig KR, Ritter PL, Laurent DD, Plant K. The internet-based arthritis self-management

 program: a one-year randomized trial for patients with arthritis or fibromyalgia. Arthritis   

 Rheum 2008; 59(7):1009-1017.

(46)  Wong AL, Harker JO, Lau VP, Shatzel S, Port LH. Spanish Arthritis Empowerment Program: 

 a dissemination and effectiveness study. Arthritis Rheum 2004; 51(3):332-336.

(47)  Varekamp I. Empowerment of employees with a chronic disease (Thesis). Amsterdam: 

 Universiteit van Amsterdam; 2010.

(48)  Little P, Dorward M, Warner G, Moore M, Stephens K, Senior J et al. Randomised controlled  

 trial of effect of leaflets to empower patients in consultations in primary care. BMJ 2004;

  328(7437):441.

(49)  McCann S, Weinman J. Empowering the patient in the consultation: a pilot study. Patient 

 Educ Couns 1996; 27(3):227-234.

(50)  Forkner-Dunn J. Internet-based patient self-care: the next generation of health care delivery. 

 J Med Internet Res 2003; 5(2):e8.

(51)  Eysenbach G. What is e-health? J Med Internet Res 2001; 3(2):E20.

(52)  Kummervold PE, Chronaki CE, Lausen B, Prokosch HU, Rasmussen J, Santana S et al. eHealth

  trends in Europe 2005-2007: a population-based survey. J Med Internet Res 2008; 10(4):e42.

(53)  Powell JA, Darvell M, Gray JA. The doctor, the patient and the world-wide web: how the

  internet is changing healthcare. J R Soc Med 2003; 96(2):74-76.

(54)  Atkinson NL, Saperstein SL, Pleis J. Using the internet for health-related activities: findings

  from a national probability sample. J Med Internet Res 2009; 11(1):e4.

(55)  Griffiths F, Lindenmeyer A, Powell J, Lowe P, Thorogood M. Why are health care interventions

  delivered over the internet? A systematic review of the published literature. J Med Internet 

 Res 2006; 8(2):e10.

Chapter 1




