Caseworkers Can Be Very Dangerous People For People With Chronic Pain

Acute pain cases can manage within the WCB system, but chronic pain cases suffer. The stance of today’s caseworker has been termed “adversarial help", with priorities of simple cost containment set by department heads and supervisors.

This adversarial approach reminds me very much of an infamous role-playing study where half the participants took on the role of jailers, and half took on the role of prisoners. The prisoners were kept in actual cells and the simulation ran for days. The "jailers" got so caught up in the act that they became abusive and demeaning, causing severe stress among the “prisoners.” For ethical concerns the study (known as the famous Standford Prison Study (Haney et al., 1973 and Zimbardo et al. 1980), had to be stopped as it was seriously affecting some “prisoners. ”   

“While subjects initially approached their role playing in a light hearted fashion, the situation soon deteriorated. The guards became increasingly abusive and punitive towards the prisoners, while the prisoners became passive, helpless, and showed symptoms of stress such as crying, agitation, confusion, and depression.”[from Textbook of Social Psychology, J. Alcock , 1998].

Chronic pain patients are regularly depicted as: abusers of the system, fakers, at fault for all their troubles, too fat, too lazy, nut cases, and royal pains. The abuse of these patients is sanctioned by a system that allows WCB to be above the law, and circumstances that allow anonymity. These caseworkers are also given excessive workloads, giving them a sense of entitlement and the idea that any contact with clients IS a royal pain. Chronic pain patients may not be at their best, and desperation coupled with the lack of sleep makes them hard to deal with at times. Hassles generated in dealings with caseworkers can have a big impact. 

How Chronic Pain Wears You Down

To understand how this is a particular problem for chronic pain requires some basic understanding of pain.

Acute pain primarily registers as a sensation and an unpleasantness. Chronic pain takes on a whole life of it's own - it is an emotion experienced by upper centers in the brain. These reactions involve dread about the future, self-esteem issues, grief, anxieties, fears and so on. Incorporation of these areas is driven by the severity of pain and may be genetically driven.
http://www.jneurosci.org/cgi/reprint/22/12/5100
http://www.jneurosci.org/cgi/reprint/25/4/836
Chronic back pain is also associated with subtle brain degeneration:

J Neurosci. 2004 Nov 17;24(46):10410-5. 

Chronic back pain is associated with decreased prefrontal and thalamic gray matter density. 

Apkarian AV et al

http://www.jneurosci.org/cgi/reprint/24/46/10410
The area of damage includes the DorsoLateral Prefrontal Cortex (DLPFC), an area for mood control. This area may be damaged during Interferon therapeutic treatments, and this will cause depression in 50% of cases. 

Sleep loss in normal subjects will cause both mental and physical deterioration; in chronic pain the long-term effects will be cumulative. Chronic pain can cause healthy people to become less optimistic and sociable, more aggressive and more fatigued. They also experience more pain. Someone with chronic pain is going to have tremendous problems with optimism for the future.

sleep effect abstract here
It has been found that injured people are highly suggestible and sensitive to what is being said; this sensitivity will impact them when confronted by adversarial help.

On top of this you have the way our society depreciates those with disabilities. They are defective, weak, devalued, and most importantly, it is their own fault.  The individual is responsible for “his/her problem” He/she is thought of as: 

· deconditioned – though a recent review found “conflicting evidence” on that:

Disabil Rehabil. 2006 Jun 15;28(11):673-93. The association of physical deconditioning and chronic low back pain: a hypothesis-oriented systematic review. Smeets RJ

abstract here
· having psyche problems – though a study in which the patients were  relieved of their pain found their “psyche problems” returned to normal, suggesting some of it was pain severity driven.

Pain. 1997 Oct;73(1):15-22

Resolution of psychological distress of whiplash patients following treatment by radiofrequency neurotomy: a randomised, double-blind, placebo-controlled trial. 

Wallis BJ, Lord SM, Bogduk N. 

abstract here
· malingering – though there must be over 20 studies demonstrating that in court-driven cases, these people do not get better when they get their settlement. Here are 19:

http://painmuse.org/ref/nobetterafter.doc
· Catastrophizing and “fear avoidant”: This problem is actually generated by an adversarial unbelieving system that generates no reliable safety net. It can also be generated by doctors who are “catastrophizers” themselves over the pain: HERE:
Pain. 2006 Oct;124(3):330-7. Epub 2006 Jun 5. 
General practitioners' fear-avoidance beliefs influence their management of patients with low back pain. Coudeyre E, Rannou F, Tubach F, Baron G, Coriat F, Brin S, Revel M, Poiraudeau S. 
abstract here
“GPs' fear-avoidance beliefs about LBP negatively influence their following guidelines concerning physical and occupational activities for patients with LBP. “
AND:
Rheumatology (Oxford). 2006 Jun;45(6):718-23. Epub 2005 Dec 23. Outcome of subacute low back pain: influence of patients' and rheumatologists' characteristics. Poiraudeau S, Rannou F, Le Henanff A, Coudeyre E, Rozenberg S, Huas D, Martineau C, Jolivet-Landreau I, Revel M, Ravaud P. 
abstract here
“Rheumatologists' beliefs influence their following guidelines on physical and occupational activities.”

This culminates in a different form of pain  - suffering. It activates different areas of the brain – particularly the Anterior Cingulate Cortex . It has been found that dread about the future plays a key role in the pain of chronic pain. I was told by a WCB worker that he had once had back pain – chronic pain is not the same as acute pain. Chronic pain is a disease of suffering begot by genetic susceptibility, by future dread, desperation, grief, lack of sleep, brain damage, stigmatization, and the implicit suggestion that it is somehow all the patient's own fault.

There are now two studies that have dealt with the effects of  “social exclusion”. One is a brain imaging study that demonstrated that this form of social rejection lights up some of the same areas as chronic pain. So social rejection causes physical pain.
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Therefore the social rejection inherent in society and the WCB system for those suffering from chronic pain will, in fact, increase their physical suffering. It seems odd that a system supposedly geared towards helping patients would go out of its way to do things that will make things much worse.

Enter now a caseworker. These workers are seriously overworked and may not have the best interests of the patient at heart.  A sense of entitlement seems to come with this workload.

Caseworkers: 

· Never have to answer the phone – voice mail only. My office requires real human receptionists - that has to be a "given" – they should at least be able to get a receptionist

· Do not return calls – this 24-hour initiative I now see I suspect may have an expiry date. I would be interested to hear from actual patients how long it really takes

· Assume no continuity of care – last WCB patient of mine with had gone through several caseworkers recently and yet when I bludgeoned my way though switchboard to actually talk to someone I had to talk to a manager  - appears no one else is home after 3:30. 

· Deny petty things like a neck pillow- for what? Don’t they realize how demoralizing that is?

· Can be late with checks without reason. Then don’t answer calls…

· Order potentially painful Functional Capacity Assessments without good reason

· Infer that patient can be cut off at any time

· Make promises then change their minds.

· Cut people off to see what happens – more on this later.

This can have a devastating effect on someone with chronic pain. This jerking-around can be one of the ultimate forms of social rejection. Not only do clients feel the pain of their mistreatment, they are now having to look at the future in a new light – one of victimization and dread. I marvel at the speed at which caseworkers from WCB (and SGI even more so) can convert my recovering pain patient to a chronic pain patient by the way they mistreat him/her, all this with immunity from prosecution by law.

The minimum I can suggest here is an enforceable code of ethics. Caseworkers should have an anonymous questionnaire about service sent to patients. This questionnaire must be separated from WCB supervisors who may reward caseworkers simply for saving money. A website should be set up where patients can anonymously log their concerns about particular caseworkers. Internal documents are jealously guarded by WCB; there should be open access to help expose any misconduct. I would also suggest that this code of ethics be made, and possibly occasionally enforced, by a disinterested party. Although one could make the argument that caseworkers must be protected from litigious clients, the clients must also be protected from gross mistreatment/incompetence. If legal systems are not used, there should be a system set up through the ethics code wherein after a certain number of infractions (or infractions of a certain type), a case worker would be dishonorably disbarred.

Having said that, the second most dangerous group of people for chronic pain patients is doctors: 
· There are two recent studies that have demonstrated that some of the “fear-avoidance” issues in chronic pain rub off from doctors. This is fear of re-injury and avoidance of exercise/work – there are some who feel this is just a form of catastrophizing. There are also doctors who get very worked up over injuries and rub that off on patients.

· Doctors may underestimate their patient’s pain – one study found untrained university students were better at telling pain levels than health care providers.

· Doctors may also victimize patients where “nothing’s wrong”.  I presented a case to the WCB review some years ago. At the time I was told, to my shame, that general practitioners were the source of much victimization in chronic pain patients.

The subject of chronic pain is one of the poorest taught in university, and is more geared to opioids and palliative care. There is an initiative in the Canadian Pain Society to put together a program. Successful ad campaigns in Australia apparently helped prevent the catastrophizing in back injuries that doctors can foster. There could be programs sponsored on chronic pain for doctors, but I found ones sponsored by insurers to be very biased and include “faker jokes” free of charge. We have some excellent psychologists in the area of pain at the university of Regina that could be a resource.  

The third most dangerous group of people to those in chronic pain is the government. 
· Much of the so-called catastrophizing might be the result of an inadequate safety net. The worker knows the boss only wants him back when he is 100% and there do not seem to be disability initiatives in place to change that. There need to be strong initiatives supporting modified work and modified work positions from the government. Without sanctions for companies simply unwilling to accept anything but 100%, little will change.

·  Another issue is that due to the stigmatization and disbelief of chronic pain subjects, these patients will overstate the extent of their pain just to finally be taken seriously. WCB and health care workers look on this as faking and dishonesty; while actually all they are seeing is a reflection of their own actions that spur such desperation. 
· The stigmatization of chronic pain is almost government-sanctioned. For example, there are no chronic pain facilities in Regina. Although Dr. M. Flotre will be remembered for his early intervention program, what people might not realize is that there was an attempt by him at the time to put together a multidisciplinary pain clinic with some empty space at Wascana Hospital. He had people from multiple disciplines willing to start. There was not the political will to sponsor that. 

· The time required to see specialists is unethical at best and referral out of province is again not decided by the physician but by a cost-saving caseworker. 

· Putting certain workers back in the same job to get re-injured is just plain stupid. Yet unless you have a permanent disability, that is all WCB will do. Some common sense for re-training and alternate/modified job positions has to be written into the legislation. 

· If there is freedom from prosecution for members of WCB, there has to be some externally enforced accountability. Worker’s Advocate does not have the resources to do that, from what I have seen.


What boggles my mind is the fact Parliament has an opposition, the law has an opposition, but the worker has nothing except the Worker’s Advocate and perhaps his union. They, however, do not have the medical personnel to make a proper case. Many of them do not know their rights:

1) They do not need to have a known cause for their pain. A 2003 Nova Scotia Supreme Court ruling stipulated that chronic pain patients with no known cause of their pain cannot be treated any differently than other injured patients. A Northwest Territories Supreme court ruling in 2005 again legitimized the diagnosis of Chronic Pain Syndrome – a disease without objective findings. This distinction, however, is still alive and well in Saskatchewan when certain WCB-sponsored (conflict of interest) specialists examine patients and say, “given there appears to be nothing wrong with them, they should go back to work." One such party saw a patient of mine with Interstitial Cystitis, chronic pelvic and back pain, and other health problems, this time for a private insurer.  He said besides her depression, she could go back to work. All this was determined without even having done an exam re: her pelvic pain. 

2) They do not have to submit to painful rehabs particularly if their doctor says it is inappropriate for them.

3) WCB has to find a rehab program suited to their disabilities.
4) The claimant does not need to take rehab at all to still qualify for disability coverage.
Osmond v. Newfoundland (Workers' Compensation Commission) SUPREME COURT OF NEWFOUNDLAND 2001

5) The claimant has the right to cross-exam WCB doctors at appeals in “the principle of natural justice”.
Emery v. Alberta (Workers' Compensation Board), 2000 ABQB 704

6) The claimant has to be given the benefit of the doubt. And expanding on #1 - Chronic pain without objective findings (Chronic Pain Syndrome) is an accepted disease and finding nothing wrong is not acceptable means of terminating coverage.  (Nova Scotia Supreme Court 2003 and NorthWest Territories Supreme Court 2005.)

There may be further rights that I am unaware of.  It is strongly suggested that these need to be written up and given to the patient. 

In describing proposals to cut off chronic pain patients who have not responded as expected to treatment, [Teasel & Merskey (1997)p203] stated that this would only “disproportionately hurt poorer, older, less well educated individuals who lack transferable skills and are less able to find alternate work”. This unfortunate group of people is going to have more difficulty filing appeals (if they are even capable).  10% of the population are functionally illiterate; they will never be filing appeals.

My feeling for WCB is that you should break the mold and start over. There needs to be a two-party caseworker/doctor system – one which will give the patient the benefit of the doubt until proven otherwise and advocate from that position.  Working for WCB, even as a neutral examiner, will eventually jade one.  There are just too many faker jokes, and “once you’ve seen a faker, everyone’s a faker”. It almost seems like they become part of the system.

The most important aspect of recovery may be self-efficacy; this only comes out of respect and a sense of collaboration with the patient – not in an adversarial position.  In:

Qual Health Res. 2005 Jan;15(1):30-48. 

Victims twice over: perceptions and experiences of injured workers. 

Beardwood BA, Kirsh B, Clark NJ. 

“Interviewees believed that the process victimizes them and renders them powerless and dependent on others. Furthermore, they considered that health professionals and bureaucrats impede their rehabilitation.  The authors suggest that injured workers should be included in the decision-making process of rehabilitation and rebuilding their lives.”

The most important factor I see in the recovery from chronic pain is when “the lights come on” – the patient develops the level of self-efficacy to direct her/his own recovery.  This collaboration can sometimes occur between a doctor and the patient but not between client and adversarial caseworker.

One interesting concept I saw was in a British Army study of head injury victims. They had a program of sheltered employment.  “Many brain injured persons return to employment after injury, but it is often in a less demanding role.” 

http://oem.bmjjournals.com/cgi/content/full/61/5/414
In certain high-risk occupations it appears that this sort of arrangement should be pre-designed.


I find that the graduated return-to-work programs, often directed by physiotherapy, are excellent. Physiotherapists do not appear adversarial as long as caseworker interference is avoided.  It has been shown that early return to work is associated with better outcome. It would be nice if injured workers could return to work early even just to do short hours of meaningful activities. I have seen programs out there like that and find they do a lot to improve the “fear–avoidance” issue. This would have to be worked out with a claimant in collaboration; any other way could just make things worse.
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