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*Hadler (2005) described Type II medical malpractice as “doing something to 
patients very well that was not needed in the first place” (page 20).
†Obviously, an emphasis on inappropriate claim reduction needs to be balanced 
by protection for workers with valid claims.

Part II: Psychological Factors In Delayed And Failed Recovery 
and Unnecessary Disability
Garson Caruso, MD, MPH, and Les Kertay, PhD

T
his article is the second of a two-part series and 
will discuss practical approaches to the problem 
of psychological influences in delayed and failed 
recovery and resultant unnecessary work disability 

(DFRUD). The first article introduced concepts and con-
siderations relevant to the problem, and was published in 
the May/June 2019 issue.

Part Two: Potential Interventions
Part Two considers both conceptual and practical interven-
tions, including specific evaluation and treatment methods. 

Five Categories of Intervention
We propose five categories of intervention for DFRUD:

1. Advance and operationalize our knowledge base
2. Make conceptual and practical shifts in our 

approaches
3. Place a greater emphasis on prevention
4. Improve recognition of potentially difficult cases
5. Apply specific management approaches and tools

Advance and Operationalize the Knowledge Base
There is an urgent, overarching need for a cohesive, 
evidence-based body of practical knowledge about biopsy-
chosocial influences in medicine in general, and DFRUD 
in particular. The current literature is large and growing in 
both quality and quantity, but it remains fragmented and 
there is no coherent body of accepted principles to guide 
our understanding. A unified view should be based on 
science and best practices, incorporate the major contrib-
uting factors, take a balanced approach to causation, and 
outline evidence-based and cost-effective management 
interventions. These management principles need to be 
both parsimonious and operationalized in a way that is 
comprehensible and accessible to clinicians, administrators, 
and other stakeholders with a wide range of education and 
health literacy.

Conceptual and Practical Shifts
There are at least six major conceptual and practical 
changes that need to be accomplished:

• Eliminate the dualistic separation of mind and 
body and the scientific reductionism that follows 
from it. We cannot continue to consider the mind 
and body as separate entities, or work-related illness 
or injury as separate from the individual characteris-
tics of the worker, especially in potential DFRUD.1,2 
This requires taking a more holistic view of the 
worker and including psychosocial considerations 
much earlier in the course of claims.

• Change from a disability to a capability emphasis. 
This requires a shift of focus, for both administrative 
and clinical practice, away from impairment and 
disability and toward optimal outcome; for example, 
a conceptual change from workers’ compensation 
(WC), which refers to benefits provided for presumed 
work-related illness or injury, to workers’ recovery, or 
restoration of maximum functional capacity.3 Specific 
practices range from the individual level (eg, reduce 
unnecessary and/or inappropriate work activity 
restrictions) to a systemic level (eg, replace the idea 
of static and permanent disability for insurance 
and legal purposes, with one that is more fluid and 
time-limited in most circumstances). We need a much 
stronger emphasis on functional restoration, including 
vocational rehabilitation, in compensation systems.3 
A change in worker and attorney expectations is also 
required, at least in some situations, from an effort to 
maximize short-term financial benefit under existing 
statutes, to optimizing quality of life.

• Reduce improper WC claims. There are many 
potential hazards to the worker caught up in a 
compensation context, such as WC or disability 
(eg, iatrogenicity and Type II medical malprac-
tice),* and a large body of research has documented 
worse outcomes for medical conditions managed 
in compensation systems.4,5 Keeping inappropriate 
claims out of these compensation systems in the first 
place may be a helpful approach.6† Workers often 
enter the WC system for misplaced reasons, includ-
ing relatively minor work-related illness or injury, 
inappropriately medicalized conditions (eg, person-
nel issues), and non-work-related disorders. There are 
numerous ways that improper claims are accepted by 
insurers, including: (1) erroneous health cognitions; 
(2) failing to effectively consider causation, by either 
clinician or insurer; (3) advocagenicity; (4) engaging 
in an adversarial process through early legal repre-
sentation; (5) acquiescing to a path of least resistance 
(eg, escalating and revising symptoms); and (6) 
systemic factors (eg, advocagenic and worker-cen-
tered statutes, having a low threshold for prima 
facie medical evidence, and relying on poor quality 
Independent Medical Examination [IME]). 
Some solutions to these problems include: (1) pay-
ing much more attention to putative mechanisms 
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of injury (eg, basic physics and forensics)7; (2) 
more rigorously applying the six-step ACOEM/
NIOSH (American College of Occupational and 
Environmental Medicine/National Institute for 
Occupational Safety and Health) causation proto-
col 8; (3) improving insurer methods and processes 
to recognize and act on basic claim flaws (eg, higher 
levels of adjuster training, management protocols, 
and medical director/physician advisor review); 
and (4) encouraging greater clinician attention to 
causation and motivation, as well as willingness 
(and fortitude) to explain causality rationales to 
workers, employers, and insurers. 

• Improve the administrative and medical man-
agement of valid claims.9 There is a need for more 
critical thinking by all stakeholders in compensation 
cases, with less absolute and unquestioning accep-
tance of assertions by workers and clinicians:
 � Worker reliability is often low in compensation 

settings.10 Evaluating functional abilities should 
rely less on subjective complaints, and more 
on corroboration of claims through clarifying 
compromises in activities of daily living, sleep 
disturbance, and sexual dysfunction.1 Also, there 
should be less acceptance by both clinicians and 
insurers of adding new body parts and diagnoses 
to ongoing claims, particularly those with no 
clear relation to the original injury mechanism, 
based solely on worker complaints.

 � The credibility of evaluating and treating clini-
cians should not be presumed, as these clinicians 
may be subject to many forms of bias and 
error.12,13 There should be less reliance on unsup-
ported medical opinion, especially those relying 
on the biomedical model. Finally, more diag-
nostic precision is needed, with less acceptance 
of vague and/or meaningless diagnoses, such as 
“chronic sprain” or “stress.” 

 � Both administrators and clinicians must spend 
more time on complex case details; volume is a 
major problem in this regard, which requires both 
manpower and money to solve.14 There are major 
administrative and clinical challenges in medical 
records. These challenges include template-based 
notes (largely a function of electronic medical 
records [EMRs]),15 which degrades the quality of 
clinical documentation, and information over-
load, which makes records difficult to use.16 From 
the insurer perspective, clinician records should 
not be accepted for payment unless they clearly 
(or even reasonably) support impressions and 
treatment.

• Enhance collegiality and communication 
among all stakeholders. Lack of timely, relevant, 
and effective communication is a perennial and 
well-recognized problem in medicine in general, 
and compensation systems in particular. Preventing 

DFRUD is a collective endeavor; we need multi-
domain, multifactorial interventions synergistically 
involving all stakeholders and perspectives.17 
When professionals fail to communicate, workers 
are negatively impacted, return to work (RTW) 
is decreased, and costs increase18; conversely, 
meaningful and timely communication improves 
outcomes.19

• Adopt a cost-utility vs. absolute cost approach. 
Cost control is critical in medicine, but this goal 
should not be pursued single-mindedly or be the 
overriding consideration without due regard to 
value. Resources are limited, so we must select 
interventions with the highest gains in health 
at reasonable cost. There is good evidence for a 
cost-utility approach in early intervention in WC 
claims,20 interdisciplinary approaches,21 worksite 
mental health and other interventions,22 cogni-
tive behavioral therapy (CBT),23 and system-level 
disability management interventions (eg, the WA 
State Centers of Occupational Health and Education 
[COHE] Program).24 Cost-offset determinations are 
complex,25 and we need more research and bet-
ter definition of a business case for psychological 
interventions.

Prevention
Our current management options for DFRUD are subop-
timal, so prevention is a necessary contribution to overall 
management. There are several potential approaches:

• Modify psychological factors. Some influences, 
especially predisposing factors, may be immutable 
(eg, some psychophysiologic processes and pathopsy-
chological disorders, and the effects of prior adverse 
childhood experiences, or past major traumatic 
incidents). Somatization and other psychological 
traits play an important role in the development of 
medically unexplained physical symptoms (MUPS; 
see Part One), and yet we know little about pre-
venting them.26 However, other elements may be 
modifiable, and indeed it is possible to change an 
individual’s attitudes, even when we cannot change 
the underlying traits. For example, a worker’s 
maladaptive health beliefs and cognitions can be 
changed with health literacy education and train-
ing, or, if the worker has a psychological condition 
that meets diagnostic criteria, with CBT or other 
evidenced-based psychotherapy.27 By modifying 
psychological factors, we can attenuate or redirect 
the adverse effects of motivation, reward and gain, 
learning and memory, and some psychopathology. 
Psychological and other interventions also may be 
able to reduce negative workplace influences, such as 
perceived injustice and stress effects.28

• First do no harm. We need both conceptual and 
practical changes in this regard, with an overall 
emphasis on preventing untoward effects:



 July/August 2019 | AMA Guides Newsletter 5

Part II: Psychological Factors in Delayed and Failed Recovery and Unnecessary Disability, continued

 � We need to take a holistic view of the worker 
and consider more how a work-relevant illness 
or injury affects their entire life, and not only 
consider the isolated medical interventions aimed 
at narrow aspects of a condition. 

 � We should focus our natural advocacy on pro-
viding what workers truly need, rather than what 
they or we want, tempering our natural empathy 
with reasonable and informed administrative and 
clinical practice. 

 � An important part of overall harm reduction 
is that clinicians need to become comfortable 
with saying “I don’t know” when they don’t (eg, 
when dealing with MUPS), instead of engaging 
in fruitless and often harmful evaluation and 
treatment.29

 � Quaternary Prevention (avoidance of iatrogenic-
ity) has been defined as “actions taken to protect 
individuals from medical interventions that are 
likely to cause more harm than good”30 (page 
106). This includes appropriately advocating for 
what the worker needs, by building a therapeutic 
alliance and engaging in shared decision mak-
ing with them31, 32 using best administrative and 
medical practices33; avoiding medicalization, 
nocebo effects,34 and unnecessary claim delays; 
and maintaining a focus on function. Sometimes, 
engaging in “watchful waiting” is better than 
aggressive workup,35 (eg, in cases of mild trau-
matic brain injury, from which the vast majority 
of workers recover uneventfully over time, with 
or without intervention).  

• Use the RCT (Restrictions, Capacity, and 
Tolerance) paradigm in RTW.36 This approach 
posits that Restrictions are based on Risk from 
potential or real dangers, and define what the worker 
should and should not do; Limitations describe 
capacity and what the worker physically and/or 
mentally can and can’t do; and Tolerance refers to 
what the worker feels capable of doing, or wants to 
do. Use of this model, which relies upon objectively 
assessed capacity and actual risk of injury to the 
worker or others, is extremely helpful in generating 
appropriate (work) activity restrictions and avoiding 
unnecessary activity proscriptions that cause iatro-
genic harm.

• Acknowledge free will. Although employers and 
insurers in compensation systems have a fiduciary 
duty to facilitate recovery from work-related illness 
and injury, and other work-relevant conditions), 
each worker also has personal responsibility and 
consciously chooses a course of action.37 Despite the 
apparent immutability of some of psychosocial influ-
ences, “[n]eural biology does not have to be one’s 
destiny” (Email communication with A. Karandikar, 
April 8, 2018). Free will also include consideration of 
the moral hazard of compensation systems.38

Recognition of Potential or Actual DFRUD in Claims
We need to identify the possibility of DFRUD in work-
ers, stratify risk, and intervene as early and effectively as 
possible; given the known incidence and prevalence of 
these cases, they should be expected and anticipated in 
WC medical management (Email communication with J. 
Christian, May 6, 2019). As we use the term here, risk strat-
ification refers to shaping interventions based on the degree 
of risk for DFRUD; at any stage in the life of a claim, 
those workers at higher risk for DFRUD are followed more 
closely, and interventions are more likely to be applied. 
(See discussion of risk stratification and early intervention 
under Management.) There are at least four approaches to 
early detection currently available, with application varying 
depending upon the claim stage‡:

• Use claim characteristics (early claim stage). 
Determining risk stratification through claim 
characteristics is most effective when used early in 
cases; these characteristics include the following 
(with the direction of higher risk in parentheses 
where appropriate)39,40,41:
 � Demographics: age (older); education (limited); 

work experience (less)
 � Workplace factors: certain industries (high physi-

cal demand); firm size (smaller)
 � Health factors: baseline health (poor); past 

surgeries (multiple); back injury; pain (acute and/
or chronic); opioid use (current); delay between 
injury and first medical treatment (greater)

 � Compensation factors: prior WC or disability 
claims (worker or significant other); prior sick 
leave

 � Self-rated functional status (poor) 
 � The worker’s self-reported expectation of time 

to RTW may be a powerful single indicator of 
actual outcome.42 Timing may improve effi-
ciency; for example, Contreary and colleagues 
described a model in which they doubled 
the accuracy of predicting which files would 
transition from short-term disability (STD) 
to long-term disability (LTD) by performing 
analysis at six weeks’ claim duration instead of 
immediately after claim filing.43 

• Employ predictive modeling (early to middle 
claim stage). Predictive modeling is a data analy-
sis technique that uses a wide range of claim and 
individual characteristics to identify at-risk workers. 
Identifying at-risk cases triggers a higher level of 
review to guide early intervention, and/or to assist 
with treatment vs. settlement decisions.44,45 There 
are many reports of cost savings in the gray litera-
ture,46,47 and some authors consider this area to be a 
WC best practice.48 However, nearly all information 
about data analytics in WC and disability insurance 

‡In this context, “early” refers to the first 1-2 months after claim filing; “middle”
denotes 2-4 months into the case, and “late” refers to 4 months or more after 
claim filing.
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is proprietary, with little or no peer-reviewed 
literature, and it is not clear how or whether this 
technique translates to decreased DFRUD. Most 
models explain less than 50% of outcome variabil-
ity, and few if any have been independently tested.49

• Administer psychometric screening in claims that 
are not progressing as expected (early to middle 
claim stage). There are many screening instruments 
that can help predict at-risk claims, although no 
single tool assesses all phases of work disability or 
stakeholder perspectives. Potential target factors 
for evaluation include adverse childhood experi-
ences (ACEs); pain perception; health cognitions, 
especially catastrophizing and health locus of 
control, including self-efficacy; perceived injustice; 
psychological symptoms that might suggest psycho-
pathology; and elements of workplace engagement 
and satisfaction (eg, disgruntlement, low job satis-
faction, and the three imbalance models discussed 
in Part One). There may be psychologically distinct 
subgroups within these categories.50

•     There are still many uncertainties about the use of 
psychometric screening tools in WC and disability 
medicine, including optimal timing, office practi-
cality, accurate interpretation, clinical relevance, 
and remuneration for their use.51,52 In general, these 
instruments have been shown to have relatively 
poor predictive ability for chronic pain and to be 
more accurate for long work absence and disabil-
ity outcome53; they have poor sensitivity but high 
specificity when used to identify MUPS using EMR 
data.54 An overarching principle in screening is 
that “[t]he assessment of psychosocial risk factors 
is only worthwhile if there are plans to institute an 
intervention specifically designed to target these risk 
factors”55 (page 414). Good overview resources on 
psychometric screening in WC include the ACOEM 
Occupational Medicine Practice Guidelines, 
Third Edition (APG-3), Chronic Pain chapter56; 
the Colorado Division of Workers’ Compensation 
(DWC) Medical Treatment Guidelines57; and Bruns 
and Warren (2018).58

• With respect to somatization, central sensitization, 
and diagnoseable somatic symptom disorder, any of 
which can contribute to MUPS and DFRUD, several 
screening tools exist. Identifying these conditions is 
challenging but may include the use of the Patient 
Health Questionnaire Physical Symptoms (PHQ-15; 
for somatization),59 Somatic Symptom Scales,60,61 
Central Sensitization Inventory,62 the Pain–Somatic 
factors–Cognitive factors–Emotional factors–
Behavioral factors–Social factors–Motivation 
(PSCEBSM) Evaluation Model,63 or validated 
semi-quantitative physical techniques.64 It is import-
ant to note that screening assessments like these are 
not suitable for diagnosis, but they can point the way 
to the need for additional evaluation.65

• Monitor for suboptimal response and progress 
throughout the life of the claim (middle to late 
claim stage). Once a claim is established and in 
process, multiple criteria can be used to identify 
any point at which the worker deviates from the 
expected recovery trajectory. The following situa-
tions warrant additional attention to the claim:
 � When recovery exceeds the presumed or known 

natural history of the disorder(s)
 � If symptoms escalate
 � If opioid or other medication use continues or 

increases, especially when exceeding relevant 
guidelines66

 � If functional status fails to progress
 � When the claim exceeds the disability duration 

predicted by available guidelines (To be success-
ful, this approach requires accurate and reliable 
information about expected durations; unfortu-
nately, currently available disability durations 
generally are based on actuarial data and not 
evidence-based healing periods, and as a result, 
they may not be representative.67 In general, 
such guidelines have not been effectively used to 
date.68)

Management
Overarching goals of managing DFRUD include optimizing 
administrative and clinical treatment of the worker; protect-
ing all stakeholders from excess; and overcoming barriers 
to intervention. There are three general considerations to 
optimize this process:

• Intervene early: Intervening early can have positive 
effects, including reduced loss of work productivity, 
lower healthcare and disability benefits costs, less sick 
leave, lower risk of permanent work disability and job 
loss, and decreased incidence of new comorbid men-
tal illness.69,70 Early intervention can also decrease 
the odds of chronicity and the cost of treating chronic 
health conditions71 (though these effects are not 
universally recognized).72 An example is the Chronic 
Low Back Pain (LBP) intervention Program currently 
used by the Albertsons Companies.73 Workers also 
may benefit from earlier evidence-based behavioral 
health (BH) interventions, when a diagnoseable psy-
chiatric condition is present.74 

• Avoid iatrogenicity: Applying the previously 
discussed approaches can shorten claim durations 
and reduce costs. Strategies include maintaining 
a holistic view of the worker; avoiding misplaced 
advocagenicity, medicalization, and excessive 
workup; using evidence-based evaluation and 
treatment when available; focusing on functional 
restoration as opposed to pain relief; and closely 
attending to case progression. There may be a role 
for preferred adjusters and/or clinicians with focused 
and specialized training and/or experience in pre-
vention of DFRUD.
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TABLE 1. Early, Middle, and Late Phase Interventions for 
              Stepped Care

EARLY MIDDLE LATE

• Worker and 
family education

• Worker activation
• FCM/Recovery 

(RTW*) Coordinator
• Employer/work-

place interventions
• Preferred adjuster 

and/or clinician
• Disability Preven-

tion Specialist

PATH A
(No Psychiatric 
Diagnosis)
Nonpsychotherapeutic 
short-term interven-
tions with psychologi-
cal focus (eg, motiva-
tional interviewing and 
PGAP*)

• Longer-term 
psychotherapy 
with or with-
out psycho-
pharmacother-
apy (usually 
in context of 
comprehensive 
program)

• Functional 
Disorders 
Clinic

• Comprehensive 
programs 
(IFRP*)

• Goal shift 
from cure to 
coping (harm 
reduction)

PATH B
(Psychiatric 
Diagnosis)
• Short-term psy-

chotherapy (eg, 
CBT*, ISTDP*, or 
other interper-
sonal therapy)

• Psychopharma-
cotherapy

Pain management adjunctive treatments (acupuncture, biofeedback, 
hypnosis, mindfulness)

Abbreviations: CBT indicates cognitive behavioral therapy; IFRP = interdisci-
plinary functional rehabilitation program; ISTDP = intensive short-term dynam-
ic psychotherapy; PGAP = Progressive Goal Attainment Program; and RTW = 
return to work. *Note that all acronyms are defined in the following text. 

Early phase intervention: Early (basic) phase care is 
focused on psychoeducation for the worker and his/her 
family, worker activation,† † workplace interventions, and 
case management. These interventions apply in situations 
in which early screening predicts that a particular injured 
worker is likely to experience DFRUD, and/or if the indi-
vidual is not progressing toward RTW as expected (with 
no obvious clinical explanation for the delay, eg, post-sur-
gical infection that delays recovery). Potential strategies 
include:

• Education for the worker and significant others 
(including enhancement of self-efficacy). Given 
low levels of health literacy and the complexity of 
DFRUD, education is a crucial function. Specific 
goals include:
 � Establish and support a realistic understanding 

of the condition(s), interventions, and expected 
outcome(s)81

 � Address maladaptive health cognitions, espe-
cially erroneous beliefs (which may require a 
“de-educate to re-educate” technique)82

 � Pain physiology education, eg, Pain 
Neuroscience Education (PNE),83 which may 

**This assessment would involve a detailed diagnostic interview with a 
psychiatrist or doctoral level psychologist, and/or psychological testing with a 
psychologist.

• Stratify risk and employ stepped care: Better 
results can be achieved by identifying increased 
risk of DFRUD (see Recognition) and applying a 
hierarchy of interventions, from least to most inten-
sive, matched to the individual worker’s needs.75 
This approach has been found to be effective in 
managing anxiety and/or depressive disorders,76 
chronic musculoskeletal pain,77 use of opioid 
analgesics,78 and functional somatic syndromes (eg, 
chronic fatigue, fibromyalgia, and irritable bowel 
disorders).79 As with the recognition techniques 
described, stepped care should be adjusted to claim 
stage; we have divided care into early, middle, and 
late phase interventions (see Table 1).
 � Early (basic) phase care is focused on worker and 

family psychoeducation and case management, 
and includes worker activation1 and workplace 
interventions.

 � Intermediate level management includes short-
course, focused treatment with some elements 
of psychological support. This stage of inter-
vention takes two distinct paths (A and B), 
depending on whether diagnostic criteria are met 
for a psychiatric condition. For those without a 
psychiatric diagnosis (with or without significant 
psychological symptoms), use of the Progressive 
Goal Attainment Program (PGAP),80 or other 
similar targeted activation-focused intervention, 
may be beneficial (see also PGAP discussion 
below). Where the worker presents with an 
established psychiatric diagnosis, or one can be 
determined by formal evaluation,* * limited-term, 
evidence-based psychotherapies, such as CBT, 
Intensive Short-Term Dynamic Psychotherapy 
(ISTDP), or interpersonal psychotherapy (IP) 
may be helpful. 

 � Middle to late (advanced) phase care includes 
more intensive measures to evaluate and address 
work-relevant conditions, MUPS, central sen-
sitization, and somatization/somatic symptom 
disorder (SSD). Formal behavioral health, pain 
medicine, and/or multidisciplinary evaluation and 
management (eg, in an interdisciplinary func-
tional rehabilitation program [IFRP]) is indicated 
in managing workers with significant, ongoing 
psychosocial barriers to recovery and who are not 
progressing with lower levels of care.

The major potential interventions are summarized in Table 
1 and discussed at greater length in the subsections to fol-
low. The precise mix of methods should be individualized 
to the worker and the situation. 

‡‡In this context, worker (or patient) activation refers to interventions intended 
to actively engage the individual in actions that improve motivation and raise 
overall activity levels. Structured walking is one example.
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reduce catastrophization and pain experience and 
improve function

 � Enhance resilience and self-efficacy84

 � The optimal setting and provider for these 
educational interventions is not clear; there may 
be roles for the employer, insurer, clinician, and 
case managers, and possibly a new role for a 
“clinical educator.” This activity would benefit 
from a basic standard curriculum (going back to 
the coherent body of knowledge described) from 
which to draw. 

• Worker activation. Specific options include a broad 
range of interventions, such as simple self-directed 
activity (eg, scheduled walking), defined home 
exercise programs, occupational therapy, physical 
therapy, and graded exercise. Other means of activa-
tion include opportunities to volunteer for charitable 
causes, simulating work, and stay at work (SAW)/
RTW in restricted or unrestricted duty. In general, 
the clinician should support the worker in appropri-
ate, risk-controlled self-generated activity. Physical 
and graded exercise therapy have been shown to be 
useful in central sensitization and chronic fatigue 
and fibromyalgia syndromes, both in guided self-
help and supervised treatment.85,86 There are many 
well-recognized benefits to SAW/RTW 87,88; again, a 
critical point with activation in this regard is avoid-
ing inappropriate activity restrictions.

• Case management (ie, use of field case manager 
[FCM] or recovery or RTW coordinator). Case 
management activities include workplace assess-
ment, planning for transitional duty, and facilitating 
communication among stakeholders. Effectiveness 
depends more on competencies in communication, 
conflict resolution, and job accommodation, than 
on medical training.89 This intervention has been 
shown to be a “major factor” in RTW with at least 
twofold improvement in rates and net savings of over 
$10,000 per case.90,91,92 

• Workplace Interventions. These include work 
modification to facilitate SAW/RTW; eg, by mak-
ing changes to the work environment, working 
conditions, and relationships.93 Also helpful are 
efforts to coordinate health services (eg, enhancing 
access to treatment, helping to navigate disability 
management systems, providing workplace-based 
psychological care)94 and enhanced communication 
and problem-solving.95 These interventions can 
decrease disability durations and incidence.96

• Use of Preferred Practitioners. There may be a role 
for selecting insurance adjusters with specialized 
training and characteristics to manage complex 
claims with DFRUD.97 Similarly, preferred clinical 
practitioners may produce better health outcomes 
while reducing claim costs.98 Medical specialization 
in disability prevention (the “Disability Prevention 

Specialist”), involving training and experience in 
occupational medicine, orthopedics, and physiatry 
(rehabilitation) as well as psychology, psychiatry, 
or psychosomatic medicine, has been proposed. 
Although this practitioner category does not yet 
exist, some progress in this direction has been 
made in both the United States and Europe,99 and a 
training program primarily for PhD-level prevention 
specialists is active in Canada.100 

Middle phase interventions: If early phase interventions 
are ineffective, stall, or do not lead to sufficient recovery for 
RTW, additional care may be helpful in promoting progress. 
At this stage, we recommend screening for psychopathol-
ogy, utilizing validated instruments in widespread use, such 
as the PHQ-9 for symptoms of depression, the Generalized 
Anxiety Disorder 7-item (GAD-7) scale for symptoms 
of anxiety, or the PHQ-15 for symptoms of somatization 
(see Recognition). If one or more of these are positive, the 
worker should be referred to a mental health specialist for 
more comprehensive evaluation, to determine if diagnostic 
criteria for a psychiatric disorder are met. If they are not, 
psychotherapy is not indicated, and middle phase path A 
interventions are appropriate. If psychiatric diagnostic 
criteria are met, interventions that are specifically psycho-
therapeutic, as discussed later (middle phase path B) are 
appropriate. 

• Middle phase path A: Nonpsychotherapeutic 
behavioral interventions
 � Targeted interventions with elements of 

psychological support. These interventions 
address negative health cognitions, motivation 
and gain issues, workplace issues, and negative 
external influences on workers (eg, significant 
others, attorneys, and/or other life stressors), but 
only when diagnostic criteria for a psychiatric 
condition are not met or when short-term psycho-
therapies have failed. Some of these interventions 
have elements of psychological support, but are 
not specifically psychotherapeutic, and they can 
be used to treat individuals with psychiatric diag-
noses, but are also appropriate to situations in 
which there are psychological influences without 
a formal diagnosis. 

 � Progressive Goal Attainment Program 
(PGAP) and Motivational Interviewing are 
examples of interventions that have demonstrated 
potential value for facilitating RTW in moder-
ately delayed recovery. PGAP is a structured 
intervention developed by Michael Sullivan 
and colleagues at McGill University.80 It com-
bines principles of behavioral activation with a 
supportive relationship that emphasizes shared 
decision making and goal setting.80 Motivational 
interviewing is a specific methodology that 
was developed initially by William Miller and 
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Stephen Rollnick.101 Their work was first devel-
oped to help individuals with substance use 
disorders, but since then, their initial publications 
research has demonstrated broad applicability to 
many health behaviors.102 One application is work 
disability, by simultaneously educating about and 
reinforcing the basic benefits of activation and 
RTW.103 Motivational interviewing is less a par-
ticular technique than it is a way of relating, by 
focusing on eliciting and supporting the individu-
al’s own motivations for change. 

 � There are some methods that can be used either 
as an adjunct to psychotherapy, or as a separate 
intervention more appropriately addressed in 
middle stage path B. These include biofeedback 
(which has been shown to reduce pain, improve 
depressed mood, and reduce perceived disabil-
ity)104; hypnosis, in acute and chronic pain and 
palliative care105,106; and mindfulness.107

• Middle phase path B: Psychotherapies
 � Cognitive behavioral therapy (CBT) is 

currently the most widely supported and best-ac-
cepted short-term psychological intervention. 
It can be done in person, in group, or by tele-
phone or Internet108; for optimal effect in the WC 
context, it should be focused on work issues and 
combined with RTW.109 CBT has been demon-
strated to promote long-term improvement in 
pain, worker quality of life, and disability.110 It 
also has been shown to be cost-effective in LBP, 
and in short courses,111 when combined with 
physical therapy (PT),112 and when performed via 
the Internet specifically for anxiety disorders.113 
This treatment can be considered for prophy-
lactic use, for example in cases of nonspecific 
LBP, and for surgical candidates who have been 
identified as being at risk for DFRUD.114,115 
However, it is important not to pathologize (med-
icalize) common human emotional experience by 
labeling it with a psychiatric diagnosis that is not 
warranted. 
     There remain many unsolved problems with 
CBT, including worker acceptance and compli-
ance, reluctance to engage in any BH treatment by 
employers and insurer, difficulties with geographic 
access to in-person care, variable practitioner qual-
ity, and a lack of functional and occupational focus 
in psychotherapy. In addition, we believe that some 
of the mixed results obtained in CBT for RTW 
are due to the use of a method that is designed to 
intervene in psychopathology, in situations where 
there is no diagnoseable condition requiring treat-
ment (see middle phase path A). As application of 
CBT and related techniques increases, there will 
be a need to develop evidence-based or consen-
sus-based guidelines on the nature and duration of 

the therapy for various work-relevant conditions, to 
protect both the worker and insurer against unnec-
essary or unreasonable treatment. 

 � Other psychotherapeutic approaches. These 
include short-term treatments for personality 
disorders, depressed mood, and SSD. Examples 
include Intensive Short-Term Dynamic 
Psychotherapy (ISTDP)116,117 and dialectical 
behavioral therapy (DBT), the extended reat-
tribution and management (TERM) approach 
for MUPS,118 and acceptance and commitment 
therapy (ACT).119   

 � Pharmacotherapy. Standard pharmacother-
apeutics throughout the claim should involve 
guideline-based use of nonopioid and opioid 
analgesics, muscle relaxants, neuroleptics, and 
topical agents. Psychopharmacologic treatment 
should be considered in the middle phase of a 
claim, after establishment of specific diagnosis. 
Both older-generation antidepressants such as 
tricyclic agents (TCAs) and newer compounds 
such as selective serotonin and norepinephrine 
reuptake inhibitors (SSRIs and SNRIs) can be 
effective for health anxiety and may be useful 
for anxiety and mood disturbance (depression) 
components of SSD.120 Interventional pain man-
agement should be used cautiously, within the 
context of the claim and the entire individual, and 
with close attention to guidelines and a functional 
restoration focus.

Late phase interventions: If middle stage interventions 
fail, stall, or do not lead to sufficient recovery for RTW, 
additional interventions may be helpful and cost effective. 
These interventions are typically more expensive, and more 
difficult to find, and should be reserved for those situations 
where the additional intervention is both necessary and 
reasonably likely to yield success. 

• Disability specialty clinic. Functional disorders 
clinics are found in Europe, especially Belgium and 
Denmark; they feed from primary care, specialties, 
and psychiatry.99 However, this care is more often 
fragmented, primarily by medical specialty (eg, 
gastroenterology for irritable bowel and rheuma-
tology for fibromyalgia syndromes); there currently 
appears to be little economic incentive for this 
approach in the United States, and more studies of 
both clinical outcomes and cost-effectiveness are 
needed.

• Comprehensive programs. For workers in 
advanced and refractory stages of delayed and failed 
recovery, more comprehensive interventions may be 
appropriate, eg, chronic disease self-management,121 
the Washington State Department of Labor and 
Industry’s Psychological Determinants Influencing 
Recovery (PDIR) approach,122 or an interdisci-
plinary functional rehabilitation program (IFRP). 



 10 AMA Guides Newsletter | July/August 2019

Clinical effectiveness and cost-utility studies show 
that IFRPs are superior to usual care, although 
effects are modest and should be balanced against 
time requirements and cost.123 These programs 
are only recommended for those with significant 
psychosocial overlay.124 Current problems with 
these interventions are similar to those with CBT, 
including acceptance by both workers and insurers, 
availability and access, program cost and quality, 
and lack of occupational focus.4

• Harm reduction/palliative care: At some point, 
when stepped care has failed and recovery is clearly 
unlikely, or when the injury/illness is genuinely 
catastrophic, the most effective approach may be 
to change the goal from cure to coping. To some 
extent, this idea runs throughout all our recom-
mendations for managing DFRUD; often, it is 
the focus on cure (eg, becoming “pain free”) that 
engenders iatrogenic harm and becomes the barrier 
to RTW. As an end point, it entails a change from a 
“cure” (currently the norm in the United States) to 
a “coping” approach, with a focus on capability, not 
symptoms.125 
     In the most resistant cases, this change in objec-
tive may become the sole focus for managing the 
worker’s condition and the claim. The overarching 
goals should include avoiding iatrogenicity (“harm 
reduction”)126 and maximizing residual comfort and 
function, thereby achieving the overall best net out-
come for all stakeholders. This may involve chronic 
disease and/or disability management principles. 
From a claim perspective, structured settlements and 
other approaches to catastrophic claims may be the 
most practical solution.

Summary
DFRUD is a complex, multifactorial problem involving 
a relatively small number of workers in compensation 
systems, but with many important ramifications and an 
outsized impact on cost and effort. We are not doing well 
at managing these workers with a biomedical approach, 
largely because we fail to recognize and address many 
psychosocial factors that contribute to outcome. There is 
a large body of knowledge about these factors, which is 
currently not well organized or appreciated, and/or is being 
ignored in present administrative and clinical practice. 
Improving DFRUD management and outcomes requires 
change at individual, organizational, and systemic levels.

We need to develop greater recognition, understanding, 
and acceptance of the real drivers of DFRUD, including:

• Psychological factors, including psychophysiology; 
health cognitions; motivation, reward, and gain; 
learning and memory; adverse childhood experi-
ences; perceived injustice; psychopathology; and 
work-related elements

• MUPS, including somatization and central 
sensitization

• Iatrogenicity, including inappropriate advoca-
genicity; medicalization; fear of missing organic 
disease; focus on symptom relief rather than 
functional restoration; and disregard for the critical 
nature of time

Any or all of these factors may contribute to 
work-relevant conditions, which involve both work- and 
nonwork-related influences. Industrial causality and 
apportionment are extremely problematic for clinicians, 
employers, and payors in these cases, but must be addressed 
in order to improve outcomes.

There are at least five areas of potential intervention to 
improve outcomes in DFRUD:

• The need to develop a coherent, evidence-based, 
accessible body of basic knowledge and best 
practices.

• Conceptual and practical changes that include 
eliminating dualism and scientific reductionism; 
shifting from a focus on disability to capability; 
reducing inappropriate claim acceptance; improving 
management of valid claims; enhancing stakeholder 
communication and cooperation; and expanding 
cost-utility approaches to interventions.

• Prevention efforts should be emphasized, including 
an overarching first-do-no-harm mindset; modifying 
susceptible psychological factors; avoiding iatro-
genicity; using the risk-capacity-tolerance (RCT) 
paradigm; and recognizing the free will of those 
seeking compensation.

• Early identification of at-risk individuals may 
include predictive modeling of risk factors asso-
ciated with delayed recovery; screening with 
psychometric instruments; and using natural history, 
disability durations, and the occurrence of symptom 
escalation.

• Managing early and late cases of DFRUD should 
incorporate early intervention, avoiding ongoing 
iatrogenicity, and stepped care. Focused interven-
tions include worker education and self-efficacy 
enhancement; worker activation; use of case 
managers and/or recovery coordinators; work-
place alterations; limited psychotherapy (eg, CBT); 
guideline-based pharmacotherapy; the involvement 
of disability prevention specialists and/or specialty 
clinics; comprehensive rehabilitation programs; 
and a shift from a cure to coping (harm reduction) 
approach.

There are numerous barriers to meaningful inter-
vention in DFRUD, extensive discussion of which goes 
beyond the scope of this paper. There are basic questions 
of jurisdiction and responsibility for management that 
need to be addressed. Does management of DFRUD fall 
to the insurer or to the clinician, and if the latter, of what 
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medical specialty? Who will pay, and how will clinicians be 
reimbursed? There are difficulties with making nonspecific 
symptom diagnosis,127 which can lead to resistance in the 
worker, uncertainty for the provider, and reluctance by the 
insurer to pay for treatment. Where there are maladaptive 
health cognitions and/or psychiatric comorbidities, appre-
hension about addressing behavioral health is a significant 
barrier. Finally, altering clinician behavior and implement-
ing evidence-based practice is a huge challenge.128,129 We 
must expand our awareness and management of DFRUD, 
especially the causative factors, but be cautious in defining, 
exploring, and implementing new practice approaches and 
patterns, in order to simultaneously improve outcomes, 
protect all stakeholders, and achieve an appropriate balance 
of responsibility in these very difficult cases.

REFERENCES
1. Fava GA, Cosci F, Sonino N. Current psychosomatic practice. 

Psychother Psychosom. 2017;86(1):13-30.

2. Wade DT. Why physical medicine, physical disability and physical 
rehabilitation? We should abandon Cartesian dualism. Clin Rehabil. 
20 06;20(3):185-190.

3. Wilson R. Workers’ Recovery and the State of the Onion Address. 
February 1, 2018. https://www.workerscompensation.com/news_
read.php?id=28524. Accessed March 3, 2019.

4. Gatchel RJ, McGeary DD, McGeary CA, Lippe B. Interdisciplinary 
chronic pain management: past, present, and future. Am Psychol. 
2014;69(2):119-130. doi: 10.1037/a0035514.

5. De Moraes VY, Godin K, Tamaoki MJ, Faloppa F, Bhandari M, 
Belloti JC. Workers’ compensation status: does it affect orthopaedic 
surgery outcomes? A meta-analysis. PLoS One. 2012;7(12):e50251. 
doi:10.1371/journal.pone.0050251.

6. Harris I, Mulford J, Solomon M, van Gelder JM, Young J. 
Association between compensation status and outcome after 
surgery: a meta-analysis. JAMA. 2005;293(13):1644-1652.

7. Kinsinger FS. Beneficence and the professional’s moral imperative. 
J Chiropr Humanit. 2009;16(1):44-46. doi:10.1016/j.echu.2010.02.006. 

8. Melhorn JM, Talmage JB, Ackerman WE, Hyman MH, eds. AMA 
Guides to the Evaluation of Disease and Injury Causation. 2nd ed. 
Chicago, IL: AMA Press; 2014.

9. Hegmann KT, Thiese MS, Oostema SJ, Melhorn JM. Chapter 3: 
Causal associations and determination of work-relatedness. In: 
Melhorn JM, Talmage JB, Ackerman WE, Hyman MH, eds. AMA 
Guides to the Evaluation of Disease and Injury Causation. 2nd ed. 
Chicago, IL: AMA Press; 2014:105-114.

10.    Friedberg MW, Chen PG, Van Busum KR, et al. Factors affecting     
physician professional satisfaction and their implications for patient 
care, health systems, and health policy. Rand Health Q. 2014;3(4):1.

11.    Barth RJ. Examinee-reported history is not a credible basis for 
clinical or administrative decision making. AMA Guides Newsletter. 
September/October 2009:1-7.

12.    Warren PA. Chapter 5: Effective psychological evaluation and 
management of behavioral health concerns. In: Warren PA, ed. 
Handbook of Behavioral Health Disability Management. Cham, 
Switzerland: Springer International Publishing; 2018:75-99.

13.    Lynch NT, Hegmann KT, Greaves WW, Gold JA. Advocagenic 
illness: proposed term, case reports, and estimates of prevalence. 
J Occup Environ Med. 1998;40(11):1027.

Part II: Psychological Factors in Delayed and Failed Recovery and Unnecessary Disability, continued

14.    Salmon P. Conflict, collusion or collaboration in consultations about 
medically unexplained symptoms: the need for a curriculum of 
medical explanation. Patient Educ Couns. 2007;67(3):246-254.

15.    Murray M, Davies M, Boushon B. Panel size: how many patients can 
one doctor manage? Fam Pract Manag. 2007;14(4):44-51.

16.    Reisman M. EHRs: the challenge of making electronic data usable 
and interoperable. P&T Community. 2017;42(9):572-575.

17.    Kumar A, Maskara S. Coping up with the information overload 
in the medical profession. J Biosci Med. 2015;3:124-127. 
doi.org/10.4236/jbm.2015.311016. https://file.scirp.org/pdf/
JBM_2015112613240843.pdf. Accessed October 12, 2018.

18.    Waddell G. Preventing incapacity in people with musculoskeletal 
disorders. Br Med Bull. 2006;77-78:55-69.

19.    Russell E, Kosny A. Communication and collaboration among 
return-to-work stakeholders. Disabil Rehabil. 2018:1-10. doi:10.1080
/09638288.2018.1472815.

20.    Mauksch LB, Dugdale DC, Dodson S, Epstein R. Relationship, 
communication, and efficiency in the medical encounter: creating 
a clinical model from a literature review. Arch Intern Med. 
2008;168(13):1387-1395. doi:10.1001/archinte.168.13.1387.

21.    Bevan S. Back to work: Exploring the benefits of early interventions 
which help people with chronic illness remain in work. Fit for Work 
Europe, 2015. http://www.theworkfoundation.com/wp-content/
uploads/2016/11/F152_Economics-of-Early-Intervention-FINAL.
pdf. Accessed January 12, 2019.

22.    Rogerson MD, Gatchel RJ, Bierner SM. A cost utility analysis of 
interdisciplinary early intervention versus treatment as usual for 
high-risk acute low back pain patients. Pain Pract. 2010;10(5):382-
395. doi:10.1111/j.1533-2500.2009.00344.x.

23.    American Psychiatric Association Foundation. Center for Workplace 
Mental Health. Quantifying the cost of depression. 2017. http://
www.workplacementalhealth.org/Mental-Health-Topics/Depression/
Quantifying-the-Cost-of-Depression. Accessed September 14, 2018.

24.    Norton G, McDonough CM, Cabral H, Shwartz M, Burgess JF. 
Cost-utility of cognitive behavioral therapy for low back pain 
from the commercial payer perspective. Spine (Phila Pa 1976). 
2015;40(10):725-733. doi:10.1097/BRS.0000000000000830.

25.    Wickizer TM, Franklin G, Fulton-Kehoe D, et al. Improving quality, 
preventing disability and reducing costs in workers’ compensation 
healthcare: a population-based intervention study. Med Care. 
2011;49(12):1105-1111. doi:10.1097/MLR.0b013e31823670e3.

26.    Langlieb AM, Druss BG, Rosenheck R. Chapter Three: Cost-
effectiveness, cost containment, and worker productivity. In: Kahn 
JP, Langlieb AM, eds. Mental Health and Productivity in the 
Workplace: A Handbook for Organizations and Clinicians. San 
Francisco, CA: Jossey-Bass; 2003:48-59.

27.    Van der Feltz-Cornelis CM, Hoedeman R, Keuter EJ, Swinkels 
JA. Presentation of the Multidisciplinary Guideline Medically 
Unexplained Physical Symptoms (MUPS) and Somatoform 
Disorder in the Netherlands: disease management according to 
risk profiles. J Psychosom Res. 2012;72(2):168-169. doi:10.1016/j.
jpsychores.2011.11.007.

28.    Woby SR, Roach NK, Urmston M, Watson PJ. The relation between 
cognitive factors and levels of pain and disability in chronic 
low back pain patients presenting for physiotherapy. Eur J Pain. 
2007;11(8):869-877.

29.    Linton SJ, Boersma K, Traczyk M, Shaw W, Nicholas M. Early 
workplace communication and problem solving to prevent back 
disability: results of a randomized controlled trial among high-risk 
workers and their supervisors. J Occup Rehabil. 2016;26(2):150-159. 
doi:10.1007/s10926-015-9596-z.

30.    Simpkin AL, Schwartzstein RM. Tolerating uncertainty - the next 
medical revolution? N Engl J Med. 2016;375(18):1713-1715.



 12 AMA Guides Newsletter | July/August 2019

Part II: Psychological Factors in Delayed and Failed Recovery and Unnecessary Disability, continued

31.    Martins C, Godycki-Cwirko M, Heleno B, Brodersen J. Quaternary 
prevention: reviewing the concept. Eur J Gen Pract. 2018;24(1):106-
111. doi:10.1080/13814788.2017.1422177.

32.    Conboy LA, Macklin E, Kelley J, Kokkotou E, Lembo A, Kaptchuk 
T. Which patients improve: characteristics increasing sensitivity 
to a supportive patient-practitioner relationship. Soc Sci Med. 
2010;70(3):479-484. doi:10.1016/j.socscimed.2009.10.024.

33.    King J, Moulton B. Group Health’s participation in a shared 
decision-making demonstration yielded lessons, such as role 
of culture change. Health Aff (Millwood). 2013;32(2):294-302. 
doi:10.1377/hlthaff.2012.1067.

34.    Mueller K, Konicki D, Larson P, Hudson TW, Yarborough 
C; and the ACOEM Expert Panel on Functional Outcomes. 
Advancing value-based medicine: why integrating functional 
outcomes with clinical measures is critical to our health care 
future. J Occup Environ Med. 2017;59(4):e57-e62. doi:10.1097/
JOM.0000000000001014.

35.    Colloca L, Miller FG. The nocebo effect and its relevance for 
clinical practice. Psychosom Med. 2011;73(7):598-603. doi:10.1097/
PSY.0b013e3182294a50.

36.    Van Bokhoven MA, Koch H, van der Weijden T, et al. The 
effect of watchful waiting compared to immediate test ordering 
instructions on general practitioners’ blood test ordering 
behaviour for patients with unexplained complaints; a randomized 
clinical trial (ISRCTN55755886). Implement Sci. 2012;7:29. 
doi:10.1186/1748-5908-7-29.

37.    Talmage JB, Melhorn JM, Hyman MH. Chapter 2: How to think 
about work ability and work restrictions: risk, capacity, and 
tolerance. In: Talmage JB, Melhorn JM, Hyman MH, eds. AMA 
Guides to the Evaluation of Work Ability and Return to Work. 2nd 
ed. Chicago, IL: AMA Press, 9-21.

38.    Waddell G, Aylward M. Models of Sickness and Disability Applied 
to Common Health Problems. London, England: Royal Society of 
Medicine Press, 2010.

39.    Alipour A, Bodin L, Bergstrom G, Jensen I. The transitional pattern 
of pain and disability, from perceived pain to sick leave. Experience 
from a longitudinal study. J Back Musculoskelet Rehabil. 
2013;26(4):411-419. doi:10.3233/BMR-130400.

40.    Steenstra IA, Munhall C, Irvin E, et al. Systematic review of 
prognostic factors for return to work in workers with sub acute 
and chronic low back pain. J Occup Rehabilit. 2017;27(3):369-381. 
doi:10.1007/s10926-016-9666-x.

41.    Stover B, Wickizer TM, Zimmerman F, Fulton-Kehoe D, Franklin 
G. Prognostic factors of long-term disability in a workers’ 
compensation system. J Occup Environ Med. 2007;49(1):31-40.

42.    Young AE, Besen E, Willetts J. The relationship between work-
disability duration and claimant’s expected time to return to work 
as recorded by Workers’ Compensation claims managers. J Occup 
Rehabil. 2017;27(2):284-295. doi:10.1007/s10926-016-9656-z.

43.    Contreary K, Ben-Shalom Y, Gifford B. Using predictive analytics 
for early identification of short-term disability claimants who 
exhaust their benefits. J Occup Rehabil. 2018;28(4):584-596. 
doi:10.1007/s10926-018-9815-5.

44.    Advisen. The power of predictive models in workers’ 
compensation claims handling. November 2015. http://www.
advisenltd.com/wp-content/uploads/2015/10/power-of-predictive-
models-workers-comp-claims-handling-paper-2015-10-16.pdf. 
Accessed August 20, 2018.

45.    Stack MB. Effective use of predictive analytics in workers 
compensation. November 10, 2015. AMAXX Blog. https://blog.
reduceyourworkerscomp.com/2015/11/effective-use-of-predictive-
analytics-in-workers-compensation/. Accessed August 22, 2018.

46.    Grover N. Bringing the value of data to life: how effective use 
of data leads to improved outcomes. Workers Compensation 
2016 Issues Report: Fall Edition. https://www.ncci.com/Articles/
Documents/II_IR2016-Fall-Grover.pdf. Accessed August 24, 2018.

47.    Lewis RT. Using data and analytics in workers’ compensation. 
Verisk 2016. https://www.verisk.com/verisk-review/archived-
articles/using-data-and-analytics-in-workers-compensation/. 
Accessed August 24, 2018.

48.    Esola L. Predictive analytics emerges as workers comp best 
practice. Business Insurance. https://www.businessinsurance.
com/article/20180808/NEWS08/912323221/Predictive-analytics-
emerges-as-workers-compensation-best-practice. Published August 
8, 2018. Accessed August 25, 2018.

49.    Hayden JA, Dunn KM, van der Windt DA, Shaw WS. What is 
the prognosis of back pain? Best Pract Res Clin Rheumatol. 
2010;24(2):167-179. doi:10.1016/j.berh.2009.12.005.

50.    Bergström G, Jensen IB, Bodin L, Linton SJ, Nygren AL. The 
impact of psychologically different patient groups on outcome 
after a vocational rehabilitation program for long-term spinal pain 
patients. Pain. 2001;93(3):229-237.

51.    Karran EL, McAuley JH, Traeger AC, et al. Can screening 
instruments accurately determine poor outcome risk in adults with 
recent onset low back pain? A systematic review and meta-analysis. 
BMC Med. 2017;15(1):13. doi:10.1186/s12916-016-0774-4.

52.    Woolf SH, Harris R. The harms of screening: new attention 
to an old concern. JAMA. 2012;307(6):565-566. doi:10.1001/
jama.2012.100.

53.    Karran EL, Traeger AC, McAuley JH, Hillier SL, Yau YH, Moseley 
GL. The value of prognostic screening for patients with low back 
pain in secondary care. J Pain. 2017;18(6):673-686. doi:10.1016/j.
jpain.2016.12.020.

54.    Den Boeft M, van der Wouden JC, Rydell-Lexmond TR, de Wit NJ, 
van der Horst HE, Numans ME. Identifying patients with medically 
unexplained physical symptoms in electronic medical records in 
primary care: a validation study. BMC Fam Pract. 2014;15:109. 
doi:10.1186/1471-2296-15-109.

55.    Sullivan MJL. What is the clinical value of assessing pain-
related psychosocial risk factors? Pain Manag. 2013;3(6):413-416. 
doi:10.2217/pmt.13.55.

56.    American College of Occupational and Environmental Medicine. 
ACOEM Practice Guidelines: Chronic Pain. May 17, 2012. https://
www.mdguidelines.com/acoem/disorders/chronic-pain. Accessed 
October 7, 2018.

57.    Colorado Division of Workers’ Compensation. Rule 17, exhibit 
9: Chronic pain disorder medical treatment guidelines. Section 
F.2. Personality/psychological/psychosocial evaluation for pain 
management. 2012:18-24.

58.    Bruns D, Warren PA. Chapter 6: Assessment of psychosocial 
contributions to disability. In: Warren PA, ed. Handbook of 
Behavioral Health Disability Management. Cham, Switzerland: 
Springer International Publishing, 2018:101-141.

59.  Van Ravesteijn H, Wittkampf K, Lucassen P, et al. Detecting 
somatoform disorders in primary care with the PHQ-15. Ann Fam 
Med. 2009;7(3):232-238. doi:10.1370/afm.985.

60.    Gierk B, Kohlmann S, Kroenke K, et al. The somatic 
symptom scale-8 (SSS-8): a brief measure of somatic symptom 
burden. JAMA Intern Med. 2014;174(3):399-407. doi:10.1001/
jamainternmed.2013.12179.

61.    Toussaint A, Riedl B, Kehrer S, Schneider A, Löwe B, Linde K. 
Validity of the Somatic Symptom Disorder-B Criteria Scale (SSD-
12) in primary care. Fam Pract. 2018;35(3):342-347. doi:10.1093/
fampra/cmx116.

62.    Neblett R, Hartzell MM, Cohen H,et al. Ability of the Central 
Sensitization Inventory to identify central sensitivity syndromes in 
an outpatient chronic pain sample. Clin J Pain. 2015;31(4):323-232. 
doi:10.1097/AJP.0000000000000113.

63.    Wijma AJ, van Wilgen CP, Meeus M, Nijs J. Clinical biopsychosocial 
physiotherapy assessment of patients with chronic pain: the first 
step in pain neuroscience education. Physiother Theory Pract. 
2016;32(5):368-384. doi:10.1080/09593985.2016.1194651.



 July/August 2019 | AMA Guides Newsletter 13

Part II: Psychological Factors in Delayed and Failed Recovery and Unnecessary Disability, continued

64.    Curatolo M, Arendt-Nielsen L. Central hypersensitivity in chronic 
musculoskeletal pain. Phys Med Rehabil Clin N Am. 2015;26(2):175-
184. doi:10.1016/j.pmr.2014.12.002.

65.    Warren PA. Chapter 2: Prevalence of behavioral health concerns. 
In: Warren PA, ed. Handbook of Behavioral Health Disability 
Management. Cham, Switzerland: Springer International 
Publishing; 2018:p. 20ff.

66.    Centers for Disease Control and Prevention. CDC guideline for 
prescribing opioids for chronic pain – United States 2016. https://
www.cdc.gov/mmwr/volumes/65/rr/rr6501e1.htm. Accessed May 6, 
2019.

67.    Franklin GM, Turner JA, Wickizer TM, Fulton-Kehoe D, Mootz 
RD. Disability prevention. In: Gebhart GF, Schmidt RF, eds. 
Encylopedia of Pain. Berlin Heidelberg: Springer Verlag, 2013. doi: 
10/1007/978-3-642-28753-4.

68.    Fassier JB. Chapter 27: Identifying local obstacles and facilitators 
of implementation. In: Loisel P, Anema JR, Feuerstein M, et al, eds. 
Handbook of Work Disability Prevention and Management. New 
York, NY: Springer, 2013:441-460.

69.    Bevan S. Back to work: exploring the benefits of early interventions 
which help people with chronic illness remain in work. Fit for 
Work Europe. http://www.theworkfoundation.com/wp-content/
uploads/2016/11/F152_Economics-of-Early-Intervention-FINAL.
pdf. Launched April 29, 2015. Accessed December 7, 2018.

70.    Stapleton D, Burns R, Doornink B, et al. Targeting early 
intervention to workers who need help to stay in the labor force. 
Mathematica Center for Studying Disability Policy. S@W/R2W 
Policy Collaborative. October 2015. https://www.mathematica-mpr.
com/our-publications-and-findings/publications/targeting-early-
intervention-to-workers-who-need-help-to-stay-in-the-labor-force. 
Published October 22, 2015. Accessed January 9, 2019.

71.    Rogerson MD, Gatchel RJ, Bierner SM. A cost utility analysis of 
interdisciplinary early intervention versus treatment as usual for 
high-risk acute low back pain patients. Pain Pract. 2010;10(5):382-
395. doi:10.1111/j.1533-2500.2009.00344.x.

72.    Cochrane A, Higgins NM, FitzGerald O, et al. Early interventions to 
promote work participation in people with regional musculoskeletal 
pain: a systematic review and meta-analysis. Clin Rehabil. 
2017;31(11):1466-1481. doi:10.1177/0269215517699976.

73.    Algire DZ, Coupland M. Early intervention in chronic pain and 
delayed recovery. Presented at Integrated Benefits Institute Annual 
Forum; March 27-29, 2017; San Francisco, CA.https://www.ibiweb.
org/wp-content/uploads/2018/01/An_Employer_Early_Intervention_
in_Chronic_Pain_and_Delayed_Recovery_1.pdf. Accessed October 
2, 2018.

74.    Marco JH, Alonso S, Andani J. Early intervention with cognitive 
behavioral therapy reduces sick leave duration in people with 
adjustment, anxiety and depressive disorders. J Ment Health. 2018; 
Oct 15:1-9. doi:10.1080/09638237.2018.1521937.

75.    Linton SJ, Flink IK, Vlaeyen JWS. Understanding the etiology 
of chronic pain from a psychological perspective. Phys Ther. 
2018;98(5):315-324. doi:10.1093/ptj/pzy027.

76.    Ho FY, Yeung WF, Ng TH, Chan CS. The efficacy and cost-
effectiveness of stepped care prevention and treatment for depressive 
and/or anxiety disorders: a systematic review and meta-analysis. Sci 
Rep. 2016;6:29281. doi:10.1038/srep29281.

77.    Bair MJ, Ang D, Wu J, et al. Evaluation of stepped care for chronic 
pain (ESCAPE) in veterans of the Iraq and Afghanistan conflicts: a 
randomized clinical trial. JAMA Intern Med. 2015;175(5):682-689. 
doi:10.1001/jamainternmed.2015.97.

78.    Dorflinger L, Moore B, Goulet J, et al. A partnered approach to 
opioid management, guideline concordant care and the stepped 
care model of pain management. J Gen Intern Med. 2014;29(suppl 
4):870-876. doi:10.1007/s11606-014-3019-2.

79.    Creed F, Kroenke K, Henningsen P, Gudi A, White P. Chapter 
3: Evidence based treatment. In: Creed F, Henningsen P, Fink P, 

eds. Medically Unexplained Symptoms, Somatization, and Bodily 
Distress: Developing Better Clinical Services. Cambridge, England: 
Cambridge University Press, 2011:69-96.

80.    Sullivan MJL, Adams H, Ellis T. A psychosocial risk-targeted 
intervention to reduce work disability: development, evolution, and 
implementation challenges. Psychol Inj Law. 2013;6(3):250-257. 
doi:10.1007/s12207-013-9171-x.

81.    Dasinger LK, Krause N, Thompson PJ, Brand RJ, Rudolph L. 
Doctor proactive communication, return-to-work recommendation, 
and duration of disability after a workers’ compensation low back 
injury. J Occup Environ Med. 2001;43(6):515-525.

82.    Louw A, Zimney K, Johnson EA, Kraemer C, Fesler J, Burcham T. 
De-educate to re-educate: aging and low back pain. Aging Clin Exp 
Res. 2017;29(6):1261-1269. doi:10.1007/s40520-017-0731-x.

83.    Nijs J, Meeus M, Cagnie B, et al. A modern neuroscience approach 
to chronic spinal pain: combining pain neuroscience education 
with cognition-targeted motor control training. Phys Ther. 
2014;94(5):730-738. doi:10.2522/ptj.20130258.

84.    Smith B, Shatté A, Perlman A, Siers M, Lynch WD. Improvements 
in resilience, stress, and somatic symptoms following online 
resilience training: a dose-response effect. J Occup Environ Med. 
2018;60(1):1-5. doi:10.1097/JOM.0000000000001142.

85.    Nijs J, Van Houdenhove B, Oostendorp RA. Recognition of central 
sensitization in patients with musculoskeletal pain: application 
of pain neurophysiology in manual therapy practice. Man Ther. 
2010;15(2):135-141. doi:10.1016/j.math.2009.12.001.

86.    Clark LV, Pesola F, Thomas JM, Vergara-Williamson M, Beynon M, 
White PD. Guided graded exercise self-help plus specialist medical 
care versus specialist medical care alone for chronic fatigue syndrome 
(GETSET): a pragmatic randomised controlled trial. Lancet. 
2017;390(10092):363-373. doi:10.1016/S0140-6736(16)32589-2.

87.    Modini M, Joyce S, Mykletun A, et al. The mental health benefits 
of employment: results of a systematic meta-review. Australas 
Psychiatry. 2016;24(4):331-336. doi:10.1177/1039856215618523.

88.    Waddell G, Burton AK. Is Work Good for Your Health and Well-
Being? London, England: The Stationery Office, 2006.

89.    Pransky G, Shaw WS, Loisel P, Hong QN, Désorcy B. Development 
and validation of competencies for return to work coordinators. 
J Occup Rehabil. 2010;20(1):41-48. doi:10.1007/s10926-009-9208-x.

90.    Loisel P, Lemaire J, Poitras S, et al. Cost-benefit and cost-
effectiveness analysis of a disability prevention model for back 
pain management: a six year follow up study. Occup Environ Med. 
2002;59(12):807-815.

91.    Rinaldo U, Selander J. Return to work after vocational 
rehabilitation for sick-listed workers with long-term back, neck and 
shoulder problems: a follow-up study of factors involved. Work. 
2016;55(1):115-131.

92.    Shaw W, Hong QN, Pransky G, Loisel P. A literature review 
describing the role of return-to-work coordinators in trial programs 
and interventions designed to prevent workplace disability. J Occup 
Rehabil. 2008;18(1):2-15.

93.    Franche RL, Cullen K, Clarke J, Irvin E, Sinclair S, Frank J; 
Institute for Work & Health (IWH) Workplace-Based RTW 
Intervention Literature Review Research Team. Workplace-based 
return-to-work interventions: a systematic review of the quantitative 
literature. J Occup Rehabil. 2005;15(4):607-631. 

94.    Cullen KL, Irvin E, Collie A, et al. Effectiveness of workplace 
interventions in return-to-work for musculoskeletal, pain-related and 
mental health conditions: an update of the evidence and messages 
for practitioners. J Occup Rehabil. 2018;28(1):1-15. doi:10.1007/
s10926-016-9690-x.

95.    Linton SJ, Boersma K, Traczyk M, Shaw W, Nicholas M. Early 
workplace communication and problem solving to prevent back 
disability: results of a randomized controlled trial among high-risk 
workers and their supervisors. J Occup Rehabil. 2016;26(2):150-159. 
doi:10.1007/s10926-015-9596-z.



 14 AMA Guides Newsletter | July/August 2019

96.    Midtsundstad TI, Nielsen RA. Do workplace interventions reduce  
disability rates? Occup Med (Lond). 2016;66(9):691-697.

97.    Van C. The 8 Characteristics of the Awesome Adjuster. Metairie, 
LA: Arthur Hardy Enterprises, 2005.

98.    Bernacki EJ, Tao XG, Yuspeh L. An investigation of the effects of 
a healthcare provider network on costs and lost time in workers’ 
compensation. J Occup Environ Med. 2006;48(9):873-882.

99.    Fink P, Burton C, De Bie J, Sollner W, Fritzsche K. Chapter 4: 
Current state of management and organisation of care. In: Creed 
F, Henningsen P, Fink P,eds. Medically Unexplained Symptoms, 
Somatization, and Bodily Distress: Developing Better Clinical 
Services. Cambridge, England: Cambridge University Press, 
2011:97-123.

100.   Loisel P. Chapter 28: Building an international education network 
in work disability prevention. In: Loisel P, Anema JR, Feuerstein M, 
MacEachen E, Pranksy G, Costa-Black K, eds. Handbook of Work 
Disability Prevention and Management. New York, NY: Springer, 
2013:461-473.

101.    Flodgren GM, Berg RC. Motivational interviewing as a method 
to facilitate return to work: a systematic review [Internet]. Oslo, 
Norway: Knowledge Centre for the Health Services at The 
Norwegian Institute of Public Health (NIPH); 2017 Sep 5.

102.   Miller WR, Rollnick S. Motivational Interviewing: Helping 
People Change. 3rd ed. New York, NY: The Guilford Press, 
2013:370-389.

103.   Alperstein D, Sharpe L. The efficacy of motivational interviewing 
in adults with chronic pain: a meta-analysis and systematic review. 
J Pain. 2016;17(4):393-403. doi:10.1016/j.jpain.2015.10.021.

104.  Sielski R, Rief W, Glombiewski JA. Efficacy of biofeedback in 
chronic back pain: a meta-analysis. Int J Behav Med. 2017;24(1): 
25- 41. doi:10.1007/s12529-016-9572-9.

105.   Jensen MP, Day MA, Miró J. Neuromodulatory treatments 
for chronic pain: efficacy and mechanisms. Nat Rev 
Neurol.  2014;10(3):167-178. doi:10.1038/nrneurol.2014.12. 

106.  Brugnoli MP, Pesce G, Pasin E, Basile MF, Tamburin S, Polati E. 
The role of clinical hypnosis and self-hypnosis to relief pain and 
anxiety in severe chronic diseases in palliative care: a 2-year long- 
term follow-up of treatment in a nonrandomized clinical trial. Ann 
Palliat Med. 2018;7(1):17-31. doi:10.21037/apm.2017.10.03.

107.   Cash E, Salmon P, Weissbecker I, et al. Mindfulness meditation 
alleviates fibromyalgia symptoms in women: results of a randomized 
clinical trial. Ann Behav Med. 2015;49(3):319-330. doi:10.1007/ 
s12160-014-9665-0.

108.  Donker T, Blankers M, Hedman E, Ljótsson B, Petrie K, 
Christensen H. Economic evaluations of Internet interventions for 
mental health: a systematic review. Psychol Med. 2015;45(16):3357-
3376. doi: 10.1017/S0033291715001427.

109.  Reme SE, Grasdal AL, Løvvik C, Lie SA, Øverland S. Work-
focused cognitive-behavioural therapy and individual job support 
to increase work participation in common mental disorders: a 
randomised controlled multicentre trial. Occup Environ Med. 
2015;72(10):745- 752. doi:10.1136/oemed-2014-102700.

110.    Richmond H, Hall AM, Copsey B, et al. The effectiveness 
of cognitive behavioural treatment for non-specific low back 
pain: a systematic review and meta-analysis. PLoS One. 
2015;10(8):e0134192. doi:10.1371/journal.pone.0134192.

111.   Norton G, McDonough CM, Cabral H, Shwartz M, Burgess JF. 
Cost-utility of cognitive behavioral therapy for low back pain 
from the commercial payer perspective. Spine (Phila Pa 1976). 
2015;40(10):725-733. doi:10.1097/BRS.0000000000000830.

112.   Rogerson MD, Gatchel RJ, Bierner SM. A cost utility analysis of 
interdisciplinary early intervention versus treatment as usual for 
high-risk acute low back pain patients. Pain Pract. 2010;10(5):382-
395. doi:10.1111/j.1533-2500.2009.00344.x.

113.  Naidu VV, Giblin E, Burke KM, Madan I. Delivery of cognitive 
behavioural therapy to workers: a systematic review. Occup Med 
(Lond). 2016;66(2):112-117. doi:10.1093/occmed/kqv141.

114.  Besen E, Young AE, Shaw WS. Returning to work following low 
back pain: towards a model of individual psychosocial factors. 
J Occup Rehabil. 2015;25(1):25-37. doi:10.1007/s10926-014-9522-9.

115.   Nicholls JL, Azam MA, Burns LC, et al. Psychological treatments 
for the management of postsurgical pain: a systematic review 
of randomized controlled trials. Patient Relat Outcome Meas. 
2018;9:49-64. doi:10.2147/PROM.S121251. 

116.   Abbass A, Kisely S, Kroenke K. Short-term psychodynamic 
psychotherapy for somatic disorders: systematic review and 
meta- analysis of clinical trials. Psychother Psychosom. 
2009;78(5):265- 274.doi:10.1159/000228247.

117.    Abbass A, Town J, Driessen E. The efficacy of short-term 
psychodynamic psychotherapy for depressive disorders with 
comorbid personality disorder. Psychiatry. 2011;74(1):58-71. 
doi:10.1521/psyc.2011.74.1.58.

118.   Fink P, Rosendal M. Functional Disorders and Medically 
Unexplained Symptoms: Assessment and Treatment. Aarhus, 
Denmark: Aarhus University Press, 2015.

119.    Hayes SC, Strosahl KD, Wilson KG. Acceptance and Commitment 
Therapy: The Process and Practice of Mindful Change. 2nd ed. 
New York, NY: Guilford Press, 2012.

120.  Somashekar B, Jainer A, Wuntakal B. Psychopharmacotherapy of 
somatic symptoms disorders. Int Rev Psychiatry. 2013;25(1):107-115. 
doi:10.3109/09540261.2012.729758.

121.   Lorig K. Chronic disease self-management program: insights from 
the eye of the storm. Front Public Health. 2015;2:253. doi:10.3389/ 
fpubh.2014.00253.

122.  Washington State Department of Labor and Industries. 2016 
Industrial Insurance Medical and Chiropractic Advisory Committees 
2016. Reducing disability: psychosocial determinants influencing 
recovery (PDIR). http://www.lni.wa.gov/ClaimsIns/Files/OMD/
MedTreat/2016PDIRResourceFinal.pdf. Accessed September 2, 
2018.

123.   Becker A. Health economics of interdisciplinary rehabilitation 
forchronic pain: does it support or invalidate the outcomes 
researchof these programs? Curr Pain Headache Rep. 
2012;16(2):127-132. doi:10.1007/s11916-012-0249-z.

124.  Kamper SJ, Apeldoorn AT, Chiarotto A, et al. Multidisciplinary 
biopsychosocial rehabilitation for chronic low back pain: Cochrane 
systematic review and meta-analysis. BMJ. 2015;350:h444.
doi:10.1136/bmj.h444.

125.  Buchbinder R, Underwood M. Prognosis in people with back pain.
CMAJ. 2012;184(11):1229-1230. doi:10.1503/cmaj.120627.

126.   Logan DE, Marlatt GA. Harm reduction therapy: a practice-
friendlyreview of research. J Clin Psychol. 2010;66(2):201-214. 
doi:10.1002/jclp.20669. 

127.   Murray AM, Toussaint A, Althaus A, Lowe B. The challenge of 
diagnosing non-specific, functional, and somatoform disorders: a 
systematic review of barriers to diagnosis in primary care. 
J Psychosom Res. 2016;80:1-10. doi:10.1016/j.
jpsychores.2015.11.002.

128.   Fassier JB. Chapter 27: Identifying local obstacles and facilitators of 
implementation. In: Loisel P, Anema JR, Feuerstein M, MacEachen 
E, Pranksy G, Costa-Black K, eds. Handbook of Work Disability 
Prevention and Management. New York, NY: Springer, 
2013:441-460.

129.   Mostofian F, Ruban C, Simunovic N, Bhandari M. Changing 
physician behavior: what works? Am J Manag Care. 
2015;21(1):75-84.

Part II: Psychological Factors in Delayed and Failed Recovery and Unnecessary Disability, continued




