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Abstract

Background: Assessing prognosis is challenging for many physicians in various medical fields. Research shows that
physicians who perform disability assessments consider six areas when evaluating a prognosis: disease, treatment,
course of the disease, external information, patient-related and physician-related aspects. We administered a ques-
tionnaire to evaluate how physicians rate the importance of these six prognosis areas during work disability evalua-
tion and to explore what kind of support they would like during prognosis assessment.

Methods: Seventy-six physicians scored the importance of 23 prognostic aspects distributed over six prognosis
areas. Participants scored the importance of each aspect both “in general”and from the perspective of a case vignette
of a worker with a severe degenerative disease. The questionnaire also covered needs and suggestions for support
during the evaluation of prognoses.

Results: Medical areas that are related to the disease, or the treatment or course of the disease, appeared important
(scores of 7.0-9.0), with less differing opinions among participants (IQR 1.0-3.0). Corresponding verbatim remarks sup-
ported the importance of disease and treatment as prognostic aspects. In comparison, patient- and physician-related
aspects scored somewnhat lower, with more variability (range 4.0-8.0, with IQR 2.0-5.0 for patient- and physician-
related considerations). Participants indicated a need for a tool or online database that includes prognostic aspects
and prognostic evidence.

Conclusions: Despite some variation in scores, the physicians rated all six prognosis areas as important for work
disability evaluations. This study provides suggested aids to prognosis assessment, including an online support tool
based on evidence-based medicine features.

Keywords: Prognosis (MeSH), Work (MeSH), Disability evaluation (MeSH), International classification of functioning,
Disability and health (MeSH), Evidence-based medicine (MeSH)

Background
Prognosis is the forecast of an outcome, and in a disabil-
ity evaluation this outcome mainly concerns the func-
tional abilities needed for work [1]. For example, will a
50-year-old nurse with degenerative knee arthritis be able
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Prognosis assessment is internationally considered to be
one of four main tasks in disability evaluations [6], but
physicians find the assessment of prognosis challenging
[7, 8]. Prognostic questions make up 39% of physicians’
information needs during disability evaluation [9].

A Dutch study identified 23 aspects for consideration
in the prognosis evaluation during disability assessment
[8]. These aspects fell into six areas: the specific disease
or disorder, any treatment or potential treatment, the
course of the disease, external information from other
specialists or scientific evidence, patient-related aspects
(e.g., coping), and physician-related considerations (e.g.,
role, empathy). However, it is not known how these
aspects are valued and dealt with in practice. Although
this qualitative study provided us with a range of aspects
considered during prognosis assessment, it did not pro-
vide quantitative information on how important phy-
sicians rate these aspects or why some are considered
more or less important. More insight into the importance
of the aspects considered during prognosis assessment
will also guide the development of a prognostic tool in
the future.

Therefore, the purpose of this study was to evalu-
ate how physicians rate the importance of six prognosis
areas considered during work disability evaluation and
to explore what kind of support they would like during
prognosis assessment.

Methods

Design

In this study, we asked participants in a workshop to
complete an anonymous paper questionnaire.

Participants

The study participants includes mainly social insurance
physicians and occupational physicians, who assess a
person’s work capacity in the context of a disability ben-
efit claim or with respect to reintegration, respectively.
The participants attended an annual congress of the pro-
fessional association for social insurance medicine in the
Netherlands. The programme comprised several lectures
and workshops, e.g. on prognosis assessment. This work-
shop involved a plenary presentation, followed by a case
demonstration, discussions and the completion of an
anonymous questionnaire. All procedures followed were
in accordance with the ethical principles for medical
research involving human subjects: before participants
attended the workshop, they were informed about the
study aim and procedure. Participation was voluntary;
participants had the opportunity to discontinue at any
time.
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The questionnaire

Two authors (RK, JH) developed the questionnaire spe-
cifically for this study;, it consisted of three parts. The first
presented the 23 prognosis aspects found by Kox et al.
[8]. The physicians were asked to rate the importance
for the prognosis on a Likert scale ranging from 1 (not
important at all) to 10 (of utmost importance), both for
the presented case vignette (see Fig. 1) and “in general,
that is, for any kind of patient. Each aspect was followed
by an open question asking participants to motivate their
answer, for example: “How important, in your opinion, is
the severity of the disease for the prognosis? Please give
a rating on a scale of 1 (not important at all) to 10 (of
utmost importance) for this case vignette and in general”
The second part consisted of five questions. Four were
about encountered needs and solutions for the assess-
ment of prognosis. The fifth asked whether the physician
judged that the assessed limitations in functioning for the
case vignette were permanent. The last part of the ques-
tionnaire consisted of questions concerning the respond-
ent’s characteristics, for example, age, sex, job area (e.g.,
social insurance medicine or occupational medicine),
years of experience performing disability evaluations, and
number of hours worked per week.

Statistics and analyses

The answers were stored and analyzed in IBM SPSS Sta-
tistics for Windows®, version 25.0 (SPSS Inc., Chicago,
IL, USA) using descriptive statistics. As most of the
dependent variables from both the Likert scale ques-
tions and the demographic questions were not normally
distributed, we calculated the median and interquartile
range (IQR) to describe the distribution of the scores.
The open answers were read and entered into SPSS by LJ;
two researchers (SK and BD) double-checked these data.
For the qualitative analyses, one researcher (SK) explored
the answers and grouped them into themes; this process
was then checked by three other researchers (JH, FS, BD,
and LJ.)

Results

Demographics

Of the 78 physicians attending the workshop, 76 com-
pleted the questionnaire and handed it in after the
workshop. The demographic questions in the last sec-
tion of the questionnaire were completed by 53—55 of all
responders. Most of the participating physicians worked
in social insurance medicine (n=35) or in occupational
medicine (n=15). Three participants worked in both
these specialties and two worked in another medical
specialty. A slight majority of the physicians were over
55 years old (n=31, versus n=23 less than 55 years),
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This case vignette describes a person in the seventh decade of life with a degenerative neurological disorder,
multiple system atrophy (MSA) parkinsonism, claiming a permanent disability pension. Snippets of research
evidence related to MSA prognosis are provided to inform the rating of importance for the prognosis
aspects.

Characteristics of a worker claiming permanent disability pension

e Patient: person about 65 years of age, fulltime employee on sick leave with fatigue, sleepiness,
vertigo, amnesia, problems multitasking, slowness, rigidity, urge incontinence, sexual dysfunction,
occasional trembling and trouble swallowing, mild anosmia.

e Diagnosis: multiple system atrophy parkinsonism (MSA-P) (based on profound autonomic
dysfunction, symmetric parkinsonism, eye movement disorders, and early balance problems); MRI
showed no specific MSA-P findings.

e Treatment: levodopa, since then less rigidity and no trembling. No side effects.

e  Course: after several months with medication, still slowness, fatigue, mild cognitive impairment,
normal muscle strength, still hypokinetic rigid syndrome, but now asymmetric, insecure gait.

e  Opinion of treating physician (neurologist): progressive nature of the disease with gradually
declining treatment options, participation in labor will be hard.

e Opinion of occupational physician: because of the functional impairments and prognosis,
occupational rehabilitation is useless.

e  Opinion of patient: permanently unable to work.

e Opinion of employer: was highly respected employee, however job functioning has now markedly
declined, therefore employer thought it not possible to help employee by providing any
occupational rehabilitation activities.

e Opinion of the physician performing the disability evaluation: patient will be able to perform
physically light routine tasks, no multitasking or deadlines, recovery is not completely ruled out
(MSA-P diagnosis not certain).

Evidence to inform the participants’ prognostic judgment for this case vignette: three examples

e Dependent on localization, there are three subtypes. In subtype MSA-P, parkinsonism is a prominent
symptom. 30-50% of the patients have temporarily beneficial effects from levodopa (Factor SA,
Doss Esper C. 1) Multiple system atrophy: Clinical features and diagnosis. 2) Multiple system
atrophy: Prognosis and treatment. In Eichler AF (ed.), UpToDate. Waltham, Massachusetts:
UpToDate, 2016. MSA (an atrophy of brain cells) is of unknown origin.

e This article states that the median time from onset of symptoms until combined motor and
autonomic dysfunction is 2 years (range 1-10 years). The mean time interval until a walking aid,
bedriddenness, and death is 3.5, 8, and 9 years, respectively. The combination of motor and
autonomic dysfunction within 3 years after onset of symptoms is associated with a higher risk of a
severe course and death. MSA-P has a more severe course than the cerebellar variant (MSA-C), but
the survival time is similar. Older age is a risk factor for an earlier need of a wheelchair and for
death. Changes on MRI (in pons and putamen) are more profound in advanced disease. (Watanabe
H, Saito Y, Terao S, Ando T, Kachi T, Mukai E, Aiba I, Abe Y, Tamakoshi A, Doyu M, Hirayama M,
Sobue G. (2002). Progression and prognosis in multiple system atrophy: an analysis of 230 Japanese
patients. Brain, 125(5), 1070-1083.)

e This article describes some prognostic factors. Negative factors concerning survival are falling within
3 years after symptom onset (HR 2.3), bladder problems (HR 1.96), urine catheterization within 3
years after onset (HR 1,67), orthostatic intolerance after 1 year (HR 1,28), older age (HR 1,02), and
autonomic dysfunction measured by the validated “autonomic severity score” (HR 1,07). (Coon EA,
Sletten DM, Suarez MD, Mandrekar JN, Ahlskog, JE, Bower JH, Matsumoto JY, Silber MH, Benarroch
EE, Fealey RD, Sandroni P, Low PA, Singer W. (2015). Clinical features and autonomic testing predict
survival in multiple system atrophy. Brain, 138(12), 3623-3631.)

Fig. 1 Case vignette and examples of evidence provided to physicians
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most had been in the profession for over 15 years (n=42,
versus n=12 less than 15 years), and most worked 32 h
or more per week (n =40, versus n= 13 less than 32 h).

Ratings of prognosis aspects relevant for the assessment
of prognosis

When the physicians were asked to rate the impor-
tance of the prognosis aspects “in general,” their median
scores varied between 6.0 and 8.0 (see Table 1). The
median importance scores concerning the same prog-
nosis aspects for the case vignette (person with MSA
parkinsonism) were between 4.0 and 9.0. Interquartile
ranges (IQRs) varied between 1.0 and 4.8 “in general” and
between 1.0 and 5.0 for the case vignette.

For the prognosis aspects scored “in general,” the first
four prognostic areas (disease, treatment, course, and
information) had median scores of 8.0, with IQRs of
between 1.0 and 2.0. The remaining two areas—namely
patient- and physician-related considerations—had more
variable scores (i.e., medians ranged between 6.0 and
8.0), with IQRs of between 2.0 and 4.8.
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In comparison, the case vignette had a somewhat
higher importance score for severity of the disease (9.0),
while prognosis aspects—such as disease-maintaining
factors and vocational rehabilitation—had a somewhat
lower score (7.0). From the interquartile ranges (IQRs),
it can also be seen that physicians varied more in their
assessment of, in particular, the patient- and physician-
related considerations. Scores in the first four areas
ranged between 7.0 and 9.0 with IQRs ranging from 1.0
to 3.0, whereas scores in the latter two varied between 4.0
and 7.0 with IQRs of between 3.0 and 5.0.

Open questions on the motivation for the ratings
Mlustrative answers are shown in Table 2.

Disease

Some physicians stated that the nature and severity of
the disease are a starting point for the assessment of the
prognosis (e.g., #42). Several physicians made it explicit
that the degenerative, progressive nature of the disease
is essential for the prognosis (e.g., #32). It was also noted
that in the case vignette, the progressive nature of the

Table 1 Importance scores of prognosis aspects (n=76),"in general”and for the case vignette

Area Prognosis aspects worth considering when evaluating Importance (1-10) Importance (1-10)
disability prognosis “In general” Case vignette
Median IQR Median IQR
1. Disease Nature 8.0 1.0 8.0 20
Severity 8.0 13 9.0 20
2. Treatment Type 8.0 20 8.0 20
Effect 8.0 1.0 8.0 20
Alternatives 8.0 20 8.0 3.0
3. Course Course 8.0 1.0 85 1.0
Cause and disease maintaining factors 8.0 1.5 7.0 30
Aspects of revalidation and vocational rehabilitation 8.0 15 7.0 30
4. Information and evidence Information from specialist/professional 8.0 20 8.0 1.0
Evidence from literature/guidelines/protocols 80 13 8.0 20
5. Patient-related considerations Patients own vision concerning recovery 8.0 4.0 6.0 50
Work perspectives 7.0 30 7.0 4.0
Indirect advantage of beingill 6.0 4.5 4.0 4.0
Significance of work 7.0 30 50 43
Recovery behavior 7.5 20 6.0 4.8
Coping regarding disease or changed role 80 20 6.0 4.0
Psychosocial factors 7.0 23 50 43
6. Physician-related considerations Perceived role 7.0 30 50 4.0
Empathy/compassion for the patient 6.0 4.5 6.0 40
Medical ethics 6.5 4.0 7.0 48
Influence of employer, colleagues, office culture 6.0 4.8 50 4.8
Patient observation and related physician impression 7.0 20 7.0 30
Anticipation of outcome 6.0 3.0 6.0 4.5

The number of answers varied per question, ranging from 64 to 76 (=84-100% of the participants)
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Table 2 Motivations accompanying the scores of importance (open questions) [Translated by the authors. Original source consisted

of Dutch handwritten texts.]

Area

Quotes by participants

1. Disease

2. Treatment

3. Course

4. Information and evidence

5. Patient-related considerations

6. Physician-related considerations

#42

#32

#73

#6

#27

#26
#52
#4

#27
#15
#23
#19
#36
#23

#45

#51

#18
#26

#46

#72

#32
#50

#73

#45

#42

#24

#29
#27

For prognosis of future functioning, [the] disease (nature plus® severity) is [the] starting point for [the physician (JOP/
IPoDI1.[...]
Main point being whether or not the disease is progressive

In the case vignette, it concerns a progressive disease; that certainly is determining for the prognosis. In general,
there are also situations in which the patient’s coping is also an important factor, in addition to nature/severity of the
disease

If there are several treatments available after the treatment that the clientis currently receiving, then [there] may be
a chance of improvement [of ] work capacity

[Treatment] [e]ffect; can be [an] indication for influencing progression. [Judgment on treatment] [a]lternatives;
necessary for me for IVAY. No alternatives left equals® game over (end stage)

In progressive diseases you are postponing [the] final state. In general: are there still valid treatment options?
Treatment in this case vignette is aimed at treating symptoms. Not curative

Course, the past, tells something about the future

Progressive disease, you want to know where [the patient] is on the downward line. The rest is not that important
(/[Conclusion] of the treating neurologist (progressive complaints of illness)

Evidence preponderates, [it] excludes bias in [the] treating physician

Evidence [is] not necessary in most cases, because [they are] familiar, routine

Especially with a substantial claim ([full disability pension/benefit] VA \* MERGEFORMATA): info, evidence

With a positive attitude [of the patient], the prognosis can turn out to be more favorable than the expectation [of the
prognosis for that disease mentioned] in the evidence

How the patient perceives' [his or her] complaints and? limitations plus \* MERGEFORMAT a advantages of being ill,
coping determines the prognosis for recovery

Given [the] age [of the] client \* MERGEFORMAT c, | would assign [a full disability pension/benefit,] IVA \* MERGEFOR-
MATd

Age. To evaluate doesn't equal™*

to take into account!’ Quality of life when client [is] continuing [to] work

In general, these are rather predictive aspects for success in vocational rehabilitation. Not often part of the considera-
tions [for] prognosis

[It] [i]s derived from literature that patient’s opinion on duration of incapacity for work is an important prognostic
factor. On the other hand, the perception of the patient can be influenced by the messages physicians provide. So, |
see [the] perception of [the] patient as important and as influenceable

Own impression plusa assessment is also very important on [sic] the individual client, in addition to the info practi-
tioner plusa available evidence

I'try to take these factors into account as little as possible

[There] is [a] good chance that [the physician,] OP/IPbl] takes “ethical” [sic] aspects into account; and certainly not if
there is a less serious/threatening condition

As [a physician performing disability evaluations,] IP'[] you have to deal with a legal framework. The judgment must
be based on medical examination. The impression of the client can in my opinion* not always be leading. Especially
since there’s a financial interest. [This] [allso applies to eg [sic] empathy/compassion for the client. [...]

Physician bias plays a role too in assessing the prognosis

A client should receive the same outcome with every [individual physician,] OP/IPb. Role interpretations OPIP [sic]
play no role then. | notice that | take patient’s age into account. Say [the patient is] 25 years old...

Difficult to assign [a] gradation [to the] importance, because many factors are subconscious ["unconscious”in
original]

Is influence [of] your personal blind spot too
I base prognosis in [sic] a theoretical framework. | try to be as objective as possible, but aware of my own experiences

2 Plus symbol in original

b Occupational physician and/or (social) insurance physician; both assess disabilities for work

€ Patient in social security setting claiming disability benefits

4 permanent disability pension

€ Equality symbol in original

f Brackets in original replaced by parentheses

9 Ampersand in original

P Inequality symbol in original
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Table 2 (continued)
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" Quotation marks added for clarity

JInsurance physician. Evaluates functional abilities for work for claimants requesting disability benefits

K Abbreviated in original

disease was most important for prognosis, whereas in
other cases other prognosis aspects might also be rel-
evant (e.g., #73).

Treatment

Considering treatment, many physicians evaluated the
effect of the current one and looked for future options
that could bring about a change (e.g., #6, #27). It was
also pointed out that one should distinguish short-term
treatment effects from long-term disease outcomes.
In addition, physicians distinguished between relief of
symptoms and curation (e.g., #26, #52).

Course

Regarding the course of the disease, physicians consid-
ered that the rate of progression of the disease and the
results of treatment up to the moment of the disability
evaluation forecast future developments (e.g., #4). For the
case vignette with a progressive medical disease, it was
mentioned that the course of the illness (amount of dete-
rioration over time) was of main importance (e.g., #27).

Information and evidence

Information from the treating physician is considered
important to get an insight into the patient’s unique
course and progressive symptoms (e.g., #15). Some phy-
sicians stated that they preferred research evidence (e.g.,
#23). Others pointed out that you may not need scientific
literature in all cases (e.g., #19), but you may need more
evidence when a patient claims a large number of ongo-
ing disabilities (e.g., #36).

Patient-related considerations

Several patient-related factors, such as coping and the
way patients perceive their illness, were considered
important (e.g., #23, #45). Others spontaneously men-
tioned age as a patient-related ADP that either guides
the decision (#51) or does not (#18). One physician (#26)
stated that patient-related factors can be important for
vocational rehabilitation, but that they inform the physi-
cian conducting a disability evaluation to a lesser degree.
Physicians also mentioned that it was important to
assess whether patient-related prognosis aspects can be
changed (e.g., #46).

Physician-related considerations
Regarding the importance of physician-related fac-
tors, differing opinions were found, ranging from “very

important” (e.g., #72) to “as little as possible” (e.g., #32),
and some mentioned them to be case-dependent (e.g.,
#50, #73). Some physicians said that ethical aspects
were considered (e.g., #50) and that the physicians’ own
impressions were important (e.g., #72), while others indi-
cated that these should not be a part of the evaluation
as they could unintentionally influence their judgment
(e.g., #73, #32) or could bias the physician (e.g., #45), and
efforts should be made to ensure that a client receives
similar outcomes from different assessors (e.g., #42).
However, it was also stated that these prognosis aspects
are often hard to recognize, given their often subcon-
scious nature (e.g., #24). They are interrelated with a phy-
sician’s “blind spot” (#29), but it is important to be aware
of those (e.g., #27).

Specific support that physicians suggest would aid them
during the prognostic assessment

Several answers illustrate additional needs, sugges-
tions, and support for physicians during the assessment
of prognosis (see Table 3). Principles of evidence-based
medicine (EBM) were suggested as an integral part of the
support (e.g., #45, #73), which could include evidence-
based information on the nature (e.g., #45) or course of
a disease (e.g., #73), treatment options, (e.g., #45, #73)
and prognostic factors (e.g., #8, #16, #32, #77) that could
be supported by figures, facts, and references (e.g., #46).
Some physicians mentioned that a potential tool should
provide information about relevant prognosis aspects
(e.g., #58). The case vignette used might illustrate rel-
evant prognostic information (e.g., #41) as an example.
A diagrammatic way of presenting information (such as
checKklists, programmed instructions, or flow charts) was
also suggested (e.g., #17).

Type of aid

As a preferred medium, digital aids were most frequently
chosen (e.g., “website” n=38, “app” n=17). A desk pad
format (a leaflet summarizing key remarks) was also con-
sidered useful (n=16).

Discussion

In this study we evaluated how physicians working in the
field of disability evaluation rated the importance of six
areas of prognosis, namely disease, treatment, course of
the disease, external information, patient-related aspects,
and physician-related aspects. Although all six areas were
considered important, there was more consensus among
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Table 3 Potential elements of supportive aid for prognosis assessment (open and checkbox questions)

#46
#73

Ingredients:
What should a prognosis assessment method provide you with?

#8

#77
#41
#58
#45

Information in prognosis aid:
What information should this prognosis assessment aid contain?

#46
#55

#16
#32

#17

A simple instrument that can easily be used in practice

It must be evidence-based, identify treatment options for the disorder, course
of the disease

I would prefer to have a document in which the pros and cons of the forecast
are weighed on the basis of current evidence

Model to weigh factors
All items mentioned in the case vignette
Summary of relevant aspects

Evidence-based information, info on the nature [of the] disease in time plus®
therapeutic options

Figures, facts, and substantiation (references)

All necessary: (1) [is there complete work disability according to the labor
expert]® (2) search path (to be copied) in case of [a] possible [search in] Pub-
Med/Medline or other search (3) info [sic] about prognosis of the most com-
mon diseases (from relevant literature such as systematic reviews)

[Tlhe most important factors you should take into account and what weight
they carry for your judgment

Summary of known research about the disease. Prognostically favorable/unfa-
vorable factors

[Instruction or checklist in a general sense. [W]ith psychological complaints
pay attention to a, b, c etc.[[] with neurologic [ones]: pay attention to a, b, ¢, etc.

So disease-related

2 Plus symbol in original
b Substituted for abbreviated jargon in original

physicians concerning the three medical areas (disease,
treatment, and course). The scores and verbatim remarks
regarding the patient- and physician-related considerations
(non-medical areas) reflected a more varied appreciation of
importance among physicians.

Our use of a clear and severe medical case vignette may
have influenced the physicians’ more limited appreciation
for non-medical prognosis aspects during the progno-
sis assessment. Verbatim remarks were made to the effect
that medical considerations sufficed, and the importance of
medical prognosis aspects appeared relatively high. In con-
trast, physicians’ remarks regarding prognosis assessment
of cases “in general,” suggested that non-medical prognosis
aspects could become more important in cases with a less
clear medical background. Physician-related considerations
appeared not to be given an explicit role in the assessment.
Some physicians actually mentioned this and scores within
this area appeared lower. However, it was also mentioned
that they do play a relevant, though often implicit or sub-
conscious, role.

As a form of support, physicians mentioned some kind
of overview of prognosis aspects and relevant scientific evi-
dence. A digital form of support was preferred.

Comparison with the literature

The importance of the six areas of prognosis: diverging
opinions on non-medical prognosis aspects

In disability evaluations, the framework of the Interna-
tional Classification of Functioning, Disability and Health
(ICF) [10] has been adopted by and used in several coun-
tries [11, 12]. This classification system can also be used
to describe work functioning, taking contextual and per-
sonal factors into account. However, there is some criti-
cism that the ICF scheme is suggestive of the dominance
of a medical perspective rather than a biopsychosocial
one. Therefore, suggestions for a revision of the ICF have
been made [13, 14]. For prognosis assessment in work
disability evaluations, there is another problem with the
ICF: The dynamic aspect of functioning and health over
time is not addressed, nor are any consequent changes in
activities or participation over time. As such, the use of
the ICF during social-medical history taking and prog-
nosis assessment is limited [11]. These two issues with
the ICF (i.e., suggestive dominance of the medical per-
spective and absence of a time frame) leave room for
diverging opinions [15, 16], especially regarding non-
medical aspects, which corresponds to our findings.
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The importance of the six areas of prognosis: non-medical
prognosis aspects

Our study shows that the perceived relevance of patient-
related considerations varies in prognosis assessment. In
the case of a clear medical condition, they might not all
be necessary or might make a smaller contribution to the
prognosis evaluation, whereas for medically unexplained
physical symptoms (MUPS) or in vocational rehabili-
tation settings, physicians may attribute more value to
them.

In a study on arguments used in disability prognosis
[17], medical clarity contributed to the type and num-
ber of arguments used. In less clear medical cases, more
arguments were used, including non-medical aspects
such as coping or education. In addition, Ankersmit et al.
[17] found that the expected outcome reception played
a role: when disability claims were substantial or the
chances of appeal were considered high, physicians pre-
ferred a more comprehensive evaluation of all potentially
relevant aspects, including patient-related considerations
(a preference that was also mentioned by physicians in
our study). Another study [18], which concerned aspects
for consideration in disability evaluation, suggested that
the timespan covered in the evaluation (e.g., 5 days,
3 months, or 5 years) determined the value of the aspects
used: For longer timespans, less relevance was attributed
to patient-related factors. Some physicians in our study
made explicit comments that in vocational rehabilita-
tion settings, they would attribute more value to those
patient-related prognosis aspects and that these could be
targeted by interventions. Prognostic systematic reviews
have shown that, regardless of context, patient-related
factors, such as coping and self-efficacy, have more prog-
nostic value for participation in work than factors of
a medical nature [19-22] and could inform prognosis
assessment and re-evaluations over time.

The importance of the six areas of prognosis: implicit role

of physician-related considerations

Physician-related considerations were regarded by the
physicians in our study as often subconscious factors that
influence the physician’s judgment. The consequences
of those influences for prognosis assessment are men-
tioned in various medical studies within several fields
[8, 23-25]. For example, physicians tend to express the
prognosis in a way that is too optimistic. This could origi-
nate from, for example, a tendency to provide hope or to
stimulate healthy rehabilitation and recovery behavior
[8] and “not to harm” by taking those away [8, 24]. For
example, an earlier study found that physicians perform-
ing disability assessments did not want to permanently
deny young adults any hope or chance of future work
participation [15], given the positive aspects of work. To
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overcome some of those consequences, physicians in our
study said that the important thing is to be aware of these
influences.

The way to support physicians: EBM as core ingredient,
covering relevant prognosis aspects

The physicians in this study wanted support, includ-
ing evidence-based prognostic information, preferably
pre-appraised. Evidence should ideally be tailor-made,
as suggested by earlier studies [7, 8]. Even if prognostic
evidence is present, it requires skills to find, appraise,
and apply it in a particular case and within the country-
specific legislative context [26-28]. However, studies
have demonstrated that training in evidence-based medi-
cine may improve the quality of disability evaluations,
prognosis assessment, and job satisfaction [4, 29]. Some
physicians in our study mentioned that useful prognos-
tic search strings might be provided, thus meeting the
demand for help in finding prognostic evidence. This
demand was also reported in other studies [26, 30], which
led to research providing potential search strategies, fil-
ters, or strings regarding themes such as prognosis and
work participation [30-32]. The desire for user-friendli-
ness, simplicity, and help in overseeing the various prog-
nostic aspects was also identified by Kox et al. [8] and
Louwerse et al. [33], both of whom were exploring pos-
sible prognostic tools. In contrast, when presented with
possible prognostic tools, physicians also stressed the
importance of preserving their professional autonomy
to make unique, tailored evaluations. [34, 35] Moreover,
they needed to become acquainted with them and they
wanted to estimate their validity. [35]

Strengths and limitations

A strength of our study is that it combined insights from
the quantitative data with qualitative data from corre-
sponding remarks from physicians. However, our ques-
tionnaire was not suited for an in-depth exploration of
the reasons why the importance was scored higher or
lower. Also, we cannot exclude a selection effect, as the
physicians attending the workshop may be more inter-
ested in this topic, but it is not clear how or in which
direction this could have influenced the results.

The fact that the case vignette concerned a clear, severe
medical condition might explain why the physicians did
not elaborate much on the functional abilities of the
patient. Some commented that this patient had no abili-
ties for work at all and referred to the medical condition.
It would be useful to evaluate the importance of prognos-
tic aspects in a similar study that includes a case vignette
with a less severe, chronic health condition (e.g., rheu-
matoid arthritis) or a condition with less medical clarity
(e.g., MUPS). However, we tried to partially counter this
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disadvantage by asking for opinions on the prognosis for
“general” cases, although we acknowledge that what is
“general” could mean different things for the participants
in this study.

Conclusions

This study demonstrated that all six areas of prognosis
are important and that their individual contribution dur-
ing prognosis assessment may vary from case to case.
There is a need for evidence-based prognostic decision-
making as well as tools to assist physicians in searching
for, appraising, and applying prognostic evidence to sub-
stantiate their prognosis assessments.
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