The communication during work disability assessments is important from the perspective of
policy makers, work disability claimants, and sodial insurance physicians. Both from a practi-
cal and a scientific point of viewy, more insightinto this communication is needed. This thesis
contributes to this, by addressing the determinants of behaviour of both social insurance
physicians and work disability claimants with regard to their communication during assess-
ment interviews for disability benefits, as well as the development and evaluation of a post-
graduate communication skills training course for social insurance physicians. The results of
the studies that are described, indicate that it is worth while — from a sdentific point of view
and according to physidans for whom disability assessment interviews are daily routine - to
pay attention to communication with disability daimants and determinants of communication
behaviour in physidan education,
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General infroduction

“l consider communication to be a very important part of my work in
the consulting room”

(social insurance physician, female, working as a social insurance
physician for 15 years)

“Our profession actually has more fo do with social confact; it’s not
about being formal. We try to communicate in such a way that people
feel at ease when they tell their story.”

(social insurance physician, male, working as a social insurance
physician for 9 years)

“The physician left me in uncertainty about his conclusions. Later on,
that made me worried.”
(work disability claimant, female, 35 years)

“The inferview was very positive. | did not like the idea of it, but | was
reassured and everything was clarified satisfactorily! When the
emotions ran high, the physician asked if | needed a break.”

(work disability claimant, female, 49 years)

These quotations illustrate, both from the perspective of the physician and from that of
the medical disability claimant, that there are many reasons why communication of
physicians is important in performing work disability assessment interviews. Also from
other perspectives its importance seems obvious. Yet, scientific research has paid
hardly any attention to it.

Focus of this thesis

This thesis focuses on communication in face-to-face encounters between social
insurance physicians and work disability claimants during assessment interviews for
disability benefits. Special attention is paid to the development and evaluation of a
communication skills training course for social insurance physicians. This first chapter
will present the main definitions used in this thesis. In addition, an explanation is given
of the importance of communication in physician-patient encounters in general, and in
work disability assessment interviews in particular. At the end of this chapter, the
objectives and outline of this thesis are presented.

Main definitions in this thesis
According to the MeSH Dictionary [1] ‘communication’ is a subcategory of behaviour.
In this thesis, we have defined communication in accordance with the MeSH Dictionary
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as verbal and nonverbal exchange and transmission of information between the social
insurance physician and the disability claimant during a face-to-face encounter. This
exchange of information is a continuous, dynamic, two-directional process. The
information may include facts, ideas, opinions, attitudes, beliefs, emotions, and
feelings. The exchange of information may be both conscious and unconscious.

It is difficult to define when communication is adequate and when it is
inadequate. Moreover, definitions change over time. In this thesis, communication is
considered to be adequate when it is two-directional and the transferred information is
likely to be understood as it was intended, resulting in a mutual understanding.
Adequate communication includes that the expectations of both the physician and the
claimant (e.g. expectations with regard to the roles of both people) are either met or if
they are not met, this lack of meeting expectations is explicitly addressed. Also,
adequate communication meets both the cognitive and the emotional needs of the
claimants, in an evenly balanced way. In general, cognitive needs ask for instrumental
communication by the physician (e.g. information, advice) and emotional needs ask
for affective communication (e.g. empathy, emotional support) [2-4].

Other terms that are used regularly to indicate communication between people
are ‘interaction’ and ‘interpersonal interaction’. Interaction is less well defined in, for
example, the MeSH Dictionary and seems to be used less in scientific writing than
communication. Therefore, we have chosen to use communication in this thesis
instead of interaction, even though — at least in the Dutch language — both terms have
a comparable, largely overlapping meaning.

Relevance of this thesis

In everyday life adequate and effective communication is of great importance. This
importance extends to working life [5], especially when jobs are concerned in which
the professional is supposed to help, guide, or advise other people (e.g. psychologist,
physician). In these professions, adequate communication skills are essential for
delivering good care [6-8]. Therefore, it is not surprising that there exist numerous
guidelines [9] and approaches in communication skills training for professionals

8,10].

Why is communication in physician-patient consultations important?

In scientific research, it was found that the quality of care of physicians and the degree
of effective communication are related. For example, a higher quality of care positively
influences the information exchange and leads to a higher satisfaction of patients with
the encounter [9,11]. Furthermore, physicians who have adequate communication
skills tend to identify problems of patients more accurately [12]. The importance of
adequate communication is also stressed by other research findings. It was found that
patients often do not understand what physicians tell them about their diagnosis and
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treatment [13]. Also, more complaints and malpractice claims are filed against
physicians who communicate worse [14,15]. The other way around, physicians who
have no history of malpractice claims communicate better. For example, they spent
more time explaining the content of the encounter and making sure the patient
understood what was talked about [16].

The previous examples are from curative care, but also research findings from
other areas of medicine, such as occupational medicine, stress the importance of
adequate communication. Studies have indicated that adequate physician
communication may increase the likelihood of return-to-work [17,18]. Also, it was
found that workers, occupational physicians, insurers, and other stakeholders involved
in return-to-work, experience ineffective communication as a barrier for return-to-work
[19]. Moreover, communication skills are believed to be an important competency of
return-to-work coordinators [20].

Adequate communication skills are not only important from a patient
perspective — because of better advice, better care, and a more pleasant encounter —
but also from a physician perspective. Physicians with adequate communication skills
were found to have less work stress and greater job satisfaction [12]. Therefore, not
only patients or claimants, but also physicians themselves, may benefit from adequate
communication.

Why is communication in social insurance medicine important?
There are many similarities, but also several pronounced differences between the
physician-patient relationship in curative medicine and the physician-claimant
relationship in social insurance medicine. Most importantly, contrary to other
physicians, social insurance physicians have to assess the functional capacity and
ability to work of claimants, who have claimed for a disability benefit. A major part of
this assessment is the assessment interview. In this interview, communication is the
main method of information gathering. Therefore, communication can be considered
a core competence in the profession of social insurance physicians. Moreover,
performing a proper assessment means that social insurance physicians have to ask
the right questions in an adequate way, in order to get the right information and to
reach a legally fair conclusion. When all this information is gathered, the physician’s
task turns into giving information, by telling the claimant the conclusions from the
interview. This ‘switch’ is more pronounced than in other physician-patient
consultations. Especially when the conclusions do not meet the claimant’s wishes or
expectations, this is a difficult task. Therefore, social insurance physicians, apart from
the medical skills, have to have adequate listening skills and skills in reassuring
claimants in order that claimants provide them with the necessary information, and
simultaneously have adequate skills in bringing (bad) news.

For the claimant, a disability benefit is at stake. Also, an important aspect of the
claimant’s life — work and the ability to perform it or not — is discussed. Therefore,
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emotions can run high. The physician should be emphatic and should be able to make
time for these emotions, also when the claimant does not show these overtly. However,
social insurance physicians generally work under time-restrictions and may only meet
the claimant once, which can make this challenging. In addition, the physicians and
the claimant have no free choice about whether they want to do the interview with the
other person or not. They are dependent on each other, and whether or not they like
each other initially, will influence the communication.

Obijectives and outline of this thesis

In view of the above, it is not surprising that both claimants and physicians consider

communication in medical disability assessments important [21,22]. It is essential that

communication is addressed in research. Moreover, the results of such research

should become available to social insurance physicians in practice. In line with that,

this thesis had two main objectives:

| To explore the determinants of behaviour of both social insurance physicians and
work disability claimants with regard to their communication during assessment
interviews for disability benefits.

Il To develop (using the results of the first objective and additional information) and
evaluate a post-graduate communication skills training course for social insurance
physicians.

Chapter 2 presents the theoretical framework that was the starting point in designing
the studies described in chapters 3-5. This framework is a conceptualisation of a
model for the communication behaviour of social insurance physicians and their
claimants, in face-to-face encounters during work disability assessment interviews and
the preparation thereof. It was based on the Theory of Planned Behaviour (TPB) and
the Attitude/Social influence/Self-efficacy model. In chapter 3, the determinants of
communication behaviour of social insurance physicians are addressed. These
determinants are attitudes, social influence, self-efficacy, skills, barriers, and intentions
concerning their communication with claimants in assessment interviews. The aim of
chapter 3 was to understand these determinants, by modelling them starting from the
TPB. In the study described in chapter 4, we firstly aimed to determine which types of
disability claimants can be distinguished, based on the determinants of their
communication behaviour. Secondly, we investigated their opinions about
communication, with the aim to determine if the types of claimants differed in their
perception of communication behaviour and their satisfaction with the communication
with social insurance physicians. Chapter 5 brings together the perspectives of social
insurance physicians and claimants by studying their agreements and differences of
opinion about the same assessment interviews. The study described in this chapter
aimed to gain insight into the differences between expectations of claimants about the
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communication before an assessment interview and their opinions after that interview.
Furthermore, this study aimed to gain insight into the differences between these
opinions of claimants and the estimated claimant opinion by the social insurance
physician who performed the assessment interview. In chapter 6, the results of a
systematic review of literature concerning strategies for teaching qualified physicians
communication skills are presented. The aim of this review was to identify effective
training strategies. Chapter 7 discusses a focus group study. The aim of this study was
to investigate: (1) the content of stereotypes used to classify claimants with regard to
the way in which they communicate during assessment interviews; (2) the origins of
such stereotypes; (3) the advantages and disadvantages of stereotyping in assessment
interviews; and (4) how social insurance physicians minimise the undesirable
influences of negative stereotyping. In chapter 8 the results of chapters 3-7 are
combined and integrated. The aim of the study presented in this chapter was to
systematically develop a training course aimed at adequate communication of social
insurance physicians during work disability assessment interviews with claimants, and
to plan an evaluation of that training course. Chapter 9 describes the results of the
evaluation of this post-graduate training course in a randomised controlled trial. The
main aims of this study were to assess whether the training course would increase
competence and knowledge with regard to communication, and whether it would
change the determinants of physicians’ communication behaviour. Additionally, we
evaluated the opinions about the training course of the participating social insurance
physicians. Finally, in chapter 10, the results of all chapters are critically discussed and
put into perspective, followed by implications for practice and directions for further
research.
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Abstract

Background: Research in different fields of medicine suggests that communication is
important in physician-patient encounters and influences satisfaction with these
encounters. It is argued that this also applies to the non-curative tasks that physicians
perform, such as sickness certification and medical disability assessments. However,
there is no conceptualised theoretical framework that can be used to describe
intentions with regard to communication behaviour, communication behaviour itself,
and satisfaction with communication behaviour in a medical disability assessment
context.

Objective: The objective of this paper is to describe the conceptualisation of a model
for the communication behaviour of physicians performing medical disability
assessments in a social insurance context and of their claimants, in face-to-face
encounters during medical disability assessment interviews and the preparation
thereof.

Conceptualisation: The behavioural model, based on the Theory of Planned Behaviour
(TPB), is conceptualised for the communication behaviour of social insurance
physicians and claimants separately, but also combined during the assessment
interview. Other important concepts in the model are the evaluation of communication
behaviour (satisfaction), intentions, attitudes, skills, and barriers for communication.

Conclusion: The conceptualisation of the TPB-based behavioural model will help to
provide insight into the communication behaviour of social insurance physicians and
claimants during disability assessment interviews. After empirical testing of the
relationships in the model, it can be used in other studies to obtain more insight into
communication behaviour in non-curative medicine, and it could help social insurance
physicians to adapt their communication behaviour to their task when performing
disability assessments.



Theoretical framework

Background

In addition to their curative tasks, physicians also often perform different types of
medical assessments, such as those that are needed for sickness certification, disability
legislation, and social insurance. National standards for these medical assessments
vary considerably, but there are several basic principles. In this paper, social insurance
medicine in the Netherlands will serve as an example. An important task of physicians
working in this field of medicine is to assess the medical status or work capacity of
employees with prolonged sick-leave. The medical assessment is the first step in
determining whether or not the employee, or claimant, is entitled to social security
benefits. In addition to the available information and a physical examination, the key
component of this medical assessment is the assessment interview, during which the
claimant and the physician meet face-to-face. This interview differs from an ordinary
physician-patient encounter, because it is of a less voluntary nature than a physician-
patient encounter in curative medicine (i.e. the people who are involved have no
choice with regard to participation in the assessment interview) and the physician's
assessment has legal consequences for the claimant. The social insurance physician's
assessment of the employee's work capacity determines the entitlement to social
security benefits [1-3]. The attitude and communication behaviour of the social
insurance physician during the assessment is likely to influence the behaviour and
cooperation of the claimant, and may thus influence the quality of the information that
is obtained and the accuracy of the disability assessment. Similarly, the attitude of the
claimant and the claimant's coping behaviour will also influence the content and
course of the communication during the assessment, and the quality of the information
that the physician receives from the claimant.

Obijective

In social insurance medicine, the style and content of communication behaviour may
not only influence the disability assessment process, but possibly also the outcome of
the assessment. In view of the influence of communication behaviour in these
physician-claimant encounters, and in order to gain insight into the complexity and
dynamics of this behaviour, it is important to develop a conceptualised theoretical
framework. Therefore, the objective of this article is to describe the conceptualisation
of a model for the communication behaviour of social insurance physicians and of
their claimants in face-to-face encounters during medical disability assessment
interviews. This conceptualisation will be based on the Theory of Planned Behaviour
(TPB), and the main relationships in the TPB will be discussed in the context of disability
assessment interviews. Along the lines of this theory, we will refer to literature
indicating that communication behaviour of social insurance physicians during
assessment interviews can be predicted from a combination of their aftitudes,
experienced social influence, self-efficacy, intentions with regard to behaviour, skills,
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and barriers for communication with claimants in general. Analogously, we will
present literature findings to indicate that the communication behaviour of claimants
during the assessment interview can be predicted from their attitudes, intentions, skills,
and barriers for their communication with social insurance physicians, or
communication with physicians in general if they had no prior experience with social
insurance physicians.

The importance of communication behaviour

Communication is generally defined as a process of transferring information from one
source to another. This broad definition is also applicable to the transfer of
information between the social insurance physician and the claimant, i.e. the
behavioural process of reciprocal contact between social insurance physician and
claimant during their face-to-face assessment interview, aimed at (verbal and non-
verbal) continuous, dynamic, two-directional information exchange. Information
exchange is used here as a broad term to describe exchange and transmission of
facts, opinions, feelings, etc. (conscious as well as unconscious), including the
development of an interpersonal relationship and mutual trust within  the
communication process.

Good and effective communication is essential for the provision of good
medical care. The importance of communication for physicians in a sickness
certification or disability assessment setting is possibly even more pronounced, as has
been clearly illustrated by O'Brien et al. [4]. In their interview study, patients who
visited a general practitioner for a sick note indicated that a good doctor-patient
relationship was important to them, as were opportunities to talk about various illness-
related issues. Moreover, many of these patients stated that doctors lack the necessary
time and knowledge for this purpose [4]. On the other hand, doctors also experience
difficulties with the relationship during sickness certification consultation, but they
believe that communication is one of the most important aspects of sickness
certification as well [5].

Very few studies have focussed on the importance of communication during
assessment interviews or sickness certification consultations [6], but it has been found
that the way in which doctors approach their patients (i.e. the degree of proactive
communication: taking the initiative and anticipating the claimant) when discussing
return to work was related to the duration of the workers' compensation benefit. More
proactive communication was associated with a shorter period of disability benefit,
albeit only in the first thirty days [7]. Moreover, the fact that communication is, indeed,
important for both the social insurance physician and the claimant, was illustrated by
the finding that many of the complaints made by claimants to the social insurance
company concerned being treated discourteously by social insurance physicians or by
labour experts [8]. Lippel investigated the possible beneficial and adverse effects of the
sickness compensation assessment process for injured employees. These claimants
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mentioned mental health problems as the most pronounced adverse effects of the
assessment process. Stigmatisation, prejudice and lack of support were all contributing
factors [9]. Moreover, it has been suggested that increased transparency of the
medical disability assessments can result in less complaints about malpractice, by
increasing the claimant's satisfaction with and acceptance of the outcome of the
assessment [10]. Greater transparency might also increase their general acceptance in
political decision-making and society in general [11].

In studies focussing on social insurance physician-claimant communication, the
intentions and behaviour of the claimants were found to be just as important as the
intentions and behaviour of the physicians. For example, the 'Eurocommunication
Studies' focussing on communication between general practitioners and patients in ten
European countries, found that it was not primarily the health care system, but patient
characteristics that have the greatest influence on communication. Conversely, the
contribution of physician characteristics was found to be of less importance [12]. Other
important characteristics are age, gender, and social class. Examples of physician-
specific characteristics are medical speciality and income, and examples of patient-
specific characteristics are prognosis, level of education and health beliefs [13].

The behavioural model

To gain insight into communication behaviour during disability assessment interviews,
a behavioural theory (a theory according to which behaviour is learned instead of
being innate) was taken as a starting point. There are many common aspects of
behavioural theories (also called motivational theories or cognitive theories; for
example [14]). Well known theories, such as the Social Cognitive Theory (SCT) [15],
the Theory of Reasoned Action (TRA) [16,17], the Theory of Planned Behaviour (TPB)
[18], and the Attitude/Social influence/self-Efficacy model (ASE model) [19,20], for
example, share the concepts of attitudes, behaviour, intentions with regard to
behaviour, self-efficacy, social influence, skills, and barriers. Attitudes refer to beliefs
or consistent, external evaluations of another person, action, or idea; intentions are
the willingness to adopt a certain behaviour; self-efficacy is the confidence and ability
to be able to act adequately in a given situation; social influence is the influence of
social norms and beliefs of relevant others on a person's actions; skills concern the
capacity to adopt certain behaviour; barriers are potential obstructions that could
prevent the occurrence of certain behaviour. Of all the theories mentioned, the TPB
and the ASE model are the most recent and comprehensive models. The TPB is based
on three types of beliefs: (1) beliefs about and evaluations of the likely results of
behaviour, which lead to positive and negative attitudes towards behaviour; (2) beliefs
about and evaluations of norms and expectations of others, which lead to compliance
with or rejection of these subjective norms; and (3) beliefs about behaviour-facilitating
or behaviour-impeding factors and their strength, which lead to perceived behavioural
control. The combination of attitudes, subjective norms, and perceived behavioural
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control (also referred to as self-efficacy) leads to behavioural intentions, which then
lead to behaviour [17,18]. The main difference between the TPB and the ASE model is
that the latter explicitly takes the influence of (objective) skills and barriers into account,
whereas the TPB does not. However, the TPB has been studied more extensively.

The applicability of the TPB to communication behaviour in medical encounters
has been assessed in several reviews, for example by Perkins et al. [21] and Eccles et
al. [22] who investigated the relationship between intentions and behaviour. Physician-
patient communication was investigated (i.e. education of the patient by the physician)
in one study [23] in the Perkins et al. review [21], and it was concluded that the
intentions of the general practitioners to provide patients with information were related
to their atftitudes and, in combination with self-efficacy, also to their behaviour. One
study in the Eccles et al. review [22] concerned physician-patient communication in
terms of patient education [24]. From the results of this study it was concluded that the
TPB (e.g. self-efficacy regarding the education of patients) is a better predictor of
intentions and future behaviour than the TRA.

Godin et al. [25] pointed out the weaknesses of both reviews [21,22] and they
performed another review of many social behavioural theories. They identified six
studies in which physician-patient communication was included, for instance by
providing education and addressing mental health problems. It is remarkable that all
of these studies used the TPB as their theoretical basis. The review [25] resulted in two
important conclusions. Firstly, it showed that the efficacy of the TPB in predicting
intentions and behaviour differed when different physicians participated in the study,
different behaviour was studied, different methodology was applied, etc. Secondly, it
nevertheless seems possible to predict the intentions and behaviour of health
professionals on the basis of the social behavioural theories. The authors conclude
that the TPB provides a good theoretical framework with which to predict behaviour
[25]. In the field of sickness certification and social insurance medicine, we are not
aware of any reviews that have been carried out to evaluate the application of the TPB
to communication behaviour. We do, however, know of one study in which the TPB
was applied to communication behaviour. Croon and Langius [26] studied the process
of sickness certification assessment by social insurance physicians. They took the TPB
as a starting point, because they wanted to find out why social insurance physicians
assess in a certain way, and were therefore interested in their motivation. They found
the TPB very useful [26].

The TPB has also been applied to assess patient behaviour by many
researchers. It was used by Munro et al. [14] in their review of adherence to
medication, and by Brawley and Culos-Reed [27] in their review of adherence and
behaviour change. As will be explained below, the unique features of the contact
between a social insurance physician and a claimant, compared to contact between
other doctors (such as general practitioners or specialists) and their patients, support
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the choice of the TPB as a basis from which to investigate social insurance physician-
claimant communication.

Specific features of social insurance physician-claimant communication
The core concept of the present conceptualisation is communication behaviour, and in
the social insurance physician-claimant contact there are two important aspects of this
behaviour: "to gather sufficient information ... in a caring way" ([28], p. 1118). In
other words, according to the Ong et al. review [29], the two main purposes of
communication behaviour are "(a) creating a good inter-personal relationship and (b)
exchanging information" (p. 903). From the social insurance physician's point of view,
these two perspectives could be summarised respectively in the interview as patient-
centred behaviour (i.e. behaviour that puts the patient and his/her concerns,
perspective and information needs first), and physician-centred behaviour (i.e.
behaviour that puts the physician's perspective and information needs first) [28]. The
distinction between the two perspectives resembles the division in health care between
instrumental (also referred to as task-oriented, paternalistic, or disease-oriented) and
affective (also referred to as patient-oriented) patient-doctor relationships [e.g. [30-
32]]. Instrumental relationships concern aspects of the relationship between the social
insurance physician and the claimant that explicitly serve a goal (information-giving
and information-seeking), and affective relationships concern collaborative, social-
emotional aspects of the relationship between the social insurance physician and the
claimant (positive and negative social talk). This also resembles differences in
psychotherapeutic  approaches, such as person-centred or client-centred
psychotherapy and the more directive therapies. The instrumental model used to be a
popular approach in medicine, but the affective approach is now more common
[33,34]. However, different patients might prefer a different type of approach,
depending for instance on the nature of their health complaints [35].

Although both the instrumental aspect and the affective aspect are important,
the main focus of social insurance assessment interviews is an instrumental aim, i.e.
gathering information to make the most accurate assessment of the functional capacity
of the claimant, whereas in curative medicine there is often an equally strong focus on
the offective aim, i.e. empathy, because patients often have a great need for
reassurance. Within the assessment, the social insurance physician's main task is to
assess the claimant's work capacity in relation to the medical disabilities, and not to
cure or care for the claimant. Van den Brink-Muinen et al. [12,31] also concluded
from their international comparison study that communication patterns between Dutch
general practitioners and their patients are oriented towards instrumental behaviour
(e.g. giving information and advice). Affective behaviour was also observed, but to a
lesser degree than in other European countries [31]. Of course, the claimant might
also ask for information, for example about the assessment process and the outcome
(e.g. method of assessment, perceived work capacity, consequences for disability
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benefits, etc.). In addition, the claimant has an explicit or implicit need for a certain
degree of empathy (e.g. someone to listen to his/her worries and frustrations,
reassurance, emotional support in talking about disabilities), and possibly needs to be
motivated or slowed down with regard to job performance. In this respect, the social
insurance physician's background knowledge and experiences could, in general terms,
be seen as his/her intentions during the communication, his/her self-efficacy, his/her
skills, and perhaps even the social influence of others, such as colleagues and the
employer.

Social insurance physicians generally work under substantial time-restrictions,
and in some cases they only meet the claimant once, the latter unlike other physicians,
such as general practitioners or specialists. Therefore, the social insurance physician's
previous experience of communication with claimants and intentions, or general and
claimant-specific preferences with regard to this communication, will have
considerable influence on the communication behaviour during each specific contact.
Moreover, the physician and the claimant have no choice with regard to participation
in the assessment interview. They are thus dependent on each other, and whether or
not they like each other initially — whatever the reason may be — will influence their
communication. Empirical findings from social psychology research suggest that
similarities in attitudes and behaviour are important in first-time encounters between
people, and lead to better communication and personal attraction. This also applies to
many other similarities in attitudes and behaviour [36-39], and can help to solve
language problems and remove emotional barriers. It is important to note that these
similarities not only increase the effectiveness of the exchange of information, but they
also influence the emotional relationship: similarity in behaviour leads to personal
aftraction between people. Moreover, research findings indicate that this personal
aftraction is closely related to feelings of security and trust [40], and that during
medical encounters, similarities between physicians and their patients enhance their
communication and their satisfaction with it [41]. However, cultural differences cause
problems in communication [42]. Similarities or differences between the social
insurance physician and the claimant might therefore influence the course of their
communication. Especially, during a once only or occasional contact, or when there is
limited time to establish a relationship, the physician must quickly make the claimant
feel at ease in order to obtain the information that is necessary for the assessment. In
such situations the claimant has little time to gain trust in the physician in order to feel
comfortable enough to talk in detail about his of her medical problems.

In social insurance medicine, not only the communication behaviour itself, but
also satisfaction with that behaviour may play an important role, because to a certain
extent satisfaction determines how, and how efficiently information is exchanged. If a
physician is unhappy with the communication during an assessment interview, he is
more likely to change his behaviour and look for different ways in which to gather the
necessary information. Similarly, the satisfaction of a claimant will probably influence
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his or her willingness to provide the physician with the necessary information.
Moreover, assessment interviews are daily routine for social insurance physicians,
whereas they are only incidental for claimants.

From the perspective of the physician it is important to note that there are two
distinct groups of claimants. Those in the first group have had previous experience of
an assessment interview, which means that they already know what to expect (their
expectations and attributes are perhaps more realistic), or at least know more about
how an assessment interview is conducted (whether good or bad) and will behave
accordingly. For this reason, they will probably feel that they have more control over
the interview and the communication. Their intentions and preparations will probably
differ from those of the claimants in the second group, for whom it is the first
assessment interview for a disability benefit. For example, claimants with previous
experience will probably base their expectations on visits to physicians in general or a
description of the procedure, which may be based on positive or negative stories
about assessment interviews.

An overview of the conceptualisation

In summary, it can be concluded from the three reviews discussed above [21,22,25]
that the TPB is an appropriate starting point for investigating the key components of
physician-claimant communication behaviour. The theoretical framework we therefore
propose to use will be explained below, and is presented in Figure 2.1. In general
terms, the model states that a combination of attitudes to communication behaviour,
social influences, and self-efficacy, leads to the intentions of social insurance
physicians to adopt that communication behaviour. Self-efficacy influences the skills to
adopt the behaviour, and depending on these skills and on barriers preventing the
physician from adopting it (the concepts of skills and barriers are derived from the ASE
model), these intentions will or will not lead to several core aspects of actual
communication behaviour. The specific characteristics of social insurance physician-
claimant communication support the use of this general theoretical framework. As the
figure shows, we make a distinction between the assessment interview itself and the
preparatory phase, in which the physician and the claimant mentally prepare for the
assessment interview independently. The preparatory phase for the physicians consists
of their attitudes and intentions with regard to communication with claimants in
general. Both the instrumental, physician-centred orientation and the affective, patient-
centred orientation are included in those core-aspects. Furthermore, the physician will
be influenced by other people, have a certain degree of self-efficacy, master specific
skills, and experience specific barriers.

At the centre of the model is the actual assessment interview, during which both
the physician and the claimant are present. This is the action phase that follows the
preparatory phase. The core issue of an assessment interview is the communication
behaviour, and how this is perceived and evaluated by the people involved. Since both

23



Chapter 2

people are present during the assessment interview and the exchange of information is
a continuous, dynamic process, the model states that the behaviour of the physician
influences that of the claimant, and vice versa. The psychological mechanisms of
‘transference’ (the claimant expresses feelings, wishes and experiences towards the
physician that are actually felt towards other people who are of were important in the
claimant's life) and ‘countertransference’ (reactions from the physician to the claimant)
might be involved here. Moreover, there will always be interaction between the
occurrence of and satisfaction with the communication behaviour, both of which are
constantly changing and influencing each other. This is in line with findings that the
general consultation characteristics of patients and physicians might influence their
satisfaction [e.g. [43,44]], and that satisfaction is related to a patient's perceptions of
an encounter, but not to more objective observations [45]. Therefore, the core of our
framework stresses the more subjective, perceived communication behaviour and
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Figure 2.1: Behavioural model regarding communication between social insurance physicians (SIP) and
claimants (CL) during assessment interviews.
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people's evaluations of that behaviour (i.e. satisfaction), instead of objective,
observable behaviour. The full theoretical framework that results is substantial, in that
it covers the communication process as a whole, including the relationships between
the different aspects and persons involved, and 'environmental' aspects, such as the
personal characteristics of the people involved. This 'ecological approach' (i.e. an
approach that states that behaviour results from multiple sources which interact,
including the person himself/herself, other people, and the context, including the
situation and environment), is advocated by Street et al. [46], who argue that an
ecological approach is the most suitable method for describing physician-patient
communication. They stress that from an ecological viewpoint all relevant influences
on the communication are taken into account within the context of the medical
consultation.

The conceptualisation for social insurance physicians

In the following, we will conceptualise the theoretical model applied to communication
behaviour during assessment interviews. We will do this for the social insurance
physician and the claimant separately. A summary is presented in Table 2.1.

Behaviour

The core concept of the present conceptualisation, based on the TPB, is
communication behaviour, which occurs when the social insurance physician and the
claimant meet during the assessment interview. At this point, the communication
process takes place, and both people will have an opinion about the content and
process of this communication behaviour. Given the afore mentioned arguments, both
the instrumental and the affective dimensions of communication behaviour are
important. Instrumental behaviour, for example, includes applying technical skills such
as the specific method of asking questions and summarising the information the
claimant provides. Examples of affective behaviour are expressing empathy and
making contact in a respectful way. Derived from the TPB, intentions with regard to the
communication (i.e. assessment styles), and the physician's communication skills and
perceived barriers are conceptualised to influence the communication behaviour.
Assessment styles, and especially the preferred assessment style(s) of the physician are
believed to influence his perception of the claimant's communication behaviour and
thus his/her appraisal thereof. The same applies to barriers, such as expectations
based on knowledge of the claimants records or previous experiences of similar
claimants. Personal intentions might 'precondition' perception of the other people's
intentions, and hence their behaviour. This is in line with the results of Adler's overview
[47], in which he found that empathy was the result of mutual responses. We postulate
that the communication behaviour of the claimant will influence that of the physician
and vise versa (which we will explain below). The physician will probably change his or
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her own behaviour, either consciously or unconsciously, in reaction to the behaviour of
the claimant [47]. For instance, if the physician dislikes the claimant's behaviour, he or
she will attempt to change it or minimise the negative consequences. Moreover, the
physician's satisfaction with the communication is also influenced by the claimant's
behaviour.

Summarising, the physician's communication behaviour influences and is
influenced by the claimant's communication behaviour. In turn, the claimant's
behaviour influences the physician's satisfaction with the communication, which will
subsequently influence the behaviour of the physician, at which point the circle is
closed.

Table 2.1: Conceptualisation of the behavioural model regarding communication between social

insurance physicians (SIP) and claimants (CL) during assessment interviews.

ration)

Concepts  Conceptualisation to communication
Social insurance physician Claimant
Intentions  Problem-solving communication style® Problem-focussed, strategic coping’
Insurance-technological communication  Psychological distancing and avoiding’
style® Seeking social support
Careful communication style® Seeking practical support
Intention to give in to CL®
Intention to force the own will on CL®
Intention to solve problems jointly with
CLe
—  Aftitudes  Practice-directed attitude® Relationship-focussed attitude®
% Result-directed attitude® (sharing Result-directed/information-focussed
S attitude®) aftitude®
2 Patient-centredness® Attitude regarding patient-centredness®
-5 Distribution of responsibility® Passive coping attitude’
o @ Attitude towards own profession® Wait-and-see coping attitude’
g s Active problem-focussed coping
g < attitude’
5% Attitude about expression of emotions’
g §_ Social Public opinion® Influence of other people®
E 0’6)_ influence  Opinion of colleagues®
c — Opinion of other SIPs
2 Opinion of employing institute
g Self- Self-efficacy trait about communication?  Self-efficacy?
g efficacy
o Skills Skills related to disease/disability Providing information’
Degree of control over communication  Verifying information’
(process) Presence of social support
Handling communication problems
(perceptual)
Barriers/  CL's characteristics and skills SIP’s characteristics
support Lack of information CL's own characteristics (including
(in prepa- disability)



Satisfaction
Satisfaction includes the evaluation of the consequences that are directly associated
with the performance of the behaviour. The degree of physician's (dis)satisfaction with
the communication with the claimant will depend on a combination of two factors.
Firstly, it depends on the perception and appraisal of the claimant's behaviour, and
secondly, on intentions, or more specifically, the degree to which these match the
claimant's behaviour.

Social insurance medicine practices are a good starting point for the different
domains of satisfaction. For instance, in the Netherlands a periodical monitoring
survey that is carried out by the research centre of the Institute of Employee Benefit

Table 2.1 (continued)

Concepts  Conceptualisation to communication
Social insurance physician Claimant
Barriers/ CL's characteristics and skills SIP’s characteristics
support (in  Other people who are present CL's own characteristics (including
interview)  Lack of information (e.g. missing files) disability)
Behaviour  Instrumental communication behaviour  Instrumental communication behaviour
Affective communication behaviour Affective communication behaviour
Satisfac- Focus on instrumental aspect Focus on instrumental aspect
tion (information exchange and making (information exchange):
(appraisal decisions): e Listening”
of beha- e Listening” ¢ Correctness”
viour) e Correctness” e Clarity"
3 o Clarity” e Satisfaction with provided
g o Satisfaction with provided information °
T3 information®
=z & Focus on affective aspect:
g g Focus on affective aspect: ® Empathy”
g 5 ¢ Empathy” e Carefulness”
i e Carefulness” * Being taken seriously as a CL*
5 0O : - .
o e Take CL seriously* ¢ Helping attitude™
= e Helping alliance™ * Trust and confidentiality*
a e Trust and confidentiality® * Knowledge-based trust
¢ Knowledge-based trust e |dentification-based trust®
¢ |dentification-based trust® o Satisfaction with cooperation®
o Satisfaction with cooperation®
General overall degree of satisfaction'
General overall degree of satisfaction!
Personal Age Number of previous assessment
characte-  Gender interviews
ristics Socio-cultural background Age
Legal context Gender

Socio-cultural background
Level of education
Personality characteristics”
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Schemes was developed especially for use in this context, and optimisation is still in
progress. It includes six behavioural aspects of satisfaction with the communication
during assessment interviews: listening, empathy, correctness, clarity, carefulness, and
expertise [48]. Because the dimension 'expertise' partly overlaps with other dimensions
(e.g. asking appropriate questions is one aspect of this dimension and information
exchange is also an aspect), 'expertise' is not included in our conceptualisation.

Verbeek et al. [49] added the aspects of ‘being taken seriously’ and ‘trust and
confidentiality’, based on their review of the literature on consumer satisfaction with
occupational health care. Moreover, they conclude that satisfaction is a
multidimensional construct, and they therefore recommend that specific dimensions of
satisfaction as well as general dimensions of satisfaction are taken into account [49-
51]. In primary health care, Van der Feltz-Cornelis et al. [52] stressed the importance
of effective and helpful communication in the physician-patient relationship. They
followed the psychotherapeutic concept of the Helping Alliance, i.e. considering the
psychotherapeutic relationship as a means by which a health professional can engage
with the patient, and suggest that satisfaction with the helping attitude of physicians is
an important aspect of patient satisfaction in primary care [52]. As we have already
pointed out, trust is important in the social insurance physician-claimant
communication. Nauta [53,54] made a distinction between knowledge-based and
identification-based trust. Knowledge-based trust is trust in the competence of the
other person, and identification-based trust is trust in the way the other person
communicates, in other words affect-based trust [53,54]. Both types of trust are likely
to be present in social insurance physician-claimant communication.

All the above mentioned components of satisfaction can be considered as part
of the instrumental dimension of satisfaction or part of the affective dimension of
satisfaction. Croon and Langius [26] demonstrated that these two dimensions are also
explicitly perceived by claimants, who distinguish (1) a dimension focussing on the
actual provision of information to them during the communication; and (2) a
dimension focussing on the inter-personal communication and negotiation during the
assessment interview.

Summiarising, the appraisal of communication behaviour is believed to be a
multidimensional concept. Several aspects could be distinguished regarding: (1) the
exchange of information and decision-making (instrumental dimension), and (2) the
inter-personal relationship (affective dimension). For the first aspect, listening,
correctness, and clarity are relevant domains of satisfaction, as is satisfaction with the
actual provision of information. For the second aspect, empathy, carefulness, being
taken seriously, helping alliance, general trust and confidentiality, knowledge-based
trust, identification-based trust, and satisfaction with co-operation in the
communication are believed to be important concepts. Furthermore, overall
satisfaction should be taken into account.
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Intentions, skills, barriers

According to the TPB, behaviour is influenced by intentions to adopt that behaviour,
and this relationship is mediated by skills and barriers. Social insurance physicians will
have habitual and standard methods for exchanging information with claimants, since
this represents a substantial part of their job. Intentions with regard to communication
behaviour are therefore conceptualised as habitual communication styles during the
assessment interviews, or in other words as specialised assessment styles. This is in
agreement with the conceptualisation according to Croon and Langius [26], who
proposed that the general behavioural intentions of social insurance physicians could
be made explicit as their assessment styles. They defined 18 assessment styles with
four underlying dimensions. The most professional style is the problem-solving style,
which is defined as a preference for effective problem-solving, together with the
claimant. It includes providing information and paying attention to the content of the
assessment interview. The three other dimensions they proposed are of a more
bureaucratic nature. The dimension of carefulness in handling the claimant consists of
giving information about the course of the assessment interview, about the assessment
itself, and about relevant laws. The insurance-technological dimension encompasses
social, insurance-technical and workload/work capacity aspects, implying that both the
instrumental and the affective aspect of the intention with regard to communication
are represented. The knowledge-handling dimension concerns knowledge about
disability benefit laws, medical disciplines, and occupational health disciplines.
However, this dimension is not relevant, because this knowledge is not needed for
communication during the assessment interviews, and is more applicable to the
assessment procedure as a whole [26,31].

In the context of the assessment a lot is at stake for the claimant, and the
opinions of the physician do not necessarily match those of the claimant, so it is not
unlikely that differences of opinion might occur. It is clear that the way in which the
physician handles small (and serious) conflicts during an assessment interview will
influence the well-being of both parties [55,56]. For instance, a relationship between
communication problems and (dis)satisfaction has been found in general health care
[57]. The way conflicts are dealt with may influence the claimant's trust in the
physician, especially in such a ‘critical situation' as an assessment interview [58-60].
These findings are in line with the opinions of De Dreu et al. [56], who found that the
style of handling conflicts is reflected in a combination of the degree of concern for
yourself and that for others. These combinations include giving in to the claimant (high
concern for the other and low for oneself), forcing the own will on the other person
(high concern for oneself and low for others), and trying to solve the problem together
with the claimant (high concern of self and others) [56]. Each social insurance
physician will have his or her own preferences or intentions dealing with conflicts.

Since skills and barriers play a similar role — they are in a way the two sides of
the same coin — they are linked together in the model. However, skills and barriers do
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differ in their conceptualisation. The importance of skills in the communication is
emphasised by the many training courses in communication skills for physicians that
have been developed and tested (e.g. [61-64]). It is clear that the physician's skills with
regard to the claimant's disease or disability might influence the communication [65].
Moreover, the degree of control the physician has in general over the communication
during an assessment interview, as well as the physician's ability to change direction
and handle problems during the interview are relevant skills. This agrees with the
general distinction made by Kurtz [66] of three types of skills: content skills, process
skills, and perceptual skills. Content skills refer to the physician's basic medical
knowledge, including the content of the questions asked, the information that is given,
and the answers that are received. Process skills concern the way in which questions
are asked, how to explain things, how to listen, and how to build up a relationship
with the claimant. Perceptual skills concern the content and awareness of the
physician's own thoughts and feelings.

Barriers previously experienced by physicians or barriers they have trouble
dealing with, could be the result of other people being present during an assessment
interview, for instance a claimant's relative or partner, or a union member, who might
hinder the interview, for example because of unwanted participation (e.g. [67]). Other
barriers created by the claimant might be level of education, language restraints,
family members functioning as an interpreter, and the diagnosis from curative health
care. The expectations and experiences of the claimant are also important; for
instance, previous experiences of visits to social insurance physicians (good or bad),
and media reports about social insurance medicine (e.g. [68]). Swartling, for example,
reported that the societal attitude to sickness certification and benefits is an important
barrier for sick-listing, according to Swedish general practitioners [6].

On the one hand, such barriers occur frequently, and could have a negative
influence on obtaining information from the claimant or on the atmosphere during the
interview [69]. On the other hand, some aspects might be supportive, instead of
forming a barrier. Examples of this are that other people who are present help to
explain things to the claimant and clarify the information the claimant gives (e.g.
family member, trainee, or colleague), or claimants with a high level of education.

Attitudes, social influence and self-efficacy
According to the proposed theoretical framework, the physician's intentions to
exchange information in a certain, habitual way (i.e. assessment styles) are derived
from a combination of three components: (1) attitude to the communication during the
assessment; (2) social influences; and (3) self-efficacy, which influences the assessment
style of social insurance physicians as well as the skills and barriers they encounter.

As was explained above, Croon and Langius [26] used the TRA and the TPB as
a basis to study the relationship between the attitudes and behavioural intentions of
social insurance physicians. The content of their practice-directed attitude and result-
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directed attitude is directly related to the communication. A practice-directed attitude
defines the physician's aim to avoid conflict and to negotiate with claimants, taking the
disability as a starting point for the assessment. The result-directed afttitude is
pragmatic, and aimed at helping the claimant to find a solution to the problems (e.g.
better working conditions, assistance with return to work).

Furthermore, an ‘aftitudinal component of patient-centredness’ [70] is believed
to exist. More tangible, an instrumental and an affective dimension can be
distinguished in the physician's attitude [70]. This is in agreement with the opinions of
Krupat et al. [32], who studied afttitudes in doctor-patient relationships and made a
distinction between patient-centredness and disease-centredness, or in their own
words, between a ‘caring’ and a ‘sharing’ element in the doctor-patient relationship
[26,32].

The social insurance physician's task is to evaluate the degree of the claimant's
disability, which has important implications for the claimant, and makes the
relationship unequal by definition, as opposed to the purpose of a medical
consultation. Equality in the communication might be conceptualised according to
Nauta [54]. One of the recommendations she makes in her study focussing on co-
operation between occupational physicians and general practitioners is to maintain a
clear distribution of responsibility. Applied to equality in the physician-claimant
contact, the question that arises would be whether the responsibility for an effective
communication lies with the physician or (also) with the claimant. This distribution of
responsibility is an important aspect, because of the shift in general health care from a
paternalistic view of the patient to a more patient-oriented view [33]. Although the
social insurance physician's attitude towards his or her own profession [71] is not
directly related to communication, it may play a central role in the assessment
interview. Nauta, for example, found that identification with one's own profession
results in greater feelings of responsibility [54]. Research results confirm this concept
by demonstrating that job perception and job satisfaction influence doctor-patient
communication [72]. For instance, Grol et al. [73] found that general practitioners with
a positive attitude towards their job were more open and paid more attention to the
psychosocial aspects of care, whereas those with a negative aftitude gave less
explanation to their patients. Job satisfaction may also influence patient satisfaction
with the care that is provided as found by Haas et al. [74] in a study population of
general internists.

In addition to attitudes, social influences are also believed to determine
assessment styles or intentions with respect to communication behaviour during an
assessment interview. Based on research findings, it would be expected that social
influences co-determine how the physician performs his/her job. For instance, the
medical professions are criticised regularly, public mistrust exists (e.g. [75]), and
physicians feel a lack of support from society, politicians, the media, etc. [76,77].
Moreover, patients are active health care utilisers, health information is easily
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accessible to them and they have high expectations [76]. A combination of these three
aspects will probably influence the way in which the physician communicates with
claimants [72]. More specifically, public opinion, the opinion of colleagues, and the
policies, standards, and values of the company for which the physician works could be
important sources of social influence [78]. This social influence could affect three
aspects of the assessment interview: (1) the skills of the physician compared to those of
others; (2) his/her knowledge; and (3) his/her experience.

The last factor that influences the physician's assessment styles is self-efficacy.
According to Bandura, self-efficacy is domain-specific, and should thus be
conceptualised. Therefore, in line with Scholtz et al. [79], we define self-efficacy as a
global and stable confidence in the ability to cope with the communication with
claimants during assessment interviews. Self-efficacy is regarded as a one-dimensional
global construct [79], and is thus conceptualised as a type of trait, resulting from
previous positive and negative experiences in communication with claimants [80].

Personal characteristics

The personal characteristics of the social insurance physician are not incorporated in
the TPB. They are conceptualised to exert their influence on the 'communication circle'
that originates during the disability assessment interview.

The most important and pronounced personal features which can be similar are
age, gender, and socio-cultural background. Research supports the assumption that
these personal characteristics are relevant with regard to similarity in the
communication between physicians and their patients [41,46]. Furthermore, the legal
context in which the assessment interviews take place could be considered a feature
that also corresponds with the characteristics of the social insurance physician.

The conceptualisation for claimants

Because not every aspect is visible for the social insurance physician, the
conceptualisation for claimants will be only partly analogous to that for the social
insurance physician, and only part of the TPB will be conceptualised for the claimant.
Attitudes and intentions are the core concepts of the TPB, so it is likely that the
physician will be aware of the influence of the claimant's attitudes and intentions
during the assessment interview. The other aspects of the model will have their
influence through the intentions. The only exceptions are the skills and barriers, which
influence the relationship between intentions and behaviour. Because of the direct
influence of skills and barriers on behaviour, these are included in the claimant's side
of our theoretical framework. The included aspects are intentions with regard to
behaviour, attitudes, skills, and barriers. The way in which claimants cope with
assessment interviews — their communication behaviour and their satisfaction with the
communication — is also included, because this is directly relevant, visible, and
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experienced by physicians. The application of these aspects of the theoretical
framework to claimants will now be presented.

Behaviour and satisfaction

Because it is believed that the dimensions of patient or claimant satisfaction are mostly
similar to the dimensions of physician satisfaction [49], the communication behaviour
and perceived behaviour of the claimant during the assessment interview is
conceptualised in the same way as that of the physician. Communication behaviour
and satisfaction with that behaviour are conceptualised as multidimensional, with the
same dimensions as for the physician.

Intentions, skills and barriers
Although attending an assessment interview is not a routine activity for the claimant —
as it is for the physician — the claimant's normal way of communicating will probably
be similar to the way in which he or she will communicate with the physician.
Moreover, we know from research that the communication style of the patient is
equally important as that of the physician [46], and that this communication style (i.e.
intention) is also the claimant's way of handling communication in general and
communication with other physicians in particular. Folkman and Lozarus [81] argue
that before stressful encounters — such as examinations during a study, and also
assessment interviews — people tend to handle the situation in an instrumental way
(problem-focussed), and afterwards they tend to display more emotion-focussed
coping (e.g. seeking social support). This conceptualisation is supported by Carver et
al. [82], who discriminate between the use of instrumental support and the use of
emotional support (among other types of coping), and by the results of studies in
general health care, as mentioned above. Thus, the claimant's intentions with regard
to communication can be both instrumental and affective. Bramsen et al. [83] made a
more detailed distinction: problem-focussed coping according to a preceding plan,
psychological distancing and avoiding (i.e. mentally creating distance between oneself
and the environment), and seeking social support [83]. These last two styles are forms
of emotion-focussed coping, which Miller [84] referred to as a ‘blunting’ and a
‘monitoring’ coping style, respectively. Patients who blunt will avoid information, and
those who monitor are very alert and are keen to receive information. According to
Nordin et al. [85], these coping styles moderate satisfaction with the communication
behaviour of medical staff. We therefore suggest that claimants, apart from seeking
social support, may also intend to seek practical support. For example, they may
intend to gather information about the assessment interview before attending, they
may ask someone to go with them to the assessment interview, or they may practice
beforehand by giving the relevant information to someone else.

The skills and barriers that claimants experience are conceptualised to affect the
relationship between intentions with regard to behaviour and actual behaviour, and as
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we mentioned earlier, some connections do exists between these two factors, but they
also have their own specific characteristics. Cegala et al. [86] found that training
patients' skills in handling medical interviews resulted in more patient-controlled
communication, and that trained patients gave physicians more detailed information
about their disabilities and were more able to summarise the information they
received. Thus, training the skills needed to seek, provide, and verify information,
seems to be important [86]. For claimants, seeking information is not usually the
primary goal during an assessment interview, so this skill is not included in the
framework, whereas the other two are. Some examples of such skills are command of
language, ability to explain their functioning, and ability to understand the physician.
As the CanMed Physician Competency Framework states, it is important that
physicians can gather information and understand it, as well as establish a good
relationship with the patient [87]. Presumably, the same applies to claimants, since
their claim depends on the physician's assessment. Being able to influence the course
of the interview and to handle difficult situations (solving problems) seem to be
particularly relevant skills for claimants [87,88].

Claimants might anticipate several barriers which may be related to the
characteristics of the physician, for instance a different socio-cultural background from
that of the claimant or the use of difficult language. The claimant's own characteristics,
possibly related to the disability, could also form a barrier, such as concentration
problems or physical fatigue.

Attitudes
Parallel to the importance of the physician's attitude towards communication, the
attitude of the claimant might also influence the communication during an assessment
interview. Claimants might have different attitudes with regard to the role of the
physician in the communication, and these might hinder or aid the physician. These
attitudes can be conceptualised analogously to the attitudes that the social insurance
physician has about his or her own role in the communication. Therefore, the attitude
of claimants towards the communication is conceptualised as relationship-focussed,
result-directed/information-focussed [26], and focussed on the patient-centredness of
the physician [89]. Relevant aspects of such attitudes are: expectations about support,
listening, and asking questions for the relationship-focussed attitude; asking and
thinking about return to work and talking about possibilities of return to work for the
result-directed afttitude; and expectations about reassurance and a good atmosphere
for the caring attitude. As mentioned above, claimants who have attended an
assessment interview before and those who have not will probably have different
attitudes.

In addition to the attitude towards the contribution of the physician to the
communication, the claimant will also have an attitude towards his own contribution to
the communication. We refer to this as the coping attitude, because it concerns the
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way in which the claimant anticipates handling (coping with) the communication.
Moreover, claimants will use certain general coping strategies while preparing for the
assessment interview. Kloens [90] advised psychologists to take general coping
strategies into account during the assessment of a patient. He distinguished three
components of coping attitudes: a passive avoiding coping pattern of responding to
the assessment, a problem-focussed coping pattern, and an emotion-focussed coping
pattern, which includes the degree of seeking social support and expressing emotions.
The passive avoidance coping attitude could then be sub-divided into a passive coping
attitude and an avoidance (wait-and-see) coping attitude, in line with the Schreurs
definition [91].

Personal characteristics

We have already stated that the number of previous assessment interviews a claimant
has experienced, is an important claimant characteristic, explaining the difference
between a first-time claimant and a claimant who has already attended one or more
interviews. As in the conceptualisation for social insurance physicians, prominent
characteristics which may be similar for claimants and social insurance physicians are
age, gender, and socio-cultural background [41,46]. Moreover, the claimant's level of
education might influence the communication, for example because claimants with a
higher level of education are generally more assertive, and physicians tend to give
them more information [31,41,46]. In addition to attitudes and intentions, the
claimant's personal characteristics will influence the communication. For example, an
anxious claimant is likely to communicate quite differently with the physician than a
depressed or confused claimant [31]. This depends on the claimant's 'locus of control'
(i.e. a personality trait indicating the degree to which gains are thought to result from
one's own efforts or considered to be random events; according to the claimant, for
example, who is responsible for whether or not the claimant will receive a disability
benefit), and the related degree of control experienced in the communication.

Discussion

We have presented a theoretically conceptualised model, based on the TPB, to study
the communication behaviour of social insurance physicians and their claimants
during (the preparation of) medical disability assessment interviews. This model will
help us to understand the communication process during assessment interviews, and
how this communication could go wrong, and we have made suggestions that could
be appropriate to improve this communication. Because the conceptualisation
specifically focuses on non-curative medicine, with social insurance medicine as an
example (a field in which to our knowledge no such conceptualisation has been
applied), this model might be of assistance in future research in this context.
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Strengths and weaknesses of the behavioural model

Our choice to make use of existing behavioural theories, particularly the TPB, has
advantages as well as disadvantages, both of which have been stressed by several
authors. For instance, Ogden [92,93] argued that behavioural models are pragmatic
in guiding research because, although they are considered to be an appropriate basis
for the development of interventions to change certain types of behaviour, their
conceptual basis is less sound. However, Ogden's arguments based on problems in
applying these theories and measuring the concepts, were refuted by Ajzen and
Fishbein [93]. The only argument they did not refute is that the concepts are not
specific enough. We believe that we have countered this argument by specifying the
concepts adequately in our proposed model. Moreover, in our opinions, the
advantages of using the TPB to understand the communication processes in social
insurance medicine (e.g. focus on the instrumental as well as the affective dimension,
application in studies in related areas, and the amount of detail that is possible within
the model) far outweigh the disadvantages. This is mainly because the conceptualised
model is pragmatic in guiding further research, functional in formulating hypotheses,
and useful in developing interventions to improve social insurance physician-claimant
communication.

The resulting theoretical framework is quite comprehensive. In order to ensure
that the model was feasible, we chose not to assume relationships between the
conceptualisations of the aspects within the framework (e.g. the relationship between a
problem-solving communication style or an insurance-technological communication
style, and a practice-directed attitude or a result-directed aftitude). The
comprehensiveness of the framework may be both positive and negative. The positive
aspect of a comprehensive framework is that there is a choice of focus, i.e. our
conceptualisation is suitable for different types of research. For instance, the focus
could be on the social-emotional or on the task-oriented aspects. Moreover, parts of
the framework could be used for more in-depth evaluations, for instance in
observational or qualitative studies. With regard to the negative side, when research is
based on such a comprehensive model, there is a danger of wanting to investigate too
much all at once. This means that studying the model as a whole implies a more
general, less in-depth, procedure with, for example, questionnaires or structured
interviews.

Implications for future research

Based on this conceptualisation, we hypothesise that the main relationships, indicated
by arrows in Figure 2.1, will be found in an empirical test of the conceptualisation.
According to the TPB, it is expected that the communication behaviour of social
insurance physicians during assessment interviews can be predicted from a
combination of their attitudes, experienced social influence, self-efficacy, intentions
with regard to behaviour, skills, and barriers in the communication with claimants in
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general. Analogously, it is expected that the communication behaviour of claimants
during the assessment interview can be predicted from their attitudes, intentions, skills,
and barriers in the communication with social insurance physicians, or in the
communication with physicians in general if they have had no previous experience
with social insurance physicians. During the assessment interview, it is hypothesised —
according to the proposed conceptualisation — that the communication behaviour of
both the social insurance physician and the claimant will be the result of their input
during the preparatory phase, their personal characteristics, and the degree to which
these match those of the other person, their satisfaction with the communication
behaviour, and the other person's behaviour.

When the relationships in the conceptualisation have been tested empirically,
the TPB-based model for communication behaviour in social insurance medicine can
be applied in empirical studies to obtain more insight into communication behaviour
in non-curative medicine. We also expect that the concepts and relationships in the
conceptualised model could be used in a communication skills training course for
social insurance physicians. The model may help these physicians to recognise
communication behaviour, and to intentionally and purposefully adapt their
communication behaviour to their task when assessing the functional capacity and
medical disabilities of claimants.

Conclusion

We have presented a conceptualisation of a behavioural model, derived from the TPB,
for social insurance physician-claimant communication. This conceptualisation was
based on studies focussing on physician-patient communication and the specific
characteristics of social insurance physician-claimant contacts. Of course, just like any
model, this model is merely a simplified representation of the reality. Although,
obviously not every aspect, dimension, or variation is represented in the framework, it
provides ample insight to professional communication from the perspective of non-
curative and social insurance medicine.
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Abstract

Purpose: Knowledge about the determinants of communication behaviour of
physicians during face-to-face consultations with patients might increase our
understanding of communication behaviour, and provide insight into how training
might be able to change their communication behaviour. For physicians who conduct
work disability assessment interviews, referred to as ‘social insurance physicians’,
communication with patients is their most important instrument. Therefore, the aim of
this study was to understand the determinants of communication behaviour of social
insurance physicians, by modelling the following constructs of the Theory of Planned
Behaviour: attitudes, social influence, self-efficacy, skills, barriers, and intentions
concerning their communication with claimants in medical disability assessments.

Method: Cross-sectional data were collected by means of questionnaires. Analyses
were performed with the LISREL maximum likelihood estimation procedure.

Results: The results showed a well-fitting model in which attitudes had a significant and
substantial direct effect on two intentions. Self-efficacy had a significant, but smaller
direct effect on one intention.

Conclusions: Empirical support was found for a model that describes intentions of
social insurance physicians, especially intentions to give information and to consider
personal aspects. Attitudes were the main determinants of physicians’ intentions and
therefore these may be a promising focus of communication skills training.



Determinants of physician behaviour

Introduction

Communication behaviour and the underlying determinants are difficult to understand
because of the complexity of communication, the presence of two or more people with
their personal stakes and the rapid and transient nature of the communication
process. Systematic observations of communication behaviour might provide insight
into communication and how people respond to each other, but they provide less
insight into why people communicate the way they do. Identifying the factors that
contribute to this ‘why’ (e.g. motives, preferences, tendencies) may not only increase
our understanding of face-to-face communication, it might also indicate how
communication behaviour can be changed by means of training. Therefore, this article
focuses on determinants of communication behaviour. Communication behaviour has
been defined as reciprocal contact between two people during a face-to-face
encounter, aimed at (verbal and non-verbal) exchange of information, including the
exchange and transmission of facts, opinions, feelings, thoughts, attitudes etc.,
consciously as well as unconsciously.

In this article, we focus specifically on physician-patient communication. It is
well known that adequate communication skills during consulting hours are important
for medical professionals [1-3]. In physician-patient consultations, three aims of
communication behaviour have been described: ‘(a) creating a good interpersonal
relationship; (b) exchanging information and (c) making treatment-related decisions’
[4]. Underlying these three aims, there are three types of intentions with regard to
communication behaviour: (1) intentions regarding the interpersonal relationship; (2)
intentions regarding the exchange of information and (3) intentions regarding
decision-making.

Although communication with patients is always an important source of
information for physicians, communication is more essential with some patients than
with others. For example, patients with a broken leg will probably demand less from a
physician, in terms of communication, than patients with unexplained symptoms.
Moreover, in some cases communication might be the physician’s most important
instrument, for instance instead of a physical examination or a magnetic resonance
imaging scan. It is known in the literature that medical students are already aware of
how they communicate and are able to reflect on their communication behaviour [5-
7]. Also, awareness of communication behaviour, attitudes with regard to
communication, and the ability to reflect on behaviour are considered to be important
competencies needed for physicians in general [8]. For physicians, who hold medical
disability assessment interviews to evaluate the work capacity of patients,
communication with patients is their most important instrument. Therefore, this study
focused on social insurance physicians who evaluate the work capacity of sick
employees or people claiming social security benefits (e.g. [2-11]). Worldwide,
physicians are involved in such assessments, even though in practice these may vary
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considerably according to the national social insurance or disability legislation (for
information about Dutch practices, see for example [12-14]).

The objective of this study was to determine which of the following constructs:
attitudes, social influence, self-efficacy, skills and barriers for insurance physicians (the
constructs of the Theory of Planned Behaviour (TPB) and the Attitude/Social influence/
self-Efficacy model (ASE model)) contribute the most in determining intentions with
regard to the communication of physicians with claimants in medical disability
assessments. The TPB and the ASE model are motivational theories that explicitly apply
to determinants of behaviour [15-17]. The TPB and the ASE model are identical,
except that the ASE model is extended to include the concepts of skills and barriers.
These theories can provide a conceptual model with which to study the communication
of social insurance physicians with claimants during medical disability assessment
interviews [18]. For example, the belief that it is important to help claimants cope with
their work disabilities (physician’s attitude), the influence of the opinion of colleagues
about this matter (social influence) and the confidence the physician has in being able
to discuss problems regarding work participation (self-efficacy), together determine the
degree to which the physician intends to actually talk about coping with work
disabilities during the interview with the claimant (physician’s intention). Moreover,
whether or not the work disabilities are discussed will also depend on the physician’s
knowledge on how to bring up the matter and which questions to ask (skills), and how
much benefit a claimant has by staying on sick leave or by returning to work quickly
(barriers or support for the physician).

The relationships addressed in the TPB have often been studied with regard to
physician-patient communication behaviour (see, for example, [19-21]). In line with
the results of one of these reviews [20], we hypothesised that the most important
constructs which explain the intentions of physicians are beliefs about their own
capabilities (i.e. self-efficacy), social influence and role and identity (i.e. attitudes).
Also, based on the results of several other studies [20,22], we hypothesised that the
relationships between the constructs of attitudes, social influences, self-efficacy, skills,
and lack of barriers on the one hand, and the constructs of intentions on the other
hand, would all be positive relationships. That is, stronger attitudes, more social
influence, more self-efficacy, more skills and less barriers or more support will all be
related to stronger intentions.

Method

Participants and data collection

Data were collected between September 2007 and March 2008. All social insurance
physicians in the Netherlands who performed work disability assessments according to
the Disability Benefits Acts (i.e. approximately 400) received a postal questionnaire.
Exclusion criteria were as follows: not performing assessment interviews at all (e.g.
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supervisory functions, managerial functions), only performing other types of disability
assessments (e.g. sickness absence certification), only performing second opinion
assessments after claimants’ objections and not being employed by the Dutch Institute
of Employee Benefit Schemes. Data were cross-sectional and self-reported, and written
informed consent was obtained. The study protocol was approved by the Scientific
Committee of the EMGO Institute for Health and Care Research of the VU University
Medical Center and the Institute of Employee Benefit Schemes.

A total of 146 social insurance physicians from 25 Dutch offices (36.5% of the
400 social insurance physicians performing medical disability assessments of
employees) participated. Most of them were registered as a social insurance physician
(87.0%, n=127). The participants had an average working experience of 21.0 years
(SD=7.2; range 7-36) as physician and 15.0 years (SD=7.4; range 1-32) as a social
insurance physician.

Measures

The TPB provided the theoretical framework for the questionnaire, which included
guestions concerning attitudes, social influence, self-efficacy, skills, barriers and
intentions with regard to communication with claimants and disability assessment
interviews. Aftitudes refer to beliefs or consistent, external evaluations (for example,
how important it is for physicians to share their opinions with regard to the work
capacity of the claimant, or to make sure that the claimant notices that they are willing
to listen). Social influences refer to the influences of social norms and beliefs of
relevant others with regard to a person’s actions (e.g. the influence of social norms at
the office, other social insurance physicians or public opinion with regard to the
procedure of assessment interviews). Self-efficacy refers to confidence and ability to be
able to act adequately (e.g. the confidence to solve communication problems during
the interview or to deal with any unexpected situations that might arise). Skills concern
the ability to adopt certain behaviour (e.g. to determine the course of the interview
instead of leaving this to the claimant). Barriers are potential obstructions that could
prevent the occurrence of certain behaviour (e.g. incomplete files and claimants’
language problems, expectations, or former experiences). Intentions are the
willingness to adopt a certain behaviour as was explained in the introduction. In line
with the results of the above-mentioned Ong et al.’s review [4], and based on a Dutch
study of assessment interviews performed by social insurance physicians [23], the
following three constructs of intentions were conceptualised: (1) intentions with regard
to the interpersonal relationship, referred to as the intention to inform carefully; (2)
intentions concerning exchange of information with regard to work aspects, referred to
as the intention to take aspects of the working situation into consideration and (3)
intentions concerning exchange of information with regard to claimant aspects,
referred to as the intention to take the personal aspects of claimants into
consideration. These three constructs of intentions are successively defined as: (1) an
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intention that reflects the general importance that social insurance physicians attribute
to informing claimants during assessment interviews about the aims, consequences
and reporting of the assessment, the laws and the role of the social insurance
physician; (2) an intention that reflects the general importance in the medical
assessment of characteristics of the (former) work of claimants, such as exposition to
physical and mental loads, type of occupation and shift-work versus day-duties and (3)
an intention that reflects the general importance in the medical assessment of certain
characteristics of the claimants, such as age, level of education and cultural
background. In their study concerning the aspects that physicians take into account in
determining work ability, Slebus et al. [23] defined the second construct as functions
and participation, and the third construct as environmental and personal factors,
according to the ICF model. An overview of all measured constructs is presented in
Table 3.1 and more details are provided in Appendix 3.1.

Table 3.1: Theoretical constructs (latent variables) and their measured aspects (observed variables),
derived from the TPB, included in the questionnaire for social insurance physicians, with the number of
items (#), reliability of the scales (Cronbach’s a), median of the scores (Md), mean scores, standard
deviations (SD) and ranges.

Theoretical Aspects of the constructs # a Md Mean SD Range

construct [latent  [observed variables]

variables]

Intention to y1 Intention to inform claimants 9 0.77 3.89 401 040 3.11-

inform carefully® 5.00

claimants

carefully

Intention to y2 Intention to toke aspects of the 6 0.80 3.33 3.25 0.60 1.50-

take aspects of working situation of claimants 4.83

the working into consideration in the

situation into assessment®

consideration

Intention to y3  Intention to take the personal 8 0.82 3.00 299 0.52 1.13-

take the aspects of the claimant into 4.25

personal consideration in the

aspects into assessment®

consideration

Attitudes x1  Attitude with regard to 8 0.67 4.13 4.18 0.37 2.88-
assisting claimants and 5.00

finding solutions with regard
to work disabilities (result-
directed attitude)®

x2  Aftitude with regard to the own 9 0.92 4.44 449 1.21 1.56-
profession of social insurance 7.00
physician; work engagement®
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Participants answered the questions on a (4- to 7-point) Likert scale, with

different anchor points depending on the questions (e.g. ‘not at all important’ to ‘very

important’, ‘totally disagree’ to ‘totally agree’). Most of the questions were derived

from pre-existing questionnaires. Scales were only included if Cronbach’s Alpha was

equal to or larger than 0.6. For all variables a higher score indicated a stronger

construct, and a lower score indicated a weaker construct. One or more of the scales

together formed the underlying theoretical constructs of the TPB (i.e. the latent

variables). Because we had to adjust items to fit into the context of social insurance

medicine, we pilot-tested the entire questionnaire, including adjusted items, for length,

comprehensibility and relevance. On average, the participants were able to complete

the final questionnaire in approximately 30 min (SD=9.1, range 15-60), according to

self-reports in an open-ended question at the end of the questionnaire.

Table 3.1 (continued)

Theoretical

Aspects of the constructs

construct [latent [observed variables]

variables]

Social influence  x3

x4

x5
Self-efficacy x6
Skills x7
Barriers and x8
support

x9

x10

x11

Influence on communication
of one’s social environment®
Influence on work satisfaction
of one’s social environment®
Social influence of direct
colleagues®

Self-efficacy about
communication with
claimants?

Skills concerning
communication with
claimants®

Barriers as a result of
claimants’ background'
Barriers as a result of
expectations and the people
present at an assessment
interview’

Barriers as a result of
claimants’ (direct or indirect)
former experiences with the
assessment institute

Social support the social
insurance physician
experiences’

10

0.72

0.69

0.86

0.87

0.69

0.76

0.73

0.89

0.63

Md

2.25

3.00

2.75

3.40

4.00

2.71

1.60

2.00

1.75

Mean

2.40

2.90

2.79

3.38

4.06

2.70

1.63

2.41

1.75

SD

0.61

0.74

0.74

0.39

0.48

0.61

0.53

0.92

0.54

Range

1.00-
4.25
1.00-
4.50
1.00-
5.00
2.50-
4.00

2.86-
5.00

1.43-
4.43
1.00-
4.00

1.00-
4.67

1.00-
3.50

@ Croon and Langius [24]; ® UWES: Utrecht Work Engagement Scale [25,26]; © Scale ‘Relative position’ [27];
4 General Self-Efficacy Scale [28,29]; © Pearlin Mastery Scale [30]; f Questions formulated by ourselves based on a

report of the Dutch Association of Social Insurance Medicine [31].
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Analysis

Attitudes, social influence, self-efficacy, skills and barriers (the independent variables)
were related to the three aspects of intentions (the dependent variables), by means of
structural equation modelling with the statistical package for analysing linear structural
relationships (LISREL 8.72) [32]. Because some observed variables were somewhat
skewed, the analysis was performed with normal scores. For fitting the model, the
maximum likelihood estimation procedure was used to analyse the covariance
matrices of the normalised data of the scales. Several alternative models were tested.
The fitting process was based on inspection of the measurement models and
accompanying values, the ‘modification indices’ provided by LISREL, and other LISREL
output. We defined the best fitting model as the most parsimonious model. The
pathways of main interest (indicated by arrows in Figure 3.1) were directed from the
latent independent variables of attitudes, social influence, self-efficacy, skills and
barriers, to the latent dependent variables of intention to inform carefully, intention to

x1
9 INTENTION
i ATTITUDES to inform claimants y1
carefully

x3

x4 SOCIAL

INFLUENCE
x5

INTENTION to take

%6 SELF-EFFICACY aspects of the working y2
situation of claimants into

consideration
x7
x8 SKILLS
¥ INTENTION to take
<10 BARRIERS the personal aspects of v3

claimants into consideration

x11

Figure 3.1: Conceptual diagram of the starting model that was tested with hypothesised pathways
based on the TPB, with the latent variables attitudes, social influences, self-efficacy, skills, barriers, the
intention to inform claimants carefully, the intention to take aspects of the working situation of claimants
into consideration, and the intention to take the personal aspects of claimants into consideration (for
observed x variables and y variables see Table 3.1).
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take aspects of the working situation into consideration and intention to take personal
aspects into consideration. Figure 3.1 shows the conceptual model of these
hypothesised pathways.

The analyses were performed in two steps. Firstly, the best fitting model was
determined with all direct relationships between the dependent and the independent
latent variables free. Secondly, the at least as well fitting model was determined, but
with the minimum number of direct effects of the independent variables on the
dependent variables. We investigated whether or not the data fitted the model, by
inspecting the fit indices. The following measures for goodness-of-fit were used (based
on recommendations made by Hooper et al. [33]): Chi-square, Root Mean Square
Error of Approximation (RMSEA) with 90% confidence interval (Cl), Comparative Fit
Index (CFl), and Standardised Root Mean Square Residuals (SRMR). CFl is less sensitive
to sample size than other fit indices. The model fit was considered to be good if CFl
was equal to or greater than 0.95, the RMSEA and RMSR were less than 0.05, and the
90% Cl of RMSEA was between 0 and 0.08. Chi-square should be less than twice the
number of degrees of freedom for a properly fitting model.

Results
Participants
Because there were no data to perform a complete non-response analysis, we studied
whether the group of participants (n=146) was a representative sample of the total
population of social insurance physicians working for the Dutch Institute of Employee
Benefit Schemes (N=approximately 900) with regard to age, gender and working
hours per week. The mean age of the participants was 49.3 years (95% Cl=[48.5;
50.5]), 60 (41.1%) were female, and they worked for 33.7 hours per week (95%
Cl=[32.5; 34.9]). The mean age of the total population of social insurance physicians
was 49 years (distribution measures could not be calculated), 41.7% was female, and
they worked for 32 hours per week (95% Cl could not be calculated).

The study participants and the total population of social insurance physicians
did not differ significantly with regard to mean age or gender. Although the average
number of hours the total population worked per week was not within the 95% CI of
the number of hours the participants worked, the difference was so small that the Cl of
the total population would presumably overlap that of the participants (it was not
possible to calculate the Cl of the total population from the available data). Moreover,
the mean difference between the number of hours that the participants and the total
population worked was small, and did not seem to be relevant (i.e. 1.7 hours).

Starting model and adaptations

The model with which we started our analysis is presented in Figure 3.1. Because the
model did not converge, the estimates of the goodness-of-fit indices and the direct
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effects were unreliable. Moreover, there were various reasons for the inadequacy of
the model (e.g. a positive definite psi matrix, high standardised error variances), and
for these reasons, modifications had to be made to the initial model. The most
important indications from the LISREL outputs that seemed to be reasonable were: (1)
to combine the two variables that independently indicated the constructs of self-
efficacy and skills, as measured in our study, to indicate one theoretical construct; (2)
to change the status of the correlation between the errors of intentions y2 and y3 to
free instead of fixed at zero; (3) to successively remove the variables ‘social influence
of direct colleagues’ (x5) and ‘social support’ (x11) from the model and (4) to specify
several relationships of the error the observed x variables as free instead of fixed at
zero. The standard LISREL output also recommended specifying relationships between
the error variances of the observed independent x variables and the dependent y
variables as free. However, these recommendations were ignored, because such a
modification was not supported by the theoretical framework and — more importantly
— we were interested in the direct (not indirect) effects of the independent on the
dependent latent variables. The subsequent adaptations of the model (according to
indications 1-4) resulted in the ‘in-between model’ in which all direct relationships
between the independent and the dependent latent variables were still free (fit indices
are presented in Table 3.4).

x1
ATTITUDES INTENTION
x2 . 3
to inform claimants y1
carefully
x3 SOCIAL
INFLUENCE
x4
INTENTION to take
x6 .
SELF-EEFICACY aspects of the working y2
situation of claimants
x/ into consideration
x8
0 INTENTION to take
BARRIERS the personal aspects of y3
10 claimants into consideration
X

Figure 3.2: Conceptual diagram of the final model with accompanying pathways, with the latent
variables attitudes, social influences, self-efficacy, barriers, the intention to inform claimants carefully,
the intention to take aspects of the working situation of claimants into consideration in the assessment,
and the intention to take the personal aspects of claimants into consideration in the assessment (for
observed x variables and y variables see Table 3.1).
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The final model

The resulting ‘in-between model’ was used as a basis for further investigation of the
direct effect of the independent variables on the dependent latent variables (i.e. the
effect of aftitudes, social influence, self-efficacy, skills and barriers on the three
intentions). Based on the strengths of the direct effects (standardised solutions), and
the corresponding t-values that indicate the significance of the effects, the number of
direct relationships between the independent and dependent latent variables specified
as free was reduced by fixing several of them at zero. This continued until the final,
most parsimonious model was found (i.e. the model that fitted minimally as good as
the ‘in-between model’, but had a minimum number of direct effects of the
independent variables on the dependent variables). The conceptual diagram of this
final model is presented in Figure 3.2. The corresponding parameter estimates are

Table 3.2: Standardised estimates of the final model presented in Figure 3.2.

Intention to inform Intention to take aspects  Intention to take
claimants carefully of the working situation personal aspects into
into consideration consideration
Attitudes 0.48** 0.53**
Social influences 0.14
Self-efficacy @ 0.20**
Barriers 0.46*

@ Empty boxes indicate the parameter was fixed at zero; ** p<0.05; * p<0.10.

Table 3.3: The final model’s standardised coefficients and errors for the effects of the latent variables on
the observed indicator variables.

Latent variable Indicator ~ Standardised  Error
variable coefficient

Attitudes x1 0.42 0.83
x2 0.55 0.70

Social influence x3 0.40 0.84
x4 0.92 0.16
x5 (removed)

Self-efficacy x6 0.87 0.24
x7 0.66 0.56

Barriers x8 0.48 0.77
x9 0.76 0.43
x10 0.49 0.76
x11 (removed)

Intention to inform carefully y1 1.00 0.00

Intention to take aspects of the working situation into y2 1.00 0.00

consideration

Intention to take the personal aspects into consideration y3 1.00 0.00
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presented in Tables 3.2 and 3.3. Table 3.4 shows the goodness-of-fit indices of the
starting model, the ‘in-between model’ (with all direct effects between the independent
and dependent latent variables specified as free), and the final model. The goodness-
of-fit indices of the final model indicated that the model was properly fitted: the value
of RMSEA was less than 0.05 (RMSEA=0.025), with the Cl within the appropriate
range (90% Cl=[0.0; 0.064]), the CFl exceeded 0.95 (CFI=0.99), and the SRMR was
just above the upper limit of 0.05 (SRMR=0.0505).

All but two of the remaining relationships of the independent variables with the
dependent latent variables in the final model contributed significantly (p<0.05) to the
final model. These relationships concerned the effects of: attitudes and social
influences on the intention to inform claimants carefully, self-efficacy on the intention
to take aspects of the working situation into consideration in the communication with
claimants and attitudes on the intention to take the personal aspects of claimants into
consideration in the communication during the assessment interview. All these were
positive relationships, two of which showed a more substantial effect than the others:
the effect of attitudes on the intention to inform carefully (0.48; p<0.05) and the effect
of attitudes on the intention to take the personal aspects of claimants into
consideration (0.53; p<0.05). The third relationship, i.e. the effect of self-efficacy on
the intention to take aspects of the working situation into consideration, had a value of
0.20 (p<0.05).

Discussion

Main findings

The objective of this study was to determine which constructs of the following:
intentions, attitudes, social influence, self-efficacy, skills and barriers for social
insurance physicians, contributed the most in determining intentions with regard to
communication with claimants in disability assessment interviews. The results showed
that the TPB could be applied to describe the influences on the intentions of social
insurance physicians in their communication with claimant. We found significant direct
effects, of meaningful size, of attitudes on the intention to inform claimants carefully,
and on the intention to take the personal aspects of claimants into consideration.

Table 3.4: Test statistics and goodness-of-fit indices for the theoretical starting model (which could not
be fitted; the model did not converge), the ‘in-between model’ with all direct relationships between the
independent en dependent latent variables still free, and the final model (n=146).

Chi-square df p-value RMSEA [90% Cl] CFl SRMR
Starting model @
In-between model 40.02 33 0.19 0.039 [0.0; 0.076] 0.98 0.049
Final model 43.47 40 0.33 0.025 [0.0; 0.064] 0.99 0.050

® The model did not converge.
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Findings in relation to other studies

Our results are in line with those reported by Hagger and Chatzisarantis, who tested
two models comparable to ours, in which the observed variables were global variables
that consisted of multiple items. Analogous to our results, the correlations of intentions
with attitudes were the highest. Correlations with self-efficacy and social influence were
lower, except for the direct effect of self-efficacy on intention in one of the two models
[34]. In our study, self-efficacy had a significant, but rather small, direct effect on
intentions.

The results showed that attitudes and barriers were strongly related to intentions
(although the relationship of barriers, in itself, was not significant; 0.05<p<0.10),
whereas the relationships of self-efficacy and social influences with intentions were less
strong, or even not significant. In terms of the assessment interview, these results
indicate that the way in which physicians intend to communicate with claimants is
mostly determined by their beliefs and by barriers, but less by confidence about their
own communicative capabilities, and hardly at all by the opinions of other people. The
results of other studies also showed the importance of attitudes. For example, it was
found that physicians with a more respectful attitude gave patients more information,
and showed more positive affect with some types of patients [35]. Other researchers
have argued that the most important communication barriers for physicians, with
regard to fertility preservation among cancer patients, were their knowledge, attitudes
and skills [36]. The small influence of self-efficacy on intentions (compared to its
influence on attitudes and barriers) could be the result of the emphasis we laid on
unexpected situations and difficulties with regard to self-efficacy in our questionnaire,
whereas purposefulness and what is discussed were emphasised less. If the latter
aspect of self-efficacy had been taken into account more prominently, self-efficacy
might have had a greater direct influence on intentions. The fact that most participants
had many years of experience as a social insurance physician might explain the
minimal contribution of social influence in the model: these physicians do not need
confirmation from others.

The only significant direct effect on the intention to take aspects of the working
situation into consideration was small, whereas effects on the other two intentions (to
inform claimants carefully and to take personal aspects of the claimants into
consideration) were greater. Determinants of communication behaviour thus seem to
determine physicians’ intentions to create a good interpersonal relationship and
intfentions to exchange information with regard to claimant characteristics more
strongly, than their intentions to exchange information with regard to work.

Strengths and limitations of the study

We recruited 146 social insurance physicians, which was a lower response rate than
we had expected (i.e. 36.5% of the social insurance physicians we approached
participated). Because comparison of data from the participants with data from the
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total population showed no meaningful differences with regard to the available
variables, and explanations for non-participation were logical, we believe that the
biases that resulted were minimal, and that the results can therefore be generalised to
all social insurance physicians who perform medical disability assessment interviews.
However, some bias probably did occur in the selection of physicians who were
interested in research in general, and in communication processes. Therefore, care is
required in the interpretation of the results for future research.

The relationships between the dependent variables and the independent
variobles were studied with LISREL structural equation modelling [32]. Structural
equation modelling, or path analysis, is especially useful in non-experimental research
designs, because with this method it is possible to specify causal relationships derived
from cross-sectional data when no longitudinal data are available. However, in order
to be able to draw definite conclusions about the direction of causal relationships
between variables, longitudinal data are needed. The fact that in this study only cross-
sectional data were available could therefore be considered as a weakness, despite
the fact that structural equation modelling is suitable for analysing such data in this
way. Therefore, the results are tentative to a certain degree. Moreover, it is
recommended that longitudinal data are used to study the effects of intentions on
actual behaviour.

Although LISREL provides the researcher with suggestions on how to adapt the
model to make a proper fit, in order to test a theoretical model, and not just explore
the paths that could be fitted with the data, it is necessary to make only theoretically
sound adjustments. Therefore, we decided not to act upon the LISREL suggestions
indicating that relationships between errors of observed x variables and observed y
variables should be specified as free. If we had followed this suggestion, this would
have led to a marginally better fitting model, as indicated by the goodness-of-fit
indices, but it would not have resulted in a completely different final model. This
implies that the fitted final model was, indeed, a stable model.

During the fitting process, we decided to combine skills and self-efficacy into
one construct of self-efficacy. Initially, this might not seem to be an obvious choice,
and it could be argued that this choice contradicts the theoretical model. However,
based on the LISREL suggestion to make this adaptation, inspection of the questions
that indicated the construct of skills made clear that perhaps the questions had not
really measured skills, and that what we had named skills was more of a
conceptualisation of self-efficacy. It can, therefore, be concluded that we were unable
to measure skills that concern communication by means of a self-report questionnaire.
This should be considered as a weakness of the questionnaire method and the
questions we used (although others, for example [24], were able to reliably measure
physicians’ communication skills with a self-report questionnaire).
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Implications for practice

This study was performed in order to find empirical support for a previously described
framework based on theoretical findings, and findings in other medical disciplines
[18]. Because the cross-sectional data of social insurance physicians did, indeed,
confirm the utility of the relationships the TPB proposes, it can be used as input in our
planned development of a communication skills training course for social insurance
physicians. The results showed that attitudes were related to two of the intentions,
whereas (to a lesser degree) self-efficacy was only related to one of the intentions.
Based on these results, we recommend that a communication skills training course
should focus on professional attitudes with regard to communication, as well as on the
self-efficacy of social insurance physicians, in order to influence instrumental intentions
in the communication with claimants (in this study: intentions to take the personal and
working aspects of the claimants into account). To influence affectively-oriented
intentions (in this study: intentions to inform claimants carefully), attitudes would seem
to be the most promising focus. With regard to opportunities to change
communication behaviour by means of a training course, this implies that in order to
change intentions about work characteristics, constructs other than the measured
determinants should also be addressed, such as available information and claimant
characteristics. Moreover, to achieve change in communication behaviour during
assessment interviews, intentions to inform claimants carefully and to take their
personal aspects into consideration seem to be a more promising target, because we
have more insight into the determinants.

Although aftitudes can be rather firm, it has been shown that attitudes may be
changed by communication skills training. For example, the randomised controlled
trial of Fallowfield and co-workers [37-40] measured attitudes of 160 oncologists
using questionnaires with Likert scales. The results — from both objective recordings
and self-reports — showed significant improvements 3 months after the training in
attitudes and beliefs towards the importance of psychosocial issues compared to
controls. They concluded: ‘Our results show that a communication skills training
intervention using behavioural, cognitive, and affective components not only increases
potentially beneficial and more effective interviewing styles but can also alter attitudes
and beliefs, thus increasing the likelihood that such skills will be used in the clinical
setting’ (p. 765, [40]). Altiner et al. [41] provided another example. They studied an
intervention aiming at motivation of physicians to change their attitudes with regard to
communication related to prescribing antibiotics, and they concluded that, although
complex, it is realistic to do this.

To increase insight into the way in which social insurance physicians
communicate with claimants, this study focused on determinants of communication
behaviour of physicians, and not directly on their communication behaviour.
Behaviour was not measured, and therefore not included in the model. However, in
the development of communication skills training it is also important to take behaviour

57



Chapter 3

info account, preferably measured subsequently (and not at the same moment as
intentions). This effect of intentions with regard to communication behaviour on actual
communication behaviour should be addressed in future studies. Because, for
example, the results of the Eccles et al.’s review [42] showed that the intentions of
health care professionals correspond to their subsequent self-reported behaviour, and
not to observed behaviour, and the Armitage and Connor review [19] yielded similar
results (with better predictions of self-reported behaviour than observed behaviour), it
is important to choose an appropriate training focus. Physicians’ perceptions of
communication behaviour could presumably be changed more easily by addressing
the determinants included in this study, than their actual (observed) behaviour could
be changed.

Conclusions

In conclusion, empirical support was found to confirm that a model analogous to the
TPB could describe intentions with regard to communication procedures in social
insurance medicine. The intention to inform claimants carefully and the intention to
take the personal aspects of claimants into consideration during medical disability
assessment interviews contributed meaningfully to the total model. These intentions
were mainly determined by the physicians’ attitude to their own profession and (to a
slightly lesser degree) their attitude with regard to assisting claimants in finding
solutions for work disabilities. Therefore, aftitudes may be a promising focus of
communication skills training for physicians when the aim is to change determinants of
communication behaviour.
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Appendix 3.1: List of the questions on the questionnaires sent to
the social insurance physicians (translated from Dutch).

Aspects of the constructs

y1 Intention to inform claimants
carefully
y2 Intention to take aspects of the

working situation of claimants into
consideration in the assessment

y3 Intention to take the personal
aspects of the claimant into
consideration in the assessment

x1 Attitude with regard to assisting
claimants and finding solutions
with regard to work disabilities
(result-directed attitude)

Questions
In your opinion, how important is informing claimants
during the medical disability assessment interview
about ...
1. Why claimants are assessed.
2. Your assignment as a social insurance physician.
3. Your role as a social insurance physician in
assessing the claimant.
4. The contents of your final report about your
conclusions.
5. The laws.
6. Your goals during the disability assessment
interview.
7. The possible consequences of
inferences/conclusions for a disability benefit.
8. Whom the information you have is from.
9. The inferences/conclusions of your own
examination.
In the medical assessment of claimants and the
preparation of the medical disability assessment interview,
how important do you think these aspects are...
1. Exposition of claimants to a certain physical load
in (former) work.
2. Exposition of claimants to acertain mental load in
(former) work.

w

The (former) occupation of claimants.
4. Shift work versus day duties of claimants in
(former) work.
5. Claimants’ type of contract of employment in
(former) work.
6. The way of living of claimants.
In medical disability assessments, how important are ...
1. The current length of work disability.
The working history.
The claimant’s age.
The claimant’s level of education.
The claimant’s housing conditions.
The claimant’s cultural background.

NogA~N

The claimant’s gender.
8. The magnitude of the claimant’s (last) wages.

1. A social insurance physician should express his/her
opinion about the disabilities related to work.

2. The social insurance physician should tell the claimant
his/her opinion regarding the functional abilities.

3. The claimant should notice you are willing to listen.
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Aspects of the constructs Questions
(x1) 4. During an assessment, the social insurance physician
should reactivate claimants or encourage return to
work.
5. ltis important to aim at complete understanding in the
problems regarding the claim the claimant brings up.
6. Discussing return to work (to that degree a person is
capable to) is important in assessment interviews.
7. When a claimant asks for support to return to work, a
social insurance physician should answer to this.
8. A social insurance physicians should contribute to
recovery/ recovery behaviour of claimants.

x2 Attitude with regard to the own 1. At my work, | feel bursting with energy.
profession of social insurance 2. At my [ob, | feel strong and vigorous.
physician; work engagement 3. | am enthusiastic about my job.
4. My job inspires me.
5. When | get up in the morning, | feel like going to
work.
6. |feel happy when | am working intensely.
7. | am proud of the work that | do.
8. | am immersed in my work.
9. | get carried away when I'm working.
x3 Influence on communication of To what extend are these institutions of influence on your
one's social environment interaction with claimants...
1. The Institute of Employee Benefit Schemes.
2. Social norms at your office.
3. Other social insurance physicians.
4. Public opinion.
x4 Influence on work satisfaction of To what extend does the opinion of these institutions
one’s social environment regarding working as a social insurance physician,

influence the extend to which you enjoy your job...
1. The Institute of Employee Benefit Schemes.
2. Social norms at your office.
3. Other social insurance physicians.
4. Public opinion.
x5 Social influence of direct To what extend do you care about colleagues’ opinion
colleagues regarding the course of medical disability assessment
interviews, of colleagues who have ...
1. More knowledge about a certain domain than
yourself.
2. More skills in a certain domain than yourself.

w

More experience than yourself.
4. A higher rank within the organisation than

yourself.
x6 Self-efficacy about communication | 1. | can always manage to solve difficult problems in
with claimants interacting with claimants, if | try hard enough.

2. If claimants oppose me, | can find the means and
ways to get what | want of them.
3. ltis easy for me to stick to my aims of the disability
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Aspects of the constructs

(x6)

x7 Skills concerning communication
with claimants

x8 Barriers as a result of claimants’
background

x9 Barriers as a result of expectations

and the people present at an
assessment interview

Questions

10.

assessment interview and accomplish my goals.

| am confident that | could deal efficiently with
unexpected events during assessment interviews.
Thanks to my resourcefulness, | know how to handle
unforeseen situations during assessment interviews.

| can solve most problems during assessment
interviews if | invest the necessary effort.

| can remain calm when facing difficulties during
assessment interviews.

When | am confronted with a problem during
assessment interviews, | can usually find several
solutions.

If | get in trouble during assessment interviews, | can
usually think of a solution.

| can usually handle whatever comes my way during
assessment interviews.

| have little control over the things that happen to me
in the interaction during assessment interviews.
There is really no way | can solve some of the
problems | have during assessment interviews.
There is little | can do to change many of the
important things during assessment interviews.

| often feel helpless in dealing with problems during
assessment interviews.

Sometimes | feel | am being pushed around by
claimants, regarding what is discussed during
assessment interviews.

| can find out just about anything | really need to know
for a medical disability assessment.

What happens to me in the interaction with claimants
mostly depends on me.

During assessment interviews, to what extend do you feel

hindered by...

1.

5.
6.
7.

Claimants with a minimal competence of the Dutch
language.

Claimants with language problems.

Partners or family members of claimants who act as
interpreter/translator.

Being forced to bring in a professional
interpreter/translator.

A non-Dutch cultural background of claimants.
Missing or incomplete files.

A low level of education or no education of claimants.

During assessment interviews, to what extend do you feel

hindered by...

1.

2.

The presence of a third person brought along by the
claimant, such as a union member.
The presence of a third person with whom the

63



Chapter 3

Aspects of the constructs
(x9)

x10 | Barriers as a result of claimants’
(direct or indirect) former
experiences with the assessment
institute

x11 | Social support the social
insurance physician experiences

64

Questions

claimant has a personal relationship, such as a

partner or family member.

3. The presence of a third person by your own invitation,
such as a trainee of colleague.

4. Expectations of claimants about your judgement
regarding work capacity.

5. Your own expectations about the claimant.

During assessment interviews, to what extend do you feel

hindered by...

1. (Negative) experiences of claimants in former
contact with the benefit providing institute.

2. (Negative) experiences of claimants in former
disability assessments.

3. (Negative) notions of claimants regarding the
benefit providing institute, for example originating
from newspapers or television.

During assessment interviews, to what extend do you feel
supported by...

1. The presence of a third person brought along by
the claimant, such as a union member.

2. The presence of a third person with whom the
claimant has a personal relationship, such as a
partner or family member.

3. The presence of a third person by your own
invitation, such as a trainee of colleague.

4. A high level of education of claimants.






Abstract

Introduction: Role-play with standardised simulated patients is often included in
communication training. However, regarding physician-patient encounters in medical
disability assessment interviews it is unclear what should be included in the scenarios
for actors. The first objective of this study was to determine which types of medical
disability claimants can be distinguished based on behavioural determinants. The
second objective was to determine if these types of claimants differed in their
perception of communication behaviour and their satisfaction with the communication
with physicians.

Methods: Questionnaire data were collected from 56 Dutch claimants for 13
behavioural determinants before their assessment interview, and for 12 behavioural
and satisfaction variables afterwards. For the first objective cluster analyses were
performed and for the second objective linear regression analyses were performed.

Results: The results showed that three types of claimants could be distinguished:
insecure support-seeking claimants, confident claimants, and socially isolated
claimants. Overall, claimants were positive about the communication with the
physician: insecure support-seeking claimants were satisfied and confident claimants
were highly satisfied, but socially isolated claimants were unsatisfied.

Conclusion: Scenarios for standardised simulated patients should include different
types of claimants. In training, special attention should be given to communication
with socially isolated claimants.



Typology of claimants

Introduction
In many communication skills training courses for physicians role-play is used to
practise skills or evaluate performance. A recent overview of systematic reviews even
showed that role-play, especially combined with feedback about performance, is an
effective strategy to teach communication skills to physicians [1]. In simulation-based
medical education, scenarios for standardised patients need to be provided. These
scenarios should contain realistic patient descriptions with detailed information about
important personal characteristics relevant for communication behaviour. However, it
is unclear which of these characteristics are the most important in physician-patient
encounters. Furthermore, knowing the relationship between satisfaction with
communication behaviour and patient characteristics allows a better founded choice of
which feedback actors should provide. This could increase the effectiveness of learning
about the influence of the physician’s communication (i.e. the two-directional
exchange of verbal and non-verbal information) in physician-patient encounters.

Medical disability assessment interviews are an example of physician-patient
encounters. These interviews are an important step in determining whether a patient
with prolonged absence from work due work disability (i.e. a claimant) is entitled to a
work disability pension/social security benefits because of long term disability.
National practices may vary considerably, but there are several basic principles. In the
Netherlands, where the current study was conducted, assessment interviews for long-
term work disability are performed after two years of sick leave, when a claimant
applies for a long-term disability benefit. A social insurance physician performs the
face-to-face interview — generally a one-time encounter between that physician and
that claimant — to collect the information necessary to assess work capacity and
eligibility for a benefit. Usually, also information from other professionals (e.g.
occupational physician, specialists) is available to the social insurance physician [2-4].

In addition to the physician’s communication behaviour, the personal
characteristics of the claimant might influence the communication during these
assessment interviews as well. For example, studies have shown that the
communication style of patients with a high socio-economic status is more active and
affective, and elicits more information from physicians [5], and that the behaviour of
patients influences the way physicians communicate with them [6]. This implies that,
although each claimant has unique characteristics and disabilities, claimant behaviour
is alike on certain aspects as well. These aspects could be demographic characteristics,
such as gender or social class, but also more profound characteristics, such as
expectations about the assessment interview or personality. Knowing in advance which
claimant behaviour will likely be encountered, might thus make it easier to determine
how to communicate with the claimant.

The first objective of this study was to determine which types of medical
disability claimants could be distinguished based on behavioural determinants. The
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second objective was to determine: (2a) if these types of claimants differ in their
perception of the communication behaviour of the social insurance physician during a
recently attended medical disability assessment interview; and (2b) if these types of
claimants differ in their satisfaction with the communication with the social insurance
physician.

Materials and methods

Data collection and subjects

Data were collected between March and July 2008. Approximately 360 claimants of
36 social insurance physicians (10 per physician) were sampled by the Dutch Institute
of Employee Benefit Schemes, the national administrative body for employee benefits.
Inclusion criteria for participants were: being invited for a medical disability
assessment interview according to the Work Disability Benefits Acts after a minimum of
two years of sick leave, and being able to attend this assessment interview at an office
of the Institute of Employee Benefit Schemes. Exclusion criteria were: being employed
by the Institute of Employee Benefit Schemes, living abroad, and insufficient skills in
the Dutch language to participate in the study. Data were self-reported and collected
at two successive moments in time: shortly before and after the assessment interview.

Potential participants received a letter with explanations of the study. Upon their
decision to participate they filled in an informed consent form and completed the first
questionnaire. Participants were asked to return the questionnaire prior to attending
the assessment interview, and they subsequently received a second questionnaire by
mail. This second questionnaire was completed shortly after they had returned from
the assessment interview. After the official deadline for complaints and objections
about the disability assessment had passed, it was checked if the participants had filed
a complaint about the communication with the social insurance physician and if they
had objected to the decision regarding social security benefits.

Written informed consent was obtained from all participants. The study was
approved by the scientific committee of the EMGO Institute for Health and Care
Research of the VU University Medical Center and by the Institute of Employee Benefit
Schemes. Medical ethical approval was not needed according to the Dutch law.

Measures

A modified Attitude/Social influence/self-Efficacy model (ASE model [7]), an adapted
version of the Theory of Planned Behaviour [8, 9], provided a theoretical framework
for this study. The first questionnaire included questions about intentions with regard to
behaviour, aftitudes, social influence, self-efficacy, skills, obstacles, and support
concerning the claimants’ communication with physicians in general and with social
insurance physicians in particular. Answers were given on 4-point Likert scales. The
second questionnaire included questions about the perception of and satisfaction with
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the communication behaviour of the physician during the assessment interview.
Answers were given on 5-point Likert scales. Because some questions and scales had
to be adjusted to the context of the disability assessment interview, the questionnaires
were pilot tested for relevance, comprehensibility, and length. This was done in two
phases. Firstly, three claimants who had recently attended an assessment interview
completed the questionnaires speaking out loudly about their thoughts and the
questionnaire was adjusted according to their remarks. Secondly, the adjusted
questionnaire and accompanying letter, information brochure, and informed consent
form were completed by three members of the Dutch national claimants’ counsel and
systematically discussed with them. Taking their findings into account, the final version
of the questionnaires was established.

To prepare the data for analysis, items were combined into scales with an
extended item-total procedure in SPSS 15.0, in which the items were correlated with
their scale total and with the totals of all of the other scales ([10]; p. 96). This resulted
in four scales of aftitudes, three of intentions with regard to behaviour, two of self-
efficacy, and one of social influence, skills, obstacles, and support. For the second
questionnaire the procedure resulted in two scales of behaviour and three of
satisfaction with behaviour. Additionally, two behavioural variables were added (i.e.
whether or not a complaint had been filed and whether or not the claimant objected
to the assessment outcome), as well as five satisfaction variables. For all variables a
high score meant the construct was present and a low score meant the construct was
absent. An overview is presented in Table 4.1.

Data analysis

Because no data were available for a non-response analysis, we studied whether the
participants were a representative sample of the claimants that completed the first
questionnaire and of all approached claimants. To this end Mann-Whitney U tests
were performed.

For the first objective standardised, Z-transformed data were analysed with
hierarchical cluster analysis using Ward’s method (clustering by claimants), followed
by non-hierarchical K-means cluster analysis with the number of clusters and initial
cluster centres taken from the hierarchical cluster analysis. For validation, the final
results were compared to those of K-means clustering with random initial cluster
centres [11]. All scales indicating intentions with regard to behaviour, attitudes, social
influence, self-efficacy, skills, obstacles, and support were included.

For the second objective linear regression analyses were performed with the
measures of claimants’ perception of communication behaviour (objective 2a) and
claimants’ satisfaction with the communication with social insurance physicians
(objective 2b) as dependent variables, and the claimant type as independent variable.
Adjustments for confounding and effect modification (interaction effects with claimant
type) were made when necessary. Based on the literature, the following background
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Table 4.1: Constructs and their scales — derived from the ASE model — included in the questionnaires,
with the number of items (#), reliability of the scales (Cronbach’s Alpha; ), median of the scores (Md),
mean scores (M), standard deviations (SD) and ranges.

a Md M SD Range

0.82 2.00 2.11 0.71 1.00-4.00
0.65 220 2.25 0.57 1.00-4.00
0.68 2.00 2.23 0.76 1.00-4.00

Construct Scales*
Intentions Strategic planning in preparation®
Avoidance in preparation

W oA

Accepting social support in
preparation®

Attitudes Passive problem solving in 3 075 186 185 0.61 1.00-3.29
preparations®
Expressing emotions in preparation® 7 079 2.00 1.99 0.54 1.00-4.00
Active problem solving in preparation® 7  0.78 2.43 2.40 0.53 1.14-3.71

Expectations about the 6 0.69 3.67 3.64 0.63 2.33-4.67
communication'€
Social Social influence of acquaintances in 7 070 2.14 2.12 0.72 1.00-3.57
influence preparation®
Self- Emotional self-efficacy® 5 090 280 2.58 0.88 1.20-4.00
efficacy Instrumental self-efficacy” 10 0.92 255 2.47 0.69 1.00-4.00
Skills Expected skills for the interview ¢ 7 095 3.00 3.13 0.90 1.50-5.00
Obstacles Obstacles in the interview ¢ 5 069 220 2.25 0.79 1.00-4.20
Support Support from other people® 5 080 290 2.88 0.87 1.00-4.00
Behaviour  Expression of opinions about work 5 076 2.00 2.06 0.65 1.00-3.00
abilities®"
Listening behaviour of social 3 086 500 4.45 0.85 1.00-5.00
insurance physician™!
Claimant filed a complaint about the - - - - - -
assessment
Claimant objected to outcome of - - - - - -
assessment
Satisfaction  Way of information exchange" 5 094 4.00 3.73 1.00 1.00-5.00
with Competence of the social insurance 5 089 4.00 3.86 1.05 1.00-5.00
behaviour  physician*®
Satisfaction with relationship’ 7 094 400 3.76 1.07 1.00-5.00
Trust in the medical assessment 1 - 4.00 3.71 1.49 1.00-5.00
Correctness of expectations about 1 - 4.00 3.42 1.51 1.00-5.00
communication®
Satisfaction with communication® 1 - 5.00 3.91 1.46 1.00-5.00
Satisfaction with information* 1 - 4.00 4.04 1.14 1.00-5.00
Satisfaction with atmospherel 1 - 5.00 4.13 1.26 1.00-5.00

° ltems in these scales were answered on a 5-point scale instead of a 4-point scale; ® ltems in these scales were
answered on a 3-point scale instead of a 5-point scale; ¢ References: * WCQ: Ways of Coping Questionnaire [15];
B UCL: Utrecht Coping List [16]; © Questions formulated by ourselves, based on different sources, including other
questionnaires and behavioural observations during assessment interviews; ° Based on the COPE Questionnaire
[17]; E STAI: State-Trait Anxiety Inventory [18]; F GSE: General Self-Efficacy Scale [19]; © Pearlin Mastery Scale [20];
" Questions of Croon and Langius [21]; ' AStri Client Monitor of the Institute of Employee Benefit Schemes [22]; *
PDRQ-9: Patient-Doctor Relationship Questionnaire [23]; “ Patient Satisfaction with Occupational Health
Questionnaire [24, 25]; " Questions of Nauta [26, 27].
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variables were considered potential confounders (over 10% change of the regression
coefficient) or effect modifiers (p<0.05): age, gender, level of education, number of
attended assessment interviews, main diagnosis (self-reported), functional capacity for
work (according to the social insurance physician). For all analyses SPSS 15.0 was
used.

Results

Participants

The personal characteristics of the participants are summarised in Table 4.2, as well
as those of the claimants who participated in the first questionnaire and those of all
claimants who were approached for the survey. A total of 63 participants who lived
scattered over the Netherlands, completed the first questionnaire (17.5%). Of them 56
(88.9%) also completed the second questionnaire, and were included in this study.
Their mean age was 48.1 years (SD=8.9; range 22-62) and 55.4% were female. The
assessment inferviews of these 56 claimants were performed by 28 social insurance
physicians. The mean age of these physicians was 50 years and 2 months (SD=7
years and 2 months). Of them, 39.3% was female and 60.7% percent male. On

Table 4.2: Mean percentages for the distributions of personal characteristics (age, gender, assessment
type, main diagnosis) of the participants of the complete study, the claimants that completed the first
questionnaire, and all approached claimants.

Participants Claimants first All approached
(n=56) questionnaire claimants
(n=63) (n=298)
Age (years) [95% Cl] 48.1 [45.7; 50.5] 48.1 [45.9; 50.2] a
Age group (%): *
Up to 44 years 21.4 22.2 39.6
45 to 54 years 57.1 58.7 47.3
55 years and over 21.4 19.0 13.1
Gender (%):
Male 44.6 42.9 47.0
Female 55.4 57.1 53.0
Assessment type (%): *
First time assessment  33.9 36.5 51.0
Subsequent time 66.1 63.5 49.0
Main diagnosis (%):
Musculoskeletal 28.6 30.2 29.9
Psychological 28.6 28.6 33.6
Cardiovascular 8.9 7.9 6.7
Mix or other 33.9 33.3 29.9

® Unknown; * Group differed on this variable from the group of participants (p<0.05).
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average, they had worked as an insurance physician in practice for 15 years and 9
months (SD=7 years and 10 months) and at that moment they were working for 31.6
hours (SD=10.0 hours) per week as an insurance physician.

No differences were found between the participants in this study who completed
both questionnaires (n=56) and the claimants who completed only the first
questionnaire (n=63). The participants in this study (n=56) differed significantly from
all claimants who were approached for the survey (n=298) on assessment type and
age group. No differences were found on the other background variables. A lower
percentage of participants was invited to a first time assessment and thus a higher
percentage to a second or subsequent assessment, than all approached claimants. On
average, participants were older than all approached claimants. Claimants for a
subsequent assessment and older claimants thus seemed more willing to participate in
the study.

Obijective 1: Types of claimants

One outlier was identified and excluded from analysis. The results of the cluster
analyses showed that a three cluster classification was the best claimant classification.
Because some variables were somewhat skewed, analyses were replicated with those
variables log-transformed. These analyses gave similar results. The three cluster
solution is presented in Table 4.3 and in Figure 4.1. The results showed: (A) a cluster
of constructively preparing claimants with negative expectations and adequate social
support, named the insecure support-seeker (34.5% of the claimants); (B) a cluster of
positively minded claimants with a non- passive coping pattern, named the confident

Table 4.3: The final cluster centres for each scale (standardised by Z-transformation) and statistical
significances of the cluster differences (p<0.05) for the final three cluster solution (n=55).

Construct Scales Final cluster centres® p-value
Type A Type B Type C
Intentions Strategic planning 0.64 -0.46 -0.32 <0.001*
Avoidance -0.01 -0.17 0.07 0.734
Accepting social support 0.69 -0.32 -0.61 <0.001*
Attitudes Passive problem solving 0.39 -0.72 0.56 <0.001*
Expressing emotions 0.13 -0.27 0.06 0.348
Active problem solving -0.10 0.26 -0.31 0.238
Expectations about communication -0.36 0.40 -0.12 0.039*
Social influence  Social influence of acquaintances 0.59 -0.50 -0.12 <0.001*
Self-efficacy Emotional self-efficacy -0.69 0.74 -0.23 <0.001*
Instrumental self-efficacy -0.56 0.58 -0.05 <0.001*
Skills Expected skills for the interview -0.79 0.70 -0.24 <0.001*
Obstacles Support from other people 0.69 0.10 -1.08 <0.001*
Obstacles in the interview 0.43 -0.84 0.83 <0.001*

° Type A = insecure support-seeking claimants; Type B = confident claimants; Type C = socially isolated claimants;
X
; * p<0.05.
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(41.8% of the claimants); and (C) a cluster of moderately able and indecisiveness
claimants, who lack social support, named the socially isolated (23.6% of the

claimants). More in detail, these types of claimants could be described as follows:

Insecure support-seeking claimants had negative expectations about themselves,
the social insurance physician, and the assessment interview (low scores on
emotional and instrumental self-efficacy and on skills, high scores on obstacles).
Their intentions to accept social support and the availability of social support from
other people were high, although they reported only average influence of others.
The passivity of their coping attitude was average to low (i.e. they had moderate to
little inclination to isolate themselves, withdraw, or ruminate) and their preparation
for the interview (an intention measure) was relatively strategic.

Confident claimants were characterised by overall high expectations about
themselves, the social insurance physicians and the assessment interview (high
scores on emotional and instrumental self-efficacy and skills, low scores on
obstacles). Although social support was reasonably to highly available to these
claimants, they reported low intentions to accept social support and little influence
from others. They had a lack of passive coping attitude (e.g. they were not inclined
to isolate themselves, withdraw or ruminate) and had little intentions for strategic
planning in preparation for the interview.

Socially isolated claimants were characterised by indecisiveness in their
expectations (i.e. they were hesitant or undecided in their opinion about the
assessment interview; their views can be described as moderate, subdued, or not
extreme). Their emotional and instrumental self-efficacy, skills, and obstacles were
average. Infentions to accept social support, social influence, and availability of
support from others were all small. These claimants had an average to low passive
coping attitude and low intentions for strategic planning.

-mom == mma

Insecure support-seeking claimants — Confident claimants = = Socially isolated claimants

Figure 4.1: Mean standardised scores of the claimants (n=55) on the scales that differed significantly

(p<0.05) for the three cluster solution (possible range: 1-4).
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Obijective 2: Relationship with behaviour and satisfaction

An overview of the predictive validity of the three claimant types for perceived
behaviour during and for satisfaction with the assessment interview, taking
confounders and effect modifiers into account, is presented in Table 4.4. Below, the
results for the adjusted analyses are presented.

The adjusted analyses showed no overall differences between the three types of
claimants on their perception of communication behaviour and on their satisfaction.
On three variables differences were found at p<0.10: expression of opinions about
work abilities (p=0.063), listening behaviour (p=0.057), and satisfaction with the
information exchange (p=0.061).

Significant differences between two claimant types did exist. On all three
variables just mentioned socially isolated claimants differed from confident claimants,
with the former having a low and the latter a high level of satisfaction compared to the
mean score (p=0.008, p=0.007, and p=0.051, respectively). About the expression of
opinions about work abilities socially isolated claimants also were more negative than
insecure support-seeking claimants (p=0.011). One other difference was found:
insecure support-seeking claimants differed significantly from confident claimants in
that the first were unsatisfied while the latter were satisfied about the degree to which
their expectations about the communication were met (p=0.032). Summarising,
insecure support-seeking claimants were satisfied averagely, confident claimants were
satisfied more than averagely, and socially isolated claimants were satisfied less than
averagely on the variables mentioned above.

For all other variables, no significant differences between claimant types in
opinions about behaviour and satisfaction were found, and too few complaints were
filed to establish differences between the claimant types. In other words, it seemed that
— in the current sample — most of the opinions about the assessment interview were not
determined by claimants’ intentions, attitudes, social influence, self-efficacy, skills,
obstacles, and support, but by other aspects (such as the physician).

Discussion

Main findings

Three types of claimants could be distinguished. These three types were: (A) claimants
with negative expectations about their skills and a high intention to accept social
support as well as high actual support, named the ‘insecure support-seeking’; (B)
claimants with reasonably to high social support, low intentions to accept support, and
good skills for the interview, named the ‘confident’; and (C) claimants with moderate
skills and lacking social support, named the ‘socially isolated’. On average all
claimants were satisfied with the communication with physicians during a recently
attended medical disability assessment interview. Of the three types, insecure support-
seeking claimants were averagely satisfied, and confident claimants were even more
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than averagely satisfied. However, socially isolated claimants were less satisfied,
especially with regard to how the physician expressed his or her opinions about work
abilities, listening behaviour, and information exchange. Nonetheless, on most
variables satisfaction did not differ between the three types of claimants. In other
words, for these variables satisfaction was not determined by claimants’ intentions,
attitudes, social influence, self-efficacy, skills, obstacles, and support, but by other
aspects.

Findings in relation fo other studies

Many different typologies of patients have parallels with our three types. For example,
Flynn et al. [12] categorised people into four distinct types based on preferences
concerning participation in medical decision making with regard to deliberateness and
autonomy. Differences between our three types of claimants seem related to this
autonomy. That is, insecure support-seeking claimants are high on their intentions to
get social support and on availability of social support, and thus are less autonomous,
while both other types turn to social support less frequently. The dimension of
deliberateness, i.e. the need to be offered choices, could be considered parallel to the
distinction between passive and active coping. This would imply that confident
claimants show the most need to explore the choices, while insecure support-seeking
and socially isolated claimants have the need to look for confirmation of their own
choices instead of exploring choices.

Boot et al. [13] classified employees with asthma and COPD based on their
attitudes, coping with disabilities, views about revealing limitations to others, and other
variables, in four groups: adjusted workers, cautious workers, eager workers, and
worried workers. Adjusted workers resemble confident claimants, because they accept
their limitations, are not overly preoccupied with their emotions, and have a strong
need for control. Eager workers also resemble confident claimants, mostly because
they are highly motivated. Cautious workers are worried about their health and try to
prevent limitations, and therefore bear the most resemblance to insecure support-
seeking claimants. Worried workers show similarities with cautious workers. They
resemble both insecure support-seeking claimants and socially isolated claimants,
because they have negative expectations, feel adequately supported, but face their
limitations.

Guck et al. [14] developed a psychosocial typology of diabetic patients. They
included social support and self-efficacy as possible cluster variables. Their results
showed three types of diabetic patients: spousal over-involvement patients, adaptive
coping patients, and low support/low involvement patients. The spousal over-
involvement patients bear resemblance to our insecure support-seeking claimants,
because social support is highly availoble to them, but they lack options to
autonomously handle situations. The adaptive coping patients appear similar to the
confident claimant. The low support/low involvement patients bear the most
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resemblance to our socially isolated claimants, although the low involvement aspect is
also presented in the confident claimants. These parallels of our results with those of
studies categorising other patients on other variables strengthen the plausibility of our

typology.

Strengths and limitations of the study

The strengths of this study were that: (1) the typology of claimants was developed
based on self-reports of claimants (not on stereotypes of social insurance physicians);
(2) all scales used in the cluster analysis were selected — before starting the cluster
analysis — based on their relevance for medical disability assessments; (3) several
variables of behaviour and satisfaction were included in the study; (4) data were
collected at two successive moments in time; and (5) a theoretical model, the ASE
model, was taken as a starting point. With regard to the fourth strength, i.e. the
collection of data at two points in time, it was important that the questionnaire from
which the claimant types were extracted, was completed prior to the actual assessment
interview that the second questionnaire asked about. Because of this, no bias from that
assessment interview could have occurred in the classification.

The first limitation of this study was the limited number of participants and the
finding that claimants for a subsequent assessment and older claimants were more
willing to participate in the study (selection bias). A non-response analysis could not be
performed, but reasons not to participate might have been: almost simultaneously
receiving the first questionnaire and having to attend the assessment interview (i.e.
limited time to complete the first questionnaire), and fear of the consequences of
participating for the social security benefit (although claimants were explicitly told that
the social insurance physician would not be informed about their participation and
participation would not influence their chances for a benefit). The second limitation of
this study is that cluster analysis does not differentiate between relevant and irrelevant
variables: it just divides the participants in the most consistent clusters, based on all the
variables the researcher puts in the analysis. The method is thus sensitive to take into
account irrelevant variables. It was attempted to overcome this limitation by starting
from the theoretfical perspective of the ASE model and by pilot testing our
questionnaires for relevance of the questions. In addition, the types were discussed in
group interviews with social insurance physicians to check their face validity.

Implications for practice and future research

The results imply that, to cover the majority of the claimants, at least three scenarios
for actors enacting medical disability claimants in role-playing should be made. These
three scenarios should be based on the insecure support-seeking claimant, the
confident claimant, and the socially isolated claimant. Of course, within these three
types of claimants differences exist, which means more scenarios are possible
regarding the same ‘basic’ type. In addition, future research should focus on the
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relationship between the types of claimants and the most effective physician
communication styles, as well as possibilities for changing claimant behaviour by the
social insurance physician.

The findings with regard to differences in satisfaction between the three
claimant types imply that special attention should be paid to socially isolated claimants
in communication training. In contrast, it is unlikely that paying special attention to
confident claimants will result in more satisfaction, because they were satisfied
already. This also applies to insecure support-seeking claimants, because they were
rather satisfied on most variables as well. Furthermore, findings indicate that
satisfaction with the communication might often not be determined by claimants’
intentions, attitudes, social influence, self-efficacy, skills, obstacles, and support
regarding the communication, but by other variables. Most likely, those variables
concern the interview itself, such as the physician who performs the interview and
his/her communication style. Therefore, it may be inferred that claimants are able to
give a differentiated opinion about the communication during an assessment
interview, despite the large implications of the outcome of the assessment. Due to the
relatively low number of participants in this study, carefulness with regard to these
implications is required and future studies with a larger population are warranted to
be able to draw stronger conclusions.

From the claimant classification several directives can be deduced for social
insurance physicians to match their communication styles to claimants’ preferences. As
noted above, special attention should be paid to socially isolated claimants, because
these were the least satisfied claimants. The physician should especially mind his/her
sharing of opinions regarding work ability, listening behaviour, and the information
exchange. Furthermore, socially isolated claimants may feel a need to elaborate
extensively on their personal and working situation, especially at the beginning of the
interview. The social insurance physician might want to give these claimants an
opportunity to elaborate initially, therewith preventing unnecessary dwelling further on.

We successfully classified claimants in types of people with comparable
characteristics. However, of course also differences exist between claimants of the
same type and there will be claimants who do not fit exactly within one of the three
types. Therefore, it is important that social insurance physicians also stay aware of
individual differences between claimants when using the results of this study in
practice. This way, possible negative effects of stereotyping, such as overestimated
uniformity and rigid expectations, can be avoided. Individual differences considered,
complying with directives for matching communication styles to claimants’ needs might
facilitate a better claimant-physician relationship and a more effective information
exchange. However, research is needed to test this assumption. Additionally, future
research should focus on the effects and possible difficulties of using the claimant
types for role-play scripts in communication skills training for physicians.
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Conclusions

Three types of claimants could be distinguished: (A) insecure support-seeking
claimants; (B) confident claimants; and (C) socially isolated claimants. The types could
be used for role-play scenarios. Although on most variables satisfaction did not differ
between the types of claimants, especially regarding the sharing of opinions about
work abilities, listening behaviour of the physician, and information exchange
confident claimants were highly satisfied, socially isolated claimants were unsatisfied,
and insecure support-seeking claimants were averagely satisfied. Therefore, in
communication training special attention should be given to recognising socially
isolated claimants and communicating with them.
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Abstract

Background: Physicians who hold medical disability assessment interviews (social
insurance physicians) are probably influenced by stereotypes of claimants, especially
because they have limited time availoble and they have to make complicated
decisions. Because little is known about the influences of stereotyping on assessment
interviews, the objectives of this paper were to qualitatively investigate: (1) the content
of stereotypes used to classify claimants with regard to the way in which they
communicate; (2) the origins of such stereotypes; (3) the advantages and
disadvantages of stereotyping in assessment interviews; and (4) how social insurance
physicians minimise the undesirable influences of negative stereotyping.

Methods: Data were collected during three focus group meetings with social insurance
physicians who hold medical disability assessment interviews with sick-listed employees
(i.e. claimants). The participants also completed a questionnaire about demographic
characteristics. The data were qualitatively analysed in Atlas.ti in four steps, according
to the grounded theory and the principle of constant comparison.

Results: A total of 22 social insurance physicians participated. Based on their
responses, a claimant’s communication was classified with regard to the degree of
respect and acceptance in the physician-claimant relationship, and the degree of
dominance. Most of the social insurance physicians reported that they classify
claimants in general groups, and use these classifications to adapt their own
communication behaviour. Moreover, the social insurance physicians revealed that
their stereotypes originate from information in the claimants’ files and first
impressions. The main advantages of stereotyping were that this provides a framework
for the assessment interview, it can save time, and it is interesting to check whether the
stereotype is correct. Disadvantages of stereotyping were that the stereotypes often
prove incorrect, they do not give the complete picture, and the claimant’s behaviour
changes constantly. Social insurance physicians try to minimise the undesirable
influences of stereotypes by being aware of counter transference, making formal
assessments, staying neutral to the best of their ability, and being compassionate.

Conclusions: We concluded that social insurance physicians adapt their
communication style to the degree of respect and dominance of claimants in the
physician-claimant relationship, but they try to minimise the undesirable influences of
stereotypes in assessment interviews. It is recommended that this issue should be
addressed in communication skills training.



Stereotyping

Background

Generalising and categorising is necessary to make sense of the complex behaviour of
other people. It makes it easier to form coherent impressions of others, and also to
understand them. It is, in fact, impossible to start communicating with a stranger
without making inferences about that person based on general experiences, and thus
stereotyping [1]. The application of general ideas and beliefs about groups of people
to individuals is known as stereotyping. Stereotyping increases comprehension,
because of its informative value. For example, it enables people to make an educated
guess about aspects for which no actual information is available [2,3]. However,
stereotyping is also associated with several problems, such as excluding individuals or
discriminating them based on prejudices towards groups of people, collective
treatment which puts people in an inferior position, and behaviour towards others
which leads to stereotype confirmation. Therefore, individual information is generally
preferred over stereotyping [2,4,5]. Stereotypes may be applied and discarded during
an encounter, but whether or not they are applied in contact with other people
depends on many factors, for example on cognitive resources, motivation, and goals
[2,6]. Stereotypes may be applied to make communication easier in an initial contact
[2].

Studies have indicated that mechanisms of stereotyping can affect a physician’s
treatment-related decision-making [7], because stereotyping can affect the
interpretation of behaviour, symptoms, and diagnosis of patients. Stereotyping can
also affect the physician’s communication style [7], the physician’s behaviour towards
the patient [8,9], the patient’s motivation and treatment adherence [5,9], and the
health care provided [5]. Furthermore, research has convincingly shown that there is
no truth in the general belief that physicians are objective and neutral. For example,
the demographic characteristics of a patient, such as age, ethnicity, gender, and
socioeconomic status, have been found to influence the beliefs and expectations of
physicians, especially when complicated assessments, incomplete information,
incorrect information, or time-pressure are involved [10,11]. Stereotypes also influence
the interpretation of clinical findings, for example because physicians provide inferior
care to some groups of patients, due to stereotyping [10].

Social insurance physicians meet their patients (claimants) during the medical
disability assessment interview to determine their entitlement to social security benefits.
Given the earlier-mentioned research results, these assessments will probably be
influenced by the physicians’ stereotyping, and especially because one-time contacts
are common, claimants will not always be inclined to give correct information, and
many claimants have to be assessed in a limited period of time (i.e. approximately one
hour per claimant). However, little is known about the mechanisms of the reasoning of
physicians during clinical and diagnostic decision-making [12,13]. Moreover,
stereotyping is more likely to result when differences in status and power exist between
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people [9,14], and those differences obviously exist between physicians and their
patients during disability assessments. This is especially relevant, because a lot is at
stake for the claimants. Yet, very little is known about stereotyping by social insurance
physicians, about their handling of information confirming or disconfirming the
stereotyping, and about the influences of stereotyping on medical disability assessment
interviews.

Previously, our research group has described the conceptualisation of a
behavioural model regarding the communication between social insurance physicians
and their claimants [15]. This model describes physician-claimant communication
from a distance. However, as an actor within the model, one cannot directly observe
the other person’s intentions and aftitudes. Studying the physician-observed
determinants of the communication behaviour of claimants, will increase insight into
how physicians evaluate claimants and communication behaviour of claimants. This
might help to further develop the model and assist its applicability in education for
physicians (i.e. the communication skills training course that we are developing for
social insurance physicians).

Medical disability assessments are sometimes criticised by Dutch society for not
taking the unique disabilities of particular claimants into account. These critiques are
best illustrated by remarks from claimants in our prior questionnaire study among 63
claimants [16]. One claimant, for example, said that “she [the social insurance
physician] seemed to observe only information that supported her preconceived
notions” and another claimant noted: “The physician clearly had his judgement ready,
which contradicted the judgement of my occupational physician, internist, and
therapist”. Of course, these quotes represent the view of the claimant, which may
differ from ‘reality’, and these situations may not occur very often, but this has never
been studied.

Therefore, the aim of this paper was to investigate: (1) the content of
stereotypes used to classify claimants with regard to the way in which they
communicate; (2) the origins of such stereotypes; (3) the advantages and
disadvantages of stereotyping in assessment interviews; and (4) how social insurance
physicians minimise the undesirable influences of negative stereotyping.

Methods

Data-collection and subjects

Data were collected in focus group meetings planned during the regular monthly
meetings of groups of social insurance physicians. These groups were recruited by
randomly approaching chairpersons from the list of all chairpersons of the monthly
meetings of the Dutch Institute of Employee Benefit Schemes (the most important
employer of social insurance physicians in the Netherlands). These chairpersons were
asked to participate voluntarily with their complete group. All participants had to have
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been recently involved in face-to-face contact with claimants in a medical disability
assessment interview (Table 6.1 provides more information about Dutch social
insurance physicians). The participants agreed to devote one of their meetings to a
discussion about their perception of claimants in face-to-face physician-claimant
encounters during medical disability assessment interviews, mostly because they
considered it to be an important and interesting subject, or because they did not yet
come up with another subject for their next monthly meeting. Data were collected in
three focus group meetings, which were the first three groups of physicians that
agreed to participate in the study within a reasonable time. We declined four other
groups that applied, because their availability did not match our time schedule. Also,
in two groups not all physicians wanted to participate and thus the groups decided not
to join. Because over 10 physicians in one meeting might hinder the discussion and
interaction (important ingredients for a successful focus group meeting), the three
groups were held separately. In the research design we selected focus group meetings,
because little is known about stereotyping in medical disability assessment interviews,
and we expected the interaction between the participants to provide more information
and more in-depth information than individual interviews.

Three researchers were present at each meeting: a process facilitator, an
observer and content expert, and a researcher who took notes. Each focus group
meeting lasted for approximately two hours, with a short break after one hour.
Because of its negative connotation, the researchers refrained from using the term
‘stereotyping’ during the focus group meetings. At the beginning of the focus group
meeting, the participants were informed about the general aim of the project, being to
make an inventory of how social insurance physicians apply classifications of
claimants during medical disability assessment interviews, and how these
classifications might help or hinder them in the physician-claimant communication.
After the meeting was over, the researchers explained more about the study and
research project to those who showed interest. A summary of the interview protocol is
provided in Appendix 6.1. No ethical approval was needed according to the Dutch
law, because no claimants were included in the study and the physicians were not
exposed to any intervention.

Table 6.1: Characteristics of Dutch social insurance physicians.

In the Netherlands, most social insurance physicians are employed by the Dutch Institute of Employee
Benefit Schemes. On average, a physician working there interviews 10 claimants — who may have all
kinds of disabilities — each week. The medical disability assessments they perform, are mainly based
on an assessment interview, which includes an examination. In addition, usually the physicians have
information available from the claimant’s occupational physician and the treating physician, or they
can consult these professionals [33,34]. Most often, after the interview with the social insurance
physician, a labour expert examines which jobs the claimant should be able to perform with the
medical disabilities as assessed by the social insurance physician [35]. The combination of the
findings of both professionals determines whether or not a claimant is eligible for a benefit.
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Directly after the meeting, all participants completed a short questionnaire
about demographic characteristics. Also, they received a summary of the content of
the focus group meeting which they were asked to check. They were asked to contact
the researchers if they found any errors or omissions.

Analysis

All the meetings were audio-taped and transcribed. Qualitative analyses of the
transcribed focus group meetings, combined with additional notes taken by one of the
researchers, were performed in four successive steps, according to the grounded
theory [17,18] and the principle of constant comparison [19]. Firstly, in the exploratory
phase, free coding was applied to all data, i.e. all text concerning a particular topic
was given a matching descriptive code. Secondly, axial coding was applied, i.e.
coding aimed at generalisation of the free codes. This is the phase of specification in
which themes and sub-themes emerge. Thirdly, selective coding was applied in the
reduction phase. The aim of this phase was to elaborate on the core themes and
concepts, and to identify relationships between these themes and concepts. In this
phase the results can be summarised in a model. Fourthly, all codes were integrated in
the integration phase, and the results of the interviews were compared with those in
the formulated model. This entire analysis is an open process in which questions can
be adapted for future focus group meetings according to the findings and experiences
in former meetings, and therefore only one group is insufficient [19]. The results
presented below are the final results after completing the entire analysis.

The software package Atlas.ti 5.2 was used to label the transcripts by assigning
codes, to order codes, and to visualise relationships according to the four above-
mentioned steps. The first author performed all the coding and the third author also
independently performed half of the coding. After all the coding had been completed,
a consensus meeting was held. If there were any differences of opinion, the original
data were reconsidered until consensus about codes and relationships was
established. The data-collection and analysis continued until saturation of information
was established, e.g. the transcripts of the meetings provided no new information.
Three focus group meetings were enough to achieve saturation.

Results

Participants

A total of 22 social insurance physicians participated in the three focus group
meetings. The focus groups consisted of eight, six, and eight physicians, respectively.
Their mean age was 47 years and 9 months (SD=7 years and 8 months), on average
they had been working as a social insurance physician for 14 years and 2 months
(SD=6 years and 2 months), 14 were male and 8 were female. All the participants
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currently held medical disability assessment interviews, which was a prerequisite for
participation.

Only one group reacted to the content of the summary provided for them to
check. In their comments they stressed the importance of certain issues and opinions,
and asked for some remarks to be clarified. Their comments were taken into account
in the results.

The content of stereotypes

After generalising the responses of the physicians to a still higher level of abstraction
(deduction to fewer categories), two dimensions on which physicians classify claimants
finally remained. Firstly, a dimension concerning the physician-claimant relationship
was identified from the combined responses of the physicians. The physicians
indicated that they consider the communication of the claimants to be pleasant if they
provide clear information, keep a low profile (i.e. do not argue with the physician,
show no hostile behaviour), and the assessment takes very little time. This indicates a
relationship of respect and acceptance between the physician and the claimant.

“Open claimants, people without a hidden agenda — who say | feel this, |
can or can’t do that — with that person you think ‘this is true’, you don’t
have to ask yourself: is this correct, is this consistent or not? People like
that.” (male, 50 years old, social insurance physician for 17 years)

Respecting, accepting claimant behaviour is on the one end of the relationship
dimension. On the other end, there are claimants who show a lack of respect for the
physician and do not accept the physician’s role and position. Secondly, a dimension
concerning the claimant’s influence on the interview was identified. This dimension
comprises of dominating and controlling claimant behaviour in the communication
during the assessment interview on the one end, and obedient and compliant
behaviour on the other end.

Examining these two dimensions, we found that the content of the dimensions
bared resemblance to the content of the two orthogonal axes of the interpersonal
circumplex (a model for conceptualising and assessing interpersonal behaviour, also
known as the Leary circle), because the one dimension concerned solidarity,
friendliness, and warmth, and the other dimension concerned status, power, and
control. In the literature, different authors name the dimensions on these two axes
differently [20-22]. We chose the naming that most closely resembled our findings and
is the most appropriate in the context of disability assessments. Thus, we described the
dimension on the horizontal axis of our circumplex as running from critical to
respecting/accepting and the dimension on the vertical axis as running from
dominating to submissive.
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Next, we placed our findings within the circumplex, resulting in a
communication behaviour typology of eight octants that best matches the physician
responses. The two dimensions in the interpersonal circumplex and the typology were
fine-tuned and validated by looking (again) at the findings of the individual focus
group meetings (following the repetitive process of analysis according to the grounded
theory and principle of constant comparison). The typology is presented in Figure 6.1,
and more details are provided in Table 6.2.

On the ‘'mutual respect and acceptance’ side of the relationship dimension (the
half on the right side of the circle in Figure 6.1), four claimant characteristics are
located: actively coping with disabilities, motivated behaviour during the interview, a
clear physical diagnosis (“When it's a piece of cake, the physical complaint is just a
knee complaint, without much mental fuzz. However, you always have to be open
minded because it could be more than just a physical complaint, just a painful knee”),
and anxiousness. The physicians also stated that the majority of the claimants they
meet are ‘common’ claimants with no ‘striking’ characteristics and with ‘average’
behaviour, and that they usually establish a relationship of respect and acceptance
with such claimants.

The opposite side of the relationship dimension (i.e. a relationship based on
other things than respect and acceptance) contains opposite characteristics: passively
coping with disabilities, unmotivated behaviour during the interview, and a mental or
unclear diagnosis. Communication problems (e.g. hearing problems, intellectual
disabilities) can also be found there. On the dimension of the claimant’s influence on
the interview, these characteristics are all on the more ‘submissive’ side (the lower left
quadrant in Figure 6.1): claimants take a submissive position in interacting with the
physician. These claimants make the interview time-consuming or rather difficult. One
physician characterised claimants who passively cope with their disabilities as:

“The person who sees problems everywhere. Who thinks of 10 problems
for every solution you suggest. Also, 10 solutions to every problem but,
according to them, they are all no good.” (female, 34 years old, social
insurance physician for 5 years)

Another physician confirmed the problems of lack of motivation in the interview:

“They don’t know, so they go along completely with my story, but that's
not what | want. | want information, but that's not what | get. When |
facilitate the conversation, | just fill in the blanks according to my own
ideas, but | already know those. I'm interested in what they do, but they
don’t say anything. They give you the feeling that, no matter how hard
you work, you will never get where you want to be. And then you work
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really hard, but that doesn’t help either.” (male, 51 years old, social
insurance physician for 22 years)

The physicians stated that passively coping with disabilities might be due to a different
cultural background, because in the Dutch social security benefits system a person is
held responsible for his/her own behaviour and its consequences. They argued that
people with a different cultural background take one day at a time, do not take
personal responsibility, and are not expected to have any control over their life. This
creates barriers “because you try speaking in Dutch, or you try to explain the
consequences of the Dutch law to such a person, but they can’t understand, because it
doesn’t fit in with their culture”. The physicians found it difficult to asses claimants with
a mental diagnosis or an unclear ‘physical’ diagnosis:

“You actively have to search for what exactly is going on. Of course,
we're talking about those syndromes for which it has already been said
that they’re vague, they’re non-specific. Certainly, with those syndromes
I'm always suspicious, and wonder what else could be the matter?2” (male,
48 years old, social insurance physician for 27 years)

Excessive and | Active coping
unnecessary with disabilities

information
Hostile
Motivated
behaviour
Deceitful/unreliable during interview
Mental or unclear diagnosis Clear physical diagnosis
Unmotivated Passi- Common claimants
behaviour during vely with ‘average’
interview . coping with behaviour
disabilities

Anxiousness
Communication

difficulties (practi-
cal limita-
tions)

Figure 6.1: A typology of claimants reported by physicians which forms the basis for stereotypes based
on the interpersonal circumplex (more details of each of the categories are provided in Table 6.2).
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Table 6.2: Categories of claimants reported by physicians, which form the basis for stereotypes and
their characteristics.
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Table 6.2 (continuved)
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The physicians also mentioned characteristics that classify the physician-claimant
relationship as lacking in respect and acceptance, combined with a dominating
attitude that has considerable influence on the interview (the upper left quadrant in
Figure 6.1). This group includes claimants who are inclined to provide excessive and
unnecessary information (“And it is not exactly that they won’t co-operate, but you've
lost control over the interview. And that makes the interviews longer than you’d
intended”) or whose behaviour is hostile, deceitful and/or unreliable (“Right, that man
had arms that were bigger than my whole body, so to speak, so | think if he had hit
me ... He was so full of anger, facing me. | thought, be careful now”).

The physicians reported that they deliberately adapt their communication style
to the claimant’s style of behaviour (and thus to their stereotype of the claimant, as
summarised in the four quadrants of the typology). For example, in interviews with
claimants with dominant communication behaviour and a lack of respect in the
relationship, physicians take care not to end up in an inferior position, they are
cautious in their decision-making (because information might be missing or is not
correct), they ask more in-depth questions, and they are more alert:

“Then you start questioning them more, about their routine and their daily
activities, for example, which reflects their capacity. To check whether their
functional complaints match the things they tell me. That's how | try to
find out.” (male, 51 years old, social insurance physician for 9 years)

Orrigins of stereotypes

Most physicians reported that they were retrospectively aware that they unconsciously
classify claimants in general groups. They saw this process as a characterisation or
arrangement in their heads, a frame of reference, resulting from prior experiences.
Based on this frame of reference they adapt their behaviour. However, some
physicians stated that they never apply stereotypes: they reported that they behave and
communicate in the same way with all claimants, that their first impressions do not
influence the interview, and that their reactions are always a direct consequence of
what happens in the interview: “Actually, | start the interview in the same way with
every person”. Nevertheless, focus group discussions revealed that all physicians do
make classifications on the first encounter, further on during the interview, and also
after the interview. Stereotyping after the interview occurs, in particular, when writing
down the findings in the file, thinking back on the interview, and discussing the
interview with colleagues. Physicians deal with stereotypes both consciously
(deliberately) and unconsciously.

The physicians reported that the opinion about a claimant on the first encounter
is based both on the information in the file and the first impressions when meeting the
claimant in person. Physicians compare the information in the file with their memories
of other, similar claimants, and then see a pattern: “Of course you create an image
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for yourself. For example, when | read that the interview will be with a 32 year-old
teacher, I've already got a complete mental image, because I've already seen 500 of
them”. In addition, the medical anamnesis and the reports written by other social
insurance physicians who previously met the claimant often paint a clear picture: “I
think there’s a difference between seeing a person for the first time and having a
complete file with information from several social insurance physicians who have seen
that person before”. Combining this information gives rise to expectations, opinions,
feelings, and biases about the claimant.

Subsequently, when the physician meets the claimant for the first time, the sight
of the person in the waiting room, their way of shaking hands, and other non-verbal
signals also influence the physician’s impression of the claimant. The physicians stated
that these first impressions are useful, because they only have approximately half a
minute to decide on how to approach the claimant. Furthermore, they also use first
impressions “as a diagnostic tool. If you think that someone is compulsive or manic —
for example people who won't stop talking — you ask other questions to test that
presumption”.

Advantages and disadvantages of stereotyping

Although stereotyping has its disadvantages, according to the social insurance
physicians in the focus group meetings, the information it provides can also be useful.
For the physicians the main advantages of having a mental picture of what claimants
will be like, before meeting them, were: (1) it provides a framework for the assessment
interview; (2) it can save time; and (3) it is interesting to check whether the
classification is correct.

Firstly, a practical advantage was that stereotypes provide a framework for the
assessment interview, which means that the physician can prepare more thoroughly
and has less reason to feel insecure: “l want to prepare well, | want to be able to
assess to some degree what | might run into. And that people know that | have
prepared”. The physician can anticipate the effort that must be made to gather
information, the eagerness of the claimant to oppose or to irritate the physician
(including possible hidden agendas), and the likelihood that the claimant will file a
complaint. Moreover, stereotypes provide the physician with a theory to test the
claimant and the claimant’s disabilities, and the physician can use the stereotype for
diagnostic purposes.

Secondly, stereotyping has the practical advantage that it can help to save time.
All the physicians thought that this was important

“Saving time is important given our circumstances ... We need a lot of

information in a short time. We run into time limitations.” (female, 41
years old, social insurance physician for 14 years)
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Stereotyping claimants can shorten the interview, because the focus of the interview
can be determined beforehand, and more effective preparation saves time. For
example, collecting information about the disability of the claimant can accelerate the
interview and prevent unnecessary sidetracking, and inferences concerning the cultural
background of claimants may increase understanding of their disabilities: “The
ultimate goal is gathering information within an hour. And than, you have to — with the
help of the techniques you know — get that information clear. And depending on the
different groups you will have to adjust”. However, when physicians classify the
claimant wrongly, the interview will probably take more time, instead of less.

Thirdly, some physicians argued that it is rewarding to find out whether their
stereotypes are correct. They form an opinion of the claimant, and test this hypothesis
for its accuracy: “A little ‘professional curiosity’ ... | can amuse myself with that”.
Usually, the stereotype is confirmed or rejected. Especially when the reality is exactly
the opposite of the expectations, this can motivate the physician to be more cautious
and accurate next time, and keeps it interesting. One of the physicians explained this
as follows: “Beforehand you create an image, and sometimes also real prejudices ...
Then | enjoy being confronted with these, and | think: it's going to be a difficult
interview ... Then afterwards | could have kicked myself and my prejudices, nothing
about a human being is foreign to me. Yeah, that's fun”.

As stated before, stereotypes often prove to be incorrect, and expectations often
remain unmet. This is one of the disadvantages of stereotyping that was mentioned by
the physicians. The two other disadvantages they mentioned, are: a stereotype does
not give the complete picture, and because people are dynamic constant adjustment is
needed anyway.

Firstly, the fact that stereotypes often prove to be incorrect and expectations
often remain unmet is illustrated by these citations: “At the same time, that's the
weakness, because you never know” and “You think: oh, it will be one of those
people. At that moment ... it's quite different from what you had expected”. The
physicians emphasised that it is important to stay as free from value judgements as
possible. This is also to prevent unnecessary worrying beforehand, and to prevent an
unpleasant atmosphere during the interview. Moreover, stereotyping might cause the
physician to miss certain information.

Secondly, the physicians argued that a stereotype does not give them the
complete picture; there is much more that should be taken into account, and
“classifying in types is one aspect, but you can’t base an entire interview on that”. The
situation (e.g. why a claimant is on sick leave), environment, social network, and
intelligence of the claimant are also important, just like the physician’s characteristics
and the dynamics of the physician-claimant contact. Moreover, the moment at which
the interview takes place is also important: “And that defines standards and values.
Then you can have a person with many substantial symptoms of rheumatism and
several adaptations, and he’s willing to work, and another person who barely has any
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disability and ... then you think ‘what a whiner’ — but you don't say it — compared to
the other person [with many substantial disabilities]. Things like that do interfere with
medical decision-making.” Furthermore, not every claimant will fit into a classification,
or match a stereotype, and many complex claimants are “nondescript figures” (i.e.
average, unnoticed people with very few pronounced stereotypes).

Thirdly, an important disadvantage of stereotyping is that claimants are
dynamic, and therefore physicians have to constantly make adjustments during the
interview. Classification in stereotypes is stable, whereas the reality of an interview is
an ever-changing dynamic process, and thus, as this physician concisely formulated:

“Interviews from the past don’t give guarantees for the future.” (female,
61 years old, social insurance physician for 15 years)

Moreover, the classification of a claimant might vary considerably during an
assessment interview, for example depending on the phase of the interview (i.e. the
claimant can be co-operative in giving information, but not co-operative when
informed about decisions). Therefore, stereotypes have to be adjusted continuously.

Minimising undesirable influences of stereotypes
The physicians agreed that stereotypes are often unproductive or undesirable, and
therefore the negative influence of stereotyping should be minimised. They used
several strategies to achieve this aim: (1) being aware of counter transference; (2)
making very formal assessments; (3) staying neutral to the best of their ability; and (4)
being compassionate.

Firstly, being aware of counter transference means that the physician is aware
of his or her biases and prejudices with regard to claimants: “That gives rise to a
particular prejudice, which is okay, but you need to be aware of it”. During the
assessment interview the physicians show this awareness by discussing findings and
opinions with the claimant openly. This implies that “if you’ve trouble dealing with a
particular type of patient, you should first take a look at yourself, because you're the
only one who knows what bothers you. Your personality determines your allergies”.
Outside the interview, discussing stereotypes with colleagues in discussion groups,
supervision, or even psychotherapy is recommended:

“We also confer with each other, we talk about things and hear from
each other ... That also has to do with your own perception: your own
attitude to life and what you expect.” (male, 42 years old, social insurance
physician for 9 years)

Many of the physicians argued that, when they know that they have a stereotype
image of a claimant, they are able to ‘un-stereotype’ just as easily as they stereotyped,
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although some said “but very often you just continue with your first impression”. When
aware and unable to eliminate all influences, they might also consult other sources of
information, for example medical specialists who are treating the claimant.

Secondly, the assessment is made in a formal way, according to a structured
assessment method, specifically focusing on the information that is needed, or by
applying a structured conversation/communication technique. The physicians try to
create a clear structure for the claimant, they are directive, they take their time to
gather all the necessary information, they try to make contact in such a way that they
obtain the most information from the claimant (e.g. “And there are different ways to
treat people, depending on their abilities, their needs, what they don’t want, what they
do want, their motivation, their intentions, and so on.”), and they adapt to the
claimant’s intellectual level of conversation (e.g. using easier wording and language).
They try not to become irritated, or to put pressure on themselves. When necessary,
claimants are asked to write down their opinions and concerns in a letter that will be
added to their file.

Thirdly, the physicians stay neutral by telling themselves to start with an
unbiased, open-minded, objective attitude, and to be free-and-easy in the interview,
also trying to avoid value judgements: “Then | have that all in mind and then | say to
myself, no, go into the consulting room with a neutral, unbiased attitude.”. The
physicians stated that they listen to claimants, take them seriously, and first follow their
line of reasoning and let them tell their complete story before asking more in-depth
questions. They try to readjust during the interview if they notice that the influence of a
stereotype increases:

“At first you're neutral, but at a certain moment you adapt your
interviewing technique to the person, to the person’s intellect, to the
person’s reactions, because in the end your goal is to gather information
within an hour. And with your techniques, you have to uncover that
information. And depending on different groups you have to adapt.”
(male, 44 years old, social insurance physician for 18 years)

Fourthly, the physicians indicated that they are compassionate. They openly discuss the
claimant’s findings, opinions, and impressions with the claimant, and they mirror the
claimant’s behaviour. One social insurance physician said that she acts in the opposite
way to the claimant to elicit different behaviour (e.g. being very cheerful with a
depressed claimant). Moreover, they also mentioned showing respect and sincere
interest, comforting claimants, letting claimants know that they understand them, and
taking a positive attitude. That is what it is all about: “Our profession actually has
more to do with social contact. It's not about being formal. We try to communicate in
such a way that people feel at ease when they tell their story”.
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Discussion

Main findings

Qualitative analysis of the focus group meetings with the social insurance physicians
showed that claimant behaviour can be categorised into the following dimensions:
‘respect and acceptance in the physician-claimant relationship’ and ‘the claimant’s
influence on the interview’. Combined, these dimensions resulted in a communication
behaviour typology with eight octants with regard to the communication during
assessment interviews. Physicians adapt their communication style to the claimant,
depending on the location of the claimant’'s behaviour on both dimensions. Although
stereotyping is usually an unconscious process, the physicians were aware that it was
happening. They explained this as a frame of reference, resulting from prior
experiences. Stereotypes mainly result from first impressions when reading the file and
the first actual encounter. The physicians were of the opinion that stereotyping has
advantages and disadvantages. The main advantages were: it provides a framework
for the assessment interview, it can save time, and it is fun to check whether the
classification is correct. However, they also thought that there are several important
disadvantages: stereotypes often prove to be incorrect and expectations often remain
unmet, a stereotype does not provide the physician with the complete picture, and
because people are dynamic you constantly have to make adjustments. Therefore, to
minimise the negative influence of stereotyping, physicians apply four strategies: being
aware of counter transference, making a very formal assessment, staying neutral to
the best of their ability, and being compassionate.

Findings in relation to other studies

Our aim was tfo investigate whether, and if so, how stereotyping might influence
medical disability assessments. Although the literature shows that objectivity in this
respect is an illusion [10,11], some physicians stated that they are not influenced by
stereotypes. Nevertheless, their responses during the focus group meetings did
indicate that they did apply stereotypes. Studies have convincingly shown that
awareness of stereotypes and the motivation not to apply stereotypes is not enough to
prevent their influence, but awareness and motivation are helpful [23]. Thus, teaching
physicians who lack awareness — and therefore motivation — about stereotypes is an
important challenge for future intervention studies [23]. Findings reported in the
literature, that stereotyping might influence the interpretation of symptoms and
behaviour [7], are in line with our findings that symptoms and behaviour are
characteristics according to which claimants are classified (i.e. clear physical
diagnosis, mental or unclear diagnosis, respectively coping behaviour, behaviour
during the interview). In general, the literature suggests that the motivation of
claimants [5,9] is a relevant characteristic for physicians who make medical disability
assessments, and their communication styles [7] did, indeed, seem to be affected by
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the stereotypes. Physicians indicated that they adjusted their communication to the
behavioural style of the claimant, and this style seemed to be determined by
stereotyping, among other things.

The results of our study replicated several general findings in medical disability
assessment interviews: that physicians apply stereotypes and this increases their
comprehension of patient behaviour [7,10], that physicians experience problems with
stereotyping, and that they prefer individual information, and therefore try to minimise
the influence of unproductive stereotypes [2]. With regard to the content of stereotypes,
our results are also in line with reports in the literature. As mentioned before, the
results can be placed in the interpersonal circumplex [20,21]. Moreover, the behaviour
of the physicians towards the behaviour of the claimants is consistent with the
predictions of the circumplex [24]: a respectful relationship initiated by the claimant
evokes respectful behaviour from the physician; disrespectful behaviour evokes
disrespectful behaviour, and a submissive claimant evokes an active, dominating
response from the physician. However, a dominant claimant does not evoke a
submissive response from the physician, which might be because physicians are extra
alert with this type of claimant and take care not to end up in an inferior position.
Moreover, Balsa and McGuire [25] showed that the patient’s degree of co-operation
and the physician’s degree of effort both influence the physician’s stereotyping with
regard to patient behaviour. Our results concerning the dimension of mutual respect
and acceptance, reflect this degree of co-operation, and our finding that whether or
not claimants show a critical, dominating attitude is important for physicians, reflects
this degree of effort. Examples of both ‘automatic stereotyping’ and ‘goal-modified
stereotyping’ [7] were found.

It is known that stereotyping depends on the social context [10,14]. Our results
did not support the importance of general social characteristics, such as age and
gender, in stereotyping by social insurance physicians, but the physicians did indicate
that they consider the type of disability of the claimant (i.e. physical or psychological
complaints) and the claimant’s way of coping with disabilities to be important in
determining their method of communication. These categories are quite relevant and
salient in medical disability assessments, and therefore easily linked to stereotyping
[14]. The physicians stated that the cultural background of claimants is a relevant
category for classification. This finding is noteworthy, because cultural stereotypes may
lead to perceiving people originating from the same cultural background as physically
and culturally uniform [4], and subsequently different care for different groups of
people (e.g. ethnic disparities) [23]. In addition, there is a risk of ‘self-stereotyping’,
that is: claimants evaluate themselves more in line with a negative stereotype when
they belief that a person with power over them holds that stereotypic view [26]. Both
consequences of stereotyping regarding cultural background might influence the result
of the medical disability assessment.
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Three goals for stereotyping are generally distinguished in the literature: self-
enhancement goals, comprehension goals, and motivation to avoid prejudice [2,7],
and these are reflected in our findings. Firstly, self-enhancement goals correspond
with the finding that physicians’ classify claimants according to the degree of positivity
of the physician-claimant relationship. Labelling a claimant as ‘negative’ or ‘critical’
might be a reason for communication problems or difficulty in drawing the correct
conclusions. Secondly, the physicians mentioned comprehension goals, in that
stereotypes provide a framework for the assessment and can make preparation for the
interview more effective. However, they also indicated that comprehension could be
hindered by stereotypes if it does not provide the complete picture. Thirdly, the
physicians were motivated to avoid prejudice, because they found it interesting to
check whether the stereotypes were correct, and also mentioned the disadvantages of
stereotyping. Our findings therefore seem to be in agreement with the ‘goal-based
framework for stereotype activation and application’ according to Kunda and Spencer
[2]. In their framework, self-enhancement goals and comprehension goals, together
with stereotype activation, stimulate stereotype application, and simultaneously, the
motivation to avoid prejudice inhibits stereotype application.

Several concepts in our previously published theoretical model [15] match the
findings from the current study. For example, we conceptualised a passive coping
oftitude, a wait-and-see coping attitude, and an active coping attitude, which
correspond to the dimension of a submissive (first two) versus dominating (third)
claimant in  the typology. Similarly, the dimension of critical versus
respecting/accepting relationship in the typology corresponds to the conceptualisation
of a result-directed attitude versus a relationship-focussed attitude. The other attitudes
in our framework: the attitude regarding patient-centredness and the attitude about
expression of emotions, also match the findings, but more indirectly. These are
included in characteristics such as hostility and anxiousness. Overall, the typology
seems to confirm the main concepts of the theoretical framework.

Strengths and limitations of this study

This study has several strengths, as well as some limitations. The strengths are: (1) the
data-analysis procedure, (2) the participants, and (3) the environment in which the
focus group meetings were held. Firstly, although the data were qualitative and not
quantitative, they were processed and analysed in a systematic and structured way.
Secondly, the participants in the focus group meetings had many years of experience
as social insurance physicians. Thirdly, the focus group meetings took place in a
familiar and safe environment, in which the physicians had already had the
opportunity for self-reflection, talking about sensitive issues, speaking freely, and open
discussions. This made the discussions easier, and it was therefore less likely that their
answers and opinions would be socially desirable.
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Limitations of this study are: (1) the controversy of using stereotypes in relation
to the method of data-collection; and (2) unconscious stereotyping was studied by
asking participants about their conscious awareness. Firstly, stereotyping appears to
be a taboo among social insurance physicians, even though it has been shown that it
is valid to differentiate between patients on the basis of characteristics such as age,
social circumstances, and gender [27]. The controversy of stereotyping could cause a
problem, because we relied on verbal reports from the participants, which implies that
they might under-report their application of stereotypes. Secondly, there is a
contradiction in asking people about an unconscious process. The social insurance
physicians were probably neither aware of their stereotyping behaviour nor the
stereotypes they apply. We tried to minimise these limitations by asking indirect and
general questions (instead of only personal questions), and by asking the physicians to
give examples.

Within this study no time remained to validate the results, particularly the
typology, in another way than by asking the physicians about their opinions in the
focus groups. However, it would be interesting to use in depth interviews or a
quantitative study to further validate these findings and this typology.

Implications for practice

The physicians indicated that there are both disadvantages and advantages of
stereotyping, and because of the possible negative consequences, they try to be aware
of the processes of stereotyping and try to minimise the undesirable influence of
stereotyping. Their strategies to avoid counter transference and to discuss prejudices
about claimants with colleagues are useful in this respect [28,29], but paying explicit
attention to being compassionate might also be important. These strategies could be
taught in training courses or other educational settings for less experienced physicians,
or to increase awareness of the potential influence of stereotyping in general. Since
medical decisions, and thus also medical disability assessments, depend on clinical
reasoning [30], awareness of the potential influence of stereotyping is important.
Moreover, because it is known that a decrease in cognitive capacity can increase
reliance on stereotypes and stereotype-confirming information [10], attention should
be paid to the time limitations and information overload (and the fatigue that could
result from this) that some social insurance physicians experience.

One could argue that there is a tension between the process of observing
claimants’ behaviour for determining their work capacity and that of observing
behaviour to form a stereotype. In determining work capacity, physicians have to
recognise a pattern, find evidence to confirm this pattern, and thereby make a
diagnosis [12]. Similarly, in stereotyping physicians recognise a pattern in claimant
behaviour. The tension between these two processes comes from the notion that the
first process of stereotyping is acceptable, but the last process is unwanted and only
has disadvantages. However, this notion is not defensible because, firstly, the
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physicians in the focus group meetings indicated that they sometimes use stereotypes
as a diagnostic tool. Secondly, stereotypes are needed to comprehend others and also
have other advantages (as our study showed). It is nevertheless important — because
both diagnosing and stereotyping include generalisation — that physicians carefully
check to what degree the pattern or stereotype matches the individual claimant and
what specific additional individual information is needed.

Our results showed that social insurance physicians adjust their communication
to the degree of respect in their relationship with the claimant. With respectful
claimants, an instrumental communication style, paying little attention to the possible
empathic, affective needs of claimants is usually sufficient, and therefore compassion
is predominantly reserved for interviews with ‘critical’ claimants. Because it is known
from the literature that empathy influences the diagnosis, patient satisfaction, coping
with bad news, and adherence to medical recommendations [31,32], this is an
important finding that should be incorporated in future training courses. Training
physicians to apply the interpersonal circumplex to medical disability assessments
might be beneficial in this respect. It is therefore important to address the awareness
and handling of stereotypes in education and training for social insurance physicians.

Conclusions

Physicians are partly aware of the influences stereotypes might have on their
communication with claimants and on their decision-making. During assessment
interviews, physicians adapt their communication style to the degree of respect and
dominance in the claimant’s communication. This increases their comprehension of
the way in which claimants communicate. Simultaneously, physicians often prefer to
receive individual information, which is more accurate, and therefore try to minimise
the negative influences of stereotyping on the interviews. Communication skills training
or other training courses for physicians should focus on increasing awareness of the
influences of stereotyping, by discussing stereotypes and prejudices. The most effective
ways to minimise the undesirable influences of stereotyping should also be addressed.
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