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Objectives   This study evaluated how physicians in a nonclinical setting perceive the value of an intervention 
with multifaceted evidence-based medicine with regard to enhancing their professional performance.
Methods   A qualitative study was conducted using focus groups and face-to-face interviews with 14 of the 48 
Dutch occupational physicians who participated in the intervention. The intervention combined a didactic course 
in evidence-based medicine with recurrent case-method learning sessions. During the sessions, the participants 
were challenged to discuss their cases and to give one another feedback on how to find information on cases.
Results   Five main themes and four subthemes were identified: professional behavior and quality of care (sub-
theme: transparency): occupational physicians associated being up-to-date with quality of care, and evidence-
based medicine was associated with improvements in professional standards; critical attitude and improved 
recommendations: occupational physicians asked themselves more-profound questions and searched more for 
information; sharing knowledge: the peer-group sessions facilitated the sharing of knowledge; communication 
(subthemes: colleagues, clients and other specialists): the more soundly based recommendations enhanced self-
confidence positively and therefore altered interaction with medical specialists in particular; and satisfaction and 
barriers: the occupational physicians were especially content with the structured discussion in the peer-group 
sessions. However, the intervention was very time consuming. 
Conclusions   The participants regarded the intervention as a useful method for enhancing their professional 
performance. They stated that they became more up-to-date and more self-confident by searching for and sharing 
knowledge. These actions resulted in more scientifically based recommendations and improved interaction with 
clients and other specialists. However, time constraints remain an important barrier.
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The art of medicine is one of the oldest professions in 
the world. According to the definition of Freidson (1), 
professionals possess a body of special knowledge, they 
practice within an ethical framework, and they fulfill a 
broad societal need. Furthermore, professions have a 
social mandate that permits unrestricted autonomy in 
setting standards for education and the performance of 
their members (1).

In recent decades, changes in health sectors around 
the world have been affecting the professionalism of 
physicians (2–4). For instance, widespread access to the 
Internet enables patients to gain information on various 

health care topics and therefore makes the specialized 
body of knowledge less of an exclusive right for physi-
cians (5). One of the most prominent effects of these 
trends has been a loss of autonomy and status by physi-
cians, as it has become necessary for them to be clearer 
about what they do, as well as how and why they do it 
(6–8). Physicians perceive that this loss of autonomy 
and status affects their control over their professional 
lives, and this loss can be an important factor in job dis-
satisfaction among physicians (9–11).

By maintaining their body of specialized knowl-
edge and striving to increase the accountability and 
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transparency of their decisions, physicians are able to 
retain control over their work. Evidence-based medicine 
has been defined as “The conscientious, explicit, and 
judicious use of current best evidence in making deci-
sions about the care of individual patients. The practice 
of evidence-based medicine requires the integration of 
individual clinical expertise with the best available ex-
ternal clinical evidence from systematic research and the 
patient’s unique values and circumstances [p 1]” (12). 
During the last two decades, postgraduate training in 
evidence-based medicine has been studied both quanti-
tatively and qualitatively in clinical and primary health 
care. Although physicians’ knowledge of and attitude to-
wards evidence-based medicine generally increases after 
training in evidence-based medicine, there is not much 
data available on whether it results in actual behavioral 
change in daily practice (13–18). However, integrating 
the teaching of evidence-based medicine into the routine 
practice of physicians has proved to result in positive 
outcomes (15). It offers physicians the challenge of prac-
ticing evidence-based medicine under the imperatives of 
“real-time” patient care (19). Furthermore, “integrated 
evidence-based medicine teaching” has resulted in treat-
ment guidelines being more closely based on published 
evidence and in improvements in the care of patients (eg, 
more patients receiving therapies proved to be beneficial 
in randomized controlled trials (14, 20). In addition, 
using small group meetings has proved to be a useful 
framework for the integrated teaching of evidence-based 
medicine (20, 21).

Occupational physicians face even more difficulties 
in acquiring up-to-date knowledge in their field than 
physicians in other medical disciplines. Occupational 
physicians must also consider the work situations of 
their patients, management priorities, and legislation 
(22). Nevertheless, evidence-based medicine has the 
potential to be a feasible and useful method for oc-
cupational medicine that would enable occupational 
physicians to give more soundly based recommendations 
and secure their professional positions as providers of 
quality-assured information. In addition, the attitude of 
occupational physicians towards evidence-based medi-
cine is positive, although most occupational physicians 
need substantial instruction and training to increase their 
searching and critical-appraisal skills (23–25). As the 
practice of evidence-based medicine is new for occupa-
tional health, no studies have yet been conducted on the 
effectiveness of training in evidence-based medicine in 
occupational health practice (26). Evaluation studies on 
its effectiveness are essential to determine if evidence-
based medicine enhances the quality of occupational 
health care. In addition, there is a need for qualitative 
studies to explore occupational physicians’ perceived 
value of practicing evidence-based medicine. This in-
formation is essential as support for the implementation 

of evidence-based medicine in occupational health care 
on a large scale.

Occupational physicians in the Netherlands have 
mostly an advisory role in striving to protect and im-
prove the health of employees in relation to their work. 
Their main tasks concern evaluating fitness for work or 

vocational rehabilitation, both tasks generating the great-
est demands for information (27). Results from a survey 
among Dutch occupational physicians have revealed 
that most of them make infrequent use of journals—a 
maximum of three times each month—and that they 
do not use practice guidelines very often. The status 
of occupational physicians is considered to be below 
that of general practitioners, and it should be enhanced 
by emphasizing professionalism among occupational 
physicians (28). 

In order to support occupational physicians in this 
process by making more use of evidence, a multifaceted 
intervention was developed (appendix 1). The interven-
tion was based on insights from research findings of 
postgraduate education in evidence-based medicine in 
the clinical setting and continuing medical education 
for physicians (15, 29).

It was assumed that the occupational physicians 
who participated in intervention with evidence-based 
medicine would benefit from the opportunity to acquire 
up-to-date knowledge and share their questions and 
professional expertise among peers. Since, until now, the 
impact of intervention with evidence-based medicine on 
the performance of occupational physicians has not been 
studied, we considered an exploration of the perceptions 
of occupational physicians regarding the value of the in-
tervention as beneficial for a better understanding of the 
impact and the processes involved. Therefore, the central 
question of this paper concerns how the participating 
occupational physicians perceived the value of the in-
tervention, special focus being centered on enhancing 
their professional performance.

Material and methods

As the objective of this study was to explore the percep-
tions of occupational physicians regarding the value of 
the intervention, the study design is qualitative. It was 
conducted within the context of a randomized controlled 
trial on the effectiveness of the intervention in enhancing 
the evidence-based practice of occupational physicians 
(30). Study participants were occupational physicians 
(some of whom were in training) who were working 
in the Netherlands. The participants were recruited 
through notices or contacts within the field of occupa-
tional health services and the Netherlands Society of 
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Occupational Medicine. The physicians who applied to 
attend the program signed an informed consent form. Af-
ter the intervention period, the occupational physicians 
from the intervention group were invited to participate 
in this qualitative study and to be interviewed by one of 
the researchers.

After the last session of each of the seven peer 
groups, one researcher (either NH or FS) guided a fo-
cus-group session with all of the participants present at 
the last session, which lasted approximately 30 minutes. 
Topics that were addressed in the focus groups were par-
ticipants’ experiences with the evidence-based medicine 
peer-group sessions in general, the kind of knowledge 
that was shared, whether they intended to continue with 
peer-group sessions in evidence-based medicine, and, 
if so, under what circumstances. The outcomes of these 
focus-group sessions provided a foundation for formu-
lating the interview questions. The interview consisted 
of six main questions, each with a list of topics that were 
expected to come up during the interview (appendix 2). 
If these topics did not arise during the interview, the 
interviewer brought them up. 

We conducted semi-structured interviews with a 
purposively selected subsample of 14 of the 48 occupa-
tional physicians participating in the intervention group 
between March and May 2006 (31). These occupational 
physicians had also taken part in the focus groups. We 
presumed that the occupational physicians who attended 
most of the sessions might be the most motivated phy-
sicians and would therefore have the most complete 
perceptions about the intervention. As the implementa-
tion of evidence-based medicine is relatively new in the 
occupational health field, we thought that they might be 
able to provide the best information on its impact and on 
opportunities and barriers for implementation. An addi-
tional argument was that we considered them as potential 
local opinion leaders who could successfully promote 
evidence-based practice. Therefore, knowledge about 
their perceptions could be crucial for progress (32).

The chair and one other participant from each of 
the seven peer groups were asked for permission to be 
interviewed. The physicians who were not the group 
chairs were selected according to the number of sessions 
in which they had participated. The occupational physi-
cian who had attended all of the sessions or who had 
attended the most sessions was invited for an interview. 
Since there were no major differences in age, years of 
experience as an occupational physician, or previous 
experience with evidence-based medicine, we took gen-
der into account only in the sampling. If the chair was 
a man, and there were two or more occupational physi-
cians (male and female) who attended a similar highest 
number of sessions, we selected a female and vice versa. 
Altogether, five female occupational physicians and nine 
male occupational physicians were interviewed.

Each face-to-face interview lasted between 30 and 
45 minutes, and it was conducted in the respondent’s 
consulting room during a workday. The interviewer 
gave a brief standard description of the purpose of the 
interview, explained that it was confidential, and asked 
for permission to audiotape the interview, with the as-
surance that the interview data would be erased within 
3 weeks. All of the interview data were fully transcribed 
verbatim. 

All of the transcribed interviews were subjected to 
analysis using MAXqda software (VERBI Software, 
Marburg, Germany, 2006). As the study was conducted 
within the context of a randomized control trial, we 
used a framework approach for the data analysis (33). 
The lead researcher (NH) read and open-coded all of the 
transcripts. Another member of the research team (KN) 
subsequently read and open-coded five transcripts in-
dependently of the first researcher. The two researchers 
then discussed their codes and reached a consensus on 
a single descriptive code set, resulting in eight descrip-
tive codes. They then used this code set to code all of 
the interviews independently, thereafter discussing the 
coding of the interviews until consensus was reached. 
The coded text was then described in memos, which 
were subsequently analyzed. Categories and subcat-
egories emerged as the analysis progressed. One of the 
researchers (NH) then summarized the descriptively 
coded texts to reflect the essence of the description. 
These summaries were checked by a second researcher 
(KN). Main themes and subthemes emerged during fur-
ther analysis; a number of (sub)categories were grouped 
together and placed within or under these themes. This 
process ultimately yielded five main themes and four 
subthemes. Quotations (in italics) from the respondents 
(R + respondent number) illustrate the themes.

Results

Professional behavior and quality of care 

The occupational physicians stated their opinions on 
professional behavior, quality of care, and the extent 
to which they had been influenced by the intervention. 
They associated being up-to-date with quality, and they 
thought that evidence-based medicine should be the cur-
rent standard. The respondents also associated evidence-
based medicine with both individual professionalism 
and the improvements in professional standards that are 
currently being demanded by both patients and employ-
ers. The incorporation of evidence-based medicine into 
daily practice is time consuming, however, and it can 
therefore be at odds with management requirements. 
The general opinion is that management should do more 
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to facilitate the search for state-of-the-art knowledge, 
but that such searching is also the responsibility of the 
individual physician.

I also think that your professional stance should favor 
evidence-based practice, regardless of whether it is 
facilitated by your employer. The only way to profile 
yourself as an occupational physician is to be a good 
occupational physician and to have up-to-date knowl-
edge (R115).

You know, every organization, including ours, is call-
ing for quality. And I think, “Yeah, you can look at the 
CV, you can look at the further training and refresher 
courses, but whether an occupational physician is actu-
ally capable of acting according to the knowledge that 
you would expect . . . that’s another story”. I have my 
doubts (R149).

Transparency

The participating physicians felt that they could not rely 
completely on information provided by their peers be-
cause most of it is based on personal experiences rather 
than on facts. Moreover, the physicians questioned the 
practice of their colleagues, stating that they are not 
always critical of their own performance. In general, 
performance is hard to assess because of the solitary 
way in which most occupational physicians work. The 
participants felt that the performance of their profession 
should be more closely monitored through some sort of 
auditing process. The peer-group sessions were seen as 
a possibility in this regard, and they considered them 
a quality instrument that could enhance the quality of 
performance.

You often hear, “Oh, that colleague knows all about 
lungs, so let’s ask him what he thinks”, as if that is 
the solution . . . it could well be nothing but personal 
experience (R149).

Of course, those types are obviously less creative peo-
ple—at least they are not very critical of their own 
actions. “Just leave me alone and let me do what I do; 
I’ve been doing this for years and there haven’t been 
any problems” (R140).

Critical attitude and improved recommendations

The participants stated that the intervention resulted in 
a more critical attitude towards their practice. Becom-
ing aware of the gaps in their knowledge enhanced 
their curiosity and their ability to ask themselves more 
profound questions. They were stimulated to look for 
more (background) information, and they found that this 
information contradicted their routine care.

(. . .) that was another point that emerged from my 
contributions. If I remember correctly, each of the five 
logbooks showed that I had followed a different policy, 
or at least a supplementary policy, in my practice that I 
wouldn’t have used before (R140).

The participants reported that they had begun to 
search more and sooner for information in daily practice. 
They had also used evidence-based medicine to deter-
mine whether the information provided by their patients 
was correct or complete.

All of the participants believed that their recommen-
dations had become more scientifically based, thereby 
enhancing their quality. Although most of the occu-
pational physicians thought that the intervention had 
led them to make different recommendations, a few 
believed that their recommendations had not changed 
very much.

Because (. . .) you sit there in consultation the whole 
day, and people will sometimes say something, they 
sometimes claim something. They claim that they’ve 
read something or that they (. . .) that another doctor 
had made a statement, or they come with a condition or 
a disease, and they know something about it . . . then 
you sometimes think to yourself, “This doesn’t make any 
sense at all” or “I have no idea what kind of condition 
that could be”. You could go and look up something 
about a condition in a book, so to speak, but (. . .) it 
could be true, or the person could have heard it wrong. 
Well, in that case, I would think that I needed to check it 
out! Just on the Internet, on Google or in evidence-based 
medicine, for example. Just to see if there’s something in 
the literature. Well, that works; it’s a lot easier (R117).

Sharing knowledge

Prior to the intervention, not all of the participants were 
accustomed to sharing knowledge with colleagues. The 
intervention made some participants realize how seldom 
knowledge had been shared in the past. Although the 
sessions contributed much to the sharing of various 
kinds of knowledge and information among colleagues, 
search tips and results were the most common topics of 
discussion. During the meetings, the participants helped 
each other conduct searches. 

By sharing their search results, the participants 
gained new knowledge and insights, they were stimulat-
ed to discuss clinical pictures, and they tried to develop 
a joint professional perspective. 

(. . .) because everyone brings up different points, things 
that may be rare, or things that may be so common that 
you just stop thinking about them. So it does hold sub-
stantively for medical issues (R111).



	 Scand J Work Environ Health 2008, vol 34, no 3	 193

Hugenholtz et al

Then you also get new insights from others, other ways 
of interpretation (R123).

The participants also shared helpful websites, (elec-
tronic) guidelines from other specialists, and informa-
tion from patient associations, as well as directions for 
interpreting evidence and integrating it into recommen-
dations to clients.

Communication

Occupational physicians must deal with both patients 
and employers. They therefore consider patients, their 
supervisors, and management as their clients. The in-
tervention changed the way physicians communicated 
with their colleagues (within the peer group, as well as 
outside), their clients, and other physicians.

Colleagues

Most of the participants were able to discuss their per-
formance more profoundly after the intervention, and 
their contact with colleagues was more intense. They 
felt more critical towards each other, but, in a way, that 
stimulated cooperation. 

And the nice thing about this type of project is that (. . 
.), the discussion and consultation with your colleagues 
can take place at another level (R149).

Our meetings and discussion were more lively and 
energetic because of the way we asked each other ques-
tions (. . .). Like a man suffering from tendinitis, and I 
reported it as an occupational disease, well, we were 
discussing it, and one colleague said: “But that is a 
quite unusual disease in the field of that occupation” 
and then we argued about it (R120). 

Clients

Many occupational physicians became aware that it was 
necessary to inform patients that they had searched for 
information. They considered this approach useful, as 
many patients now tend to perform their own Internet 
searches for information. The patients appreciated that 
their occupational physicians had looked things up for 
them. This step often added much more openness and 
trust to their communication. 

Fewer participants told the employers of their pa-
tients that they had sought information. When they did, 
however, the reactions of the employers were generally 
positive. Most of the occupational physicians noticed 
that they had become more secure in their communica-
tions with employers because of the intervention.

One thing I do notice is that I am now better at letting 
patients know that I’m up-to-date on things. That I am 
indeed a serious partner in the conversation, you know 
. . . many patients have already surfed around on the 
Internet as well . . . sometimes, they know more about it 
than I do, and that’s not a bad thing, but it is sometimes 
a little embarrassing. I’m also able to suggest other 
sources, by . . . actually just by following along through 
the links. (. . .) to let them know that I’m up to speed, 
and that gives them more trust, and hope, actually . . . 
(R153).

Other specialists

The participants experienced a great boost in confidence 
with regard to their communication with other special-
ists. They perceived that their communication with 
specialists had become more equal. They felt that they 
were taken more seriously, understood specialists better, 
and were better able to discuss the clinical problems of 
their clients with them. In some cases, this change led 
to changes in therapy.

And now I say, “Hey! We have a guideline” or “We have 
a treatment protocol” or “We know that this can work 
with this type of therapy”. And it is adopted. And, after 
all, in maybe three of the ten cases that we discussed, 
medication was prescribed based on the discussion. That 
never happened before (R115).

It is rather nice to have contact that . . . that is somewhat 
more equal in that respect (R123).

Despite these positive experiences, some participants 
also expressed reservations. A few participants felt that 
some specialists were not very happy with the better-
founded recommendations, and they assumed that the 
specialists considered such discussions as a threat to 
their authority. Changing the way of communicating 
with specialists was therefore not always considered 
appropriate.

I won’t correct them, of course. Naturally, as an oc-
cupational physician, you don’t often enter into debate 
with a specialist (R144).

Some of the participants had made changes in their 
written communication although it was considered 
harder to change. They improved the formulation of their 
questions and considerations, and they referred to their 
own guidelines or to evidence they had found through 
the intervention.

Now, if I think that something ought to be done, I write 
it up in a letter, adding why it ought to be done. And 
then I refer to a guideline or original research. And that 
helps (R115).
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Satisfaction and barriers

All of the participants enjoyed taking part in the inter-
vention, and the group process was evaluated as particu-
larly pleasant and valuable. In general, the occupational 
physicians were especially content with the structured 
discussions in the peer-group sessions. The obligation 
for each member to contribute to the discussion at each 
meeting was valued highly, as it prevented the meetings 
from being dominated by one person. The structure 
made it possible to raise many issues in a relatively short 
time, although a few participants would have preferred 
to have more time for presenting the cases. The method 
was also considered more suitable for relatively uncom-
mon diseases, because of the existence of guidelines for 
the more common diseases.

The participants perceived that the peer-group ses-
sions had enhanced their job satisfaction. The focus on 
medical issues was highly appreciated, as occupational 
physicians normally tend to discuss their attitudes and 
routines in meetings. It rekindled their curiosity and the 
need to study, which the participants enjoyed.

So I thought that everyone was equal and had a very 
open position in the process. And that was very stimulat-
ing. Everyone gets a turn, because you can say what you 
want to say in the piece that you’ve prepared. There’s 
feedback on the right things. Yeah, that’s great. Yeah, 
really informative, both the process and the results 
(R115).

The puzzling, the searching, something like, “Gee, what 
a question. How are you going to solve that?” and 
“What solution does that offer me?” Yeah, it is really a 
sort of puzzle, a question that you have, and you think, 
“Gee, how am I going to find that out?” so that you can 
move forward (R127).

The participants identified a number of barriers with 
regard to the meetings. Time constraints were the most 
frequently mentioned as a barrier to the realization and 
continuation of the meetings. Almost all of them had 
invested time after their usual workhours. The frequency 
of the meetings (every other week) posed the greatest 
obstacle, as it allowed too little time for preparation. 
Some participants considered the meetings too short to 
discuss all of the cases and logbooks. The presence of a 
competent chair who would keep track of the time was 
considered a necessity.

Two other important barriers to the continuation of 
the intervention were mentioned, the lack of technical 
support and the lack of skills in evidence-based medi-
cine. During the intervention period, the participants 
were provided with full-text articles if they had no 
access to them. The lack of access to full-text articles 
was considered the main obstacle to continuation. Ac-

cess to databases other than PubMed and the perceived 
lack of high-quality publications in the occupational 
health field, especially with regard to prognosis, was 
also perceived as an obstacle. The second barrier was 
that the participants still possessed limited skills in evi-
dence-based medicine. Being able to provide a critical 
appraisal was considered the most difficult, as well as 
extrapolating findings to their own cases. They felt that 
they had made insufficient progress in these skills during 
the intervention period.

The fact that, as an occupational physician, you don’t 
have as much access to the relevant databases is just 
a limitation . . . a deficiency. Because, you know (. . .) 
everything has a price, and the subscriptions do as well, 
but it wouldn’t be too hard for the big occupational 
health and safety services to invest in them (R149).

Discussion 

We hypothesized that the professionalism of occupa-
tional physicians could be improved by enhancing their 
body of specialized knowledge. An intervention was 
designed to help occupational physicians make bet-
ter use of up-to-date knowledge in daily practice. The 
physicians who participated in this study valued the 
intervention, which consisted of a course in evidence-
based medicine in combination with small-scale peer-
group sessions, as a useful method for enhancing their 
professional performance. The physicians were of the 
opinion that they had become more up-to-date in their 
field, and this feeling boosted their autonomy and status, 
job satisfaction, self-confidence, and the interaction with 
clients and other specialists. However, the participants 
identified a number of barriers, time constraints being 
mentioned the most frequently.

To our knowledge, this study was the first to ex-
plore the perceived value of practicing evidence-based 
medicine with respect to the professional performance 
of occupational physicians. The occupational physi-
cians’ perceived usefulness of intervention with the 
use of evidence-based medicine is consistent with the 
outcome of the parallel randomized controlled trial that 
has shown that the intervention improved evidence-
based recommendations by occupational physicians in 
sickness absence episodes (30). Shuval et al (17) found 
similar results in their qualitative study on the impact 
of an educational intervention using evidence-based 
medicine for primary care physicians. Like our study, 
this study was nested within a controlled trial, and the 
participants believed that evidence-based medicine en-
hanced the quality of their practice. The physicians also 
reported feelings of self-confidence when dealing with 
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patients and pharmaceutical companies as a result of 
the intervention. In reference to Sandars & Heller (34), 
opportunities for physicians to share and discuss their 
professional knowledge during peer-group sessions can 
improve the implementation of evidence-based medicine 
in the health care setting. Making more use of evidence 
in daily practice allows physicians to maintain control 
over the formal content of their work (35). It gives them 
the opportunity to recapture their autonomy and can pro-
tect against job dissatisfaction (8, 10, 36). The fact that 
the physicians are able to discuss the medical content 
of their profession at a higher level seems to enhance 
their job satisfaction. Furthermore, the opportunity to 
meet regularly with peers, as in the peer-group sessions 
in the intervention, strengthens their relationships and 
enhances the intrinsically satisfying aspects of their 
work (37).

A common method used in qualitative research is 
to collect data from interviews until data saturation 
emerges, which determines the eventual number of 
participants (33). We interviewed a selected sample 
of 14 occupational physicians who participated in the 
intervention, and data saturation emerged at the 11th 
interview. However, because of the purposeful sam-
pling, we decided to conduct and use all 14 interviews. 
By interviewing the selected sample of only occupa-
tional physicians who were considered to be the most 
motivated participants in the study, the representation 
of the perceived value of the intervention is biased. 
However, since these occupational physicians, pioneers 
in practicing evidence-based medicine, value evidence-
based medicine as a useful method for enhancing their 
professional performance, they may become the opinion 
leaders to successfully promote evidence-based practice 
in occupational health. Hopefully their colleagues will 
regard them as “credible”, “likeable”, and “trustworthy”; 
then it is likely that they will be educationally influen-
tial. The most-motivated occupational physicians may 
play a key role in assisting others to become trained in 
evidence-based medicine (31).

However, major barriers to the adoption of the in-
tervention were mentioned, including time constraints, 
limited access to full-text articles, lack of skills in evi-
dence-based medicine, and a lack of management sup-
port. These barriers are the same as those found in previ-
ous studies among physicians outside the occupational 
health field (14, 15, 18, 38). The participants in our study 
expressed their concern about continuing to practice 
evidence-based medicine after the intervention period, 
as during the intervention access to full-text articles, and 
management support was provided. After the interven-
tion, access to full-text articles will certainly disappear. 
Occupational physicians need a well-functioning knowl-
edge infrastructure to access the evidence they need for 
practicing evidence-based medicine (24, 39).

Because time limitations form the most-difficult 
barrier to overcome in the implementation of evidence-
based medicine, it can be argued that training experi-
enced occupational physicians to become specialists in 
evidence-based medicine and training clinical librarians 
for occupational health would be helpful (40). Occupa-
tional physicians who are interested in evidence-based 
medicine can be facilitated by providing (advanced) 
courses in evidence-based medicine and the necessary 
facilities for information and communication technol-
ogy, such as access to the Internet and to full-text ar-
ticles, aids, and tools. In this way, they can assist other 
occupational health professionals to perform searches 
and to critically appraise articles. Furthermore, our 
study addresses only the impact of the intervention with 
evidence-based medicine on the self-reported behavioral 
changes of occupational physicians. There is still a need 
for an evaluation of data other than self-reports and an 
evaluation of the impact of physicians’ use of evidence-
based medicine on patient outcomes (41). 

Finally, now that the occupational physicians had 
experienced the value of evidence-based medicine, they 
expressed the fact that they lacked a quality-assessment 
method for monitoring their own evidence-based prac-
tice and for auditing each other. Developing and imple-
menting a quality-assessment method for evidence-based 
occupational health practice would be desirable in order 
to promote the quality of care provided by occupational 
physicians effectively. 
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Appendix 1

Description of the intervention with evidence-based medicine

Occupational physicians in the intervention group re-
ceived a course in evidence-based medicine lasting three 
half-days spread over 2 weeks. During this course, the 
physicians learned the following basics of evidence-
based medicine: a general introduction to evidence-
based medicine, instructions on searching for literature 
via PubMed, and techniques in critically appraising the 
literature. In addition, a member of each peer group 
volunteered to be the chairperson and received training 
in chairing case-method learning sessions. 

Upon completion of the course in evidence-based 
medicine, the occupational physicians scheduled ap-
proximately 10 case-method learning sessions with their 
peer group (6���������������������������������������     –��������������������������������������     8 persons). These sessions took place 
every other week and lasted 1 to 1.5 hours. During these 

sessions, the occupational physicians were challenged to 
each discuss one case in a concise and structured format 
and to give one another feedback on how and where to 
find knowledge on the cases. At the end of a session, the 
occupational physicians chose a few cases (half of the total 
number of discussed cases) for which an evidence search 
was to be carried out by the respective occupational physi-
cians. This search was conducted by means of the learned 
method in evidence-based medicine, using a logbook and 
guided by peers’ feedback. The results of the search were 
presented briefly at the beginning of the next session.

During the intervention period, the occupational 
physicians had access to the Internet and to a helpdesk 
offering support in conducting literature searches and 
accessing full-text articles. 

Appendix 2

Interview questions

1. What did you think of the case-method learning sessions? 

2. What benefits have you realized from the case-method learning sessions?

3. To what extent have the case-method learning sessions changed your practice as an occupational physician?

Patient care
Policy
Quality
Professionalism

4. Do you feel that the case-method learning sessions have helped you to maintain your professional knowledge?

Searching
Evaluating
Sharing
Application
Type of knowledge
Learning

5. To what extent have the case-method learning sessions affected the contact that you have with your colleagues and 
other doctors, treatment specialists (or both)?

Have the case-method learning sessions affected you as a physician/professional?
As a physician, do you feel more confident about your professional knowledge?
Do you identify more positively with your profession? 
Have the case-method learning sessions affected the pleasure that you experience in your work?

6. Were there factors that either facilitated or impeded the operation of the case-method learning sessions? 

Impeding factors 
Facilitating factors


