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ABSTRACT#
~ The purpose of thls theSrs is to descrlbe the chromc low back parn (CLBP)
workers oompensatron ctarmant in psychotherapy The method, Whrch rs

g herr?peneutic, involves asking-seven compensatiion board rehabilitation
N : - N .. - i f ’

psyoholooists' to descrtbe ther SUCcessftﬂ and non-successful\CLBP cI‘ients. ./é
S
o The thesrs offers a summary and 4nterpretat|on of each case, then partltrons

— —_—

the materral and |dent|fres 68 themes-.common to successful chen’ 47

&

drfferent themes common to non- succéslul chents and 26 themes which = . ¢

-overlap The thesis then relntegrates the frndrngs gto theraprst useable

w%les and offers suggestrons for future reSearch

iv
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S CHAPTER1 =

o INTRODUGTION

A. The Problem | ’ : 7} o
L " |
- : q . .
R

The most common type of chromc\bggk pain complaint seen in the
‘ Psychology Department of the\ orkers Compen§ation Bqard of Alberta \

Rehabilitation Centre involves the nig@are of ortholpgdic.surgeo[,g, nam‘ely’i‘._‘ :

7
— ! a0

37
|

pain which gets worseswith activity, which is dull most.of the time, buf “_

. o« o : .
~ occasionally excruciating, and whigfi is accompanied.by shooting pain and

ANE )

change of sensation -'down the ie@s. Mo"re ofteén than not, physicai @orifirm‘ation‘

of the com})iaint is lacking, or in dispute @haturvedi 1986; Hall, 1984; Turk

N

1986). (ndiwduals suffering from such disability report not onIy physical

pain anq severe mobility Iimitationsl,‘but>ai§o f'am_ii'y difficulties, loss of

@fﬁnds_, personality changes, somatic changes relating to loss of sleep, to 7

-
1

v ; ‘ ) . . . co .‘: . .
stress and constant body awareness, financial strife, and social alienation  *

attendar'it‘ to toss af employment and the absence of physical proofof = * .

v -
2

disabily. Psychoio’gicai treatment takes place under these complex and

sometimes ‘adversarial c_ircumstances. X
N | . ' . _

The‘\pring:ipal question examined in this thesis is: What can

compensation board psychologists tell us about success and .

: . A . . e
non-success in treating individuals with chronic low back pain? A"

4 ' ‘g" ‘ ,. . \ .



- . non- experrmental desériptive, hermeneutrc approach Is.used to exphcate and

& ~J

‘systematrze the answer. / Y

%

Psychologrsts wrthrn the Workers Compensatron Board Rehabrlrtatron

L4

Qentre.PsycboIogy Deparﬁnent (from here on r%erred to as the WCB‘

»

“»

. Psychelogy Department) were interviéyed .and askeq to provide detailed
. . ¢ . : @ »‘ & R

specific déscriptions of successful and r‘;fo/n-sﬁccessfui chironic back pain g

~cases. These é)escrrptlons were then interpreted and integrated inya variety
of ways, e ‘ ) -

, . ' o o IR T - c,
This area is being addressed because, as Shoemaker, Cox; and Bizasion  §.

"-Iéﬂl;usi ".;.chro_nié pain patients, particularly 'low back lpsers'
owing,a WOrk-relaI\eed injury have been extremely difficult to rehabilitate” \

(These authors even suggest that, since the majority of such patients are

therapeutically unreachable, resea‘rch should first center on identifying the
small minority\who can be helped at all). The problem of what actually

' & "
‘0écurs with ¢hd stage low back pain sufferers exists not only in Canadawbut

-

. worldwide, and noio/nly in compensation, but for our species ac a whole

(Block, 1982; Harding, 1984; Rollrnan, 1'986). I
."b . '.\ ' el »
Thrs thesis will look at the phenomenon in its place in the hvrng wor1d

o

ﬁ as percelved by the psychologrsts who deal with it on a dauly basrs It will be

argued that there i&ii>ttle point in an approach which would partition the

3

»

C e



_‘existihg-actual'ities and look at or manipulate mere fragments.
The Setting o
The Workeré C\on’?éensation Board (WCB) of Alberta acts as a
self-financing C:-faul‘t insurance plan. It adminis_ters a nool of capitélw
generated from employers who.assume collective résponsibility for work
accidents which occur on their premises. The management of the Board is
government appointed andmaAndated to work _indebendently.of elected
: o &

political pow%rs of the fnoment.

, ThroUgh its expertise the Board is expected to excercise judgment in
'9ca)1-rf>ensgting and treating the injured worker and to provide assistance to

- -

those living wi;h a permanent handibap as well as th‘ose returning to
emplc')ymen’t. . v

The Board's major component ‘b.ranches are: administratic';n, financi;?&’
és.ses.sment of employers, claimg divisions dealing with worker entitiement, |
and iréatment services, including psychological services, vocational -
‘ rehabil}tation, physi’othera'py, dqcupational th_éfapy, medicine, and tBe Iike.}
~ Approximately 60,000 employers report to the Alberta WCB, a‘nd sorhe 30,000
: cheque‘s" to inju{ed workefs ére sent out every month. From the man_vy

thousands of abtive cases, a%ogfi_oﬁ) each yeair a}e referred to the

Behabilitation Cent'r'e, and 6f thése, 1300 or so a(t; referred to Psychology, |



mostly for non-,tre'atment services such as vocational assessments. About

'600 psychology referrals each year are for psychotherapy.

Among compens;}tion"systéms in the Western developed countries, the
Canadian S)./stem is ambng the best in.“ter»rns of financial generosity, service
delivery and cost effectiva’ﬁess{- It is Vgemonstrably superior. to soth the .

United States and the current British model (Harding, 1984)." Of the various

Canadian compensation systems, Alberta's is without question above average

3

in the size of awards (Harte,~4198'7)ﬁ alnd's'pée‘d of.claim{espon'se and appeal
processing ﬁme (Ogsden, 1986). g
The‘AIberta compensatio'n system wés devélop,ed in response to demands -
of labour unions at the turn of th:a century, and its chairmen were 'alternately
union and business people. A no-fault'comp\egsation plzan such as the one in
‘ effect in Alberta since 1915 isv'chleapef t@n privately administered ,insufance
p\laué, and quicker and more effective in delivering payments, and more
economical than Iitigatioﬁ-béééd systems (Gersuny, 1981 p.24-5)). The
Alberta apprcach to compensatiqn is of course far from an ideal answer to all
problems posed by Hu-man\vulnerability, aging, exposure to long acting
stressors and}substancés, and the 'rest of the dilemmas confronted by

&
embadied bé ngs in the process of controlling the material world of the

workplace. The system is also currently at the heart of intense political
| ' 8
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debate. The issues of this thesis, fortunately, do notyest on specific

-acteristics of'thi§ compe-‘n‘sation system but deal wg'th wr;at occurs j‘n a
helcing éhcounter between a social organ and a;n injured indivi_du.al whereo .
. sofnatic, tempéral, interactional, or psychological cgmplexities int;arfereA .
Wﬂ"ﬁexsm?:ﬁ?ﬁmproveme‘nt; Because of the universality bf the pr9blem of
chronic iow babk pain the issues examined have broad significance.
Contlicting Visions Within the Com»pensation System

Despite thg ‘appar‘ent advant?ges of & no-fault system, the various forces
involved continue to pull at thé seaﬁs. A_recurring problem for the |
psychologistlis thé basié incompatibility between human experien;e and legal -
precedent. Ar. ntganization-as large-as the Alberta Board, and one involvéd in
such a contentioué task as paying one party's money to another for
subjectivqu repolr;ed pain and disability requires rulés to fl;nctién,-and itis
these rules which at times make the psychol.ogist's job difficuﬁ.

A myriad of teghnical details will determin if the worker has an easy or
difficult time with thg compensation system. This relationshfp in tufh
relates back to recovery from the injury, and this in turn effects the social
and vocational prospects of the injured worker. The psychologist is by no

Ve

‘means excused from the play of competing forces. Records and notes are

+ available to all parties, and psychologists are often called to giVe' .

<
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information and recdhmrr’\endations at appeal hearings. At times employers,

trying to retain affordab,le pr_'emi,ums,.attempt to convince the Board that a@
. ) . ’ ° ¢

worker's inju)y pre-existed .employment, and they can and do take the Board
to court to contest awardé which gey ‘consider too generous. Claimants sue
- to c;ontes,t_aw:irds they consider~not genérous enoug'h, and involve unions,
politicians, the press, and the provi.nci'al 6?nb’udsm'a'n in financial or treatment
‘disputes. The no-fault nature o'f compensation in Alberta is such, ho_wevker‘,
that the claimants cannot sue the employer diréctly, though that emplc;ye'r IS
often the one party whom théy consider fesponsiblé for the accéident and
against whom their emotions rail most intersely. (The responsibility for
controlling worksite safety conditions rests with the Department o? RN
Qcéupational Health and Safety, and e'mploy'er safety performance is,
additional'ly,'reﬂected in size cf the employer's WCB premiums). -

Still, despite these cﬁmplexities avnd conﬂicté, Géfsuhy, (1981), Wente
- (1984) aqd others amply document the T“Ch greater difficulties involved in

litigation-based compensation.

It would be a convenlient world in which painful injuries-were always
due to discrete, major, and preventable mishaps. Gommonly, though, in
chronic low back pain the'preéipitath‘ig mishap is minor and neither

- remediable nor preventable (Cailliet, 1985). Often the worker tries to stay .
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» ! - : /4 ‘ .
on the job and work through the initial pain (Ross, 1987). Delay in reporting
. ) p ) ) l IR i . . _
can make acceptance by the Board more problematic,' despite the fact that e
. . . . . N \- M . N u. R .
1 most back injuries resolve themselves $n short order and that the typical

~ front-line worker is known to be unwilling to take time off for passing

problems. , - ‘ S >
If the back pain does not resolve, and the worker reports it two weeks
o : . .- . ‘
later, confusion about time and place, and co-workers who witnessed the .

triggering event can conspire to cause difficglty with'acceptance. Still, SR
7 because of the le}ge sums invplved, rules af prodecere mu'st~ be folloe/ed. |
Similar complex'ities of rule d@nd procedure accompany other aspects of .the_
process, from specificity-and approp(ieteness of [neeical advice, to
r‘e-er?ployment assistance, transpor”tatioﬁ\a&d home care allowances, to . v
-ce%ulation of pre-accideet inco‘me, to settling the pereenta_ge of
pre-gccident Wage to‘ be covered by conﬁpensétion (Open Ietter’tO‘the Manjtoba
Employees Compensation Board, 1985).

People in the workptace fend to trust the com‘pensatien syetefn, but
perceived mistreatment at the st\ert ef con}a'ct with an iedividijal eecident

-

\;i%tim can warp the relationship. Under such conditions, for some, the WCB

becomes suspect, for others the whole social tapestry begins to unravel when

their problem goes u-documented, unresolved and uncompensated.



s
Nonléinjured mers do not want to listen to conspiracy theories at{out o

the' safety net called the WCB because such theories make ‘everyday
: , , , o A
. ‘ ' ' :
functioning en-the job impossible. The injured person who is on poor terms,

<

A= 4

with the WCB (as-many Psyéhology Department clients are, due to the lengthy

“and poorly understood nature of chronic low back pamn), may thus be full of '
rage, with no ready audience'or target. -

>

In many cases, the conflict between the written rule and the subjectiv'e
world of the low back pain sufferer exists from the initial acceptance of the

~claim. There is an expectation of improvement along general actuarial time
. - 12 ;

4

“lines by both the worker and the compensation system. There are traditional

“

sequences of medi’cal treatments to be carried out, from conservative to
radical There are schedules for appointments for treatment programs and

surgery, sometimes wrth long waiting periods If improvement does nat take

<
.

place, attributions are inevitably made, by both sides.
P .

To make things even more complex; today's intellectual climate seems to

view waged labour as something like Bosch's painting "The Hay ﬂagg_n_ an
¢
overloaded thrash heap full qf vicious fools, each cutting throats to reach the

-—

o topofa m‘eaningless frenzied pyramid. 'l;h‘is vievv paints the Compensation
Board as,pushing those who have fallen off this wagon back onto it. While it
~ obviously has some merit, such a view does not quite account fof the dread

RN
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felt by the working person torn out of the fabric atui ‘eft to disintegrate in

self-doubt, inV-watching, ih drugs, obesity,'ahd closely monitored
o~

-

purposelessness.

)

' :As May (1967) proposes, man is only meaningful in rélation-tq his world,
and when that world is}work, earning a wage, supporting a family, making a

material difference, a tearing away will be painful. The low back pain client
» N . )

cannot live without social support, and i§ not able to earn it any M other

e

than by doing what does not seem possible, that is, getting b'ettenand going

. : " R '

back to work. However, it is not necessarily theé worker denied compensation L
who is of most concern to the psychologist. As we shall see, the rending is
traumatic even for those who have:_full and permanent financial support.

The Low Back Pain Client seen by the Compensation Board

e

Psychologists

; -

- Areturn to work takes place in the vast majority of Board cases. It is
non-return which brings the clients to the Rehabilitation Centre and

sometimes to the attention of the Psychology Department. These low back

N

pain clients have almost univérsally been through all available physical
treatments, usually more than once. The psychologists interviewed for this

research thus deal-with individuals who are not only at the limit.of the

_ .
compensation process butat the very fringe of presently available
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' unattainable, the client often attem"pts an attribution that can lead either

' therapeutlc accessrbrlrty anywhere at any cost

pov— Y

' Clrents who reach thegpsy' _ology Department are marnly peopte workdng

in the physical domarn generally IaEzsourers or those provrdrng strenuous

physical service to others, such as nur’ses‘and nursi'ng' aides. The clients of

\

the Department typically work as employeesof others, and have few

intellectual pretensions, or skills for dealing with emty, upstructured time.

Whatever the combination of speg;-jﬁc factors,,f _ workers in thrs \

)
/

srtuatron have patience with the system S necessary insistence on drvrdrng
& - -
the problem into pre-exrstrng, aging, and work-relatedv‘components, the

waiting for appointments", or.for lengthy explanations and minor bureaucratic

~—,

'rnixupsf The.clients typically expect the're,pists and doctors to do their job,
and since they are not get:ting b_etter, the“c ierts are otten tempted to suspect
that this is due to intentional acts'of an adverseriil _opponent.

These compen»sation c'lairnants do not easiiy accept the irreVersibil'ivty of
some somatic‘problems, or the possibitlity‘that'_ p'syehoqlegi‘cal fact_ors may be

”

involved in the persistance of the complaint (Bakan-, 1968). A common
) ‘ B .

attitude among compensation clients’is: "l will net'leay.e here until | am
completely cured, and until | know that it will never happen to me again.”

Compensation psychologists tell us that when that result is accepted as
’ o S



—

outward, into paranoia, or inward, into self dissembly, depression and
immobility. ]

w

There is little doubt that chronic low back pain cohstitutes one of the

invisible plagues of these times (Hall, 1984; Turk, 1986). The notion of

S

Hfelong irrémediable-§Uﬁ ring is hard to accept in this 8ra of technological

wonder.: Nevertheless, ' If¢a million people in Canada are partly or’

completely disabled by backpain, and some 10 million workdays are lost

annually to it (Block, 1982). In a study conducted by Block (1982 p.51) he,"

.

- found that: "No pathological basis can be found to support pain complaints in
L

as many as 78 % of those who are severely disabled by Tow back pain. Thus }

: .traditiéna_l medical treatment which is aimed at remcving a pathological

process, mdy be inappropriate for a large number of these individuals.”

~

¢ The_difficdlty of treating low back pain sg!ﬁerercs is also reflected in th

Voo \ '
admission data from pain clinics. In these clin@s the mean duratian of the
]

problem before admission is 8.7 years. The mean number of failed surgeries
’ . .0
preceding admission stands at 2.5, and the mean number of previous

]

hospitalizations is six (Block, 1982). Significantly, these private clinic
clients have no financial stake in }emaining disabled.
In compensation as well as'in private clinics, when standard treatments

-~ .
fail the clients ase generally sent to psychological services; then they,

11 .
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o .

. N4 together with the psychologist, fall into the chasv‘m between wha* shoyld be

(fmprovement within so.many wee:.s), and what is, namely continuing pain and
. ( . M f»& )

t

v -

«disability.

. ~
. v .

N\ e

- Psychologists' Position and the Social camework . ?
.‘ ’ * ! \ . - ’ L .
. The functions of the Psychology Départment include: vocational

assessment, assistance with lower level somatic problems o igh
. ' : . * r \
ﬁ.‘oiofeedback, stress management, relaxation training and pain control

?

training, and)individual couhseling to help the client'cope with tragma, with
phobias, with terriﬁling drearns, and other typical counseling issues. Such
. ’ ( ’

counseling can also involve the family or significant others to hel‘uce

-

pressures at homé.

: Inter\Wth the compensation system takes placefwhén the

-

psychologist tries to explain the client's position or behaviour to ease
. . J > .

b4

client-system conflicts, and when assessment of the degree of psychological

damage is necessary to help set the rate of compensation. Considering the

often adversarial nature of the system, each of these functions has its

/
/ =~

ethical and practical perils. v ( Q

Ideally, the psychologist is working both for the Board and for the cliénf,

« with a goal of retUrnihg the client to full function and employability. The

12 7
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- reason why the client us being seen in the P~vchology Départment rests on the
assump'tion that there a;e significan_t or unusual psych&ogical factoré which
';ntérfere ‘with such ret:rn to full fmét(on,f and that thesé can be effectively. . s
_ ' ///_.adc'ireSSed.- While this'judgment wés in the past usually made ﬁy a functionary
B “'of the cc')mpensation s@ egternal physician, the Depgrtment now
N s provides lectures and brochure; to all incoming c}ignts, and a growing portion
of the Departmentai clientelle now consists of self-referrals. ‘

" One problem foP'the working compensation psychologist is thag there is
) 7 > . ¢

to p\eople under the extremes

3
, -\ |
of social, economic, and physical stress encountered over long periods of time

little information about what actually happens

in settings such as this. The education of psychologists, and the available

research fall 'sh_ort of providing sufficient entry into thié complex situation.
¢ Clinicians re:ognige ihat complete elimination of pain is not pqssible for
many people with chronic pain (Barber & Adrian,’ 1982; Brena, 1975}). fStiIl,
most do believe that'therapy. can result in improveﬁwenis in mooé, :Ie'v;al of
physical activity,'vocatior;al productivity and social adjustmen: és well as in
_ reduced use of medications for pain ana reduction of unnecsssary visifs to -
physicians (Dolce‘} Raczynski, 1985). They also:expe‘gt to be able to assist

\ :
- clients in restructuring their gnderstanding of the situation and in becoming

_more effective in tolerating and controlling it. But despite prese'nt efforts to

Q
-
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include psychologists in earlier. phases of treat‘ment the function of the WC
psychologrsts stlll consrsts Iargely of deahng Wlth people at the end of the/
line for whom all avallable treatments farled to provide sufficient solutron

and urgc%r ‘whose'feet the socretal safety net has developed rends The
BT

need of exploration, h

o

ltis the gim of thiéthesis to use the WCB psychologists to describs that

territory and to generate a cokerent L?\der'standing of what happens there. B

Lack of Relevant Research / o o
A common eomprarnt in the Psychology Department is the drst‘anj _
‘ ' v
between psychologrcal research and practrce K G. Ferguson (1983) supported

thrs view by proposing that nothr‘ng relevant had been added'to the area of
applied clinical psycholog‘y in the last 40 yé’ars. The very presence of tens of

VoA

thousands of chronic low back pain sufferers incontrovertahly shows that
. . . , e ' :

LS

. . / -
effective treatments do not exist in many cases. Another argument for the

&

need for a thesis such as thi§ comes from the meta-study conducted by "'
Berman and Horton (1985) which demonstrates that eﬁicacy» of trained
therapists is not notably superior to that of paraprofessionals. For all thesg

reasons, the capture of real life for psy ologioai study seems a ver7

necessary endeavour.

14
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However, such research can hardly be based on the stand'ard empi‘rical
SO £ - ‘ , S
< means. Laboratory pain studies are af limited help to the clinician. They

.

" take’s place in a time-limited frame, wheré someone, sither the researcher,

%

the subject, or a clock is in control of the adversity. Dread and attribution are

1 .

‘therefdre absent. Pain in the real world is an entlrely dnfferent event under
&

,m,.

’ no one's COntrol full of dread and boorly understood causality, and that is why

the chent IS srmng there, facing the psychologist., While research

. ) 1 :
information on dealing with the somatic aspect of pa'in canbe useful, it is the
i _ . - F B
J psycholdgjcal aspect of victimization by an unspeaking and unfair f\ate:w‘h'rek
ra <

,mrﬁrst therapeutic hurdle. R

Esychology s,posntlon in this dance is not particularly enviable because,

1t

as Bakan (1968 p.75) pounts opt, the patient's ego has an aversion to-accepting T

- J? :

vcompl city in pain, in accepting that the pain may be even partly‘ '

psycholcgical or self-referrential. This makes it diffic.It to cast the client,

sitting there grudgingly in one's office, into the usual stream of therapeutic
' |

jargon. This *elationship between ego, soma, pain, exhaustion, Icss of-faith,

blame, acceptance of help and readiness/fo'r change is extremely complex in

the cdeensation setting, and not reducible,to individuaf‘c'r simple factors. |
Dieappointinglyl, psychological literature bdlq_ﬁes \r/ithfresearch which. |

o

i} discounts the batient's claim of pain and limitation, and too readily accepts




‘settings. Psychologists at th;}?eQabilitation Centre do report that some

-~ 18

~ the medical pronouncement of its absence. Forayce, Sheltore & Dun'_more

(1982), for example, believe in resolving limitations caused by chronic pain

~ with gradualty increased demand.’ In their model the therépists decide what a

good goal for the client should be and after determining the baseline.wéttde

G - L . o
the needed ifprovement by the number of sessions available to achieve.it. If

the glients fail tO'go‘ the required amount at speéd, they have to do twice as

- -~
- . .

muc

slowly. Such an approach is reasonable onlgas long as one assumes
o : : . *

medicife is a complete and accurate science and'can meaningfully pronounce

o 2

4
on the extent of patn and dtsablhty What thls approaCh assumes about hum@

" relatlonsh:ps is even more frtghtemng The example does flustrate, however

©

that the chent’s presentatton wil eventuaﬂy reflect not only subjectwe

'factors but also the belief system of previous treating proféssionals and

X

clients are hard to tafk to because they are soured by the excess of - .

enthusiasm'they encountered in previous psychotherapy. By the way, C“e?f'

of the Psychology Department fill out from two to as many as five

-

post-treatment evaluation forms. A forcefu approach such as the one

!

advocated by Fordyce et. al.(1982) would certainly be objected to by the

hY

cliénts, and shortly discontinued.

The advantage of the current research effort is that it is based on d;etta
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“ gathering from multiple repdrters_, utilizing a variety of treatment
techniques, with actual clients in normal treatment circumstances. The
séven péychologists portray their:successful and unsuccessful cases and use
their years of experience and écéuired perspective (o0 select spetific céses_ 5

and fécué on issues to be emphasized. In as mucr as is possible under the

ciréumstances. we thus acquire a multifaceted portrayal of a breathing,

living reality. |

The Role of this Thesis '

This tf]esis will draw on the,therapeutic experienées of the
psychologisfs engaged in this complex situation of treating chronic low back
pain clie’nts in the workers' compénsation setting.e

The method involves a g&thering of diverse v.iewpoirv*.s of the seven
compensation psychologists by aski}ng for theif desbript. TS of-'su‘,ccessful and

N

non-successful cases. From this is derived a systematic description of what
. ' :

occurs in this setting. This thesis is necessary because the situation is at
B prese,nt‘so poorly understood. \

This thesis is not an instrument to measure or improve the specific

efficacy of the F;achology Department, nor is it a means of comparisbn

¥

(between one such departr_n'ent and other treatment settings. To my knowledge,

fhere are no comparable settings, béb’éuse thedresponsibilities of psychology
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departments in tﬁ"ose cémpé i2aion boards in Canada which'hav'e thém are
radically different.

Tc use th.is thesis as a means of service evaluation would ri‘sk sending
the whole service’?careqning'toward satisf‘action of some specific criterion
w‘fiich appears valid at this plaéé and time.

- ”Suc::ess" and "Non'-success" are not explicitly defined for the
p;ychplogibts intervfew_ed. The dichotomy is allowed to arise -frém the
- multifaceted aspect of théirchoices themselves. As far as | can determine, g
* no acceptable criteria of success and non-success exist, and those reader;
'Io.oking for explicit definition .of such criteria in this thésis will be
disappointe,c‘i‘. At this point in the inquiry we simply need to develop a_broader
sense of thé situation itself. But despite the haiy;atrure of the dichotomy
~ between success and n n-success, the reader will find that the qistinction,

though not explicit, is clear, convincing, and informative of the situation in

£

which it is made.

The d}i}stinction.‘between success and non-success, left as lthp% the
u‘_nde;rstanding of the inter\:/’iewees', IS also used as a leverto t;ring the whole
of their therapeutic ekperience out into the open. The results are at times
surprising, and they are in all cases educational.

L
o

The steps involved in a reconstitutive hermeneutic analysis which
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7 \} followed the interview process did not take place in a’'vacuum. As we shall -

-9

see in chapters five and six, .the interviewing and re-interviewing process had

an effect both on how the psychologists thought of their cases, and on the

way | percgived the meaning, the limitations, and theFotential of this

research task.

Limitations of this Endeavour | \) :
This thesis is not a hypoxhesis-,testing in“strument. Its limitation; are

the limitations of the reporters, the observer, the situation, and of the author

és both actor in the 'setting, (a working psychologist at the Compensatior\f

Board) and intérpretor of the data. Nor is'tvhis thesis a plolitical statement

-

about compensation, the nature ot employment, or of social organization. .

. [
3

That discussion is, | believe, best left to the greater wisdom of the public

Arocess.
The most pronounced limitation of the thesis is that it gathers its

materials second hanc not from those experiencing success and non-success -

,

Y

number of

(the clients), but fromintermediaries (the psychologists). Fora
reasons*, this is unavoidable. But while the extra layer of interpretation may
cost us some immediacy, it can and does add perspective, distance, and scope;

principally beca.se the viewpoints of the psychologists differ, and because

they are all involved in the step-wise process of developing the final



~

ungerstanding of what ha%p,ens. )

‘e

A further limitation involves the need to present not the original
\§ p

~terviews, but only summaries and interpretations. As we shall see in
ChaQter 4, there is simply no way to sufficiently disguiée the‘ raw rﬁaterial
well enough.to prevent identification and guarantée fhe con'fig\eqtiality which
was promised to ’t‘he so"urcés.‘__ |

Chapter Summary

This thesis examines the question of what can com‘pensation board
psychologists tell us about success and non-success in treating individuals
with ch(onic low back pain. This unique treatment situation has so far been

poorly served by psychology in terms of actual research, therapist training,

.

' . e |
and q?\'elopment of suitable research methodology. This thesis takes a
phenomenological/hermeneutic approach in an attempt to develop an

« understanding of the complex problem and to express it in comprehensible and
. 4 } .
useful terms without denying the multifacetted nature of the existing

[4

situation.

* The reasons why first-hand information from or about the clients

al

themselves is inaccessible, pa'rticularly by nomothetic means, include the

fact that there is no way to construct treatment groups which would in any

~

meaningful way be simultaneously homogeneous along the dimensions of

-

20
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physical status (Whiéh is With these clients in constant flux and dispute)‘,w
personality, and the social dimension,‘ié;; ,wéll as attitude toward the WCB"and
toward psychological treatment (these being the most commonly An‘wentioned
variablesqcbntributin:g to treatment success. There are, as':we shall see, many
mo[e). Without such simultaneous' .ho/mogeneity, comparisons of groups of
manageable size are Hot likely to ‘be meaningful. In addttion, clients are not k

Iikely to consent to be either in an "experimental” treatment group, or in the

“"non-treatment” group,'and neither is the compensation system likely to

. tolerate the notion of treatment denial for the eontrols. Further, clients or

their represensatives would likely insist on right of review of the procedures
and the results. The compensation system would certainly insist on such a
L T
right, though perhaps in indirect farm. In addition, neither the compensation
P

. Cr
system nor emploxers nor the clients would be much inclined to carry the

finar;cial burden for either the reseafch'itself, or for the 'overhead' such as

([; 7\‘; . .
therapist time, space and clerical and computing services, without a say in

|

determining the dimensions to be assessed, and those to be left alone. For

" these reasons and for reasons mentioned elsewhere in this thesis, V]é present
_ . .

<

research uses secondary sources, the treating psychalogists. It relies neither

on financial support from the parties involvéq, nor on permission of access,’

~

except from the interviewees themselves. |

21
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7 CHAPTER 2

N, ' ¥ Ve
" LITERATURE REVIEW

A. CHRONIC LOW BACK PAIN

By way of intrggluction let us look at some highly condensed examples of
medical and non-medical hypotheses about th{g nature-and cause of chronicity:

‘a} the clients are suffering not from pain, but frdm habitual

pain-_béhaviours,

b} c‘hror_]ic low béck pain reborters are all after.mor}ey,

" ‘c} it is the fault of the social system in which we are aell exploited, and .

no joy and no relaxation are'alk')wed, '

d} th%clients" ére stubborn and need to p;ove that'they.are right.and that
fhere ns something structurally wrong, |

e} it is all caused by secondary gains, by the reinforcing effect }o—fﬁ °
attention and lassitude, |

f} it is the absorption of salt into interstitial liquids that goes with
depression which causes expansion of the discs and subsequent'malfbnction

L%,
i ofsurrpunqutussues, , '
[}

g} the pri#i_ary éause_- IS microscopic physical wear and tear on the soft

tissues and facet joints,

i
Y

h} the comhlaint is due to inadequate personality, the clients are- -

! -

<
\.\k
)

¢

-



chronically unable to handle life on their own,

i} it is the compensation system's fault, it creates its own dependents to
o | ) S
perpetuate its existence, _ o : : ‘
j} the neurotic individual is more tense than the average person, as
expressed in muscle contraction in the paravertebral muscles, or in the
contraction of chest and. stomach muscles which the paravertebral muscles

then have to counterbalance. These contractions cause compression on the -

discs and this leads to prot-usion of the liquid nuclear disc matter, or
X - ~ - ,

compression and drying of the disc, or any on® of a myriad of other chronic

’ : : . £ ¢
problems, including nerve impingement,

. e v

k} the glient reports .p‘ain as a substitute for.a plea for inﬁmacy,'
I} overeager toilet training by parents ‘has caused the clients' gluteal
“muscles to be pérmanently overa?ve, |

m} pain is the result of lack of proper p.aﬁérns of nerve stimulation,

" n) the clients suffer‘fro.m sénso}y deprivation or other consequences df
prescribed bedrest and ir]adtivity, and would ha\;e‘a been better Bif t_o'stay on
the job, ' S A

0) theAcIients suffer from the "pain-spasm" cycle.' o

p)-they suffer because the painful 'experienpe‘s which accompany

prolonged low back. disability conspire to make th? client less mobile, and

\:‘ - )
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-~

M

this in turn leads to shrinkage of muséles_, ligaments and tendons, furthering

.

the djsability,

q) the clients _suffér from undiagnosed s.acroi!iac joint hypermobility.

For the low babk p;in client tﬁere is the vunce_rtainty in physical -¢
diagnosis, unrelieved pressure (Sf social exbectatibn, loss of slée'p, confusioh '

of the drugged state, interpersonal stress, the barrage of health provider
L ' : .

‘encouragements, the need to attest ta one's intérnal state before poweiful

D :
and sceptical others; and no one to turn o in day after day, month after month

grip of suffering. While counseling services are, as we shall see pivotal in

\

recovery, we do ot really know why. Is it because they bring the client to
v . .

accept psychological culpabiltty in the cokhpiaint? Because they provide a
-, o :
supportive sounding board? Because they offer direction and cognitive’

guidance in times of utmost dread and turmoil? . : .
Shontz (in Neff,1971) desczibes five stages of adjustment to disability:

Shock, éxpectanqy of recovery, mourning, defehse, and final adjustment.
: ' o Yo, SN
Among the compensation claimant's life events the belief in the etﬁcé:y of

treatment, social status, luck in finding re-employment, spousal relations

and so on, all play a role in the passage through these 'stages’.

1
. L)

Internal and external processes intertwine to form a complex and fluid

situation for the chronic low back client, and, as we shall see, the

4

R AN

S
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psychdlogist attempting 'tq intervene needs to be aware of the numerous
influences which are in constant flux.

CompleXxities Imposed hy Self-Reference

An old "Ziggy" cartoon shewed a patient in the doctor's office; the ’
physician was explaining: "Don't worry. about iibeveryo“ne feels lousy these
days.”

A fce'n{ralist attribution” w.o,uld'search" for‘personﬁalityv_fac‘to'rs which . S

<

would explain Zlggy S mabnhty to deal with the ca(ds that have been deait

hh or they may look at his need to manufacture ’pmblemscsmthat he can take
. > . . ;',“‘~. » .i"‘“« ’i,‘) B ’
b‘!ﬁ . f\,-;‘ ) ’..é" .:‘ - 15(_,_‘
on the role of sufferer and satlsfy his need for the phys1cnan s:aftgaliant

L

maladjustment S|m||arly FIorence §1980) states bﬁ“at desp’rte the

w
1 14 > 44 .‘k' . w

presence or absence of physica! features to explaln tﬁe pann al} pan"“'

) e

e

learning forces, and proceeds to alter the reﬁjnfq]r;(;ers in" f-’or example

Fordyce (1976 p. 206) proposes teaching the patients' spouse to reinferCe ‘



'well behaviour' and ignore pain expression.
' A . o
However, returning to the compensation setting;wi

_the épouse to ignore complaints which the injured worke
able to express to anyone else, and to encourage that'spousé to ignore pleas
for assistance may‘ not quite be perceived as helpful, but quite p&%sibly be @‘
seen by the suffering individual as a ;inal indecent betrayal by the world. -

Bateson (1 9?9) argued that betrayal and abandonmeht:ére often
we'fghti'er iIssues to a persoh thah is material advantage. He proposed that the
rain dance was not so much meant to bring Fai.n és to affirm }Dhat the tribe's
placé is still within the dorﬁain of friend‘ly forqe\es;. Some low back pain

I

sufferers engage in a similar ritual, the searchtfor a medical certifiéate
documenting pathology which would not only help get rid of the“‘co'mplaint, but
’ also legitimize the sufferer's claim to be a truthtul, honourable person.
fhe nature of pain: Buytendijk (1961 p. 25 “tells us that: "Pain is painful
.in the double sensé, since it is also a puzzle tormenting us.” This i;
particulariy true in low back pain cases where structural explanations are not
known. This puzzlement is likely to be even mare intense today than it was in

Buytendijk's time because of the present coriviction that everything is doable,

and that there is nothing inevitable about either suffering or death (Lasch,

%é é 1979).

&
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\ ‘ 3 -
‘ - Since there has also been real progress in medical*technology, the -

Iong-‘s‘uffering clients are indeed’puzzléd about why they hév'e been left out,
why they in particula’f are disbelie\)ed, abused, and abandoned without cure.

To quote Buytendijk (1961 p. 58); "This sense of abandonment of the human

[V

being to paih has its d'ire t result in a cleavage of the self and the body." The

body thus becomes the enemy. As pointed out by Neff, (1971 p.37) ourearly
(
bbédy-image has a shameful co;nponent. When body control fails, that shame .

returns.
Lack of physical streng;tﬁ is, in the working woyld, a Igss of tenure and

respectability. Loss of control over eliminative functions, which is

o

occasiohall\/ an aspect %hronic low back pain, is usually devastating.
» #”~

The question of 65in attribution has existed for millenia. Te summarize
. % ) . ' U
Melzack (1973): under normal circumstances, an active individual without

- . \
ulterior motives can tell what occurs peripherally and can attribute acute

pain accurately to location and cause. However, physiological changes,

L%

emotional state, cultural embeddedness, and particularly the pastage ot time
.~ while in pain can alter that reliability of the processes involved.

The centralist argument which places responsibility for the problem onto
psychological or central rather than peripheral processeés leads to an

. 'Q

immediate complication when applied in the comgené@ion sityation, namely

=



'S

of life.

""\. . /\K\
Such re-direction of attribution to the sufferer's own personality has a >

28

the psycﬁologizing of pain. In the most simple form, it leads to the client
—claiming that the pain is real and a respdnsibility of the Compensation Boérd,
whilé the compensation functionary psonounces that the pain is psyéhological,

that is, unréal, non-compensable, and the clients' own responsibility. (This
1 _ ) .
o .

dichotomy of attribution has' récenfly been aljer.ed b); Iegislativg reco'gnition
of the legitimacy of psYchoIo"gicai‘ disability).

In ahy case, the issue éf gliént reaction to this psychologizing of pain ..
become's‘;a p.roblem in itself énd makés the ésychélogists eventual job hardt;r.

- N ‘. - o
An example of central (personality) attribution of paig,proneness is
. ‘ Oy
£
offered by McCnab (1977 p.112) who describes his vision of the three basic

. ¢
personality types found among chronic pain sufferers:

1) The Racehorse, a fighter who hyperextends under threat aggrevating

. ~
the back pain problem. Will do well with conservative treatment. -

2) Razor's Edge: the hystérical attention-seeking contprtioninst. Medical

attention won't help him.

3) The Worried Sick: he retreats into hypochondriasis under the pressures -

seemingly irresistable attraction when physical intervention has failed and

¢

the patient's complaints remain or grow more inténse. Kobasa, Maddi, and

, . N ' "
: !

»

v



- | | L 29
Pucetti, (1982) argue that hardy people arre curious and find their own |

~

Vei;kpe_rience interest'i'ng, and that they believe themselves to be infl_t]ential in

- 3
f

. €. ’.\" w't . ' ’ ‘ . . .
) fgx&(r_e change. People who are not hardy, on the other hang, see themselves as

. , Pl
f-fiisxgwe@gs in the face of overwhelming force and find their life meaningless,

O e L . e . .

A - boring and threatening. They have no belief in positive development and like .

- things E)est when there is no change. Whé.ri stress occurs, these not hardy see
no re;asc)n to expect a pos'itiveloutéame, $N wFén injuréd they becbme
dependent, and' that dependency prevents improvement.

'Central nlodels thué teg\d to place respb’néibility for | disability on thcla.

- c-lients, and make them the perpetrators as well as the victims.
. “ | Thg Nature of Suffering: Proust (1951) illustrated the difficulties"
involved in ét-tribution vof the céuse of suffering; a discuséion whi@:h is of
some antiquity. ‘_Young Marcel, as the reéd_er may recall, had an extraordinary
fondness for his mo‘th_er, On one vccasion his stern and ptjhishing father, BN
responding to the boy's uqhapbiness\, sent his mother to ;p%nd the nig?t_viith
Marcel, ma.king the boy uhe§pressibly happy, but also pegging h-ié misery and

display of suffering as an in‘yoluntary disorder, a visited eyil‘rath_er;thaﬁ a

vo‘lunta'ry faul, one for which he would othierwise have been punished. "I

s

éould weep henceforth without sin,” thought Marcel, and this terrified him

because e saw in it a strong temptation, or wotse yet, something that would

L

S

—
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sdddenly 0vercome him, unbidden in moments of unhappiness ahd need. j
. v .

In everyday sntuatlons the degree of suffenng is related substantnally to .

our posmon in the external world Th|bault and Kelley (1 G59) argue that we

s \
empJoy a cor_hparison level for'eval-uation of outside events. Things which . —

happen to us above a personal -stendard of expectation make us happy, those

below, uh,happy. These authors propose that the comparison level fails to -
change with injury and thé concept of what is fair remains‘where it was, so

t at‘moSt new events after disability make the individual unhappy because ' \

B

“they are inferior to former accomplishments and earnings.

S ¢

Beek (1976 p.84) similarly proposes that depression is devaluation of _

" domain, whtle mania is the perceived gain in domain, Johnson (1971), looking

at somatically oriented hypotheses dealing with pain and suffering also kund
the most productive to be parallel.of the above, on the bodily level, namely

that chromc pain relates to the mcongrutty between the physncal sensation

\ o~ ’

and, expectatlon and found that sufferers who expect worse typically

reporte% less paln Those who thought they deserved better or that better

3

could be had, complamed and suffered more.
$ /"

i

Thereﬁis, of course, far more involved in suffering than getting one's |
way, through a (perhaps involuntary) change in emotional: stance. With low

back injury the very order of life experience is altered. - s



]

As thé individual had mafured and acquired rribre exberience’ in lfe, a
growing number/o\’f processes could be treated as background, 'with.ciiit focal
a.ttentic')n. The grammar, the rules and procediires of life and-v;oii;, Bé;ame
. automatized“. With injury, a radical change in self-definition fdrced the.

Ciient to attend to many more things, to once again deal focally with lower | '
level processes such ‘as movement. Higher level pvroce;‘ses like sobiai roie anij
seif~worih pecome undermined by s‘uc'h return to p'rimitive concerns.

@ ~ ' ' > .
As Frapk (1977 p.316) notes, people become demoralized when they

S

- cannot meet the demands of a situation and cannot exit. Depletion and

. exhausicn further changq se’li-definition and force more re-assessment, once
" again cownwarc. All thi’;s takes pla¢e ina situation where', typically, the

client lacks credibility because cif either showing no physical sig.ns of

-damage, or because the pfégedures fcig correction of structurél deficits are
comblete and no improvement has occurred.
Issues Facing The Psychologist

'Back Pain and Psychological Factors: A recent sur\iey of the roles of

psychologists in Cai'iadian_ pain centres (\(dn @ayér__and Genest, 1986) tells us

!

that non-therapy clieht contact typically includes: interview and activity

1
records, physiological and biofeedback measurements, social history taking to.

see if the pain is associated with past evevnts, psybhometric personality-

31
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assessments, vocational éssessmenté, and interviews with the far;1i|y. ‘Most :
common forms bf treatment repérted byv’ the clinicians_ in Canadian pain

centres are: cognitive therapy, bri\éfeedback, hypnosis and short term
psychotherapy. Attention is also usually g'iven to weight problems, addiction, :
soéial withdrawal, under-assert'iveness\avnd colntrol of anxiety and anger.

Means of tré:atment vary from lengthy in-patienf stay to home visits by field
worl'k.ers.. Little time 's typically spent on research. Clinicians in thesQ '

locales rec:ognize"that elimination of pain is not always a realistic goal. They,

-

do beli‘eve that therapy can result in improvements$ in mood, level o.f physical
3
activity, vocatibnal productivity and sdcial adjustment as we‘ll as reduction
in use of medications for pain, and unnecessary visits to Aphysicians. The
services offered by the Psycaology Depargment als.o follow this pattern. »
The compensation psychologist is usually faced with deciding whether
fhere are psychological issues Caﬁsally involved jg,the client's low back
complaint. The following literature speaks to arguments for‘and against such
attribution. |
Is it true that happy people don't get sick, (Sheeha{n, 1978), and that
unhappy people (specificaily the déﬁress’ed) re‘spond poorly to medical

treatment (Romano 1985)? Perhaps, as William Osler commented (in Murphy,

1981 p.102): "There aré people in life, and there are many 6f them, whom you

-
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~will have to help as long as they Iivé. They viill nevér be able to stand alone.”
br, as Sartre argues, (S;ktre, 1969) the batient can be acting in "bad faifh",
misrepresentiné the source of nausea, despair, and d‘read as di'seése. ‘

Further on this relationship of happiqess ahd }health, Anna Freud (Szasz,
1957 p. 244) obseNed that ofphaned children are more hypochondriacali and
Schmidt (1985) ‘n-oted that chronic low back pain patients (who typically have
a negative se;f concept) demonstrafe Boorer physical performace which is
unrelated to pain “:cvel, that they befieve too much in rest and subjgzc,tively
misevaluate exhaustion. .The unlozve“d must, perhaps,llove themsellves more,
or at least proteét themselves better tha~ the rest of us.

Granted that the clients are exg erienemng ‘unhappiness' in one form or ¢

-another, it may be that the various typ== of negative self-states are .not

a

cer arate ehtities. Watson and Clark (1984) argue that anxiety, neuroticism,

4

and other typical related traits are all attributes of on.e‘stable facto.r. High
negative affect individuals typically experience this state across situatigns,
at all tirﬁes, and éven in'the absence of stress and pain. They are more
: intfospectiye and tend to dwell on themselvegs, and méy be identifiable as
complaint-prone e.:.n by non-professionals. ‘Perhaps it is true for such “
individuals as it was for Mp_ntaigne that:" My life has been fuii of terrible

misfortunes, most of which never happened (Carnegie 1953:._p.1:0).
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In terms of thi/séentralist argument we can assume that this perpetual °

ife of anxiety and somatic tensior leaves a¥race and exacts a bodily cost in
the form of chronic pain.

!

Accepting the propesition that psychological factors have a piv'otal role,

. Engel (1959) .uvides chronic pain sufferers and the suffering-prone into four

. maingroups: : PR

bizzare speculations re. bodily fUnctibns char'acter_{i,zed by macabre analogies,

A .
~

- '.1) conversion hyst%és, pharaétérized b‘y a theatrical indiffe\redw@r/

&

o‘vsf'rcbncern with the symptom,

» 2) the depressives, who see pain as atonement or a means of escape

through analgesia’ ;

Fik
¢
3) the hypochondriaCs, who cannot stop p_erpetuall,y describing, beind

obsessed with 'pain,"a.nd , DR .

4) the schiiophrenics, beset by u_nrelent‘ing delusiohs Iébél_léd pain, by -

LN

23

‘ S, N _
and difficulties with living. documented of others in this diagnostic category.’

McCreary, Turner, and Daws'oni"‘('1980) Ib_oke& at p{e’?éonality traits in 120
chronic low back pain patients an§ distilled 5 factofs which accounted for 71
percent of variance. These were:

distrust and alienation, =~ - - L

™ .
somatic concern, - o ‘ S
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vulnerability, , - o

extroversion,

social desirability concerns. ) ﬁ

Similarly, Clark and Friedman (1983) used nine standardized scales for
evaluating treatment outcorﬁe in @ mental healt'h'clinic. F\aétér; associated
with s_uccessful outcome turned out to be: family involvement, involvement -
with friequ,'labour market participatibn, éubstaqce abuse, client

satisfaction and client goal attainment.

P

\\h"‘ . ‘- . ' . .
Looking at the 7mechanics of interaction involving chronic sufferers, C
? ' ’

Meldman (1970) noted that such individuals typically cannot shift from

\

A Y

attendee to attendor status as well as can naon-sufferers. /

Of course, not everyone believes that psyéholdgical factors are pivotal in

\ \ v ’ < | .
the generation and maintainance of chronic low back pain. Let us now look at

other options. . ‘ - e
- Psychological Factors as Independent from Bodily Factors

;..;':'{_j{;Contrary to the centralist attributiqn 'i._,s evidence (Von Bayer, 1981 \\‘

p.9-10) that differences between imhpfgy.éq.gnd unimproved clients on the

PRI

Minnesota Multiphasic Persdria,l,irtyA I-h;é‘ntory (MMPI) are absent or negligible.'

>

As Leavit (1 985<points out, the "Convérsion 'V'" on the MMPI, which is widely

"used in clinical settings as a warning signal of a difficult client, is not

-
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- actually useful in differentiating between organic and non-organic clients.

Leavitt (1985) sugdests that the dynamics of mind-body interaction aré

similar in both of gHe'se ’g)roups"and’that the *Conversipn 'V'" myth is merely an

5

hiétorical accident. Mérskey (in Holzr‘hén and Turk '1986) notes that having

" actual physical symﬂtoms, whatever their origin, and truthfully reporting

K\em, will give one a#Conversion 'V"" MMP! Efrofile (elevated Hypochendriasis,
| F-Iysteria and D_ebvression scales onan otherwise bland MM-PI portrait):

In a similar vein, Pel“tz and Merskey (1982) argue tﬁét psychologizing an
unfixed problpjﬁffs ;t St;ong temptation for the helping brofessions and th%t |
c.:ompen‘satiovn; clients and individualgfg&@ _Qfganic as well as 'functional pain E

problems suffer from very similar difficulties and similar personality
. ) ) J . 7 : . .
consequences. These include problems with work, problems with sleep, with
. P~
> : - Y
leisure activities excercise, social activities and sex, as welf as the general

»

wearing down of personality resources, so that'even previously average:

- individuals begin to exibit adjustment difficulties. This position holds that

‘
Ll .

. @Esycholbgical chanéé is the effect, not the cause of suffering.

‘. Lefebvre (1981 p.18) notes that "Chromg pam syndromes are notorlously

3 N <
i
’ refracgdry to tradmonal medlca| tr‘\eatments and_ 13-20% of the general

population have some depressive symmoms. The claim of a causal

relationship between depression and chronic paini is, in his-opinion,



questionable. : ~

Looking more speéifically at the situation of the compensation clients,

=

' . 4
Beals (1984, p.233) peints out that the term "compensation neurosis” was

coined in the 1800s Jgy physicians who observed that ".many malingerers had

been cured by successful suits at law.” As such, an attribution to
\

ps‘chologi?al (involuntary) forces ma){ seem more charitable than attri‘bution
to econorﬁic (voluntary) ones.

“There can be no do.ub‘t, though, that c‘ircu‘msta\nces colou“r the'complaint.
Claimants in the United States answer yes 92% of the time, in Great Buit,a_in
59%, ahd in Sweden (where support does not depend on the accident
relatedness of the condition) only 22% of the tifrie. In another example, New
Zealand recent.ly bassed a -Iaw that the first week of compensation had to be
p‘aid at full rate. The one-week disability rate mushroomed.

Beals (1984 p. 235) éttributes the problem of chronicity noi to
psyehology but to the Iegalisrhs involved, noting that: "Excessively elaborate
z;nd irrational compensation rules are providing to the detriment of both
injured humans andosbciety.” He argues that excessive payments, open claims

. ,

1.and easy appeals.discourage recovery; that the recovering worker is typically

. [ .
fat, undisciplined, and on drugs; and that unions conspire to keep him off the
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workrolls and on compensation to shqrtén the list at the hiring halls.

| Th2 assumption neéeéséry for é.tAtribution'of chronicity to the inner=
aspects of the ps_ybhe is that mﬂuﬁe_@_{s aré somehow wrong in what they *
think: while the rést of us are right, and more rational. Layne (1983) even"
undermines ~thiéj Lhypothesis by showing that depressives' cognitibns_ are not
'faulty but, stétistice;lly speaking, rhore accurate than those of the
non-depréssed. Norm;ils ére, iﬁ fact, less able than depressives to apprehend
the true Iikelihdod of the life~disast'ers about té descend upon their heads.
Layne (1983) suggests that childhood traumas prevent depr?séives from

. . . 4 .

forming the defensive screen which keeps the rest of us insulated from life's

-

realities. Do psychologicak factors, then,-cbnstitute a failure of folly? 'Is the
iy o
patient to be blamed for an inability to believe in the toothfairy?

To what degres, fhen, are we.as péychologists involved in unjustifiably
‘pushing psychological issues in‘tc; the forefrbnt of thg experiénce' of physical
suftering? Is the}%g sensible middle ground which defines our role without
misrepresenting our importancé ana our potential contribution?

‘Integration of View Points
Vk\)eighill (1983) reviewed the topic of Q_ngg_ns_atmn_e_ums (the
dependency‘on financial support w_hiéh the client sﬁbstantiates to self énd

~7

others by claiming a degree of sUﬁering not documentable by objective

38



e
means) and described it as a cascade dependent on the flow of money ffom
compensation and ending in claim of continuing pain. While compensation
neurosis is generélly attributed to predispos_in§ personal factors, post
traumatic neurosis (disability caused by a traumatic event which Ieads?to

measurable levels of stress and arousal that interfere with normal

r

functfoning) is thought to be a condition potentially encountered by anyone.

-

Compensation neurosis is typically seen as maintained by se ondary-@ains .
. ' - /—\\\‘ \
such as role definition and relationship maintainance, not neccessarily solely

by finances. Post traumatic neurosis is usually not seen as nourished by

secondary gains but rather by circular self-perpetuating p#ychosomatic

processes.

\
'

Weighill (1983) notes that among accident victims, blaming another and
: ' h
feeling that the accident was avoidable predicts poor coping while self blame
is predictive of better adjustment. Perhaps forgetting the connection

between lack of education and the need to make a living by physical means,

Waeighill (1983) alsq proposes that: "On the whole, patients frém less-skilled -

39

and more poorly educated backgrounds would appear overrepresented among

the compensation neurosis cases.” Compensation neurosis is considered
- difficult to treat becausespassivity and 'lack of motivation' are common

client traits. ,Few ‘compensation neurosis' cases with low back problems ever
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return to‘.their pre\)‘ious level of occupation ~nd, perhaps surprisingly,

Weighill (1983) found that".. most patien.~ ~ic ot improve their 3

psychological state after (financial) settlement.”
' .

"Motivatiop" is often used as a client-attrib‘utable explanat'io‘n of

treatment failure. Miller (1985) proposes a dynamic, interact; ;. v@w of

&

) . : & o
motivation rather than a trait view and asks how to increase th@-dgrobability

of recovery-relevant attribution. Wile (1984), among others, sees

A ‘

o e . ™
ps_ychother%py itself as an accusatory process, a problém which becomes even T

A Py
. 4

more severe when the & erar sl deiots ) S%B;my of is mandated and

pai;j for by a party othe- .than“the"c]'i"é.
An Interplay Betwe%n The Situation And Iﬁternal States

Diener<(1984,p. 542) looked at v .at is happiness and fouhd that ;" ...the
hapby person emergeé as a young, healthy, wgll educated, well paid,

extroverted, optimistic, worry -free, religious, married, with high self

esteem, high job morale, modest aspirations, of either sex and of wide range

N \

of intelligence.”

While happiness correlates with relative wealth of‘t‘rpe person within a

country, absolute wealth is irrelevant. That is, people were not found to be
. i _
happier in wealthier countries. A sudden rise in national affluence does not

~

increase the amount of happiness. However, economic downturn creates

-

A\
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unhappiness; the Unemployed are typically the unhappiest group. Married
people are happier, but \those with children were not happier than those

without. Controllable events ruin happiness less than ugkontrollable ones,
- ' ’

and self-esteem .drop‘s during periods of unhappiness.
Asking: "What makes depressed people feel worse?" Miralles, Caro,and
" ‘Rippere (1983) found this to be: solitude, problqms at work, problems in e

gengrél, helplessness.and inability to éope, thinking about dépression, pity.
' <
from others, too much work, seeing happy people, and the presence of people
. ‘ » . " s . . ) !
"in general. Most of these rel'ationships are, of course, interactive. For

example, health allows activity, and activity benefits Fealth, and both r&ate

to happiness.
_Trustis also a core issue in treatment, and)one impinging directly on

success evaluation. For the sufferer trust enters intd'the relationship with:

L}

the body, the phyéician, society and the individu_al'.s own consciousness, and

future fate. Miller (1983,p.14), for example, observed that there is a higher

K4

general disease incidence in social isolates.
_ % ' '
May-(1967 p.8) proposed that even offering a diagnosis undermines
» ‘ s}
patient trust, first of all because the consumer of the diagnosis is typically

someone other than the patient, second, because the detachment necessary to

. “»
provide that diagnosis prevents the therapist from pgrticipation in the™

&)



‘.'hope- and placeboﬁ\ffect- eliciting setting,"and these have failed. As

sufferer's experience and increases the distance between, and distrust

-

between the observer and the observed.

If the client i§ convinced that thesp is something fhat could be done

¢l

about the chronic pain, and nothing is done, the client grows distrustful and

4 T~

distant.’ Sternbach (1974) describes the consequent ‘paranoid' position és:

"outside forces are responsible for rﬁy‘misery,,l must do something.” This-

stance at tifkes leads to speculation by the WCB client on misappropriation of

funds by treatment staff, personal implication of global political issues, or®

”~

interpersonal defensive action including threats of violence, of bonbigg, and

the like. Sternbach (1974) describes the opposite, the 'anti-pafanoid' positioh

~

as: "there is absolutely no sense to any of it, and no matter what | do | cannot

influence my life or understand it." This position is eveh more destrqctive '

and less approz.! able. There is, of course, atso the depressive position in

b
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<\

which | am responsible for my misery, and nothing can be done because | am a

bad or inadequate person.

The clients seen in the Psychology Departmer  have typically gone

through a number.of previous treatments, each dressed in the appropriate

failure because it loosens the borde(,;betweqn reality and unreality. The -

4

_ , P
- deRivera (1976 p.401) notes, near-success is more frustrating than outright

€
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bsychologists are therefore not even free to assume that raising hope is a

[l
L4

safe or constructive strategy.

i v .- ' ' .
Given that more resistant clients tend to change less and show less

cong'r,uence with the goals of the agency and Jess satg{ctior} (Nouwen e'.d

Solinger, 1979), and given that the Q!ients have the right to "...the least “
_ “ ,

restrictive, least inturpsive intervention and that "clients have rights of

st e

| protection against unauthorized s"haring of confidentiEIJpersbnal information%é"'

- -

* (Pettifor, 1985 p.22), and given the unreliability of the,client, the .

pa(ticigant-observer and of paper and pencil scales, the reader can appreciate

o

that entering and understanding the low back pain experjence in compensation

a

“requires a unique approach.

3+

Y 4

T_he complex ipteractions b"etweeﬁ the assumptions of the participants,
the realities of their relationships, and the s;rhctur_al ‘Iimitations-imp';sed by
the élients’ physical health necess’itateé a non-partitioning, trué to real life

. investigative approach, and one which remafns open to rtr.te possibility tha?

many unanticipated factors are simultaneously involved.

K

.
.

B. APPROACHES TO EVALUATION OF TREATMENT OUTCOME

o .
o As those involved in evaluating outcome of treatment already know, -

-

determining what helps is not easy. Pedro-Carroll and Cowen (1985) point
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‘out that it is much easier to _mer;lsure achievemeht of épecific goalls and teach
specific tasks than to determ,ihe the efficacy of chancing people.
| In an cléfrort to make the evéluatién of the ‘therape utic task more

- 'systematic’ Luborsky McLellan, Woody, o) Bnan and Auerbach (1985) frrst
trained the theraplsts to work accordmg to explicit manuals. The sessions
‘were taped and .evaluated fo see how closely the therapists conformed to
those manuals While capable of telling us the degree of- comphance to some
' .theoretrcél ideal, sur:h an approach is clearly lmpractrcal here because for
one thing, no reliable standard of success exists. For anqther, rtré agenda-and
: trre goals must primarin derive from the dient or the;client will simply not
pooperate or even come back. -,

" Inthe WCE. setting an agreed upon yardstlck of success is lacking. The
clear;st possuble measure would be return to work" "lndependence from
.Board support™, and a rerurn toa pre- accrdent state éf mind.”

"Return to work”, does take place in the vast majority of Board cases.’
But it i's-”rro'n-return" which‘ brings‘the client to the Rehabilitation Centre, ;3nd
'then, to the Psyc“hology Department. Though an undeniable sign of succeés,
return to work (pr RTW in buregucratese), is perhaps mislgading. For one

thing; in A‘i'berta, an employer is not forced by law to re-employ an injured

worker after rehabilitation ié completed. A worker, 20 perCenfd_isabled, may

A
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be 100 percent unemployable in a cooling economic climaté'f‘fThat client

4

constitutes a complete therapeutic failure if return to ngérk»é,svthe‘on‘ly

criterion. The worker may also be heading for academ{; réﬁraining or
upgrading to qualify for a difterert't position and. tilipé considered a failure

1
¥

2
To maintain perspective in the domain ¢ ythe proplem of therapeutic

if RTW is'the only marker of success.

éuccess, Shoemakerm , Cox, and Bizaillgr}“?(t’986' p 1) propose: "Chronic pain
patients, particularly 'low back Iosers" t”o“it{c’)wing a wotk-related injury have.
been extremely difficult to rehabilitate{\ As vye saw, these authors suggest
tttat since the majority of such client;/are Funr,éac‘:hable,.resea.rch should
attempt to identify the small minority who can be helped at all.

Att innapropriate transplant of standard psychotherapeutic assumptions
may, indeed, exact a hig‘h price\. First of all, to quote William Feather, (in
Flesch, 1957 p.178): "When a man needs money, he need§ money, and not a
headache tablet or a pray‘er.'-' " - %

Secondly, a traurrtétic experience is not ntecessarily ameanable to

Qintgrvention,‘ no matter how high the quality of that itttetvention may be. Ina
related‘discussion Tucker (1981) showed that unilateral barbiturate injection

into the dominant hemisphere (which depotentiates that hemisphere and its

reality-contact function) brings forth a whole integrated world view of

e



futility, ’depression, and mute despair. It woeld certainly be‘terﬁpting to
speculate thatvafter years of exp‘osu.re to defeat and chronic pein the state of
‘doom (represented in the non-co~mmuni’cating non-dominant hemisphere) is
unshakeable, and stays in place despite the client's adarnant claims that he
wasn't always like this, and that he doesn't want to remain this way.‘

When we look at examples of victims in a stryctural cellapse disaster,
(Wilkiunson, 1983) we see that the injured victims, gues;(s, and reséue ‘ ‘
workers all suffered various degrees of psychiatric symptoms includieg
~repeated recellecéiOns, sadness, fatig.ue. and guilt (beeause they lived and
- ethers died, because they had not helped’enough, or bar ause they brought
someone to thelhotel who died). Anxiety, depression and anger were the most
Comm'or} eompl‘einte ¢ 1ong these individu’als. Again, the point is,
psychotherapy may help eope with experience within the pale, but we caenot
: aesume that psychotheraipy cen everceme the truly extraordiné'ry; or th‘at it
can rell‘ back time. No matter what our._feith In psychologicéi intervention,
few of us would see it as a wand that dismisses all human pain and-’tragedy.

Another difficulty in setting a standard for success in therapy has to do
wit‘h the issue ef temporal perspective. The client experiencesnla particular
poifit intime, not the wHoIe of existence. When we ask about a elient's

£

present state we focus in on the vulnerability and suffering here and now, and

46
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depotentiakte whatever carms ‘psycholog‘}ca! in.ter;'ention may havé put into .
place by evoking th‘e long-term perspective. Thus Pennabaker (1982) in
looking at evaluation of treatment effebtiveness p;ropot?ed that meésQring a
phenomenon-alteks‘ it, an’d.askAinthhe pétient about sensations focuses on the
very things we wished to be‘ rid of. |

Perhaps therapeutic success‘may resemble Joseph Cor_jrad's obéervz’ation:

- lremember my youth and the feeling that will never 9ome back aby moré -
the feeling that I could last forever, outlast the zea, the earfh, and all men” |
(in F_ylesch, 1957 p.323). But how do we return a person to. invulnerability., and

Sy \7
£

Commenting on this point, Quattrone (1985) observed that actions can

then assess its durability without undoing eur efforts?

_change while the subject denies any change in beliefs It may be that change
. .in behaviour erases the p}eceeding internal state. The person who improved
, hbés}’lbecor%n%dtf‘fqrent and may no longer recall what hlwéhromc pain

~ experience was '_'réall'y like; and change therefore may not be accessible by

subjective means.

The more 9'3'/_"',”53’ have, in any case, had their suspicions about
sqlf-repor((ééwdhg.;tﬁe suffering: William Osler (in Murphy; 1981 p.30)

»proposed: "l was thinking of my patients,-and how the worst moment fﬁ‘em .



~7 a8
was when th_ey discovered they were, masters of their own fate. lt was not a
- =~ matter of bad or good Iuck When they could no longer blame fate they were

in desparr " G , N A

Another problem in the area of self report has been alluded to by Bateson
o :

(1978) who pornts out that a dJspIay presented as drsplay IS percerved As. not

%5 :
2 .

real., With low back parn clients asked to repeat the same story many trmes "
each day, ne Dresentatron 2es spontanerty and beeomes a drsplay The

questron < wk ether itis real' or not then depends on\he oharrty of the '

I|ste‘ner. , R P k.
G

Sarz con(1981 p. 17) explrcrtly states thext psychologlcal theory is {

L

verbal, left hemrspherrc adults andthat this is not the whole world Such a
S

§ : .
conscious, ratronal nice' world is certarnly not the place of chronrc low back -

pain clients on cpmpensation. For e)rample, Bakal, (1979, p.94) notes that it '
" used to be assumed that giving the client a great deal of information before

o : C ; L4
) .

~ surgery leads to better recovery.  This is rt;d't“actually the case. Italso used

to be-thought that public education about health matters'will automatically -
have positivg results. This is not necessarily the case either. Fo_r;exar\nple,‘,.

£
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) ) . & 3 A
suicide rate inicreased measurably following the establishment of a widely
Y. . -
N N '

advertised syicide b*fevention centre in Los Angeles (Bakal 1979; p4.133). This

again paints out that the effects of directed, conscious action, no matfe,r_ how
. e . o - :

-

well meant and how compliant with the current belief system, must/bé

evataated before it can be accepted.
° v £

g SN $
(N
4

v

; Z C;,HOW THE PRESENT APPROACH SUPERCEBES THE USE OF STATIC

SCALES'AND MEASURES

The inappropriateness of standard assumptions under field conditions,

M

' w.a’s.”‘_‘pllustrated during an effort to assess efficacy of the Psychology
* " Department when it was established. The administration considered a number

3

),
i

of rautes, including, (against strenuous protest from the author who was then
the sole clinician), pre-and post MMPI's, de}iressior} inventories, and
stéte-trai't inventories on each client. Obviously, clients, who don't want to

. be there in the first place, who resent psychological attribution and“sus(bect

&

~ they will be cut off benefits if they appear 'i_rregul:af, were not enthifised
’ rgbout participation in such an effort. In fact, even the more cooperatively

‘inclined find personality tests intrusive and alienating. | )

-

On the question of treatment outcome, Clark and Friedman (1983) ‘

similarly note that some of the objective scales in general use are hard to

4
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utilize because people get upsét when questroned partrcularly about legal

difficulties and drug abuse Open ended questlons on the other hand, can

consume inordinate amounts of time and contribute little that is related to
\‘.

agency goa,ls.'f' "

=~

rl/ - A -more promising direction for real-life-understanding is offered by

~.
N

DeWitt, Kaltreider, We;iss, and Horowitzﬁ(1983).° This invbl'ves oonstruction of

a core %onﬂict hypothesis for each.client from vr/hich specific change ?Q
ev.a|uation's‘can be made. Th/e model proposes individualized criteria for
improxrement which are patient-specifio and defined at the outset of therapy.
The apbro_ach deserves s;;ﬁne respect for its acknowledgement of complexity

of the issues. However, the authors report that it fails in inter-rater

reliability.
~
P

Inan effort to get away from |rr|tatrng pre-set scéles Slavney and
McHugh (1 985) describe the Life-story method which hMé advantages

as well as more re%liie implications for therapy. lts shortcoming, again is
AL %

.inter-rater reliability and 'inappr&riateness as a base far hypothesis

testing. a

Emotional stance is, itself, communication, and can be an instruction to p
(] ¢ ,

others to help.. Treatment success in this sense can mean that the patient

1

stops instru;cting. Teasdale (1985) similarly shows that depression about

50



depression is an important factor in maintaining depressien. What is more, a

complaint of pain is not necessarily about the body (Szasz, 1957 p. 101). If it
isn't about the body as the phy.sician knows it, it will be rejected.” Pain then
- becomes the symbol of rejection, and the continuing complaint can take the

form of aggression. Are we then able to separate actual improvement from

mere resignation? a S

The urgeﬁt need for meaningful evaluation in this region of applied
pgychology is amply demonstrated by the diverse and cantradictory nature of

viewpoints, models,‘treatment approaches and measurement te“dhn'iques
\,
presently employed That need s also demonstrated by the sheer number of
h,ps ‘\%K
ummproved people sufferrng w"‘h chronﬁ:tpam.@‘ére approach used in this

, & ’ L, B
qv‘. 8, - “rB

thesis needs to accomodate not only all these consgderatrons put also to fit

o

into the assumptive world of the semng and of the rnstrtutron in which |t
7 t'?"

wrll be judged. ‘But principally it needs to be meamngful in, and true to, the

very compléx Irvmg srtuatuon Thrs method is desenbed in the next chapter.

"OV». )1 ‘br
D oe

R A
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CHAPTER 3
THE METHOD
The Question | | O
What can cqmpensafion p‘syéhologist.s tell us about success and,

£ -
non-success in treating individuals with chrgnic low back pain?

A. i’he Subie,cts
The direct subjects of the' inquiry were the seven psy‘chologists of the
WCB Psychology Depaﬂmeﬁt."These six men and one woman were all~ AlQerta

| trained andbcertbified, two at th_é Ph.D., and five at the M.A. level. Six received
their traininé in applied areas, one in soci’al énd expérimental psychology. "

- o e
Their experience in the f{eld ranged fr_om 1.to 16 years, with én average of
6.5 years. Their‘ experience at the WCB Rehabilitat'ion Centre ranged from 6
months to 6 years, and avérégéd At 2.8.5‘yéars_. Th_éy had from 0to 12
publications and presentationls,per year, with an average of 3. Since the
wages at the WCB ére slightly belowipro'vincialﬁospital standards, and
working u:hitions slightly &xceed those standards, and‘ since vgcancies are
fi’lled from E,pen' co‘mpetiti.bri, fhese psychologiété can 5"6 ‘assun:ed to be ﬁ a

y . $
representative of the provincial standard.

These psychologists deal with clients who are brought to't‘heA

*

O N



.Rehabilitatior}f‘(’)entre only when treatments available in the community fail
. / >

to lead to ifﬁprovement. Typically, these clients undergo physical therapies
at th; Rehabilitation Centre before being referred to the Psychology
Department fqr individLal' psychological intervention. By the time they
gncounte‘r the psychologist, the clients are, usually, graduates of a 'Iong

series of personal tragedies. Nost of them are not self-referred, some are

reluctant to come; and some see areferral to the Psychology Department as

. -t
an accusation.

" The clients often arrive with an extensive medical evaluation indicating
o >

-+ an absence of structura| problems and yet report disabling pain. In

consequence to the lack of structural documentation_these clients often face

limited financial support from the compensation systém. They present a

hurhan s'toﬁ/, a story which is typically coherent and cohvincing, and without

9X|t ; - ' “ . ﬁ% . B ( .

-

Sometimes the psychologist se’esgbe clieggimprove. Sd’r'r@ﬁes,there is

no resolution.. The{questio&’s‘a‘sked t}%this study ate’ miaat s the nature

i "

f the situation? How can the diverse Wiels of the psyé‘hlélo‘gisfsf t‘)"'e«:

recofistituted and explicated? What psychotherapeutic assistance is being
. ) . . X . F’ . ‘ ’

offered? What are the described features of sucéebsful and unsuccessful -

~ psychological intervention? "

4
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B. Data collection

.

'(This aspect of the method'will be discussed again, in greater detail and
_ R

~ with examples, in Chapter 4). -

Interview.s were conducted wi‘f.h the seven WC;B psychologists. Each was

~ ésked to describe a low back pain client whc; was particularly successful in

treatment: to describe what the client, the Eompensation system, the family,
. andthe psychologist;_did, what happeyned, and what made the diffegﬂencel Each |
p§ycho|ogist was then asked to describe the opposite type of client, one who
was perceived as unsuccessful, one who failed to improve, and tﬁg
psychoflogist was asked to prpvide similar relevant details. \

| The initial tape-recc;rded iniewi.ews were transcribed by mé ahd | then
interpreteq the text and 'copdensé'd_ it. Thg accuracy of these verbally

\> .

condensed descriptive statemet was then confirmed with the interviewees.

An utmost effort was made to remain loyal to both-content and surface
_ \ |

structure of the original material (Faltin, 1973). ’

| | then deriv(ed themés from tHese condegsations-, and again confirmed
them with the subjggts. (The themes, and indication o-f their source
interview, cén be found in the Appendix.) | then combined all themes for

4

successful clients, those for non-successful clients, and those which were
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common to‘ both, and,arranged‘ these in descer;dir‘lg.orQer of freq‘uer‘\cy. These -
themes were then’ cast and recast by me, until comp‘r'e'hensible gr‘oupingxs of
themes relating to sucée‘ss and non-success emerged. The psychologists were
then re-interviewed régatding procedural spez:ifics, ’anthe accuracy of my
understanding and a r.epfesentation._pf e::;bh case waé confirmed.

3

» .

> -
C. Data Interpretation
| In trying to identify and understand the céntral issue, the point where
the client success or non-success is recognized, we must employ a method .
which will be t;uthful, anq which wilf remain open to the full range o%
~ information we a-re likely to encounter. As noted in Chapter‘ 2, the needed
information is not di‘rectlky accéséi{le from the client. " The client, ihteracting .
with a functionary of the compensq}a\n’s?srém'may, in addition to previously -
. , , .

cited complications, also have a score of private goals in mind which would
. _\

skew the poﬁrait of what occurs. This would be *he case particularly in

” T

situations where success based on psychological treatment is seen as proving
' Q P
\ L o
hat the original complaint was imaginary. .
Accurate information about what happens is not available in
uncontaminated form from the host org’anizatio'n sither. Nor is'it, obviously,

4

N ; _ Co
available fro\rlsn experimental research strategy if we want to remairi



fai'thful to the myriad of factors, internal, extemal, situational andfphyeioal

~ which exist in this maelstrom.

A viable methodology must skirt not only imbedded interests, and the

what\’MerIeau Ponty (1964 p. 50) calls the doctrme of }neug_mem,gma_[
-

positivism" that is, the primacy of fact of nat is, over whatlsloglcal or

what i3 accepted.

-

. In deciding on this method of asking participants to describe what they

perceive, | side with Papert (1973) by assuming that rigor arises from

~.creative imagination and sogn@knowledge of the scene where events occur

'Y

‘rather than from statistical manipulation. Ijalso assume that méaning is the
. , o —

- uniting element in real-life events. Meaning and coherence arise fromjife

| iteelf, not fro.r.n its partition or from the maniputation of its componente.
“{Dilthey paraphrased by Kockeimans, 1967).

It c_otJId be argued that the most directly contrastihg methodology., that
. of natural sciences (which"’ty'p‘ically p‘Iace- f_ut;ject,s into artificial
circumstances) is not applicable to questions involving consciousnees,
because there is no statistioal rheans of looking at a phenomenon which is

I

aware of itself, aware that it is being studied, 4nd aware that its

’ circu'mstances during this time of beihg studied are artificial (Merleau-Ponty,

partltlon of the phenomenon but also excesses of-scholasticism, by asserting’

56
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1964, p. 59). Further:it can well be argued that manipulativ% researéh
zmethodology IS unsuitable for.fi’nding out \;vhat happens to low back pain
sufferers in psyehptherapy becaus;e of tﬁat methodology's D_amggs_gf .
| 195.‘&& As DeRi\; (1976 p.25), Whi‘te, (1954, p.3) and Anderson (Aﬁ\“aers‘on,.
1983 p.18) point qut, the proper unit of study"in 'real life ques’tibns’.,is Hot a
behaviour, or even an individual, but thé i;1di\;id.0al-ih-_a-lived-sitqation. 3
may even add to this~:" as described by:. many observeré over time,’ \;vhich
brfngs us to the evoiution~of the method us.ed- in this th‘gsiis. . e

As already noted, this evolution Began with Husserl's dictum that it is
the Lebenswelt, the living world, which grants meaning to events that occur N
in it (Kocklemans, 1967, p.20). The method is also an outgrowth of the
thoughts pf Merleau-Ponty (19€7) and Béﬁn (1987) who argué thataperqeptibn | J
does not take place in a vacuum put is,_ rather, perception OF SOMETHING, a_nd
that, thereforé, interpersonal agreem.ent is a meaningful concept.

The method is also related to'aspects of Slavney e.};d McHugh's?(1985)
Iife stW, (or "deeb’ structure”) method of describing therapeutic change, and
| to Mannvon"s’(‘1985) method of descri‘bi?g the recovéry of ern_‘patients‘ﬁ italso
draws on the real world work of Palntger. (1983) who describes the lives and

coping §trategies of paramedics, and finally on the words of Victor Fran}gl '

1984) who justifies working from within a situation thus: "...does a man
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who makes his obserations while he Qimself IS a prisoner possess the

58

necessary detachment? Such detachiment is granted to the outsider, but he _i‘s B

too far removed to make any statemen'~ of real value. Only the man insidé
: knows.:

: The present method adds the reconstitutive, tfiahgula{ive aspect by first
seekiﬁg repeated zeFoing in ona complete deécriptidn with each separate; '
subject, and thed 'SQeking an integration of views of all the subjects about thé .
\ tc?pic they pérceive, interact wi.tﬁ, and describe. This multi-stage
reconstitutive method was devised by Bain (198(-1987), Vanderwell
(1985-1987), ‘énd myself. It is specific enough, and flexible\énéugh' '(see
. example in Chaptertli) to bevalso‘use‘fu? n other settings. /

: Fo.rmalization\ and model building were néver the goals of this thesis'. I
am in agreement with Hofstadter (1979, p.93) and Sar}re (1969 p.52), who

-

argue that there is only a tangential relationship between formal thought and

\

complex living experience.

Itis assumed here that the goal c;f sciéncq, whether empirical or
phenomen‘ologicai,.is to genera;e a progressive underst'énding and descripfion'
of our living experienge. Of course, phenomenological methods have
limitations. Tt‘wese mg:hods cannot assure that ihSi‘ghts reached are complete,

and even lack a formal way for éwéciding on the relative validity of competing

4
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J insights (H. Jonas'in Carr & Casey 1973 p.107). Phenomkenologi'cal met;wods do,
however, offer an accepted means of proceeding © ’
| A sufficient description of the ph‘enom‘enon itself is achieved by 1)
describing the situatién as it appears, and déclaring 6_ne's positiqh and
pre-existing stance, 2) putting aside th‘e existing attitude and gqals of the -
reoseércher and’allowing the often %nfradictory viewpoinis‘bf the subjects to
take centre stage, 3) triangul‘atio’n: varyin; the'ho}izon imaginatively, to see
if the conclusions arriVed atare s'ensit:ie ir other circumstances (in th.is
“thesi.s there is the added featur.e'of'repeated cohfirmation of the product bf .
ea;:h pr'ocedu‘r-al-étep with the oﬁginal_subjects), and 4) ’interpretation of «
' meanings as .the'y emerge (again in this casa confirmed with the subjects) )
"(kee; 1"975, p. 38). To this basic réqﬁirement' is added the featufe df é
numerical éheck of frequency of occurrencé .of c’e:tral themes in the
- interviews to idehtify common speciffceoccurrenées acr.o‘s's the divergent
viewpoints of the shbjects. (P-roce_dural spegifics are described again ip
detail in chapters 4 and 5). | |

According to Churchill (1985) the measure of.a sufficient
phenomenological descfiption are Zusammenhang (h'anging together), aﬁd

external validity. The ‘hanging together in this thesis can only be judged by R

the reader, and must rely on the reader's own sense of closure. In this thesis
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external validity was verified-through the repeatéd checks of't'orrésponderice

between the material and the opinions of the interviewees. As we shall see,

)

_ that process of confirmation leads to differences of opif\ion and these ~.

¥

differences themselves provide a rich source ¢f information.

1, as the participant interviewer am not an independent, detached

observer in this situation. | am not only the gatherer and editor of the

4w

material, but 5o a wdrking mé}nber of the Psychology‘Deparirhent. My

viewpoint is, unavoidably, familiar to the intgrﬁew%s from years of daily | ; .
intera;c-‘;tion, _hOWéver, my oWn struggle \:/vith these questions, and my own lack
of closure; is aiso-clea.rly known to them. |

Chapter Summary
This chapter outlines the method used for ¢ sne-ating from psychologi
~ ' oy

interviews a deécription of their understanding Of\y@at does and does not '+,

1.
- .

help in psychotherapy with end-stage chronic lower back pain sutferers. - "?: ’

X a

PN :
. 1"371; L e
I TN
a

- Subjects, and the processes of data collection and data .,i"nte,rpretation are
described and alternate approaches to the research qué's_tion arg examined.
: e R

{

*.
LY
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. CHkTeRs
. %) DATA
. .The Question | ~ ~~ & '

g :.,"4 - - " B ‘:;}, i )
o L {T_,'-Q'Wh.at can compensation psychalogists tell us about success and

"

- non-success in treating individuals with chronic low back pain? (
“The rgader will recall that no spegific defir}ti&ons of success and

- {,non-success)yve'refestablished. The decision about what kind of case\best
Py e L ’\'a;.

' o ; f
. -repreSaﬁvfs}Jy;?bich category was made-by.the interviewees individually, and

vy
i R s - . . . . . )
thus the gathered material addressed not only specific case inforfnation but

\

also their viewpoint and experience as a whols.

A. THE PROCEDURE OF DATA COLLECTION

Fs

The seven psychologists in the Alberta Workers' Compensation Board

Psychology Department were interviewed by the author. : Y

. % & "
leilsines /0

psycholog@ prdvided descriptions of successful cases (ong"
‘ . . . . 4 R
such success déscriptions). One psychologist had not experienced a success

memorable enough to report and therefore reported only two non-successful
. cases. As a result there follow reports of seven successful cases described
L .

Dby six of the staffﬂ'pSychologists. There also follow reports"'of ejght

non-successful Case_s described by seven of the psychologists. The
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desc,rifption of how thése results were s‘ummérizéa, a}wd the .initial ﬁr%dingsl, | ' |
are the subjéct of_this.:chaptersi

To re\}iew,-the'stéges of the met‘hod-were: L " E

1)-The initialA interview witﬁ each g;sychologist cgnteréd on adeScriptioqr'w
of therapeutic sucéess and non-success with long te‘rm.’lq'w back pain cli}ents.‘
Each interview wasvfo!lowed -by"S;Jecifi'c.-cla'rifyih_g qu; _étiq\nAs uht’il the
interviewer wa; satisfied ‘that the portrait oﬁéred .seé ,}

2) The interviews were then condensed to essential core descriptions. -

3) The descriptions thus identified were then used to build a composite
\/. . g s
portrait for each case.

4) These core portraits were reviewed by the ihtewiewee to confirm

:éccuracy and éompletgn'ess (they are presented in this chapter).
~+ 5) All core descriptors dealing with success were then combified, and so
%

were the descriptors for‘non-success. «Descriptors common to both success

[+

and non-success were alsdcombined, in a‘yé%arate category. -
&

- 8) These groupings were then subdivided into themes '(suc'h as social
inﬂuenceé, therapeutic approach,‘ client response to own body etc.) and these
were further integrated ahdv i_nter_preted into comprehensible groupings about
what was or was not effective. Further integrations can be found in Chapter

r

5. i



’ The' reéder will recall that the nature of a compensation board demands
that judgements be m xde about the compensability and non-corﬁpensability}of
injuries, and that in the vast majority of chronic low back cases clear
physical,doicl:umentatiohor the disorder is absent. As a result, an adversarikal
atrrosphere sometimes brevails. “Even without that, it would clearly be
unethical ang a breach of several Ievels) o’f confidentiality (between the client
and the psychologist, as well as between the reporting psychologistvand
myself, and géméér; t.he compehsation board and myself) to present
identifiable clierit déscriptions’ in this thesis. Héweyer, it is also impdrtant N

“that the reader be able tof6llow the steps involved in this reconstitutive
hér.men'éutic procedure. .Far that reason, |et\ u-s look at a fictioﬁal case
description which is similarto many aétua| cases. ltis also similar in’
Iangu‘age to the actual ihtérview content because the psychologists were

asked to describe the cases in plain languag'e, and without any reference to

‘psychological theory.

)

Cadire

o
%ofﬁ

‘ypsby his. Vocational Rehabilitation counselor

Y,

The Fictional Client Alf

SO

* "Alf was brought to.f

YO

- who said that something had to be done because Alf was not cooperating with

vocational placement and his compensation payments were likely to be '

g e
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reduced because there were no structural findings docﬁmenting his claimed
~ back bain. Alf was so angry he could hardly talk. First of all, he didn't
understand what was happening to his claim. :

He was a mechanic for many years and then ran his own garage that had

v

i,

burned down;, éfter'which he went {6 work fo.r a car dealer. Hé was taking a
car»fqr_a road te;t and stopped to make soh_e adjustments under th‘e hood
wheyn he was hit by another car. Th;are ivs a thi;d party lawsuitiin progress and
the financial implications are unclear, but the main problem is that Alf felt

he did the honourable thihg and went back t"o_ work for és long as he could, and
then, two Weeks later, bec:ause he couldn't e\;en get dut of bed any moré, he

J

had trouble convincing people that his probleqn had to do with the road test

accident.

"In any case, he wasn't able to work for two years by this time, and there
w.as' never a solid diagnosis, except for back spasﬁfns, and he sti‘ll,had a lot of
pain after any benQing and walking and effort. In the meanwhile because of
the inte’rfupted employme’nt récord, compensation h%ey 'Wa;c, tight and he had
perpetual ar.guments with his teenage kids, and finally the wife took the side
of"th"_e kids and it became a qUésti»on of separation or divorce, But since they
, _ couldn't afford two householdé, Alf ende;d up living in the basement, almost as

RRd
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"At the time | first saw him things didn't go well. He was sleeping two
hours a night, and roaming around the house the rest of the time. Though
coming to psychology was not His ide_a, he kept on showing up 'out he wasn't
sure what to expect or how to behave or how mulch »he could yell at?me. He
saw‘some‘ brochures by theeecretary's desk ‘and eventually asked about the |

relaxation training group, and joined it.

+ "We got him started, and that includes a lot of excercises in

' visualization and sleep induction. Unfortunately, his wife had started

working nights at that point, and another of his teenage kids was let go on the’

~ pipeline for drug problems and moved in back home. I'sﬁgv'gested that Alf bring

his wife for a chat so we could separate the pereonal issues from the stress -
and pain issues and arrange thing's more reasonably at home, but it could not

be done. What happened lnstead was that Alf began sleeprng better and felt

more able to do some of the physical excercises in the process.

"In the meanwhile, the vocational rehabilitation counselor oame by with

' a part-time security job, and a %age supplement asa stop gap before

deciding what to do next. | think if that had happened two weeks before Alf
would have h|t the roof since he had so much expertlse in mechanics and
running his own bus‘iness, but now he saw it as an opportunity in several

ways. One was that it put him back on a regular schedule. The other was that

a
il
K
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the family would see he was serious about getting bacl< to normal. After two
years in the basement, living on painkilleré, he needed to show them that.

"Another reason he took the opportunity was that he saw some

biofeedback eqaipment lying around in the'rela\);ation room and asked about it

and| got him walking around with an EMG practicing how to keep the spasms

/ L .
under control, which he did well, and he went on to try it in the real world.

"So Alf took the job; and it was hard at first to stay on his feet, but it

P

- really brought him up when he realized he coﬂld survive a week part-time.
The people from the aCCIdent employer (the car dealer) had been trymg to talk :

to him all along but he'd always chew their head off about how it was their

fault that he was a cripple and they thought' he'd, turned into aflake. But ow
that he had a job agaio he started going out for beers with a‘-lew of them anc
eventually they decided that he could also have a two day per week posi.on
with .them ordering parts and doing some book keeping.

| “Alf kept corh_ing'back for several weeks after that,‘.ltryi.rtg‘; to figure odt
what it all meant,.and how to keep up hie mora}le it he bekame disabled again
inthe future.‘ The last time | saw Alf hgw‘as in that _poeition, not really all
the way back job wise, but nat doi.ng too badll(, still living in the basement

andon a d-ifferent schedule from his wife, but gettirig al_ong with eome of his

- kids. But the irhportant thing as Alf saw it was that he had the problems

(.
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separated out, and though he couldn't control all of them, he had some.sense
A

\

~ of what to expect from déy to day. Personally, | think that the stress

reaction he was experiencing when | first met him must have been horrible.
N
He was emotional, either crying or in a rage, he couldn't remémber anything,
- : Y

¥4

he was on all sorts of drugs and now he had cut that down too. So, he regained
some control, and he says he feels human again and he is at least not afraidto -
hope for better. He tells me he'd like to get his own place of business again, a

cleéffgng house for used car péris, and for all I know he may well do that.”

After recording andvtranscribing an interview such aé this, | retur_ned to -
the source to clarify remaininglyduestions. Thése may inclqde asking whethgr
the marital relaiidnship was reportéd as satisfactory béfore the accident, the
‘ psychologist'§ recalled feelings toward Alf at firs't'contactand at;discharge,

‘ AIf's.apparént change. in relating to other clients, his physical carriagé ar;d
general world sta_ncg; othe pa‘rticular sequence df events wrjich lead to-

' imbroved-family relatidﬁéhips‘, and the like. Howe\‘/e'r,,itvwés not usually
necessary to make the inquiry too specific.

When this stége'Was completed, the written materiél was reduced to
constituent descriptive themes. These may include, from the above fictional

example: .



Secial relationship, compensation and pain problems at start of

. treatment

Client not self referred but related well to psychological services

. Client had a good work history

pain

Client had been in nis own business
' 1
Client liked pre-accident job but now saw self as unemployable

Client worked for some time afte- the accident until disabled by

Problem with stress and drugs
Good therapeutic relationship throughout

V‘ocatie'ﬁal clarification occured before discharge

, Spouse relleved ﬁ!@éncnal strain by finding employment

1'>
kY

Client sought out adqlmonal treatment modalities

At dlscharge r‘llent v‘%workmg up to the limit, up to the point of . -

pain

@,

+ Successful education abdqt*stress and body function occurred

‘HF" N J
Better social relationships, relaxatlon and sleep at (dlscharge , §

-plus many other descriptors like these which the reader can find in the

Appendix.

In the next step these descripti\)e themes were combined into a
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" paragrar 1 which was to be comprehensive, yet not identify thé specific
individu~ |.- The source psychologist was asked to r.eéd that paragraph and
com~ =nt on its' completeness, and add to it if necessary. Thaf accumulation
“of -~ uscript s. then formed the basis for the sun%maries‘énd int,erp’r_e-tations |
presented in this chapter._ Whe‘r;: these summaf:i'etéf and iﬁterpréfatibns were D

\ o . .
finalized,-they were also reviewed by the source for completeness;

o7
¥

coherence, arjd adherence to the importéht asp"‘ects of the originaf case.

Finally, in a sepa.rate 'proce\dure, the descr'ip'tive themes of this case
were combined with those-of other successful cases and all were then treated
. as a pool, Which was subsequently d‘iv.ided into topic areas which are
presented in the latter part of vthis‘chabter. Examples include: THERAPEUTIC
RELATIONSHIP, WORK ISSUES, SOCIAL INVE_S_TM_ENT‘AND RELATIONSHIPS, BODY
RELA‘TIONSHIP, SELF RELATIONSHIP, COM’PENSATION ISSUES, MEDICAL ISSUES
\ THERAPEUTIC PROCESS, and the like. All fhe gathered information is furthér
integrated and interpreted in Chapter 5.
B. CI'-IARACTEVRISTICS O:F THERAPEUTIC .Sl.JCCES'SES:
CASE SUMMARIES .

These sumn;aries were constructed from descriptors desmed relevant to
éac,;h Casé. The'intgrpretation,)of each casé was discqssed with the

[ R . . _
psychologist involved and this input was integrated in.the final
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interpretation. . Ee
| A
Case 1 *

fgﬁ ‘ S R
il

7

socioeconomic history, and this psychologist helps him to adapt to his

circumstances without the overt hostility which was|part of his previous

J

physical condition. At the beginning of con.ta'ct he appeared as an independent, - |

-~

with the compensation system. The client was fed up with being reassured
and with numerous failed medical treatments and was physicéllyf

self-protective at the start of contact. He had failed to improve under

&

standard medical treatment he had been blamr 1 for the problem, and resented

it. The client wanted out of the low back pain situation and was willing to

accept psychological treatment.

The client learned to use biofeedback techni‘ques, he liked the

relationéhip in therapy, the ventilation and the educational component. He was

Summary: A young I’gbburer suffers a painful injury an'_d fails to find

d?hysical resolution, a sympathetic ear, or sufficient financial support from
ﬁ\ 1 the Compensation System. He meets a psychologist who resembles him in
2 : ,
existence. A phyéical resolution arrives coincidentally.

Descriptive components: The client claims he was in good pre-accident

assertive,'pseudo-'socialized outsider with a low level job and in conflict

70
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cllga_rly- in chaj?ge;%f the thérapeutic’:“"i‘"é‘l‘”a“tipns_hip, and used it to learn spegcific

! - ' ’ ! ‘ . . ,. ] . .
skills and techniques. There was a good initial psychologist-client
; v . . ” - ;Jl.

. relationship and mutual affection at terminiation. Reinclusion'in social

interaction occurred and the psychologist was amajor part of that process.

* Vocational clarification took place before resolution, with the client
., Y .

o -
“ i

.;Qoing ontoa Iighter, physicallyil_ess' str“é»nugus job. Tﬁé.cliént accepted some

remaining pai'n and worked through it.,,"Atvd]s‘charg_:e;‘.he..was, willing to meet

" the future without guarantees and was different in his presentation,,more
. . . ](A,‘ - N

» ‘.\_
. :x"

communicative; ‘capable of moré 'spinéi‘ﬂéxidr*. and extens.ior}, looser, and
physically I_QSS guarded. He also changed hié social interaction style and
began to '(;ommuniéate his difficuities and emotioné witﬁ fhe'therapist and
wilth\those othérs yv‘hom'he had beﬁgu_n. to trust. ]

Case interprététion: Thi.s wa§ the only client in tﬁhe“ study kw_h_om‘ | have
persohally met. | saw 'hi‘m for thirty;three hours of individual biofeedback
training to overcqmé paravertebral spasms and assist him to normalize
bilaterél hip usé. | can say that he was the most frightening indiv‘idual‘ Whonﬁ'
| have encountered. His decision to re-join sqQciety seehed justthat, a
@igmched on.the basis"qf ';;Iusses an.d minuses. I—didn'tsense’that he'

v e

experienced restraints and ob]ig'ation_s as other people do. Despite his well

Y



. . ‘v a
documented potential for causing major physical harm (i;e. death) to others,

he/vxas an inte.resting fellow, even Otgliging in some situations. For exar;wple
i;w’e vglunteered to star in a videotape that helped bring hope to other clients
who could, because of his unmisfékeable body carriage and attitude, tell that-
~ his description of,improve.meﬁ'thand his message of hope in recovery was

absolutely genuine.

During thp long hours of rbiofeedback practice in the lab he shortened the
time with stories of e;tiaordinary complexity, mostly centering on prison
1‘ife. The psxchologist alsé experiencead the intimidation posed by this client's
;;resence. The client could not be‘cénfined in a place, a school or a
relationship unless he fo}x‘[é something of immediate value there. Though this
client came from an exploitative and threatening environment, and thoﬁgh heT
s’éemed always alert ’io potential dangers around him, this did not appéar to
take a part-iculaf toll on his body in that‘ he appeared cofnplé{tely. relaxed even
in difficult interpersorial circumstances. HoWever, from his descfiption and
from bbsewation bf 'bad days' it wés clear that the presence of intense and
prolonged low back pain did take its toll. )

The client tfied to retain somé bodily flyexibilit;/ despite the pain through

the use of alcohol and drugs, without much success. He was never burdengd

with the notion that society would do for himsthat someone would provide



73
care and. support and help him in his tlmes of need. He pursued h|s case with
Compensation not in the dimfury‘ of be'tra'yal of sacial contract but with a
srni‘rk. (His financial support was iimited because structurally he was‘
withcut;e(vidence justitying his subjective complaiht). Even this detached and
. cchtr’otled'individual w_as-evehtually turned to ou.trage:by the hureaucratic

machinery. | | |

t)nder rhcre normal circumstances this individual was-tW_o things at once:

an ahathema,to a hureaucracy, and the ideal client fora psychologist. ‘Hewas -
'entirely‘free with 'feedback to the therapist regarding the effect of (treatment
_teChniduesspartic':“ularly with‘biofee‘dback.. This client seemed to be.'driven

almost entlrely by personal c0nvenlence and mconvemence His request of ther
reportmg psychologist was, in effect to be taught the mecharucs of normal
cooperative social interactionvso he could use them to get things done. This .,
was_exceltehtly accomplished and coincided with or résulted ivn~genera'l
irhpro‘\“‘rernehtfand led to evehtual independence o_f the client trom‘the
: compensati'ohfsystem. | |

) | \ o . I
Case 2 - ' -

” ) . é . ¥ ° de 5 . . . o
Summary: A frighténing, violent man wants help in learning to live

> normally and to give up the power to‘iﬁii'r_t’tidate others. He subjects the

theraptst:tho his worst guilts and nightmares, the therapist endures, and the

o~
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client rejoins family and society. .
. . " “'? ‘\
e

Descriptive components: Initially independent} assertive, skeptical, this
 client saw himself as a misfit. He sought individual therapy and was an
enthusiastic participant. He had had experience of severe social

. : @X :

‘transgression and wanted to confess! Despite previous the‘rapeutic‘ and social

¥

rejection he still wished to communicate, and he receivéd t’he opportunity.
The psychologist was initiall)f relugtant to -w‘itness the Self-exploration
becaus_e the content was too frightening aha Qiolent, but both pe'rsisted
: despite’ that re|U¢tahcé. : The client feared his violent.impulses and was keen
to Idarn how to keep himself ih control.

Future job clarification océurred during therapy which re;ulted in the
client finding lighter, more physically plausible employment. H‘is spouse
o fou;ﬁgi :a jgb and relieved some of the ﬁn;ancial strain. Eventually é good
therépeutic fela_tionship aeveloped'and th;) client allowed h'inlwself more fafth
to Spcéeed in the world. |

Initially, the client had difficulties accepting hisﬂ limitations and
d'isabilityt No majo; compensation problems as éuch were identified by this

client. Atdischarge he was wilIving to mest his future without guarantees

and he was very different in presentation, cheerful, smiling, communicative,



. confrontation during the course of therapy and learned to integrate the

and more mobile. He was keen to do well in the world, and eager to be
accepted. Successful re-education occurred’regarding eating, physical

activity, endurance, and weight loss. The client won an important family

chénged approaéh into his life strategy. | o
/-
o
Case interpretation: Though this successful case also in.volv‘es a
'outcast’, this client's sense of shame, his need for re-inclusion and his
attempts constantly to threaten others made him somehow more human thén
tiwe previous client. This client s‘e:e‘r'ns} to Have terrified the psychologist not
to be manipulativ_e, but f'c’—')r.c;;enuinely confessional reasons, and the ‘
completion of the cathartic proc.edure grahted him .re-entry into’society.

~

(His reports of personal trauma and culpability were experience-based and

-difficult to bear for the therapist ag§'well as himself).

The client also underwent susgery during this time, which allowed him,

thr@,‘UQb the surgeon, to excercise his,willpow'er over the rebelious low back,

and re-incofporate it into his body. Another possible benefit of the surgery,
in addition to physical improvement, was Iegitimization of his differentness
from other people. "Following surgery the client np. longer had tc enter every

potentially painful ‘acti'o,n with the dread that his pain onIq be disbelieved

[
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and thét he wou.ld be conffonted 'Withvthe éccusgétior‘ﬂ ,tha’tl'hi'_‘sf .feé[is were |
unfounded and his complaints untr‘ue. h ‘ |

Previous to th'is Iegifimization tr)e client se;eméd prone to depbtentiate
the world throu;;h intimidation andvinsult, and the wc')rld did not tolerate this
well, particularly from someone who had' alréady transgressed. The client
tvvherefore osciillvéted beMeen 'amin', and self examination and knowle@ge of
Separatenesé. (This cliént's transg:ressions'wereﬂ as severe as those of clieﬁt -

S

number one, but were committed in si'tuations of reduced legal culpa"bili'ty‘.)
. The client, on guard again_stfhis bwn hostility and against his séxual and
affeétiye strivings, was pe;héps by necessity guarded.

The elegance of tﬁe ther'apeuti‘c; intervention lay'in the ability of the
_ psy;chologist to éuﬁer through the dreadful confessions and grant the
re-entry which depptentiated these effo'rts and oscillations. The
pgychologist li§§e;ed: endured, and did notl become angd or disgusted or
exceséively self-protective. Tﬁis seems to .r;ave led to a p'rbféund néiational
shift for the client which then transferred td spouse, communi}ty and finally

acceptance of himself.

Case 3
Summary: An immigrant suffers injury and pain, and he despairs. The

therapist heips him, with step by step encouraggment, to return to his

4
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~ of any vocational alternative eventually resulted in his return fo his

previous niche in life.

N .

Descriptive components: Initially this client saw the world as demanding

too much. Hé déscribed a hig‘h"pre-accident income leading to large financial

4 (o}

commitmep(s, his English was poor and he suffered family relationship
problems when he became disabled. The client did not accept his reaction to
extended pain and had a poor u:nderstanding of his body.

The client initially did not reépond to therapeutic initiatives. ‘The lack
, :“,2‘ - : ;

&

pre-accident job. He reached an atceptance of some remaining pain;ﬁnd the

e

‘realization thj)t this did not signify progressive. disease and was a matter to

be toleréled rather than erradicated.

' The client wés iﬁ good physicél condition at the start of t/reat;rwent
,des;ite his problems, and worked through much of~the physical pain. He had
no sbecific’all§ attributed compen;ation problems (such as percgived
injustice in the arﬁount of award, mishandled cheques or the like) despite
limited amounts 6f money from compensation. In therapy successful
re-education‘tlook place lin areés includimg physiéal activities, endurance, and

wéight loss. Charting and-documenting his state of being and progress also |

seemed to help. The client eventually accepted medical assurance that

3,
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aetivity would not cause additional strdctural damege. | M utual atfe'ction
bet\Neen him and the psychologist existed at termination. T.he' role of the
psychologist seemed mainly to educate, to guide, to listen to alt_ev'rnatives,

and to support the client in times of fear.

~Case interpretation: The declaration of fedr can be a gesture of

— ‘,}

abandoning of responsrbmty, the fallure of all one's efforts under duress or

an appeal for outside help. The people around this client grew weary of his

y

pleas and came to see them as a form of manipulation. ‘The'elient saw his

s

pleas as means to aseure'nis future and his fear was a response to the world
demanding tne’ir"npossible, vsrhile denying that its demands were imposgjble.
The psychologist &pparently turned the pleas into a progra'm of
self-development. _ N ’

Wnile the client was aware of his obligatione, he over-emphasized his
limits. In therapy the focus of atte‘ntion returned to immediate and
resolvable m'atters dealing with daily ||V|ng and famrly relatronshups The

be/
psychologlst managed to guide this shift by meeting him on hIS own ground

‘ cooperatlom without raising his resistance to rmprovement.
* oo . - A .

, _'a'tisfaction grew when-he realized fig was approaching a
v R » ) . ® ) ) .
pre-acérde'nt,}levfel of functioning despite t&s pain, ang

e p . : ~
LN : & B s

puld return to his
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former socio-economic position. | | ~
Case 4 (a)

Summary: A man endures long-standing pain problems and is told that -

*

nothing more can be done. He then grasps onto pSychological treatment, and

does very well. | o e

Ao
W

Descriptive components: This client was part of a close-kait community.
- )

<

-

Despite hHaving tried‘everything he could think of and being assured that no
qﬁj‘er rhedical procédurés would help, he persisted in wanting more medical
treatment. His family was cooperative with the psychological treatment

prog_r,igm at home. The client had been.in the Reh'abilitation Centreon a

i ¢ | '
numBer of previous occassions, but due to lack of structural substantidtion he

received an amount of money from compensation too low in his opinion for his

y

degree of suffering and disavility.: o
t% . ! 7

The low back pain was a Iang term problem for him. By the time he

~ encountered the psychologiét his whole life had derailed. As a result of the

-

" calming and educational role of the psycholggist he learned enough about body

mechanics and the cause and effect.of his emotional kesponsivity to work
through the pain on a novel basis. There was successful re-education in

regard to eating habits, _physica‘I activity, endurance in standing, walking, and
. ) 9]
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physrcal activity and werght Ioss The eventual change that took’ place was
. jlrke a rehglous conversron a reframing to a-more posmve attntude about life
asa whole The client cantinued we/ghtlloss ar&i"other p’r'ograms even after
the end of therapeutrc contact From a dependent Iet someone else trx it,' the
~ client moved to a‘vclearly more rndependent self-help_ a_ttitude.'_.
Case interpret’ation: The client continued to believehe i,s"»:_l'ovedarftd cared
. for th_[Q_ug_h his suffering. Any cure rnight signal the end"of conw'rnitment by
- his‘f_arnily, and ‘the end of his financial support from the Clompensation.:B'oard.
’ ’The clrent th}ought he was caught in an artific‘ial cir_comsta‘nce and'was :
| unwillii‘ng tol rock the boat.‘ He felt entitled to nothing apd co'ui'd n.ot‘ tet
himself relax, float, waste time, and had to be in charge of_all.'he;-d»id_,‘ from.
, body carriage to social oresentation. Since he could not get what he?v'rr_'anted,"
he wished all those around him to he as sad 'andoconstricted as he was,7 The -
osychologist did not respond to this wish and'managed through 'a‘I}Ie'gian'ée,
persuaston and modeling of an alternate attitude, to change the’cli_ent's' st_ate. |
+ The client, after.a 'religious-like conversion' to more 'a trusting.stance “
stopped his overdramatic 'presentation, he relaxed his b'ody and beg}an-‘ '
winning by seeing what isin the here and now. He o.pened himself to_‘t'he:_more

positive aspects of the future, and became responsible for his actions and for

A | o /
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the scenarios he chose \to“‘consider for himself and which he allowet:to

domin‘ate his emotional landscape. S'ucc'éss in control of the physical doma‘iﬂn’,
df excesses in eating and self 'atteation wére_ke);' aspects of this succvesl‘sful |
ou{come. . o |
Case 4 (b) '
SUmmary:y-A mah struggles to keé;p his job despite his paim but has to
give up, and loses éverythidg. After hitting bottom, and with the help of the
‘ psycho!ogist he works his Way back up. |
Descr‘.’i‘p’tive components: The client worked for some months after his
accident dasdft'e b.ackpain,'untilﬂ‘he could not, Ten applied for compensation.
In subseqUeh% months he lost his posgessiohs, suffered financial strain and
| encountered family relationship pfoblems. Physicians told him he would not
- work again, and this irgnically motivated him to.fac':t‘ion and darticipation in
some non-ph'ysical therapias. >De§"plite some sucééas he bedame deprassed
again as no work was a'vailablle. Thén anew vocati;)nal opportunity

it
v

éncofuraged positive mood change.
) In treatment the psychologlst mtroduced baofeedback and encouraged
return to physncally active therapies. The client had mgy prevuous _

expenences of ups and downs in his life. He had the experience Qf,, being




’

self-directing, inbluding running his own business. Again the change was like

a religious conversion, a reframing to more positive global attitudes and

behaviours. This was once again lost, but the client recovered fo'llowing

physical improvement with the help of chiropractic intervention.

Case interpretation: This client may be atypical in that he admits to

experiencing extreme emotional highs and lows previous to the compensable

| .-accident. The cycles which occur while he is in therapy may therefore be - |

~ aftributed to indigenous mental or bioldgical predisposition. This does not,
fhowever, under new legislation, have an effect on the legitimacy of the claim.
In any case, few people, regardless of prec‘ii_sposition, can overcome the

. adversity of such dire circumstances. Through the changes in fortune the

e

psychologist was there, pitching for the positive-outlook and outcome, and
lp'roviding a ground on which th_e client's improvements could be based.

’

Case 5 |

Summary: A well integrated sociable woman suffers an injury whi.ch;

interferes with her life. With the psychblogiéf’s support she recoverﬂsi

control, gets re-involved, and carries on with her life.

I &
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| Descriptive components: The client was enthusiastic, and sought
A informationﬁ(bn how“to get better. She reported she recovered \A}ell from a
- previous low back pain episode and had faith in the péychologist and in

psychological intervention. The client liked her pre-accident work. Good

Al

family relationships existed, and so did goo«ﬁ relationships with Centre ’

treatment staff. The client was part of a close-knit community. Her physmal

problems were clearcut.and actlwty consistently increased her low back g@n
At dlscharge the client was workmg up to the limit lmposed by structural - %
- %
factors up to the ponnt of pain. The psychologist's reliable presence, as well -

as actual advice helped’the client overcome a physical setback and cope with "‘Z:Z%.

X
. . N
the emotional impact of chronic pain and disability. ! %,

-‘\
BN

&
LA

Caée tnterpretation: This client's probtem is docdmenteq-on
compensation fites as demonstrably involving a physical 6bmponent v(lth_at i‘s
ndtralt/vays the case, and is a tactor which changes the client ré‘latidnéhi’pr
with the compensation system). This client was referred for assistance in ..
- coping/with thé impact of changetj pers‘onal status. Sccially and

- psychologically this cvlignt, in the péychologist’s description, poésessed solid

-resources, and did not need the sick role to smooth her future life. The

resolution of this case was, apparently, a relatively straightforward one
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.' centering on some basic life issues. Since the client had not improved before

seeing the psychologist, there was obviously more to the bése. This probably
co{nsisted o'f the opportunity to formulaté resolutions, obtain support, and \
examine feelings, desires and resources in a relaxed én’d supportive
atmosphere of the"ps.ycjholégis,t's pfesence.

Case 7 | ‘

Summary: An apparently rigid and controlled man is angry about being

sent to Psychology. The therapist teaches him still more self control through .

biofeedback, while encouraging greate'r sélf-acceptance. ‘The client decides |

to be nicer to himself and others and self-control eventually becomes less

i “important to him.

Descriptive components: Initially this client saw the world as demanding
too much. He had a dispute with the compensation system and planned to
travel to distant places to obtain additional médical evaluation and

treatmé‘n'_{. '
When an instructional approach was initially used by the psycholbgist,

the relationship was so strained that the psychologist found at necessary to
distance himself fﬁ?m the client. The client presented himself as ar,
independent, assetive, skeptical, and willfully difficult person. He was

]',. ~



ph\ysically self—protective and resistant‘to accepting psychological help, yet
returned in subsequent sessions. | ’

In therapy the client achieved a change in his interacting style as vi/ell as
successful educationvahout his bodiiy.funétﬁioning, including use of

biofeedback. He then returned to physically active therapies. ingand

docunt‘enting his state of being and progress was particularly helpful'in

. shoring up hope. The client was surpriseds.by' insights into' his own dynamics .

“Eventually a good therapeutic relationship and farth In success in the world
came about At discha@e the client worked up to the Iimit up to point of ,
pain, and accepted some remainmg pain as to,lerab_ie.' At termination he
ceased his. dramatic display of disabiiity and was descr\bed as asseruve
independent and self affirming(and\wrliing to meet the future Without |

| guarantees. At’disch‘ar_ge-h,e iiiias des_cribed as oheerful, corrirnuniCative,'

», mobile,‘and. abie to reiai(. Ilnt‘é\r‘pérsonally he was ais»o more disclosing and .,

less controling.

Case interpretation This ciient initiaily alienated those around him

" The psychologist failed to react to this first by being phySicain absent

¥4
during biofeedbac’k practice .sessrons iater by ignoring interpersonal snares,

thus not allow ng the client to ‘mess in his nest’, and letting the interaction

Vt
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continue past this first barrier. The client may well have been as
S _ b

will-orieﬁtéd, as Iacking_i‘rj subtiety in responding to his body as he was in

responding tq other peoble. Herg the'bi.ofeedback and ‘tHe more éentle'

self-regard modelled by the psychologist appeared to have been of valye.
- Issues like family}problems and other private concerns were less

accessible to discussion, at least initial'ly, with this compensation client.

——r

Po .

,_The client seemed too busy trying to conVince‘Sthers of his viewpoint‘and to

get his goals squeezed into othér peoblé's ,,agend'a to self-refer or attend to
signals of discomfort emenating from his lower back. Simply, he was

ihitially too excited and aggrevated toattend to himself. In this regard the
uhpredictability and other-worldlinéss of therapeutic contact in psych&logy

weré ideally suited to éause a change of foc;us from agenda item counting.to'
g}enu}'ine seff access. In addition U describing somé*;usc;ful'technique, this

case illustrates the need for the psychologist tq be able to withstén_d the -
i‘hitiallattack and _abrasion without 'succtljmbi&g"to an adversarial attitude in '

order to progress beyond that St'age_‘: R o~ |

-~

C. CHARACTERISTICS OF THERAPEUTIC NON-SUCCESSES: CASE
_SUMMARIES A

" Six psychologists each provided a desc_ript'ion of a non-successful case,

.

]
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and one psycholog

videl two such deébriptiohs; for a total of eight

: I b
cases. - )

Case 1

i ©

Summary: An attractive, stubborn young woman set out on her 6wn, found
. . , ; A

employmeigpd got injured. In treatment she seemed to want to be taken
g ) ) . = <

s
care of, a

?

go out on her own and try a%ain‘.‘
™~ ¢

0 be loved and entertained, while the therapist encouraged her to

Descriptive com)%onents: The client has a multitude of physical and |
- . - .
relationship problems. The psychologist doesn't believe the client's
complaint of bhy'sicgl limitations because of a lack of documentation and

inConsistaht behaviour.

The cﬁeht apears to be n.wnipulating and éoes not want the psyc?élogi;t
to try and cause change, but merely to gttend. She appears to be going through
prescribed p;ocedurqs only to please the psychologist. The client seems to be
trying t‘o prove herself to persons in authority, and is not succeeding. She is
_seductive, exr{ilbitionisti_q, and wanting to touch the psychologist.» The

psychologist switches to an authoritative approach after failure of a less

directive route. The psychologist grows to believe that compensation money
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and other con’tpensatipn benefits act.tqkeep the client acting disabled.

Case Interpretation: This client may be locked in a cycle of dyspheria
followed by an attempt to bind people to her, followed by a reahzatlon of the

(fanlure and absurduty of that strategy, and an inability to retreat from |t She

‘

may be typical of the chents who always insist on being special in a group:

oo &
L

* "This will not work on me because ..." etc. Shé may realize this tactic is
- T 1 : .
transparent to others but seems unable to funistien without constant

individual validation. She may feel entitled to closeness and see distancing
. - \

as c@ndemnatio'n. : e
C L : . \ ./

‘\ - | The client may be saying, inveffect: "here is my suffering, and that is why
| you should Iove me, validate me The psychotogst IS essenttally saylng..P N
There is nothing wrong withryour body, you are sendmg a false message, and
here is how you can come to be in.charge of that message.”

In her quest for commltment from others the chent has httle else to

, U
trade besade personal affection, closeness for closeness while the

i

psychologvst urges distance and independence. That withdrawal of contact

may seem to her a threat. The client has, in these cwcumstances no poot of

pnor\trust and obligation to draw on to guarantee a continuation of the

' relationship and realizes personal intimacy is not a currency here. With



X

N . ' .
subsequent psychologists her contact is even shorter, and consists
) ‘ ' T

exclusiv ly of the initial exposition ef her needs. The compensation
o p;ycho oglsts message asto the nmpropnety of a seductlve strategy failed to
outwelgh |ts relnforcement elsewhere in her life, from male compensatnon o
kclai_mants and from bar patrons. The chent eVentually chooses to take her
‘needs, psy.cho_logical and otherwise', outside of fhel therapeutic are;wa rathe;
than face further Iess on uncertain territory. . |
Case2 I ~ A
4 Summary: f\ sad, abusive_, unsightly%}coholic i’spegendent on tﬁe .
compensation system and his clairh‘tc;injured status for su’stainance. The
psycholegisﬁrie\s te enthuse him abo'uf his‘chances of r'nakiﬁg it on his own,

¢

§ - e
but fcis. o 4 ~

Descriptive co.mponents; The clienvt is soméwhat repglsi)/e in: appearanse
and habits and he ic seen as manipulatiE_ivn'intefpersonal presentation. The
\ psonoIoglst does{nt beheve the client's complaint and descrlptlon of physncal
l|m1ts and there is a Iack of documentatlon and inconsistant behav:ou{ about
the effects of physncal actvlvnty and its consequences The el|ant has had .

mq{g years of involvemenr with various compengatidn boards across tife

© country. He delegates responsibility for improvement to others. He wil take
, . , : ‘

-
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. relaxation trajning group as well as individual counseling. “His understanding

, Qf his body is €onsidered poor despite thes'e exposures and his relationship

* with the compensation system is hostile. - -

co

. . e R

| pills'and have surgery but will not take part in.self-help therapiés;

. The client does not feel well examined medically and wishes to undergo

>

-more diagnostic proéedu'res. )His‘co‘mplaints include low back pain, leg pain,

- . " *

poor sleep, and multiple dfug dependencies. He is divorced and his current
social relationships have prbblems. He insists on blaming others for his

/\

Sy substénce addiction rather thén trying to overcome it. He alternates low °

.

“in action. He has very limited education, and only low Ievél training and job

qualifications.

He has been exposed to the stru,ciured pain control program, the
. - I . . N .

* therapeutic excercise program, the behavidur modification program, the

-

L
] " RV,

s Case Interpretatnon This individuai has relatlvely few op"tlons interms

of personal charm or sellable sk.lIs aside from his claim to m;ury He may be

ioUs of this and may resust the pressure to turn his attenteon lnward

' bacause he knows he will either explode and attack, er contort himself in

1

$

" -hope of acceptance. He fnay be better off with no self-reflection but he will

axds

self-confidence with grandiose and unrealistic plans which have no followup

~
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humiliation or because he'experiences actual bodiiy limitations. o

- 91

~not pa'rti_cipate in real-world activity either becau_se again he ma'y‘face

]

J

Relying on the bargaining power oftthe | injury he may fail to locateh's

*

_ proper piace in the scheme of things in the pecking order believrng that the
. ‘ '

N claim gives him permrssron to take up anygng_s time at hIS whim "WHen this

» \

h farls as it must several times a day, he triesto please dogglshly in order to

avoid the confrontation wrth how little he- really weighs socrally, he may try

to bejn charge of interactions, avording‘unstructured en00unters & even

i
N

forcrng confrontations as Iong as it isina predictable direction By siding
with the psychologist during group therapy he piaees himself in untenable
posmons \\rlth his peers and must draw on the therapist S suppor’t for

self worh The psychologist wants him to step away and be independent in

the world at which pornt the client aihes himself wrth othe’r thegapies or

(i

«
other therapists of perhaps another dlSCIpllne in.order to continue in the

present state. '

Case 3

'e,

Summary: The client suffers, and asks for assrstance but will not Jom in

L
i

belief or in activity. A return to the world does not oceur.

A e " SR
. ﬁ . e . [N
K . ' . - ' “ . o1 . ‘ . .o
Descriptive components: The client does not dcept n@rcal assurance
i e L , . - '

G
[
3



that physrcai actrvrty is permssrble despite remaining pain He artempts to

’ 0

' retreat from the world via pensron "No use trying, is his. typicai response |

l

" to therapeutic suggestion The cIient has been prevrouslytreated by

4

, 4. > L
psychologists and spent a long time in therapies of one kind or another. He is .

seen a"smanipulative._ The psych_ologist doesn't believe the client’s’cemplaint

and description of physic‘al limits because of a lack of documentation and \

behaviourcontrary to stated limitations. | o , s

[

The ciient is wrlling to take pills and have surgery but will not take an

active part in self—help ttierapies and%ntmges to ask for more medical

Q

attention. He comments on the fact. that he could have been kilied in the

-

accrdent He sees himself as severeiy physically damaged and asks fora full

-

. ' N
pension (his opinioy‘s ‘r.iot supported by structural findings) He has bizarre o

.f\;/’ o

somatic convictions Wthh the: psychologist cannot displace.

\

The client does not allow himself to relax even in relaxation training
\
groups, and has not learned to wo[ft through pain, and does not follow

excercise in.StI'UCthHS in the weight room Re- education in eating habits
physrcal activity and endurance was unsuccessful The client does not accept
the presence of some remaining pain as toierable. He specifically mentions
being'proud of his pre-accident physical cdndition ind‘dis’parages c;f the loss.

» Case Intérpretation: The client wants to return to the care-free painfree :

[0

A
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»

‘ bedy that exnsts in hls memery andis meaht to representthe pre- aomdent
( [T __V Lo

" self. Forthlm to accept hlmself as he is now, and fo work at small

R

P -

lmprovements would represent defeat.. Fantasnes mvolvmg- the lost self

would then have to be accepted as non real and be aban’doned Faced wrth suoh

! ’ :" . “l“
\u

S
- a ChOlCG he may be dlsmclmed.to Yak® pazun mteractlons W|th others but

,\/ A(Q.-_ \ i

these are’ necessary for economlc and physrcai sumval
The client may refuse to leave the ser(ole untll he has a. guarantee he

will be loved de\splte belng an tnvalld untll he has punrshed the world enough

—_—
Py

3
wrth hteraccusatlons and until he gets a grft Or an apology for what he has

e L

suffered( ln practlce snnce rs:wnll not happen,)he may -give up

has realized that there)}s_ng/hooe of having.this way and that he is the ne
it . . » . 3;%}5

paylng the price.” He may, for example, start seemg COnsmousness |tself as a

" suffncrent gift. Unfortunately when the cllent does gtve up his depressron and
. l 4

decrdes to rejorn, he may want his satlsfactlonstnm and demand immediate
{

) companlonshlp, sex and money Smce hehas Iost credlbrltty and since it

‘tak®s time to rebuild sqcnal contacts another fallure occurs whlch causgs

more rage. The chent rpay hve a scenano of demands and dependence in

| which he calls for more serwce more devotlon :Wthh/ a‘galn fatls

.,-\.

The cllentsees people around htm as tools ?owatd an unclear purpose

i

and they perceive that they are seen as tools and resent lt THe client is

. t\ , ‘
B '\‘\“‘
C )
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likely also awaré of what has occurred, and remembers being different and 2

~ ¥ hd LS

. resents thechangethat has happened toﬁimk.,

. ) _ : ' L .
The client, then, is in a situation where his presence and his affection

are treated as an.abomination, and while he may get care for ili health, he is

not gomg to earn Iove by playing the. patnent role. When he abandons hope and

- tries to look weak to get financial support to jUStIfy and enable solitude he is

i

ot likely to be well received. :

. . A . %
,Caseq . ' v
. N J /
Summary A foreign-born labourer loses his high-paying job to back pain,

' and refuses to stay in Canada and try and resolve it. He takes his

._compensatron payment and returns to his country of origin.

<]
1

, Desoriptive components: The client had a high pre-accident income, a
- poor education, and only low-level training and job qualifications, as well as

. _ » -
- ‘poor English skills. = | | - ; ; ,

L

He had'__previously gone through the stryctured pain control prograr,

excercise program; behaviour modification, relaxation training group as wgll

»
L}

.as mdrvudual therapy He hked the relationship and the ventulahon in therapy
but attempted to retreat from the world wrth ther help of a pensron While he -

folt dependent on WCB, he did not believe he could be well aga'in and be
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- in‘dependent of it."*He oesribec sext  proalems anc mascuhne role erosnon In

h:s op|n|on socnety owed h'ii o3 thar he - getting. He presents htmself as

" a 'martyr' who sees ;:Lsyc:hougy is'a p?ace 5 zeltered fram préssure to
excercise and job hunt. He has int =2r 1ea t work .nrough pain, and does not

follow excermse instructior. Re-education has ha¢ ) unsuccessful in the areas
hS

of eatlng hablts physical activity, ph/sloa en durce and body use, and in the

attempt to re-introduce_the client to physical therapies and activities. The

'

client saw resolution in gettihg enough money to start a business, and had a

lawyer represent him with the Board. .

-~

(The therapist specifically mentioned that the client had a lawyer. Legdl
assustance though molcattve of an adversarial reletnonshtp with the Board,
and sometimes nts employees does not automatlcally suggest poor, prognOSIS
for psychologlcal mtervehtion.A In discussions the psychologists noted ‘that it
is oftan easier to deal with an adversarial but active and motivated ctient,

than one who is cynical or one who is too de;fressed to act.)

\ \‘

Case Interpretation: The client may be using fear, which is a vehicle to
. .

inspect the future, as a means to escape the ptesent, and he holds the

AN

circumstances responsihle for this process.

He is a person inclined to believe that the wort'd will not be fair and
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,}, aé‘beptmg he .may expecta negative react“cﬂt and to try to neutralize |t by

C

condemmng his body and has person. Though not ldentmed as,a treatment

5

" success” by the reportlng psychologlst the cllent actually works out a

- . ¥

A

practncab|e resolution in the real world.

Case 5 S

Summary: A foreign-born labo'uyrer. losed the capacity for exausting
) M
physicat work, and loses his belief that -anypne can make him better. Failing -
o . . . ,

- “that, he cannot see life as ever being wprthwh_ile and good again. , |

J

. . .-
Déscriptive COmponent's: The client has a mixture of several diffe!rent

medical diagnoses, and has undergone a variety of treatments. He has no faith

in further treatment, and delegates responsibility for interventien and,
getting better to others. While he will take p#s and have surgery, he will
| .

not participate in bi_ofeedback or other self—helptaskef He could be called a’

treatment addnct At the same tlme he attempts to rotreat from the world

viaa pensuon. He feels dependent 0 | *B and does not believe he could be

\.)‘c Q .

‘well agar. ‘The chent apparently dndypo the psychologlst to try and

w

-cause change justtg attend. He appeared to be going through procedures on‘ly

to please the psychologist. While the client initially percgived physicians as

being on apedestal, his high expect\at}bns were unfulfilled. Attempts to
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re- motlvate him falled His initial lh}Ul’Y ochan;lo yrs ago, ‘and
3 ' ¥
was intermittently manageable. ¢ \J)
. . : f’ o ; :
\"4

B A R ] \
! , \ v .

¢ "

Case Interpretation: This client éndured the physical ravages of the ‘
complaint for many years and kept on working. Hls hope of ret_g[rjns to
¥

normallty now.only nse;j. with reluct&owe Hislp're‘dominant gﬁsture in theseE :

tlmes IS assistarice seekmg a tactlg he takes from one person to the next,

. B

Q v
. believing-he is fulfilling his end of some'soclal contract.{"[he stance may be.

o over to ther next person.. If it fails, the |hle|3ual can be provoked into

' promised.' Alte(rriately, he trivializes everything, his pain | complaint, the
*post-accl_clentexperience, because he cannbt toterate’the actual emotional -

- .

hostility. He sees himself as having denied hitnself, working, being injurad,

<N\

L

then dl'scardid and Ieughed at. Attimes he deman'ds revenge, but usually
.abandens this stance llvhen a new tre_atment}r diagnostic prt)cedure is

impact and is unsure of the effect its display will have on the relationship

“with the'lietene_r. It would probably be unneccessary and unwise for the
' " AN .

‘ péychblogiet o comment on the gap between the se_riouehess of the issues

L

.\_xand the tone of the emotional display. ' e .

AN A \ "
’ lndependent of whatever the psychologlst does and autd/rrlatlca ly gpts taken
: ~ i : .

- -



. N I . \ . - . .1
Case 6 (a) - oL e -
Summary: A man endures surgeries and pain and kaeps on working. The ™ -
pain grows worse, and he gradually loses hope. Occasionally he looks fpr a-
medical answer, but’ there is none’ , > oo
| 7

| ' . b / ? . ‘e . . \
.. . Descriptive c‘ompongts: The client was given several aferent medical .

LY
and’farled 5urgerres He no Ionger has faith in physrcal theraples Desprte a

drag‘noses and had gone through a large number of palnful medrcal(pgcedures
+ T

good mrtral mediCal experience he does notpow accept medical assurance

Al

reoardrng the safety of physical actrvrty He) delegates responsrbrlrty for

treatment and for gettir&g better to Oglﬁf& He will take pills and have
surgery but wrll not do biofeedback or use other self -help procedures The
. client does not feel well enough examrned medrcally or cared about to let go

.
Co

threatening diagnosis among the multitude offered. "he psyChologist doesn't .

AN

of that avenue and prefers, rnstead,to aceept the most«drsablrng and

believe the client's description of the 'complar_nt and o; bhysical limitations. -
; -Ther‘is a lack of physical documentation of the.complaint and the client
is at times inconsistant. The clien describes sexual problems and sees |

\

hintse_lf as severely physically damagkd and asks for a full pensﬂnr He

-]

»

! g ‘ . . '. ‘ ) .
displays self-protective bracing. He does not accept the remaining pain as

- - 2
SN .
-
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‘teierab_l\ef*He describes family relationship pr'oblems; serious unaVoidable ,h_'

N :
L4
finanCial commitments and current finanCial difficulties The clisnt does not” o
\? L, . ? \
- _acccept or understand his own reaction to extended pain or accept a ; :
v h 4 oy & A
psychological component in its resolution . _ Lo /

\ o S
? ‘

. .Case Interpretation: The client seems convincdd that a cure exists, and

roo- v -
“wonders why he is dentied it, which leads him to test himself against various -
. o 5 . ) ‘“ , ‘
criteria and try various ctics to get wh ) pn denied him. *He {
\J = *ﬂ‘ ‘ " .

specufates whether rage, sadness, de ndingness or cooperation would work.

-

Despite these strategies the prob em remains, and mutual mistrust betv/een
cIient and psychoiogist increases Another aspect8f the problem may be that

".the client is unwilling to abandon the no ion that the pain is prowding him
: ~N

. with valyble information which must be shared and attended to, while the

4 therapeutic team may feel the information itself IS theproblem

) \/;
On the phySicaI level, perhaps the cIient wants '0 push away to have the :

~

H

W

badness within himselt cut out. He does’ not want to agcem being as he is
The responSibiIity in his opinion is on the treatment staff to return him to

status quo. He sees the failure to do so as a betrayal ogsacred trugt.
) ) 3 ,
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Case 6 (b)
Summary: A formerly athletic individual suffers an injury, sees the

-~

pleasures ieft in life as meagre, and despairs. He is offeted a chance for a

step by step :impro'vement but turns away. -
Des_éfiptive cﬂonepts: The client attempts to retreat from the world

'throug‘h'.‘a pension. He feels dependent on WCB and does not belieQe he could be

well again. He‘séems depres‘seda. He specificélly %ays he is pr.oud 6f his |

pré-accident physic.:al c(;ndi{ibn butis np‘w self prbtective in physica]

demeanc;r. He has-not learned to \)vork through pain, will not follow exbercise

insiructions, and re-education in eating habits, amount of physical-'activiix,‘_

endurancq training and body usage were uﬁsucégssful, as were attempts‘ to

re-intrbduce him to the physical therapies. He would ﬁot accept some

'ferhaining ;;ain as tolerable anq wan.ted moré examination despite a gréat d_ee_il

——

of previous diagnostic <vor[<up. He could possibly' be described as a treatment

addict.

Case Interpretation: The client seems uninterested in letting the pist go,
unintérested in forgiveness, unihterested in participating in the br‘esf . On

the one hand he cbmplains about the residual effects of too many X-rays and
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treatments, on the other, he wants more. He would rather be mentally
engaged in the problem, than act to change it. He may have a sense of
drowning while others are on a pleasure cruise, and the senSé_ of dah.ger and
bet'rayal changés"‘his relatiohship with the future in that‘he cannot an'end,to

thé\expudt and the immediate because he s too engaged in con'Sidering thes

distant and multifaceted dread.

¢

Perhaps the péin also legitimiz,eé the diglance between what ttée ;ient
is, and feels he ought 1> t»e. "l would be somébody, except.for the p;e\?n..." étc."
The pain caﬁ act to\gepotentiate interpersonal criticism. The client ind_icat;s
this may be the cése by témbering his interaction; with relationship breakers |
tQ show that he is not socially dependent or enga@ed, and that he cén freely
;disregard any derisicn, and it is pain that grants his special status. This
tenuous matter of relationship building also interferes with positive -
engagement and the power of model?ng a?;seJreward and the credibility of
instruction. ‘ |
Case? . D | . :
Summary: A discouraged man has a dream. He will not be héppy‘u_nless he

lives that droam, but he lacks the courage to act on it.

Descriptive components: The client feels deperdent on the WCB, he does
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not believe he could be well again‘and attempts to insure continuing viability '

in the world by piéad"mg forar  sien s feelsitis no u-se trying and displays
poor self- confidence. When in ¢ ¢4, ne_withd‘raiiivs rather than seek help
with his pain. He feels he wss pushed in.early life into tne wiong éareer and
sees the world as continuing to demand ton much. |
j
‘ ~Case Interpretatio’n: This'ma'y be another injdividual who takes pain as an
indicatioh of flaw }in“ himself and.insists on hiding with it or manufactuiing a
cover stovry that will allow him %o remain in human sompany une'xamined. He
may.feell the gap between where he is, and absoluticn to be so wide that no
conceivable therapy can bridge it; yet he still cbmmun.catos_. The client may
not want to t;ke part in. real activities because he does not want to risk
having his hopes raised, knowing as he does that no way across the gulf
" exists; or risi(‘jeq’oming th‘e fool for someone who’vi/iii exploit nim or
BN
~ confront him too forcefuII)i with himself. His.flashes of talent are an
. . .
' embarrassménf’because they focus attention on him and confront him with his.
failurs to éict. S |
The client may attempt to rid his life of those who fveelv snd who know,

and make it mechanical and distant to avcid pain and SGIf-awareness. Not

~only does he not wish to be dependent, but probably not even close enough to
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be commented on and judged. However, participation in the world is a

requirement of‘colmpe'nsation and of therapy. , T
- , . e" A
) ' | S ¥

~N
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| D. GROUPED DESCRIPTORS  “.

. 104
" In orde to éncorﬁpass the separate viewpoints of the the seven
psychologisis, | divided the interyisws into essential themes. | then
condensed these as much as possible in terms of meaning. Some themes were
found only among successful clients, some only among Unsugcessfui ones, and

gome in both. The themes within each group were arranged in order of

frequency, (soeen below), and these represent an attempt at deriviﬁg‘common ~

' meaning,from the multiple case descrjptions. After a listing of these themes"

- an integration of their meaning as a group is made.
. ekl

Thetnes Common to Therapeutic Successes: -
" Motivation and world involvement ‘

- Client sought out individual therapy, was enthusuastlc soughtout information’

on how to get better. . .

Client was assertive, independent, self-affirming at discharge.

Client was an outsider with a dead end job, now going to a good job,
reme;lusnon into the world, where therapist played a part.

4 f‘hent had been in his own business.

Client wants to get on with life, away from pain and compénsation.

Therapeutic relationship

J0od initial therapist-client relationship. -

Mutual affection at termination.

Initial distancing by therapist. |
Client has faith in Psychologist and psychological.intervention.
Client was initialty not responsive to therapeutic initiatives. - '

Work Issues &

Vocational clarification occurred, lighter, more plausible JOb was Iocafed
The client liked pre-accident work.

Lack of job alternatives, then adjustment to and return tc pre- -accident JOb
occurred. .
Physician told him he would not work again, which motivated action.
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- Client became depressed agam after success be;lgse\of 10 work positive -
mood reyned atOng with vocatzonal opportunnty , .

Social mvestment and relatronshlps ,

. Client is part of a close-knit community. o .

Initially client seems independent, assertive, sceptrcal pseudo socrahzed or
paranoid. Clignt sees self as a misfit. Eventually a good therapeutic
relationship and more faith in,success in the world.

Spouse got a job, relieved finaggial straln
Good family relationships.

} " Good relationships with pther centfe theraprsts
Client has experience of lsocial transgression and wants to confess despite
previBus therapeutic rejection and rejection by other communrty members
and he gets this."

Despite having tried all, client still wanted more medical’ treatment

Family was involved in the treatment programme at home (diet).

Client lost possessions, suffered financial strain.

. Client fed up witti assurance and failed medical treatments.

With little or no improvement under standard medical treatment, cllent was
blamed for the problém, and resented it.

At termination client ceases display of disability.

¢

Body relationship - .
Client worked through the pain.
Client accepted it is all right to have some remaining pain.
At discharge client is working up to the limit, up to point of pain.
Physically self protective at start of treatment <
Activity increases pain.
LClient t worked for some ' months after accident until this no longer- possrble
Chent wanted out of the pain experience and was willing to accept”
psychological treatment, despite lack of confidence in-it.
Client has difficulty accepting limitations and disability.
in good physical condition at start of psybhologicabtreatment.
N
Compensation issues . . \
Client.takes the system for something it's not,something more than an
insurance company. Seeks symbolic rescue:
Limited money from compensatron too low in clients opinien..
Client had trouble justifying relationship between accident and~drsabrhty due
toktime delay. | CoL
Client wanted education financed by Board. o
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Client was in Rehabilitation Centre on a number of previous occasions.
No system problems.» o o

LY

Self relat nshrp
At dischafge client was willing to meet fu?ure wrthout guarantees Different

in presentatlen cheerful, smiling, communicative, mobile.
Client fears own violent impulses, keen to maintain control, suppressed keen

to do well in.the world, to be accepted. a e

Client shows generalized fear, , ‘ '

“Resistant to accepting a psychological companent to problem. o
Client in therapy is surprised by insight into own dynamics. L.
Low back pain a long term problem, client's whole life was derailed.

Client had many previous experiences,of winning and Iosingi)ife.

Process in therapy S ' \
Successful education re. mechanics of body functron included in therapy, '
Biofeedback included, as well as return to physically active therapies.

Successful re-education, in eatrng habrts physical actrvrty and endurance and

- weight loss occurred. ’ s

Successful charting and documenting state of being and progress

Change was like a religious conversion. A wholescale reframrng to more

positive attitude. RS

Ini therapy client reaches change in social rnteractrng style. *
Client is able to relax at terminatior .

More drsclosrng at discharge. .

Psychologist helped client over physrcal setback ~
Therapist was reluctant to witness self-exploration because it was too
frightening and violent, but did. : v

Client continued wsight loss after end of therapy.

From a dependent 'let someone slse fix it’ to independent self help
Client was in charge of the therapeutic relationship and wanted to learn
specific skills or techniques.

Client felt he had*to prove his honour. Therapist sand "let it go”.

Client confronted significant other and won.

Medical issues

Client takes medical assurance, dccepts that activity wan't cause damage. -
‘Client recovers posrtrve mood followrng improvement due to chlropractrc
care. : . o
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Successful mdlwduals can, with the lnterventnon of the: psycholo‘gnet
. ::".’\
become motivated by their difficult predicament. They react more positively

" . tothe helping hand, and they accept reinclusion' and/or are willing to emulate

R

a model. They have more patience wuth thelr body and they are more willing

’ .
to learn how to use it dlfferently Pnncupal!y, they a‘re willing to believe for

a while longer. o S _ o\
C ~ ' . S 4
Since ail these people were indesperate situations before §uccess
& ‘ E ' '

occurred, barely hanging on, self-exploration and change of hasic assumptions’

‘must have seemed a risky endeavour. pne conclusion may be that the client

had been forced apart from experience, and stood there commenting on4.'t, anc
in the course of tre_a;ment re-entered, got back into life, cerhmunity, bedy and
fate. The client did fhe expercises despite the pain, or carefully and
respons_ibly-.'up to the point of pain (depending on physical realities', I ex'pect),A :
and took charge-of sqcial interact?Ons and vocational future. The back

n

:condition ceased to be a label of differentness and became a private badge of °
) i h . ‘

success and eventually a part of ordinary living. -While the client initially

tried to manipulate others by keeping relationship issues in foreground, later

became likely {0 move to self-responsibility and task-orientation. The client -

>

does not need to flobd out fear of the future and complexity with emotion, or
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C S e .
keap it out with physical tension and thus perpetuate the burnout cycle. The

client may not need to hide bdhind the sick role, nor look within for reasons \

{;‘gyfor_being visited by this punishment but, like Jab, accepts that it has as little

~

to do with-oneself as with 'the divirie will, that it just happens.
| ] .

3 t

‘ The successes then, included mainly those with a potentlal fora wnlhng

[

_ enthu5|ast1c approac tﬂreatment
Themesv.Com mon to Therapeutic Non-successes:

' 4 (These themes occurred in one or more non-successful cases and none of

the s'uccessfulloases.) i

“Motivation and world involvement
The client is depressed: "No use tryt'ng
Client attempts to retreat from the'world via pension, feels dependent on
WCB, does not believe in being well again,

Client prefers to accept the most dnsablmg and threatenlng diagnosis

4

Ther?peutic Relatlonship
The client is manipulating.
Therapist doesnt believe client regarding complaint and physical Inmlts

Lack of documentatlon regarding strucutal abnormality and inconsistent 7 o
behaviour.

Client did not want therapist to try arid cause change, just to attend.

Client is going through procedures only to please therapist.

Client puts physicians on pedestal.

High expectations are unfulfilled.

Client sees psychology as a place sheltered from pressure to excercise and
job hunt.

Chent trying to prove self to persons wi authority, and ﬁqsung

" 1

Work issues
Client feels pushed in early life into wrong career.

!
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‘x

"\ Client has been previously with psychology and/or spent a long time there

N

$

" Social investment and relationships

The client reports sexual problems and masculine (active) role erosion to
which he reacts with physical self protection. X .
Divorced ‘ : : . *

Client feels society owes him.

Martyr. - o ~
Clent withdraws rather than seeg\help with pain

L g
*

Body relationship ' R
Client has ‘not‘!earne‘d o work through painyyould not follow exceréise

instruétions,v unsuccessful re-education in eating habits, physical activity,
and.ph'ng,ical endurance. o - '
Client will not accept some remaining pain. .

. Client specifically is proud of pre-accident physical contdition.

Client will not relax éven in relaxation training. /.
Coped for time with pain but now sees self as disabls -
Initial injury morethan_10-yrs’ago, intermittently manageable.

Bizarre somatic convictions. /

Compensation issues ¢

Client sees self as severely physically damaged'& asks for(“ension.

Client has many years of involvement with various compensation boards.
Saw resopution in enough money to start business.
Client has & lawyer represent him with the Board.

-Money from compensation is | reatened by improverheﬁt,the tRerapist notes.

-

Selt relatio'n-ship “ ' < . ,
Delegates responsibility for treatment & getting better to others,
will take pill or have surgery but not biofeedback or other self-help.

Does not feel well enough examined medically or cared about. - .
Wants more examinations. - ' '

. Treatment addict.

Presept low back pain plus leg pain, poér sleep, multiple drugs in use.

Substance addiction and blaming others for it rather than trying to\c\:ﬂhange.

Grandiose and unrealistic plans & no follow-up in action.
Low general self confidence. ’

Client feels he could have been killed in accident (lost faith in world as an

even moderately safe place).

Process in therapy
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receiving' théﬁpies of one kind or another.

Does not accept medical assurance regardrng safety of being active.

Mixed medical dragnoses too many medications and treatment procedures and
' failed surgeries - no faith. ~

Client is seductive, manipulative, wanfed to touch therapist, exhrbrtromstrc :
Therapist switches to authontatrve approach after farlure at less directive
approach.

- -Client has no religipusTaitiy *: = - # ~
Client has an ugly, scary, socially unacceptable appearance
Client descnbes good inffial medical expenence

Drscussron of descriptions common to non:successtul Cases

Theindividga]e described here seem separated from the community and
. - ) : ot i
from their body, and appear not to believe that they have the potency to cause
re-inclusion and improvement. Some refuse to t}elieve, some believe, but will

not let go of the helping organization. For some, injury is a more honourable

route off the unbearable treadmill than failure. It is also mgre fifancially |

rewarding. S8me clients simply do not want to hear about gétting back onto -

the _Hay Wagon. While some therapists considered absence of r'eligious faith
an additional hurdle in that the clrer{then has tq take on the‘whole universe;
others ignored the toprc some pointedly.

Themes Common to bo’th Therapeutic Successes ‘and Therap’eutic‘ o

———

TN . ?
Non-Successes! | , ,
; N ’

‘Motivation and world involvement
Initrally the client sees the world as demanding too much.

High pre-accident incomie.

Low education, training & Jobquali trcatlons s

Poor English. - :

Client an immigrant, s



", Poor anatomical understandmg

- ~ R 111
Family relatronshlp problems exrst L , . ‘JY
High financial commrtments & financial | problems o ) '
Clrent does not acccept or understand own bodrly reactron to extended pain.

Body relatrohshrp

‘ e . | ' | ;
Compensation issues S SN v \ o
Fighting with/ Hostility to system.

Process in therapy , AR Ay

- Instructiénal approach used mitially.
Structured pain control Rrogrammgroup, therapeutnc excercrises relaxatron ‘
training group, plus individual counseling employed d a \\ :

Client liked the.- relatronshrp in therapy and the ventilation oppprtumty
- Therapist notes that the client was physically atfractive.

Clignt reports rec ery from a previous Iow back surgery'or epmcj .
| o~ _ p \

. o
e , ”

Discussion of Descriptors present in Both Successes and .

Non-Successes o 1 , Q
3 : .

All of the above"desc:fi-ptors \rvere duplicate_d emong‘;' therapeutic
successes and therepeutic hon-s‘uccessees.»/lndividuals in"'both’ of these ' !
groupsxwerb e. 0sed to finencial, s'ituational, linguistic and bodily . ‘
stressors and were descnbed in similar terms as far as ;herapeutrc

$

relatronshrps and personal attributes were concerned. There are, of

course, structural drffererft:es betWeen sufferers’ whrch push the

“individual toward either success or non-Successes. For example, the
' \4. ﬂ -
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worker who has for yearsirfsisted thm 'pain is 'real', that the fusioon 7

1
. 2

has re- bréken may find confrrmatnbn of this thro‘gh a novel dtagnostrc

procedure Irke a CA?r scan \‘He may then ;mdergo\new surgrcal procedures

A ! A K ;@ge h .
and do well. Sttll more often itisa questroh:,et etther acceptrng or

settlng about to changg a paétrcular problem or refusing to’ do s0.

Those who refusk to erther accept or change are more Irkety found in the

non-successful group.

Since all of these dtTat‘tachrs-existed in both the non-successes
® < . ’ v . v .
and the successes, we can'see tha} loss and threat and oven/vhelming
odds can elther mottvate or immobilize. This is. the ldeal entry pomt for
K4
A

the psychologtst
E. React?ons ot the :rherapists to the interview Précess.
vThe psYchologists commented‘on the fact that their partictption in .
the study' lead to are’-examination ofthe techniques and hypotheses
~employed in daily practice and sparked renewed interest in“ the. types of
cases descnbed by others in: the department 'The psychologists

typlcally asked what type of client did others find memorable,

interesting, and specifically successful and unsucce‘ssful and what

diind efficacy of various

psychological services. This curiosity could not hielp but lead to

112



| about their possibie overuse of specrftc strategles

.”’_L . 4 ".. 'l -

. , N, ‘ k '
- curiosity about the interviewees own techniques and lead to questions

- P

-

Srnce the Psychology Department is often the last stop on the

‘client‘s Journey‘through compensation-s . nsored tr_eatments.‘the-.telling

and re_ftelling of the therapeutic encounter bften lead the interviewee

to reassess the finality of conclusions. So §pecifically commented

Lef the loss brought on by designating a relationship an irreversible

treatment failure.

In cases of treatment non-success the psycno_logists were oo‘en to

_ admrssron of personal loss of faith or efflcacy They expressed genuine

- regret and firm convrctron that in these cases there was nothlng fy}er

- —

-that coulic be offered, elth,er because the suﬁenng was so r-nuc,h reality

,/

, based and prolonged, or bscause, the aoparent Short term rewards .of

*

compensation financing and social role were just too strong for.a client: .

Almost unevrtably, the clients referred to psychologroal treatment

have had hegatlve treatment experiences and negatlve compensation

experiences“becau‘se of the duration of the problem and the lack of»

A S

structural documentation. In cases of success it seemed t6 ‘several of

- the psychologists that it was the person“ga.geMent-between them

and the clients, as human beings, and a sénse of mutual honour. which -

113
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' aHowed them to transcend the gulf‘o.f suspicion which arises in the
cdmpensatidn siutuation, where the therapist also has }the power 1o
- alter the fnnanmal fortunes of the client, and the client has the power
- adversely to-influence the ther'apists civil service and professional
career. )
The psychologists repeatedly complained that the culture as a
‘whole mjsrepresents thre human condition in‘ suggesting that mest podily
problems are fixable, wheln in more likelihood, mo‘st are not. In ‘
‘ ccnsequence, the clientsuenter ps‘ychclogical services, often with
convictipns tha¢ wrongful actipn by»a surgeon has occurred and is being
- denied, or that good treatment is being witheld, and that these are the
reasons why the pgin persists. Sometimes thie psychologists were able
to convey the need‘ts-jban'don false hopes of medical resolution,
: ~ :
sometimes they were not. That veriable is probably m\ore dependent on
the client's stance than the therapist's personal effectiveness. The ‘
. lures of continuing to i&mk (‘Or medicat_ solutions and await more \
Jspecialists' appointments are much the same as the lures which
entangled many of the treatment non- successes- nam?\z continuing

flnancual support from compensatron (a'ﬁdtcontrnued role defrnmon while

~ the search go%s on. Perhaps for that reason the ranks of treatment

=)

e



115
non-successes contain many who persist in pdtting their hopes in t~z

next orthopedic surgeon's word.
‘. |

F. Relationships Between Client and Treatment Approach: What

Does Work?l N

. . ) 4
In re\)iewing treatment prOcedures’With the psychologists, the

followinga became evident: the brand, or type of afaproach was less
relevant to success than the establishment of the following:

>

1) A relationship in which the client seriously conside_red the
opihibns of the therapist. (This respegt was mutual in all successful
cases but one, in which the therapist initially avoided the client, whose
private svtubbornessnevenheless kept Him ‘at task. This stubborneés . N
tI:en led to respect’of thi; interpersonally difficult client.byghe(\
psychologi.st). ) |

2) A change i . the 'view of the condition by thg c'AI‘ie,nt (again there
were exceptions, in which the-client's physical condition remained the . —
same, but social relationship success ahd sélf confidence increased). }\

. 3)A depotentiati;;l 6f-‘the world. In the successful casés the world

changed back to modest and influencable dimensions, ‘and away from the

overwhelming scoffing entity it had become dtjring disability.
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4

Successful clients were able to aéjﬁroach previous employment and

& -

worldly tasks without overwhelming anxiety and the consequent low |

back pain.

[N

\ \

4) A changed view of the compensation systern, from that of an
unwilling mammary gland to an inéurance vagenc)(w.ith bureaucratic
quirks appropriaté to its réle. )

5) An association between the psyghologist and the client which
depotentiated the clier)t's» apparent dangefousness in the eyes of the
remainder .Of the organization and to hié §o'cial group occurred, and thus
éllowed for more positive feédb}ack to the client. When SuCh potentially
dangerous cIie.n4ts acted gut, the psychologists intervened to\assure the
world and thus maintained the client's place in it. v

6) Reframin.g'occurred, sometimes in a religious fashion, 6f
horrific QXperiences int:) worthwile growth evehts. Analogously, some
clients began to perceive even their marginal existence as a giftﬁ)
grace, and decided that life with its present limits is preferrable to

s) ) . 1 ~

non-existence.
7) A somatic chq‘nge took place, including a knowledge based
re-utilization of the back muscles as means of locomotiun, rather than

the use of these muscles as tools with which to bludgeon pain.

{16
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. 8) One turther conclusion offered by the psyc_hologiéts was that
A ‘
o positive change depended primarily-on the stance and condition of the

client, and-the consequent possibility (or the lack of) therapeutic

2ngagement, so that no general conclusions aborit the superiority of ong
3pproach over another can be made. -

What Does Not Work? -

.
. | e

In thése cases the whole necessary sequence of therapeutic events

failed to occur, starting with the lack of a productive working

-

relationship, and including the failure to utilize the therapist's

-

knowledge base to look for bodily and social behaviour alternatives. In

kY

these cases the client's belief system appeared more fixed, perhaps
mare gynical, perhaps more preoccupied v&h past or \gith perceived
betrayals. (Mahy of the clients in both groups had been repeatedly cut
off from an\c: reinstated on compensatfén *_acause of the lack of clear cut,

4
documentation of physical pathology. it may be that the failed cases

[4

responded to this differently, and took it as an unchangeable . |
relationship marker). These clients, who could not be therapeutically -
engaged, could not also be made to take responsibility for the course of

the complaint, for their future, or for eventual independent existence.,

Perhaps the major common point among the described



pas

nonisuccessful cases was that these clients would, for right or wrofig

reaso-ns, simply no longer BELIEVE.

T~
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‘psychologist interactions /e

CHAPTER 5
N, |

PISCUSSION
A. The Findihgs I ’
We had set‘out to shed light on what compensation board psychologists

- d . . N i . ) - -
can tell us about success and non-success in treating individuals with chronic

' low back pain. Looking at the information in a variety of ways and

re-integrating the results we saw in Chapter lt that:

a) they rep cteristics and themes commen to successful client -
. J“ . N

‘ AN
b) they report characteristics'and themes common to non-successful

@

client - psyéﬁ@glist interactions

c) they repprf characteristics and themes common to both

¢) a practical methodology exists for capturing and distillingt‘_\h,_e
m.ateriag

e) the;e Is a need for m'ucf.h' rﬁore”reaHife research in thié area.

I ¢
i

B. The Delscribed Themes

Successes

i

It seems, in the comparison of successes and hé‘h4'successes, that even

among these vegry desperate people 'them that has, gets'. The successful
' ;

119
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clients were more enthusiastic, trusting, and interested in getting better.
i’ﬁe were;capabie of maintaining gooe relaiionships witii psyehologists and “
\;Vith their ownv famiiies,lhqey liked their jobs and wanted inagspendence fromq
compensation. They were willing to learn new bodii;?eciai,cano'

self-management skijls, and were willing to either work through the pain, or

v - , - .

up to the point of pain (most likely as dictated by physiological realities).

Some clients initially had difficulties accepting their disability. ‘Some ‘ried
« X “~

for many years to cope on the job, and others were disbelieved and blamed for ,

-~

the problem. Despite these experiences, the successful clients learned to

B3

wean themselves from the notion of a sianda_rd medical cure-and still

Cd 0

rsmained open to disc.ilpiined self-observation such as cherting, to the
maximization of small éains and a reiurn to work and acceptance of the
future without guarantees. Sometimes change occurred through a refréining
‘of' p‘evieUs experience, sometimes through'ehange in sacial interactiori and'
consequent benefits, éometin‘wes through sematic retraining, sometimes "
through redir.ecting the client frorii rage and bifavado. » 7

Some of the differences and.contradictions among clients in this group-
can perhaps be accomodated by postuiating that there are eéseritialiy three

types of individuals who succeed: . T

a) the antisocial or asocial individual who/needs to be allowed to re-join
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»
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in or-tgﬁght how to function better,
b) the client, dependent on medicine and demanding the im‘possible from

the doctor and society, who has to be taught to do with less, or do for

. - P
himself, and

c) the client with good social support and personal resources who needs
. . ,
to be taught somatic and psychological skills for survival with the complaint.

In all'this let us not forget that all of these individuals were fai iling
]

‘, a

before psycholpq':dl Ntervention tobk place. The above are. attnbutes

' developed by, seen dur ng, or ari'sing coincidentally with psychotherapy, but
attributes which had not arisen previous to psychotherapeutic con't‘act despite

the client's participation in many other treatments. : <

Conclusion

We can propose that these clients had been forced to part from their .
0 . -
.automatized existence and"stood there observing themselves and commenting

on their expariences. In thg course of trea\tm'ent trjese clients re-entered, got
back into life, into commur;ity, body and fate, anq directed their attention
backﬁé\lef onto the wc;rld and away from isolatioh and.derogatory |
self-assessments. The contribution of the péychologists 1lgy in‘facilitlating '

~ this process, and the interviews afford an insight into the difﬁculti.es‘often
inherent.

s g4,

oy
[N
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Non-successes |
According to the thematic groupings, some of these clients wére'seen by
the psychologisfs as E)ersonally unattr’active people who previously 5ad been
given a variety of diagnos.és and tree;tments, including. psyghological or.
psychiatric diagnosis and assistance. They laacged a willingness to believe? o‘r

grant credence to the present treatment attempt a_nd*though they could be

[}
1

induced to daydream success, they lacked the self-confidence to carry out -
- ‘ B

their plans. They also lacked faith in their'o»(/n power to initiate self-help.
b -

Some had ,managed‘?opass from day to day for yea‘rs with ar}\l increasingly

4
o
¥

a
&
1

incapacitating problem and had nd resorurces left to carry i)‘n,;_’and now looked
for an honourable exit via pension. - S Ve
The nonx-successﬁJI cl.ients gypicall); failed to follow activity e .
“instructions ?nd refused to challenge thé pain. They woufd not relnx or try to -
control excessive eating and other somatically and tpsychdlogically
undesirable habits. 'Some were éddicted.lo drugs, most had -‘sexuél and
role-erosion problems to which they réspondeq with anger or dependency but
not with active conation. Some withdrew me interaction altogether. These
clients, having lost major battles, sometimes séw the Psychology Department |
as a place sheltered fror;1 the pressures imposed by the demands of the rest of

* .
the organization. They felt society and compensation owed them more than it

14
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was willing to givet and they more often used adversarial'means such as

Jlawyers, to try and get what'they‘tho'ught was their due.

«

The psychologists described these non-successful clients as

manipulative, inconsistent in behayiour, prefering to believe the most

[ 4 o

disabling diagnosis, and as addieted to medical assistance. Some of these

_f;ﬁ_igg‘j clients used illegitimate and destructive interactive strategies, and

. 0 ~
<

_ some were seen as not.improving because of the immediate reward of
compercisation payment and social attention guaranteed by the presence of the

complaiht. A‘gain, there appeared to be two types of clients:

- a) those Who‘co'_ntinu}ed to\plead, demahdand explain, :
b) thdse w\ﬁuo insisted on his/her due but asked for ne intefpersonal )

L5 .‘recoghiiion or assistance. ‘ o ’
) L The_fe was;-one client,A (who probably typifies the disappeared ones, those
;’*fnjur"_ed workers who cannot be Iocated,) who withdrew when'in difficulty, and

rwhom the psychologist had to actively search. o ' T

& F gfhe péychologists s‘ometimes hag a problem dealing with specific

Mllures, and as much as | tried, | could not in every case keep them on

At o
LI

specific issule‘s, and-away frocﬁ generalizations during the initial interview.

Kohd
Neverthelegs, as Merleau Ponié%’ﬁmindsgs, fact has primacy, and wpat they

9,

said rebreséﬁts a close approximation of what could be said under the
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circumstances by,indivﬂduals likely to be found in those circumstances. The

interviewees subsequéntly had ample oppdrtunity to review and add to the *

. NN
text and the interpretations, and | used the followup sessions to fill in

A1

‘omited materials. @ :
Conclusions
( N N '.
For me, this is the most difficult section to summarize because it , ' v

crystalizeé the differences between the assumptive spheres of odg profession
and the Iivirlwg realities of the world. Ideally, there should be no
non-successes, and it is possible tffat there a.r; alternate therapies or more «
mastertul psychologists»\'/vho could bring these incividuals around. Itis also‘_
possible that there are sequences of sométic and psychological events frofni
- which there is no ﬁécovery, or ti'mes when the extendgd hand, no matter how
warm, will not be grasped. | , \

: ‘Failingilow back pain clients constitute the largest category of -
compen;sation claimants, a‘nd are the most expensive to; treﬁt ana r’paintain. I
kr_10w that c;)mpensation boards, and compensation psychologis:ts, will

' ¢

continue to welcome any worthwhile assistance with this issue that can be

. offered. : L ‘ ‘ O
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~p

he Implications of Themes Common to Déscribed Successes and

Non-successes

A ] 0 .

st inte[esting of all seer: o be the dual facfors, those which were
identified in both the cases of"§uccess-,\and of failure.
Thfere were clients in both the success and NON-SUCCeSS groups who were
typified by: e 2
--high pre-accident income
,v-hea.vy ﬁnancial commitments *,

T

L%

-low {raining and job qualifications | K

S2ad

-poor English L _ S

-problems on the home front
o ' ’

-and battles with ‘the compensation system.

Clients in both groups reported thémselves fit and potent bef_dre the
accident but now saw the world as demanding and overwhelming. People of .
both types reported recheﬁﬂg ;yell from a previous surgery or incapacitating

back pain episode, and reported enjoying the ventilation aspect of therapy.
¥
Conclusions .

14

These findings remind us that it is not pinpoint facts, but the reality
N " (
PR
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behind them and the complexlty of their- Qequencmg and interaction :hat
g wo
. r = - N
deternTines outcome. o e %
. B

«

4

C. lmplicaiions .

1) T_he process of data collection used-in thils research effort
rejuvenated an interest in the'fading practice of individual case
presentatio. s in thg Department. It also generated curioéity in the

p‘sycﬁologus.ts about the tyges of cihfnts d?SCFIbed by others, about the
experiences of others in the Department, and. about their strategies in coping -

with personal impact of the job.

2) Recent months have seen an intense questioning of the effectiveness |
of the various treatment approach'éfé, not only for cost cutting, but from -
. L S .

genuine curiosify.as to the relative long term efficacy of, for example, group

.

relaxatuon and stress management training versus individual counsellng and
group versus individual blofeedback treatment. As a result, all chents are

,Ggw routmely guv%”assessment questionnaires at the conclusion of group
noo ax .
therapies, and at the end of their stay Z’l't;the Gentre, and a government-funded
, ¥ ‘
* project aimed at Iong term follow-up has been initiated. ConcommltaW a -
\

research. commmée has been struck at the Centre which is now-in the process

of reviewing séveral Iow back pain treatment evaluation proposals.
. L L'y

)



3) Several of the interviewees  felt as they repeatedly re-'examiné'd and

discussed details and implications of their successful and unsuccessful cases

that they 'perh_aps overused a once-successful strategy with an obvioUsl;/ }

floundering client.
4) A benefit to the inte_rvieV_vees of.the crossfertilization invoived in

this research lies in the aesc,ribing and\the listening, and leads to the -

- R

realization of how different other psychologists' clients seem from one's ™, .

own. This difference points to one's own role in-eliciting certain types of

“
o

client behaviours, and to punctuating and naming ’cérfél“n:sequences of

T . : : o
interaction as key features. For example, hearing a member of a particularly

type-cast ethnic or diqgnostic group described in unexpected and sympathetic

terms can have a liberating effect. ™7 ' ﬂ
5) A further benefit, again attributable to the telling and re-telling is
%3 v\ -
the realizatign by those involved that it is im;')c‘)rtant to t;ike the time to do

the right thing. The‘h‘én-successfuvl client will still be around and all the

3

administrative storms and furies will do hotﬁing‘to”change it. The telling and
re-telling shows that there is no profit in rushing the client through the

stages and attempting to speed\up the outpouringrof'bitterne.;ss in order to

reach the other shore. ) o e

6) "Though not a result of this undertaking, it so happens that a definite
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administrative change in this direction has taken piace, activated by

1

~analogous insights reached at 'hi‘ghe'r levelvs in the organization. One of the
infe&iewees héppens to Qe the person put in charge of that ner treatment

- philosopny for the whole organization, and will, | believe, take these insights
with him.

"A Co'tlmtérpoint | |

There is, of course, the reader who v!il‘;’!“fgr.ing forth the}foflowing p.oint

of opjection: how can anyone pretend to rr;‘é‘?l(e;’-zsense of the @ adful - |

caterwauling of the human race, whicﬁ is the ‘in&/itable consequence of be‘ing

con'sciou's, (morta|t,?,and embodied? ’Pawel '(1Y9VE.34'p.57) attr butes this stelrtihgﬂ_ |

point to Franz Kafka. | sympathize with such a reader and freely concede that -

there are many unanswerables in this complex situation, but detend the

o

Ay

legitimacy of sense-making efforts.
« D. Directions for future research

1) Some of the mauled people described in the interviews succeeded,

*

T

some failed. Perhaps the difference was attritutable to inherent toughness,

~ perhaps-to the effects of treatment, perhaps to a particular chance
interaction between anatomical limitations and the psychologists' belief
system. (Some psychologist?‘oelieve in working through pain, some up to it.

While one approach may be more suited to individuals with shortened
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"'ligaments, the other to those with joint maifuncions, and so on). The problem

is not a lack of models which could guide the psychologist to adopt

o
s

: Técom‘r’hendations and demands to the physiéal situation. There is, in fact, a

mad preponderance of modeFS, to the point where, literally, one year a great

Aen,thh,_sia'sm exists in the physical disciplines for extension, next year for
: B »

fléx}idn, one year for "no pain no gain " next year for careful stretching. One
month the re.commer{dation is for Earth shoes, next fc;r ba.re feet, and ‘*e one
after for soft 'insoles with bQiIt up heels. In addition, the individual
preférehces for soft-hearted vs:. hard nosed treatments adoptéd by the

referring physi;ian set t?\e initial t'oihe ofrthe relationshipir

- The problem is not lack of effort by the psychologists to become

_educated and to do the right thing. The problem is the sheer volume of models
- and treatment hypotﬁeses in the physical do}nain, and the impossibility for

the (psych‘ologist to find anyone who ca‘n say, with é meaningfu! degree of

certainty, whether a partiqular qlient doés’or d‘oes not hawwa physical

complication i ing its own rhythms and limitatiens on treatment events.

2) There is also Yhe matter of a match or mismatch between the stage of
, S "
adaptation of the client, and the stage of the psychologist's tenure at the
@ _ ‘ '

Board, and consequént willingness to tolerate aggression, demandingness,

and the like from the client. As noted, there are pronounced differences not

-

" ;
e

e
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only in values but also in commuméatnve style between the worker's strata

and those of the psycholpgféts It is often difficult for the welder just off

the pipeline to interact with the gentle civilian world, and spend an evening
atabarora day at the insurance company without getting into a physical
L

fight.

While the beginning psychologist may be more willing to take the

. battering and forgive cbn{;gntation épewing from a worker who still K

considers himself to be out i‘n the work"world,‘ the more expeuenc%d
psychologist rﬁay put an 'meediate«stop toit. The more experienc’ed \
psycholognst may, however, also be more able to d|sm|ss th&s aggression as
ummportarﬂ to onagnosns considerations. The matter of which approach is
more productive is, like so many other |ssue;, only a finy part of a larger
Whole, and difficult to research. : °
3) A further problem in con\{eying the meaning of another’s experience is
that, as in a boxing match, information in compensatio'h IS not always heant
tovcomnjunicate, but sometimes to disinform, to trap the apponent into |
~disadvantageous action. In compensation, the client bften sees the; Board as
zlsuch an adversary, ‘yet in_psychology he is e;pected to tell the whole story.

Straight forward communication was mcre frequent in the past because

Psychology was not consulted in questions of payment. Now,tha,t

]

130
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T L R . : '
< psychological impairment is'compensable agd,our opinion can mean more

money in the bank, psychologists can no longer assume they are getting the:-
o e assr

|

~

unadulterated truth. This change of palicy can have startling consequences in

5

situations such as the compensability of (and Cénsequent frequency of

v

admission of) sexuai impotence. Still, the experienced psychologist may

resist responding to the client's, attempt to control information flcw. and

u:,l{ -

ass;ﬁ.me, _deépite ésftempts to disinform, t/h_at the client's longterm motive is’

e
ER

to improve. 4& U 3 e ) K

The vco‘mbiné‘t:iori of psbéo-informétion and si‘ncere‘}desi‘re té improvaé,_
c?oes occur quiie often, partiléularly in _situa{ti,ons Whére fhe clieém has
previously beeh diécharg;d o,,'n th'e basis of avnega;tiv'e mgdica'!_frepol"rt only

subsequently to obtain other physical documentation of coﬁtinuing disability. -
. g ' " ° O

They now, understandably, wat to squeeze while the squeezing is good. 50 as

a2

to have the time to put thernselves back onto their feet. Here the beginning ==

" psychologist may overreact tf an instahce pf verbal excess, while the 'more

S

experienced psycholégist keeps an eye on the long-term goals.

- " 4) Another problem is that: "A person cannot truly°play or celebrate if

forced to participate” (Straiuﬁs 1967 p'.i 43). Similarly, the person pushed.

' toward inattentiveness to pain may become the over-vigilant guardian of all -

personal inadeduéciesL One who is babied and attended to can bec;ome '

N
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preoccrupied, and once such over-focusing has come into place, it is difficult
. ; N X

to displace. The question of how to deal with chronic pain without unduly

focusing on it still remains a mystery.

«

5) A ritual of purification may be needed to separate the dread from the

pain. This might occur through medical assurance as to the Stabinlity of the
: \

- complaint, but with failed clients typically does not. If the physician says:

¢ . ©  "dontworry about it, it is benign™, but can't fix it, he is impotent, and this
undernﬁfﬁes his credibility regarding the original assurance. The psychologist
15 usually not seen as a participant ithevstruggIe with the physical problem,

\ L

and experience shoWs that his/her offered assurance in this arena has limited

. power (though explanétibns accompanied by books and articles can be
\ . . . i R " ;
persuasive).
—tt <

= \6) Contession is a declaration of the end of mistrust and separat_eness;
x

-end of the need to out-think and out-manouver. Psychdlogical testin%can

v S

either méke that happen, or leave the client-feél;in‘g robbed, raped, and known

'

without consent. At present, psychological testing in the clinical situation
tends to be more often the latter than a constructive re'—jbining confessional. e

. More effort may be required to make testing into a constructive pro-client

s

tool.

7) We need to find means by which the client can be innoculated against
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dread of recurrence (which is sure to come sooner or later with chronic low

back pain as a result of slips, falls and false moves). .Typically;A instead of

innoculation against recurrence, the worker-has a well, established

S

mechanism for dismissing improvemant.

8) We need to find better ways to integrate psychological findings into

[

'tﬂe world, and for thaba knowledge of the intricacies involved is essential. .
+ While employers are not allowed to discriminate on the basis of sex, religion,
age, or criminal rebord, they can and do severely di)scriminaie on fhe basis of

health, compensation record, and partiCU'la'rly past incidence of low back Y H-jf;fég%
_ ) . ( : oM v
. injury. By holding the employer responsible, and finacially liablg for an‘ever

\ncreasing range of maladies in the Jvorkforce, regulators’haveforced
employers to be reluctant to hire anyone except the wholytgntouched,. or the

¢

docUrﬁentedly héndicapped, for fear of dire financial conseqpén"ce,, On the

other hand, of course, there do have to be string'ent means by which employers
are held responsible for the quality of,'saf%tz and WOrk conditioﬁ“s,'

particularly in non-unionized sites.’ ' | .

Limitations of the present Researcthppfo%chvf. LT
. -1. = . . Q.T‘,-l
ce Avmajorshortcoming is, obv(oﬁusly, that | am part of the situation, that|

hY

have an existing relationship with the interviewees, and must, in the process

of producing this thesis maintain my relationship with the organizatio_n, with
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my family, and with the readers. But while it may in a sense.be better were |

NOT part of the situationflolvould then more likely miss the important and -
P

major dimensions whigh exist in the world | address. If | didn't Qave

t .

long-term personal exposure to theCs{tuation,'l would be more Iikely to

approach the problem frorﬁ an inappropriate horizon. This missing of major
v

\,

dimensions, ahd consequent risk of irrelevance, is a.problem when outsiders

Ld -

excercise their research talents on a living clinical situation they do not
understand (Faltin\and Dick‘inson, 1984; Frankel, 19\84).

"~ Under more Ie@zeimumstances, | would love simply to outlinemy._
vision of the‘horizon, then gather small insights and individual contrigutions
of esoteric, proeeeding in a gentle circuler motien, perhaps taking years to ’

portray the elephant we are trying to describe. 'My own bits of contribution

<

might'résemble the observation that a good diagnostic sign to ‘defermine ifa

particular client will be a success or non-success in therapy is the chair in

my office. It has u loose bolt under the left armrest. The client who reaches
o P

underneath and tries to tighten the bolt will likely do well. One who does not
i

\ o .
notice the loose bolt in the intensity of complaint and simply carries on, will

probably take longer. The small effort to fix the arm rest apparently implies
) »

ability to perceive, involvement in the world, some sense of power, and the

. \
courage to act. These were the characteristics that described the successful
N B}
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clients.

~7
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CHAPTER 6

>

k

PERSONAL IMPACT OF THE THESIS T

\

This research dealt with descriptions of therapeutic experiences and

insights told by my fellow psychologists. In the process of chasing down a

complete description | was forced to becoma more patient and open minded,
LY . N * \‘ .
and | came to appreciate in much greater depth the differences of our
. . A "
viewpents. Withoappreciatipn came surprise at diversity, and renewed

agpreciation for the department members as persons. They carry on in silénce

in the bureaucratic setting where they work, by and ldrge they are cut.off

: >
from otx?r disciplines in the Centre by differences in mandate and

3

assumptions, and cut off from each other by the inevitable strains and

14

competitions in the depar?ment. They grow fatigued of repeited t;uncated '
mutual asgistance and sometimes they despair because of the inescapébly
solitary nature of their bu.rdens. Still, they endure without cynicism.

In researching the _grc;und 1 also came into contact with people and

material which made me appreciate the complexity of the compensation -,

N -

process as a whole, and the difficulties experienced by thﬁjse handling the
technical (rather than the human) side of cAompensationJ have also developed
an appfeciatior; for the p::tience and the unspoken support g‘rénted me in my
place ,of»em'ploym.ent durinQ the long strGggIe‘ to finish this'thesis: a time

/)

136 ‘-
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wﬁen | was not always entirely pleasant and bushytailed.
‘ o
‘In the pasksix years of employment at the Rehabilitation Centre | saw

more pain than | thought existed.in the whole world. As a fesult of the
“ } T

introduction to phenomenology and hermeneutics which | received in the

: , v

course ct this thesis | experienced some return of faih in psychology's

ability to deal with such real situations meaningfully. The resulting figure
. " E N 5} R

and ground deécr__ibed in this thesis can, | believe, provide us with a bagic

sense of prevailing reality, and with a platforrh far launching (;ther
excursions into this deserving and poorly.charted-region. Y
What, though, i the synthesis of the whole effort? What does it all
- mean? Perhaps that comes to us best hot from psychclogy, or medicine, but
from sports, where Sheehan (1978 p.23) writes: "The offense .. is play. The
defense is work. When | am on the offense, | create my own world. | act out
the drama I»havé written. | sing the song | have composed. (5ffense IS
uﬁrehearsed, exhuberant, free wheeling. Offense is an excitement which
provides its own incitement. ... Its own driving force. It‘ generates its own
energy. It canno.t bé forced. Itis spontaneous, J:,OYOUS unification of the body
and the mind. ... Defense is noné of this! Defense ié dull, boJri_ng, commonplace.
Itis the unimaginat‘iﬁve, plodding attention to duty. .It is grit\:a\qd | \

determination and perseverence.” S ’

°



of the world. It was probab'y time to grow up.

¢
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. I have no doubt that the’thesis changed me; on the‘wh'ole', for t;etter. For

one thing, it taught me about staying on the offensive. For another, it taught

’

me disefpline. The day-after-day sequence of work life, family life, reading,

and thesis writing, which didn't allow much free time for'emotions to thrash

o8 inally had an effect. | would not have cglled that impact a (

<

positive’one before it occurred, but | am now starting to realize that

. after éll, an essential aspect of social existénge. The thesis

.

- h@o ‘me to sLbsume a rebelious and mistrustful soul to the required rituals

\

The thesis work, which lasted in various forms for seven years was also
. . (

- a process of ndeological change}started from tPe position pinned dotn by /

Lasch (1984) wherein as a member of the 'helping professuons twas forevér

siding with the idea of more government intervention in the ways of the -

~world, only to agitate against the authority of the institutions thus created. |

believe the thesis taught me the irrelevance of such posturing. It also taught
me that suffering is uRgvoidable (Moulyn, 1982), that time is the 'only true

purgatory (Samuel Butler in Flesch, 1957), and that in the end, one

" experiences essentially nothing but onesslf (Nietzsche in Orange, 1910).

| think | was prigcipally 'changed by the constént confrontation with pain

during the day, and the gentlemanly assumption that unpleasant things must

<+
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not be spoken of or accepted, or at least dc{e}eply felt, to which | had to return |
in thesis writing at night. éo on the owahénd there is the living realization "
that " ...cost effectiveness is achieved when one- patient in 20 returns to

G

work™ (Spengler, 1983), -’on the other is the convenient pretense that the

physically damaged are really no different, thz:‘\t NOTHI!F FUNDAMENTAL

HAPPENED.

. On the one hand I“\g%gé%eezed by my trust in Camus (in Hanna 1970
p.190-1 91) who tells us that future-oriented people are sick and incapable of

o

li'ving in the present, - on the other by an effort that interfered i daily life,

in wori, in holidays _and' i siéepﬁand never seemed to end.

On the one hand there was the r‘éalizétion that parents, school, and
society conspire to make us feel weak and dependent enoug  to be obedient, on
the other that a colleague Iin f;is obedient jqb as téchnical 'Writer gets paid
more per word ‘than Hemingway did at his peak.

On the one hand there is Kafka (in Pawel, 1984) and Kierkegagrd (in
Flesch, 1957 p'.194)“ who tell u.s respectivefy: "How modest these people are.
Instead of stor'ming the institute (the Austro-Hungarian equivalent of the

L ,

WCB where Kafka worked) and gmashing it to bits, they come and they plead,” "

and " Nothing, nothing, nothing, no error, no crime is so absolutely repugnant ..:

to God as everything which is official; and why? Because the officialis
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~ prone to side with Paul Tillich's image that we float in a sea of pre-meaning

140

impersonal and therefore the deepest insult which can be offered to a
\ o

1 ¥

‘ person...." - and on the other hand there is my clear awareness that financial

gepve‘ro‘sity without v)ocational assistance can be a bn@ltrap_for the injured

_; . ' : ﬁ,* & ‘ ) » ' ' ‘:

person. e ¥ T , , K -
So, ina sensé, | started the project with.a notion that external

| interpgrsonal reality could be described, challenged and improved. Now | view

P
S

-

thé problem encountered in the gu'lf between V\}hat ought to be and what is as

.a functidn of the distance between external and private reality, and | am no

o

longer sure that action and good intention in the world the only measure of

worth. Now, rather than rush in there with assumptions blazing, | am rh'ore

b ¢

in which dread accompanies the reali'zatioq of our weakness, our t:amporality
of death, incapacity, pain, guilt, and of the utter uselessness of our human

companions.
b .

%

Itis perhaps as a result of this shift to private meaning that | héve at
times appeared cynical about the virtges of the formal aspects of our '
discipline. | have never been éynicﬁiéb&t our daily function as available

v *
witnesses to, and companions for our clients.

Given my present viewpoint, staying on the offensive with the outside \

world may seem a peculiar claim. To me, though,Jt is the natural outcome of
- ™
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a realization thatt am even less qualified for the inner jOurnéy; which was

Q {

. aftér alt much more sensitiVeTy tréyellea and described byEP'ro‘ust, Conrad,
Kafka, and so very many othgrg lamin any case unre.ady;,for it, and my '
familial ob‘!igation to make a Iivi_nQ place me firmfy into an aé,tive role in the
o"utside worid. Staying on thg offens'\ive, then, consis}s ofa determinatio_n to
do a decent job of what is at hand. | share this feéblVe with my fellow
| compensaﬁon psychologists as well as wi‘th the sﬁccessful clients,'with |
whomy] aléo share social class origins. Like fhose wo‘rking class cllients, !
wish to believe that the éu’ccess of this veniuré was d;e to my own solo
effort, and that | am without financial or pers.ona.l obligation to those in -
power ov.er'mefi'Like those clients, | suspect that | am.mofe indebted than |

[

qdite wish to acknowlédge.

.

141



REFERENCES
Alcock J.E. {(1886): Chronic pain and the injured worker. ‘Qanaglg
Esygthng 27 196 203 L
Anderson, C., & Travis, P. (1983) hol he Liberal Consen

vWaterloo Ontario: Wilfred’ Launer Umversnty Press

Andrasik, F. &Holroyd K. (1983). Specificand nonspecific effects in the

biofeedback treatment of tension headache: three year followup. Journal

of Consulting and.Clinical I‘jycholoqy 51, 4, 634-636.

Andrykowski, M. A. & Redd, W. H. (1987)-. Longitudinal analysis of the
development of anticipatory nausea. rnal n Iin nd Clini

Psychology 3. 36-41.

Bacon, R. (1945) In Henry, L. C. Best Quotatlons for all occasions. Greenwich
Conn: Fawcett Books. :

Bain, B. (1978-1987). Personal Communication. The University of Alberta

Bakan, D. (1968). Disease, pain and Sacrifice: Toward a Psychology of ~
suffering. Chicago: University of Chicago Press. :

. 0
Barber J., & Adrian C. (Eds.) (1982). Psycholoaical approaches to the
‘management Qf Pain, New York: Bruner/MazeI

Barlow, D.- H (1981). On the relatlonshlp of clinical research to clinical

practice: current issues, new directions. Journal of Consulting an q
Qﬂmaalﬁsmgm 2, 147-155.

Bateson,G (1979). M nd and nature, New York: E.P. Dutton

Beck, A. (1976). QanmyQ ]hgrapya Q; e Emg}g al !259 rders. New York:

Internatlonal University Press

Bergson, H. (1961). In Buytendjik, F. J. (1961). Pain. London: Hutchinson.

142

;
Na
)’,,7/(



143
Berkovec T, F?o/blnson E., Pruzmsky T, &DePree J. A, (1983). Preliminary

exploratlon of worry. Some characteristics and processes Behavior

Qgeargh & Therapy. 21, 9-16.

Bernstein, N. M. (1976). Emotional care for the facially burned and disfiqured.
Boston : Little, Brown & Co

‘Berzun, J. (1984). Scholarsmp versus Culture. Ihe Atlantic Monthly, Anril,

93-104.

Beals, RK. (1984). Compensation and recovery from injury. The Western
Journal of Medicine. 140, 233-237.

Block, S., & Reddway, P. (1977). Esychiatric Terror. New York: Basic Books .

Boehme, J. (1983). in The Concuse Columbla Encyclopedia, New York: Avon |
- Books.

Breoa S. F. (Ed.). (1978) Chronic Pain: Amencas hudden epidemic. New York:
Atheneum /SMI Books.

‘ Browne, H. (1973). How | found Freedom in an Unfree Worid,i New York:
‘Macmillan. h :

Buytendjik, F. J. (1961). Pain. London: Hutchinson.

Cailliet, R. (1985). Back pain svndrome. Philladeiphia: F.A. Davis & Co. -

Capra, F. 1978 Ib_e_[aQ_Qj_E_nym New York Fontana /Collins.
Capote T. (1980 Music for Chameleons. New York Chato &Wmdus

Carnegle D. (1953). H wto stop worrying and start living. New York: Pocket "
~ Books New Yark.

Carr, D. & Casey, E. (Eds.) (1973). Explorations in Phengmenology. The Hague:
M. Nijhoff.. |

Chevront E.S., & Rounsaville,B. J. (1983). Evaluating clinical skills of

psychotherapists. Archives of General Psychiatry, 40, 1129-1132.



’ - 144
Churchlll S. D.(1985). The questron of verification in phenomenological
research: hermeneutic criteria for feliability. and validity. VI Annuyal ’
International HumansScierce Research Conference. The Unlversrty of
~ Alberta, May 24.

' Cincmprnr PM. & Floreen,/A{1983). An assesment of chronic pain behaviour

in a structured interview. iQu_naLQf_EsthQstatﬁBeseam &
117-123.

" Clark, A. & Fedman, M. J. (1983) Nine standardized scales foreval'uating .
treatmen outcome in a mental hea!th clinic. Journal of Clinical
39, 939- 950.

Clark, W.C., & Yang, J.C., (1983). In Melzack, R. (Ed.) Pain measurement an
assessment, New York: Raven Press.

G

Th ise Colymbia Encyclopedi . (1983). N&w York: Avon Books.

Cordes, C. (1985). Common thread found in suucrde Ameugan_Esxgn_QLogma_[
A§§QQ iation Monitor, 16, 11 ‘

Cousins, N. (1983). L—j_uman_QQng_gi New York: Berkeley Books.

Craig, K.D., & Prkachin, K.M. (1983). In Melzack, R. (Ed). Pain measurement and
assessment, New York: Raven Press . ‘

2

Creed F. (1985) Life events andPhysrcaI Illn,ess
Bes_eamn 29_.113*23 o " .

21.- : . _; El 6\’5 “
Cunningham, S.’ (1984) Trauma refuses to go away for Wil prrsoners AP-A'
Monmr Nov. 24, '

Derepery, VJ' & Tulis, W.H., (1983). Delayed recovery in the patient witha -
work compensable injury. JQumaLQLQmunanQnaLMemgme 25 832 833

DeRivera, J. (Ed.) 1976 Eedmggg as human sge QQ New York Gardner

Press.

DeVries, RMiswell, R., Bulbulion, P., & Moritano, .T.‘('1981). T.’ranquilizer'
. effects'of excercise: Acute effects of moderate aerobic excercise on’



: . 3 145
spinal reflex act on level. American Journal of Flhvsuzal Med'cme 60,
60-62. SRR

/.

DeWitt, K., Kaltreider, N.B., Weiss, D.S., & Horowitz, M.J. (1983). Judging
- change in therapy: Rehabmty of clinical: formylatlons Archives of
gsenergl Psyghlam,_g 1121- 1128 o . ,

Diener, E. (1984). SUbJBCtIVB well being. Psychological B;gllegm Qi
: 542-575.

<

Eccles, J. (1982) g:grvugw Bey;q nd th Qprgl . Omni, Q;ig_b_e_ 575 62 f
Eco, U. (1983) Ihg_aam_e_gf_memsg New York: Warwer Books.:

Edie, J.M., (1980). In Salis, J. (Ed) Researgh on Pt - 'Qmeanng_Q,Atlamlc
Heights, New Jersey Humanmes Press.

"Elsenberg N. & Miller, P. (1987). The relatuo% of emmthy ald prosocnal and
related behaviors. ESXQEQQQJQEJ_BLHJQIQLQI -119. . o8

* Epstein, G. (Ed) (1980). lin_non-deterministic psychology. New York: ¢
ﬁuman'Scnences Press. ' '

Faltn, R (1984a) Swimming headfirst; an ifterview with a Team Canada

' Chologxst Albﬁna_Bsanlm 3,151

. (1984b). Apsy hologlst at the Olympncs an mterwew with Dr“Jlm
ans. Alhma_Eumglogx. sL 18-19. 5

" Faltln R., & Dickinson, M V. (1984) Hard-nosed scien_,ce,.s&oﬂj-hosedIife.\'
Qanadmn_Esanngx 1,72, R

Faltin, R. (1973).

. Master's theeis,' L.akehead
-Univesity, Thunder Bay, Ontario. ' o

LN

‘ § % )
-Fen-iche'l, 0. (1945). Ihe_p_syghgaﬂajxng_ﬂmmums, New York: W.W.
Norton. ' ' : :

Film History of Compensation. (1982). Available from the Workers” ~ |

v
?'



..v"l‘

oy

i

\ o o 146
Compensatron Board of Alberta ‘ A
49 e ’~ .
Fine, J g985 Your Gui de to Coping with Backpain. Toronto McCIeIIand and

-

e Stew‘art | 4

i . < . N
Fishbein, M., & Aizen, I. (1975). Belief, Attitude, Atention and Behavior: An

. IntroBuction to theory and Research, Reading, Massachusetts: . = .

Addison-Wesley.

324

" Frsher K. (1985) Brain structure affects what, how we k}wow AEA Monitar,

\

_Q 6- 28 , a
\h n l -
Flesch R. (1957) Ihe BQQ[S of Lm“sua| QLJQIQIQDS, New York: Harper &

Bre: hers.
, . 3 ﬂf\ .
Fordyc"e WE. , Sheldon, J., & Dunmore, D. (1983). The modificatiort of
avordance learning parn ‘behaviors. Journal of Behavioral Medicine, 5,

405 4‘r4

S

og:t;o' gffect. Biofeedback and Self /

-3

Frark, J. (1982) ‘Biofeedback and the
Bmam_ 7.4-20. '

Frankl V (1984) Man's Search for meanmcL New York: Simon & Shuster.

Gardner J. 1980€EI£QGL§_B_QQ}S‘N8W York AA Knopf

Y.

v Gendrn E (1983). Democntos of Abdera an,February, 1/37 A

2 Gersuny C 1981 Work hazzar Qs angrngggsznalggnth Hanover New

Hampshgre Unrversuty Press of New' England

Gillum, R., Rakita, G Kamp J. &Bacerra AId’ama.J (1980). Predictjon of
’ carduovastu(ar and other disease onset and mortality from 30 year
longitudinal MMPfdata mumaLQﬁQﬂﬁMﬂﬂandﬁhmaLEsmmm 4,

N 405-406

. ",&,' ’
s, 4
@

o ‘
Goodspeed BW (1983) Mﬁ&&ﬂ@ﬂ&ﬁﬁm@mﬁﬂmﬂ

I yest ng. Markham Ofitario Pengum Books.

Gosh, A. & Marks, |. M. (1987). Self—treat[nent of agoraphobia by exposure.

«“__.fl

Wf.



) ' ’ - 147
Behaviour Therapy, 18, 3-16. | : S e
- - T | |
Gottman, J.M., & Levenson, R.W. (1985). A valid procedure for obtalnmg
self-report of affect in marital.interaction. ,J_Qumal_Qf_QQngu_mg_ang

Clinicat Psychology. 53, 151-160.
Hall, H. (1984). The Back Doctor, New York: Berkeley Books.

Hanley, C. (1971). Existentialism and Psychoanalysis. New York: International

University Press.

Hanna, T. (1970). Bodies in revolt: a primer in somatic thinking, New York:
Holt Rinehart & Winston. ' 9 '

. . L D

Hardlng K. B. (1984) Workers compensation in Canada, past, present and ~

future. An Address to the Petroleym Industrv Annual Safety Seminar,
Banff, Alberta May 9- 11/

Hart, R. P., Kwentus, J. A., Taylor, J. R. & Harkirte" S.W. (1987). Rate of
forgettmg in dementia and depression. Journal of-Consulting and Clinical

-~ Psychology, 55, 101-105.

Harte, D. (1987). Personal Communication. WCB Alberta.
Hayman, R. (1982). Ka& New York: Oxford University Press

Hemburger, K. L. & Schneldt W.J. (1987). Live and taped relaxation
instructions: effects of procedural variables. Bj < o
Regqulation, 2, 31-46. B

Hofstadter, D. R (1979). )- Godel. Escher. Bach. an eernal qolden braid. N

York: Basic Books.

4

Hughes P.& Brecht G. 19& MJQLQu_s_Q_uQ]e_s_aﬂd_mﬁmm Markham Ontario:

Penguin Books. .

" Imrie, D.&Dimson,C (1983). G,om_ble_b_ackagne,Scarborough Ontario: ¥
Prenitce-Hall.

Jahn, D.J., & Lichstein K.L. (1980). The Resistive client, Behaviour



| 148
Modification, 2, 303-320.

- Johnsen, J.E. (197.1). Cognitive Control of the Emotional Component of the Pain
‘ Madison: University of Wisconsin Ph.D. Thesis.

Johnson, M. H. & Magaro, P. A. (1987). Effects of mood and severity on-memory
processes in depression and mania. EsthQIQgigal Bulletin, 101, 28-40.

Kaswan, A. (1985). Manlfest and latent functions of psychologlcal services.

American Psychologist, 3. 290 -299. )
Keen, E. (1975). PhQanQnQIQg ical psychology. N,ew York: Holt, Rinehart and

Wmston

KeHer S., & Saraganian, P. (1984). Physical Fitness Level and Autonomic

Reactwuty to Psychosocial Distress. mmmmmnﬁm

28, 279- 287
Kimble, G.A. (1984) Psychologys two cultures Amﬂmﬂﬁmnm gﬁ, .
833-839. g .
/ et 8

Kobasa S., Maddi, S., & Puuetti M. (1982) Personal}ta);ﬁan&excercise'as*t‘. !

buffers in the stress-iliness relationship. ,JQggrnal of Behavioural
Mgdrgng, i 391-404.

Kockelmans J.J. (1967) Edmund Hisserl's phenomenolocucal psychology: a

historico-critical study. Pittsburgh: Duquesne Umversnty Press.

Koestler, A. 1@9 The sleepwaikers: a history Qf man's changing vision of .
the universe, London Hutchmson , 4

Koestler, A. (1978). ,!a us, A summlng up. New York Random House

Kratochwil, T. R. (Ed.) (1978). Single subject research: strategies for
exah.mmqm_gg New York: Academic Press ~

Lambert, W. E. (1987). The fate of oId country values in a new land: a cross

national study of child rearing. Canadian Psychology, 28, 9-20.
Lasch, C. (1984). The minimal self. New York: Norton.



ik

bre ‘.'
[ SN
Sots S

& - 149

Layne, C. (1983). Painful Truths about Depressuves Cognitions. Journal of

Qllnlgal Psychology, 39, 848-853.

Léavit, R. (1983). In Melzack, R. (Ed.). New York: Raven Press.
Leavitt, F. (1985). The yalue of the MMPI conversion 'V in the assessment of
psychogenic pain. Journal of Psychosematic Research, 29, 125-131.
g "
Lefebvre, J. (1981). Cognitive distortion andscognitive errors in depressed
psychlatnc and low back pain patients. Jourdal of’ Consultmq and Clinical
Psychology, 49, 517-525. :
¢ | : ’
Levine, M. (1973). Depression, back pain and disc protrusion: Relationships

- and proposed psychophysiological mechanisms. Di Iseases of the Nervous |
System, 32, 41-45. ‘

-

Lewis, A. (1980). M@M@Mﬂm New Yo;k: Crowell Publishing.

LoPiccolo, J,, Heiman, J R., Hogan D.R., & Roberts C.W. (1985). Effectiveness of
single therapists versus cotherapy teams in sex therapy. Jour ga of

! f&niumm_andﬁhmamsmmﬁl 287-294.

Malamud, B. (1983). The stones of Bernard Malamud. New York Ferrar,Straus &

Giroux.

Mannoen, A.M. (1985). Car h rned: Lif i ' r
center, Springfield, lllinois: C.C. Thomas.

May, R. (1967). Psychology an djbg human dilemmag. Toronto Van Nostrand.
May, R. (1975). The quragg to create. New York: WW Norton & Co.*
McCall, R.J. (1983). Ehmmmmmmm Racme Umversnty of

Wlsconsm Press.

McClure-Goulding, M., & Goulding,"R.L. (1979). Changing lives through
Redecision Therapy. New York: Bruner/Mazel.

McCnab, I. (1977). Backache. Baltimore: Williams and Wilkins,



S 150
: . N A/,// N
" McCreary, C.P., Turner, J., & Dawson, E. (1980). Emotional disturbances and
chronic low back pain. rnal of Clinical Psychol " 36. 709-715.

- Melzack, R. (Ed.) (1983). Pain measurement and assessment. New York: Raven
’ Press. B '

I

Merleau-Ponty, M. (1962) hQanQnQIngQ QQ QthQ London: Routledge&

Kegan Paul.

Q

Merleau- Ponty, M. (1964) QQ macy of pe Qgpygn Northwest University A

Press.

Miller, N. (1983). In Rosenzwgeig, M. & Porter, L. (Eds) Annual Review of
- Psychology. New York: Annual Reviews Inc. -~ "

Miller, W.R. (1985). Motivation for treatment: a review with specific
emphasis on alcoholism P§¥QhQ|Qgi%§| Bulletin, 98, 84-107
. O ' ) :
Miralles, A, Caro, I., & Rippere, B. (1983). What inakes depressed people feel
. . worse? A cross-cultural replication. Journal of Behavi

- Therapy, 21, 485-490.

_ ‘Moulyn, A.C. (1982). The meaning of suffering: Ah I‘ﬁteroretation of Human
« Exjstence from the viewpoint of time. Westport Connectucut Greenwood
Press '

Murphy, E. F. (1985). Qne line. ions for
- New York: Crown Publishing.

B} ‘\...

Neff, W.S. (Ed.) (1986) Rehabllltatnon Psvcholoqv New Ytrk Amencan o

/ Psychological Association Press.

@ “Nouwen, A., & Bush, C. (1984). The relatlonshlp between parasplnal EMG and
/Chromc low back pain. Pain,-20, 109-123.

Nouwén, A., & Solinger, J.W. (1979). The Effe,ctivéness' of EMG biofeedback

training in low back pain. Biofeedback and Self-requlation, 4. 103-111.

' Nietzsche, F. (1984): In Frankl V. Man's search for meaning. New York: Simon &




e ,.d

‘ : 151
éhusfer, p. 9.

o ! v
Olson, D.R. (1986). The cognitive consequences of literacy. Canadian
EsthQIng 2%, 109-121.

Ogsden, K (1986) Personal ””mmunlcagnon WCBtAIberta

Palmer, C.E. (1983). A note about paramedics’ strategles for deahng with
“death and dying. rnal of ional P

Papert S, (1973) In Dalenoort, G.J.

o~

Pawel E (1984). Ih_e_N_g__tmgmiBgam New York: Farrar- Straus Giroux.

Pedro-Carroll J.A., & Cowen E. L. (1985). The children of divorce intervention
program: an investigation of the efficacy of school- based prevention
program. Journal,of Consulting and Clinical Psychology, 53, 603-611.

Peltz, M., & Merskey, H. (1982). A Description of psychological effects of
painful lesions. Pajn, 14, 293-301.

‘ ‘ :
Pénnebaker, J.W. (1982). The psychology of Physical Symptoms, New York:

Springer-Verlag. Y

»

‘Pennebaker, J. W. & Skelton, J. (1978). Psychological parameters of nhysical

symptoms. Persongli ial holg lletin, 4, 524-530.

Pettifor, J.L. (1985). Patient Rights, professional ethics, and situational
dllemmas In mental health services. Canada's Mgn:al Hgat , S_QQL 20-23.

P|Iow€%(1974) In Sternbach RA Eﬁlﬂ_EﬁIlﬁDli.lLaﬂS.ﬁnd_ttﬁalﬁJm New ‘
e

Yaork: Academic Press

B

Proust, M. (1951), S_ﬂanﬂmax London: Chatto and Windus. =

| Ouéttro’ne G.A. (1985). On the congrunty between internal states and act|on

ES)LQhQ.IQQJQaLB.ull&tm 28,13-40.

Reich, w. In Hanna, T. (1970). Bodies in revolt: g primer in somatic thinking

New York: Holt, Rinehart & Winston, p. 132.
N v

SR



152

Revel, J.-F. (1984) How Democracies Perish. Garden City New Jersey
Doubleday & Company.
$ , .
Rippere, V., (1980). What makes depressed people feel worse? Behaviouyr
" Besearch & Thgragy, 18 87-97. :

Rollman, G. (1986). Current Pain Research. Pr gse ted at WQB Alpe[ta
Rehabilitation Qentre on Aprn 18.
> . :
Romano, J.M., & Turner, J. A. (1985). Chronic pain and depression: Does the
evidence suggest a relationship? Psychological Bulletin, 97, 18-34.

Rosenzweig, M. & Porter, L. (Eds {1983). Annual Revrew of Psychology, New ¢
York Annual Revrews Inc.

Sainsbury, S. 9739 easuring Disabili ty London Bell and Sons.
Sarason, S.B. (1981 Esmhg[ggy_mmmteg New York: Free Press

O
Sartre, J. P.(1969). Existential Psychoanalysis. London: Universities Press.
Schachtel, E.G. (1959). Metamgrphgs's New York: Basic Books. @@

Schneidemaﬁ E., Slavney, P.R. &McHugh P.(1985). In Cofdes C. Common
thread found in suicide. Amencén Psvoholomcal Association Monitor. 16,
11. ; :

Schutz, R. in Wag;mer H. R. (1970) (Ed)Qn Phenomenoioqv and Social Relations.
Chicago: The Universrty of Chicago Press. Y e

Shands, P. (1971). The war with words: Structure and Transcendence The
Hague: Mouton.

Shanor, D.R. (1985) Be deL Q§ New York: St. Martin's Press.

Sheehan, G.A. (1978). Qr_jhe_eﬁan_gu_ﬂmmm Mountain View California:

Bantam Books.
O

Sheinberg, D. (1980). In Epstein, G. (Ed.) S_tudimn_nm_dgtgmm



. 153
QﬂQle_QQL New York Human Sc:ences Press S

ShoemakerM E. CoxBG & Blzanllon P.D. (In Press). A.comprehensi
_ ghronig pain: treatment program for the injured worker, Copies fro
;;olumhua Pam Centre 645 West 8th Ave. Vancouver B.C. V5Z

) uln Barber, J., & Adrian, C. (Eds) | ,

IQ the manaqement of Pain. New York: Bruner/Mazel. -
G LY

. C | ' : ‘
Sikand J. (1981), Editorial‘mlﬂﬂ‘ ',

Slavney P.R., & McHugh, P. (T985) The I|fe story method In psychotherapy |
" and psychiatric educatlon The development of confldence Amg_ngan '

,JQ“rnal Qf Psyg ng aQy, 3_9_, 57-67.

Sontag, S 1978 | 355 as QIthQ[, New York: Farrar Straus & Giroux.
s Spencer- Adler and Monssey Adler (1979) in Basmajlan J. (< 2
\

Spengler, D.M. (1983). Chronlc |ow back paln legaiﬂmmmg
MMLA?S 5 .

Sperry‘, R. (1983) lnterwew Qmm AugusLGg 100.

Shu‘man M (

1

) &~ ,
SteinyH. (1985). The Evil nf Acquiescence Emiugvg ber, 47-48. ~

Stein, G. (1970) Three L. ves, Léwfdon P Owen | - j

Sternbach, R.A. (1974). |
Academic Press.
Stoddard, A. (1979). Th

. New York:

in, Hong Kong: Martin Dunitz.

Stransky, J. & Stone R.B. (1981).7 - sxander Tephnique:vJov in the Iife_Q_t"
your body. Toronto:¢Beaufort. -

" Suls, J., Sanders, G. S., and Labrecque, M. (1986). Attemptlng to control blood
pressure without systematic instruction: when advice is

counterproducttve xLQumam_BenawmaLMedmg.ﬁ. 567-577.

Sutton, R.G. & Kessler, M: (1986). National Study of the Effects of Client"s
sacioeconomic Status on Clinical Psychologists Professional Judgments.



\;\-

-~

Journal of Consulting and Clinical Psychology, 54, 275-2%6.

Szasz, T.S., (1957). Pain and Pleasure: A Study of bodily feelings. London:
Tavistoc Puflication. :

154

Teasedale, J.D.,

(J'l

). Psychologrcal treatments for depressuon how do they

work. 23, 157-165. ,
Thibault, J.E., & Kelley H.H. (1959). The Social EsyghQIng of Groups, New

York: Wiley.
\Thomas, D.M. (1381). The White Hotel. New York: Penguin Books.
{ = '

Torrey, E.F. (1973). The Mind Game: Witch Doctors and Psychiatris:s. New
York: Bantam books.

Tucker, D.M. 51981) Lateral brain functlon emotion and conceptuahzatlon

Psychological Bulletin, 89, 16-46.

Vander Well, A. (1978-1987). Personal communication. The Umversnty of
Alberta

‘ vVander Well, A. (1935). Conversation HoUr Rgadical constructivist position on

psychotherapy. Alberta sthQIng 14, 14-15,

’ Von Bayer C. (1981). Interpersonal Behaviour and pain : Non-verbal cues to

- suffering and their effect on others. Qenammmlng
D,enanm_em_o_tfgygnm Unwersnty of Saskatchewan, March

- Von Bayer C., & Genest, M. (1985). Roisas of psychologlsts in Canadtan pam

' centres. Qanadian&mmm 26. 140-147.
Wagner, H. R. (1970). Ed Qﬂ_Eh&&me_Qng_and_Sm_a_Bgam Chicago: The

Unlversuty of Chncago Press.

Wagner, H.R. (1982) Ehﬁﬂmwgumjﬁmﬁmmg
Lﬂﬂﬂo.dd_..Aanmduth.[y_Smm Chicano: University of Chicago Press.

Wagner, H. (1983). Explorations in Phenomenoloqv Phenomenology of

WMQMMMMMM The

8




]

Lo R YR A
.- :;;‘?ﬁgg ¥
A
i

155
University of Alberta Press.
. Watson, D & Clark, L. A. (1984). Negatlve affeotwlty the dlsposmon to
‘ experience aversive emotional states. hol lletin, 986,
465- 490
Weighill, V:E (1983). Compensation neurosis: a review of the literature.
rnal @f Psychosam i‘ R rch, 27, 97-104. \
- Wente, M. (1984). The Comin&Crisis in Workers' Compensation. Canadian
Business, February, 46- ‘

Whatmore, B. B. & Kohli, D.R., (1974). The Physiopathology and Treatment of
‘Functional Dlsorders New York: Grune and Stratton.

Wheatley, J.W. (1973). In: Carr, D. & Casey, E. (Eds.) Explorations in
Phenomenology. The Hague: M. Nijhoff.

White, R. W. (1954). Lives in Prooress A Study of the Natura| Growth of

- Q rsonality. New York: The Dryden Press. )

Wnle D.B. (1984). Kohut, Kernberg, and accusatory Interpretations.

Psychotherapy. 21: Fall, 353-364.- ‘
| Wilkinson, C B. (1983). Aftermath of Dlsaster The collapse of the Hyatt
Regency Hotel Sky Walks. American Journal of Psychiatry. 140.
1134-1139. L .

William James (1983). In Wagner H. Explorations in Phengomenology: -
Phenomenology of consciousness and sociology of the life world: An -
introductory study. The Umversnty of Alberta Press.

Wintz, P. W. (1987) Effects of postassault exposure to attack-similar ’
stlmull on long-term recovery of victims. J_QumaLQI_C_Qnsuqu_ang
ngmgal Psychology, 55, 10-16. <

-Withrington, R. H., & Wynn-Parry, C. B. (1985). Rehabilitation in conversion
paralysus The Journal of Bone and Joint Surgery, 67- B, 635-637. T

Wolpe J 1969 Ihe_ELagimg_t_Benamuy_‘[n_gmLToronto Pergamon Books






156

Zaner, R. M. (1973). In Carr, D. & Casey, E. (Eds.) Explorations in
Phenomenology. The Hague: M. Nijhoff.

Zola, E. (1981). Archetypes. Boston: Allen and Irwin.



APPEND!Y,

The following isa I'is.ting of alltd’esc'ri'ptors derived from ihe original
Psychslog|st Intervnews The list of descrmf rs belonging to each cass was
subsequently gxpanded, if necessary, during the ,re;peated' re-discussions of
‘ ‘t.he case. ‘
c o —

In the follbwing list the'h‘umber (1 ,2,“%;ets.) refers to sthé psycologist
who wss the soujrce of the ma:terial, wh~ile the su‘bsc ot "s" refers‘ to‘ a

: successiut case and ths sut;script f to a non-successtul ‘cés‘e. Thus the
descripiars marked 1s refer td-, and~ csnstitu‘te,..the initial summary material
fof the suécessful clieqt descfibed by psychologist onein Chapter 4.

’ For more information é'bo.ut;‘other steps involved in this reconstitutive

ethnography the reader i/s referred to. chapters 3 and 4.
Client was motivated to improve, keen to learn and has falth in Psychologist

and psychological intervention . 5 '~
Good initial theraplst-chent relationship _ ‘ - 55 1s
Client liked His/her pre-accident work S~ 5s
Client has lighter work to go to when therapy ends 5s
Client sought out individual therapy L - 2s
Chent is involved but beneath that is a Ioner and sees self as social mnsflt :
2s
Cli?nt has initial diff_iculties accepting limitations and disability.
' ' ' 2s
Client is enthusiastic, seeks out information on how to get better
‘ : . % 2s
Succesful at weight loss _ - 2s 4s

a

Client fears own violent nmpulses keen to keep self in control, suppressed
2s

. ¥

157



Affection from therapist at termination” 3sis

Affection from client at termination ..~~~ -~ ; 3s 1s | w* :
Hostility to system . - e 7s1s
ear in general 3s 0 'é.
jhting with the system™ - . *' o e
Clrent takes system for sométhrng rts not an msurance‘company o
. S - R B’S 53
Initial drstancrng by theraplst el s
Roor anatomical understanﬁdrng of 0wn body by cllent _ 3s 3f
Poor English skills - e o 73s 3f 4f
Plans to travel far away foromore medrcal evaluatron and treatm nt
o, P . 7s 4
Resrstant to.-agceptrnga dsychological comp nent to prdblefm
G e e g S - /s
Instructional @Qgroaeh used 1n1trally N 7s 7
SR Biofeedback used ©*, - P e /?l??- : 7s 1s
Client was rmpressed and SUrprrseQat own progréss A 7s
‘ Clrent in therap surpnsed by msrght rnto owndynamics = 7s
g\ln therapy c(mhes change in socral interacting style  *

a ‘ . 7s 1s
Clrent hz&d an attrtude of :"No use trying" S 71 4f
Client reported detenoratlor?‘m own caretaking capacity ‘ 75 3s
Inrtraﬂy client sees world as demandrng too much ' 7f
. Client enrolled in group as'well as individual therapy 3f ,
Successful educatron about body functions and physrcal structure during
therap}y T 3s.1s

’ Unsuccessful edu‘fatran aboujabody functlons and physical structure during

- therapy T é 3f 62

,‘ gt Suobessful habrt re- educatron (eatrng physical activities endurance)
ot o e "t:xa' 3s2s

4 A
Uhsugoessful habit re- educatron (eatrng physrcal activities endurance)

. 3f 6f2
Re-mtroductron of clrent to physrcal therapres at Rehabrhtatlon Centre was a
success . : 3s
Re-introduction of client to physical therapres at Rehabrlltatron Centre was
unsuccessful - ;» 3f
Charting: Documentrng state of being and p'rogress to self 3s 7s
Client learned to work through pain 3s 4s2-

Client had not léarned to work through pain 3f

Sy



( - 59
- Client.takes medlcal assurance, accepts that actlwty will not cause damage

3s -
Client does not accept medlcal assurance, beheves still that physical activity
cause damage : 3f 6f
Adjustment to and return to pre-accident job ' © 35
Client accepts it's all right to have some remaining pain 3s 7s 1s
Client does not accept some remaining pain as all right 3f 6612
Withdraws rather than seek help with pain , 7f . £
Able to relax at termination - , - 7s
At terminafion ceases display of disability 7s
At discharge the client has some pride in self 7s
At discharge the client is worklng up to the limit; up to point of pam ,
7s
Client feels pushed in early life into wrong Iife career 7f ' .
Low general self confidence 7f
The client is lnmally independent assertlve skeptlcal and pseudo socialized.
: /s 1s
“. Assertive, mdependent self- afflrmmg a ﬂnscharge - 7s1s
" Good initial medical experience | | 6f
 Hizarre somatic convictions - : | af
. Therapist doesn't believe client about the magmtude of the complalnt and
_ extent of phfsncal limits ‘ 3f 6f 1f
Clientsees self as severely physically damaged and asks fora fulI pension
. , " 3f 6f
= Client feels hé could have been killed in the -accident - 3f
Client does not allow self to relax even in relaxation training - .
Bf
Client reports he/she recovered well from a prevuous low back surgery or R
episode - | | . Bths Wy
At termination not depressed - : ' 3s - ° LR
- Initially not responsive to therapist initiatives : 3s .
Client does not acccept or understand own reaction to extended pain (the
physical consequences of stress) _ 3s 6f
High pre-accident income - 3s 4f
Family relationship problems o 3s 6f 2f,
: ‘ ‘ 4s2
High financial commitments and financial problems 3s 6f ‘
In clients opinion his/her compensation rate is inadegate
| . . 3s
Lack of apparent job alternatives . : 3s



o . , . C , 160
In good'physical condition at start of treatment - 3s

In poorsphysical condition at start (specifically mentioned

by the psychologlst as an extreme case. Most clients are in

“poor condition in any case) | B6f2
Delegatron of responsnbllrty for treatment and getting better to others
3f 6f
~ Client attempts retreat from world via pension - - 3f 62
Claimed good pre-accrd\ept physical condition 3t 6f2 1s
» Specmcally says he/she is proud of pre-accident physical condrt%n
b - 3f 6f2 !
At discharge,not insisting on complete cure 9 7s
At discharge is willing to meet future without guarantees :
| o 7s 1s
Depressed at discharge - -7t
‘More disclosing at discharge 7s
Unable to commititd vocational drrectron because he/she has iow self
confidence = : 7f
No religious faith 7f
Coped for time with pain but now sees self as disabled | 6f
dexual problems , 6f 4f
Masculine (active) role erosion to which the clrent reacts with physical self
rotectron 6f 6f2
Mixed and several drfferent/conflrctmg medical dlagnoses }
Client prefers to believe and speak of the most dusablrng and threatening
diagnosis - ., 6f
Client has had too many medical and treatment procedures, and has no faith
left to invest : of
'Does not feel well enough examined medrcally or cared o
about. Wants more examinations - o 6f2 3f 5f
Physically tense at beginning of contact ' 7s
Physically self protective at start ~ - 7sis
High expectatlons from physical treatments, optlmrsm fadlng atinitiation of
psychological treatment Zs@m,iz I3
No compensation system problems o / %ss ? ?iij
A successful surgery during psychotherapy contact Jg. ¥ T
Spouse got a job, relieved financial strain’ . 28
Client contacted psychologist about self-control issues - 25

Client confronts significant other and wins, while in therapy
<L : ‘ . ..2s
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Vocational clanflcatxon octurred | 2s 1s
At discharge the client is physically different in presentatlon cheerful,
smiling, communicative, more mobile ’ o 2s
Client put physicians on pedestal initially. ngh expectatlons were
unfulfilled 5f
Initial injury occurred more than 10 yrs ago and was lntermlttently |
‘manageable ‘ : . 5
Multiple failed surgeries : 5 L " of
‘Good family relationships o 5s
_Psychologist hélped client over physical setback T 5s
Activity increases low back pain ~ 5s
Good relationships with other centre theraplsts 5s
Client is part of close-knit community 5s
- Client is bright : ’ . Ss
Client works up to the point of pain , | 5s
Client is an immigrant ' - Ss4f
Cllent feels dependent on WCB, does not believe he could be well again
5f
: -Cllent i$ doing the treatment procedures only to please the therapist.
: . 5f
Qutsider with a dead end job goes to a good job. Reinclusion into the world
took place,and the therapist is a part of that process 2s 1s

Therapnst was reluctant to witness self-exploration because |l was too

~fr|ghtenlng & violent, but did 2s

Client has actual experience of killing people and wants to confess to
someone, despite previous therapist's rejectlon and rejection by other
community members - 2s

Client has been previously with psychology and/or spent a Johg time there
receiving therapies of one kind or anather - o 2 .

Client has an ugly, scary, socnally unacceptable appearance

2f
Low back, leg-pain, poor sleep, multiple drugs - 2f
Divorced . 2f
Took part in therapy to please and belong but was not interested in changlng

. of a

Client alternates between agreeing to-go.aldng with therapist’s plans, and
distancing and fighting l | of
Client appears to be manipulating - : 2f
Substance addiction and blaming others for it rathelr than trying to change

) _ 2f

161
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Structured pain control program, group, therapeutic excercise, behaviour '
madification, relaxation training group plus individual therapy

? - Coe . 2f 45
Low education, training, and’job qualifications 2t 4s 4f
Grandiose and unrealistic plans and no followup in action
~ Poor self-confidence | - of
Many years of involvement with various compensatlon boards .
: 2f
Will take pill or have surgery but not blofeedback oro ther self-help
therapeutic efforts . \ 2f
Low back pain is a long term problem; whole lnfe was derailed
N  4s
Change was like a rehgzous conversuon A whoIesale reframlng of life
experience took place © 4s
Was in Centre on a number of previous occasions . 4s
Was told there was no more physical treatment to be had. This scared him to ‘
attend more thoughtfully to therapies offered. - 4s )
Despite having tried all, client still wanted more treatment
4s
Worked on therapeutic tagRs despite the pain, worked through the pain
4s
Family was»involved in the treatment program at home (diet) y
‘ 4s
Continued weight loss after end of therapeutic contact 4s
Simultaneous family tragedy and ;’ome related personal dlfflCUltleS
4s
Extensive social invglvement | 4s
Froma dependent'let\;»o_[geone else fix it' to independent self help attitude ‘
ds ,
Limited money from compensation h 4s ®
Too glum to be brought around . | 4f
Extensive family obligations B | 4f
«lient felt society owed him. Descnbed as a martyr . 4f
Would not follow excercige instruction in weight room 4f
Saw resolution in enough money to start own business 4f
Smoked more - 4f
Sleep loss _ ’ ‘ 4f
Saw psychology as a place sheltered from pressure to excercise and job hunt
» ] 4f
i
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Client liked fng Blationship in therapy and the ventilation :

| e | f 4f 1s

Client had a lawyer represgnt him with the Board : 4f

~ Client had many previou eriences of up and down 482

Worked for some monthﬁg accident, until could not 452
.Client had trouble justifying relationship between accndent and dlsabnhty
because of time delay 4s2
Doctors told him he won tJ?vork agaln psychologjlst told him that everyone can -
do something ' . ’ 452
Lost mdst possessions, experiencing fmancual strain ' 452
Had been in his own business - 4s2
Positive mood developed in relation to vocational opportunity

' - 452 .
Client became depressed again because there was no work .

\ o - - ‘ 4s2
The spouse had been the family invalid until the accident 452
Client recovered positive mood following improvement after chiropractic -
care ‘ 452
Client wanted education’ fmanced by Board 1s
Client was in charge of the therapeutic relatlonshlp and wanted to learn
specific skills or techniques 1s
Client felt he had to prove his honour. Therapist said taught him to
concentrate on actual improvement : 1s
Client learned to-trust and accept the therapist, and through him the
compensation system , 1s
Client was des;zfﬁed as nice looking L 1s 1f

~ Client wanted but of the low back pain and was wnllmg to lend self to the-
psychological tredtment 1s

Client was fed up with assurance | 1s
When he didn't improve under standard medical treatment and was blamed for

~the problem client resented it. b - 1s

Worked through the-pain 1s

llent‘lqst confldence in the medncal approach interpersonally and as a
- sciengp - | . | 1s
- ‘Wanted to get on with life - | | 1s
" Eamily dufﬂcuhles SR ' 1f

Street person socnal outcast L 1t

Trying to prove self to person in authonty and losing - 1f
E
Needed constant attention from therapist and others : 1t
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Inconsistent physical complaint and no physical srgns to document

1f
Presented self as victim in need of aid 1f
No willingness to accept selffrespo'nsibility - 1f
Did not want therapist to attempt to cause change, just to attend
s oAf
Seductive, manipulative, wanted to touch therapist, exhibitionistic
. ‘ . ”
Money from compensation was threatened by improvement
1f
Therapist swrtched to authontatrve approach after failure at less directive
approach 1f
- Therapist attributes failure: of treatment to remforcrng power of money, and

social lifg'in Rehabrlrtatron Centre | S L
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