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Chapter 10 

General Discussion 

All science is provisional and imperfect. Nonetheless, at a minimum, this thesis is 
provocative, humbling, and sobering. Illness is strongly moderated by psychosocial 
factors, pain more so than other illnesses. In our treatment of pain we should not over 
interpret our good or bad results. We should rely on scientific evidence for guidance 
regarding the best treatments to recommend to our patients. We should be prepared 
that science may demonstrate that the best treatment of pain may not be in the form 
of a pill or procedure, but rather in the form of exercises and training for the mind, 
such as cognitive behavior therapy. In fact, there is great hope and promise here be
cause cognitive behavior therapy has been shown to be effective for hypochondriasis, 
chronic pain, and functional somatic syndromes1'2 and in some cases it has been 
found to be as effective or more effective than operative treatment3'5. 

In cognitive behavior therapy, a trained psychologist helps a patient identify cog
nitive errors that are causing suffering and disability (inaccurate beliefs or reactions 
such as "this pain means that I am causing damage", or "I will always have this pain") 
and then uses training techniques to replace these errors with more positive adap
tive beliefs and reactions. In my opinion, physicians and surgeons should incorpo
rate aspects of cognitive behavior therapy into their daily practice. Furthermore, we 
should do more as a profession and as a society to address and counterbalance the 
advertisements and media reports that encourage negative or maladaptive attitudes 
towards pain, such as the product ads that insist that pain is avoidable can be elimi
nated or the media reports that suggest that pain while typing indicates that damage 
is occurring. When such unrealistic and inaccurate concepts are presented as facts 
from a source of perceived authority such as radio, television, or the internet, they 
reinforce and encourage cognitive errors that contribute to increased illness. 

Chapter 2 

Chapter 2 confirmed our hypothesis (or specific question) that pain is the strongest 
predictor of measures of elbow function and health status. Because pain is strongly in
fluenced by psychosocial factors, the findings of Chapter ïsupport our general aim of 
establishing that orthopaedic surgeons may in many cases be measuring psychosocial 
dysfunction when they believe that they are measuring objective physical dysfunction. 
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CHAPTER 10 

We found that in patients recovering from elbow trauma objective factors were 
relatively poor predictors of elbow function and added relatively little predictive 
value compared to pain alone. We therefore conclude that surgeon-based measures 
that combine objective and subjective measures are misleading and should be used 
with caution—they may undervalue or overvalue objective amelioration of disease or 
impairment. A good scientific study seeks to answer a single primary research ques
tion, and in this regard we should focus on motion, union, alignment or some other 
objective measure--or alternatively on health status, pain, or some other subjective 
factor--as our primary outcome measure depending upon what we want to know. 
Separating objective and subjective measures will allow comparison of the two and 
provide us with opportunities to understand the source of any discrepancies. 

Our findings would be strengthened if repeated by others, particularly in a pro
spective study with specific inclusion criteria and a consistent evaluation time. On 
the other hand the variable follow-up and the variations in diagnosis and recovery 
status in our study tend to generalize the results. Researchers throughout orthopaedic 
subspecialties should evaluate both psychosocial and objective physical factors to 
determine in order to help identify where physical (operative) intervention is merited 
and when psychological (e.g. methods for building better coping skills such as cog
nitive behavioral therapy) are more appropriate. Research evaluating the influence 
of psychosocial factors on physician-based scoring systems, health status measures, 
and satisfaction with operative treatment would be useful. 

The findings in Chapter 2 are in accordance with the current tendency to develop 
and use scores that do not combine subjective and objective measurements. The cur
rent trend is to rely more on subjective outcome measures6'7 and patient satisfaction8" 
I0. Our results show that, in the upper extremity, subjective outcome as expressed in 
pain is indeed the best predictor of outcome from the patient's point of view. Similar 
findings have been documented for patients with low back pain ", after lower extrem
ity fracture12, and after rotator cuff repair10. We have to realize, however, that subjec
tive outcome measures and patient satisfaction are imprecise (pain in particular) and 
are easily influenced by other factors such as mood disorders, life stressors, anxiety, 
and poor coping13 20. In particular, the strength of the placebo (or meaning) effect 
among treatments for pain21'22 (and some would suggest that the more invasive the 
treatment the stronger the effect2') is evidence of the strong psychosocial influences 
at play. We recommend therefore, apart from measuring the subjective outcome, to 
separately use an objective measure of the result of intervention. 

Specific to studies of elbow problems, we would recommend measuring a specific 
objective measure (e.g. motion), a patient rated health status measure (e.g. DASH), a 
quantitative measure of pain (visual analogue or Likert scale), a similar quantitative 
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GENERAL DISCUSSION 

measure of patient satisfaction, and validated measures to account for psychological 
influences. One can then account for the influence of each factor on the others and 
determine the most important factor. This approach will also help us understand why 
successful operative treatment leading to objective functional improvement is not 
always sufficient to achieve patient satisfaction and improved health status. As we 
will see in Chapter 2, the more discrete the disease and the resulting impairment, the 
more straightforward the treatment and ability to measure success both objectively 
and subjectively. 

Chapter 3 

Chapter 3 was written with a focus on operative techniques used to gain union of 
unstable, osteoporotic, ununited fractures of the humerus. An unstable, ununited 
fracture is a clear, discrete source of pain and disability. The fact that the impair
ment is substantial and clearly related to the nonunion strengthens the indication 
for surgery. The results were very rewarding, in terms of both union and function (as 
measured from both the physician and patient points of view). This confirmed our 
specific study question or hypothesis that operative treatment to correct a discrete, 
easily defined cause of pain and disability can achieve substantial improvement in 
arm function and upper extremity specific health status. This supports the general 
aim of focusing our professional and academic passions on defining pathophysiology 
clearly and scientifically, scientifically associating pathophysiology with objective 
impairment, and to using treatments of scientifically established efficacy. 

The majority of this thesis emphasizes the incompletely defined and often ques
tionable role of many elective orthopaedic operations, and the need to use caution 
with such procedures, particularly those for which pain is the dominant symptom 
or problem to be addressed. Chapter 3 serves to establish that much of the work that 
orthopaedic surgeons do is valuable and can have a dramatic and useful impact on 
pain and disability. Chapter 3 demonstrates that operations with a solid scientific 
basis for 1) diagnosis, 2) association of symptoms with pathology, and 3) an effective 
and safe intervention specific to the pathology can have a dramatic impact on both 
objective measures such as elbow and shoulder motion and fracture union, and also 
on subjective factors such as pain and self-rated health status (in this case DASH). As 
another example, it has been demonstrated that total hip arthroplasty has a greater 
impact on health status per dollar spent (Quality adjusted life years) than many other 
common health interventions24,25. 

We must use this level of success and impact as the standard to be achieved and 
scientifically demonstrated for elective orthopaedic procedures, particularly those 
treating pain. The simple retrospective case series described in Chapter 2 may be 
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CHAPTER 10 

sufficient for such an obvious and easily denned problem as an unstable ununited 
fracture in an older-aged person (and was the only method of investigation available 
for this very uncommon problem), but more sophisticated study designs, such as 
the randomized clinical trial will be necessary for more complex or subtle problems. 
The potential influence of psychosocial factors and the placebo effect on orthopaedic 
outcomes and patient satisfaction as outlined in the discussion of Chapter 2 mandate 
a strong scientific basis (evidence base) for elective orthopaedic surgeries to treat 
pain. In the absence of strong supportive data, elective orthopaedic treatments for 
pain should be regarded in same light as other unproved, or "alternative" treatments: 
with a scientific skepticism. 

Unproved treatments are particularly strongly marketed for very prevalent dis
eases, in particular those for which only palliative rather than curative treatments 
are available. The most prevalent and incurable diseases are those associated with 
normal human ageing. Common diseases with no scientifically established cura
tive treatments necessitate excellent adaptation and coping skills and are therefore 
an excellent setting in which to study psychosocial influences on illness. Chapter 
4 demonstrated that trapeziometacarpal arthritis is a good example of this type of 
disease. 

Chapter 4 
Osteoarthritis is uncommon prior to age 40, but after age 70 most people have ra
diological evidence of joint degeneration in at least one joint.26 The hands, hip, and 
knee are the most common areas involved. Genetic predisposition is the strongest 
risk factor27, particularly in the hand.28,0 Although patients that present with com
plaints related to hand osteoarthritis are more likely to have specific occupational 
exposures", population-based studies show that occupational hand use is not a risk 
factor for osteoarthritis in the hand32. The detailed age-specific prevalance of trape
ziometacarpal arthritis has been incompletely defined32 34. 

By establishing according to our specific research question in Chapter 4 that tra
peziometacarpal arthritis is nearly universal with age in women, and extremely com
mon in men, several issues are raised with regard to who presents to an orthopaedic 
surgeon for relief of pain from this condition. Orthopaedic surgeons have tradition
ally argued that it is the patients with the worst disease that present requesting our 
services, and have regarded themselves as vanquishers of musculoskeletal disease. 
As stated by surgeon/writer Sherman Nuland, "We go into medicine with the ex
pectation that we will be helping people, and although we are well aware that the 
forces of disease will sometimes frustrate us, we nevertheless always carry inside 
ourselves the belief that our will and our powerful array of skills will somehow carry 
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the day."'5(p. 58) As surgeons we must be cognizant that this is our altruistic, but 
also our biased and self-serving point of view. We must remain open to alternative 
explanations. 

The arguably small proportion of patients'" that opt for surgery may not be those 
with the worst osteoarthritis, but rather they may be those with the lowest resiliency 
and adaptability. In other words, they may be the most vulnerable. Given that the 
large series of patients reviewed in Chapter 4 included many patients with severe tra-
peziometacarpal arthritis and no patients with prior trapeziometacarpal arthroplasty, 
it is likely that surgeons are seeing a small percentage of the total number of patients 
with trapeziometacarpal arthritis. Furthermore, only some fraction of these patients 
eventually elects operative treatment. The data in Chapter 3 support the contention 
in our general aim that human beings generally accept and adapt to adversity well 
and that this is a necessary and valuable skill. 

The limited correlation between radiographic severity of osteoarthritis and com
plaints of pain is well-recognized36. It is quite common to note severe trapeziometa
carpal arthritis during evaluation of the hand or wrist of an older-aged patient after 
trauma or for a problem not related to the thumb. Upon inquiry, the patient generally 
denies major problems related to the thumb and can often describe adaptive mecha
nisms such as using assistive devices to help open jars. Given the prevalence of such 
patients, one wonders what percentage of patients adapt well to their arthritis and 
never present to the doctor for assistance'6. Many people—and this seems culture 
and even generation specific—regard musculoskeletal aches and pain as a normal 
part of aging rather than a disease'7.1 agree with Dieppe and Lohmander, who state 
that, "...it is important not to overtreat those who do seek help and advice, and.. .it 
is inappropriate to medicalise most of those with mild osteoarthritis." '6(page 971) 
Successful adaptation to and acceptance of the inevitable consequences of the aging 
process is an invaluable health benefit. Considering the strong influence of psycho
social influences on pain and musculoskeletal illness, it is highly likely that this type 
of resilience14 will eventually be shown to be the strongest determinant of health 
status, and we need to do all we can to protect and promote it. 

Our study establishing that 94% of women over the age of 80 have trapeziometa
carpal arthritis and that the majority have severe joint destruction, emphasizes that 
trapeziometacarpal arthritis is a normal and inevitable part of aging. This would sug
gest that the vast majority of patients with trapeziometacarpal arthritis adapt well to 
their disease and never present to their doctor for assistance managing their illness. 
Based on the data in Chapter 4, it is reasonable to conclude that a limited subset of all 
humans with trapeziometacarpal arthritis ever present to the doctor. Since the vast 
majority of patients that present to the doctor for assistance managing their trapezi-
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ometacarpal arthritis are satisfied with education and non-operative management, 
it is also reasonable to assume that a very small subset of patients requests surgery. 
It seems likely that patients that come to the doctor and patients that request surgery 
are different both psychologically and sociologically from patients that cope with and 
manage their illness. 

Many other conditions in hand and orthopaedic surgery are likely subject to the 
same phenomena, particularly those that are benign conditions, part of normal hu
man development, and primarily result in pain. While many of the questions raised 
by our study of trapeziometacarpal arthritis must remain for now unanswered, some 
of the other chapters in this thesis support the contention that psychosocial factors 
are important determinants of perceived pain and dysfunction for similar muscu
loskeletal diagnoses. 

If disease severity does not correlate with complaints of pain and disability, if it 
does not explain why some patients presents to a doctor for assistance and others 
do not, then what can explain these things? Trapeziometacarpal arthritis, being a 
nearly universal condition in aging women, represents a good opportunity to study 
these factors. We are currently evaluating this in two new studies. In the first, we are 
undertaking a clinical trial of thermoplastic vs. neoprene hand-based thumb-spica 
splints. As part of the trial we are measuring depression, pain anxiety, and catastro-
phizing in order to see if these psychological factors are important determinants 
of patient satisfaction, pain level using a 5-point Likert scale, and self-rated upper 
extremity specific health status using the DASH questionnaire. In the second study, 
we are contacting patients that have elected operative treatment for trapeziometa
carpal arthritis over the last few years then matching them with control patients of 
the same age, gender, and radiographic stage of arthritis. We will then have each 
cohort of patients complete the same battery of psychological measures and look for 
difference between patients that do and do not request surgery. 

The study described in Chapter 4 cannot answer many of the questions that it 
raises as we have no ability to comment directly on symptoms experienced by these 
patients. Nevertheless the prevalence data are likely to be both internally and exter
nally valid (in other words the same as would be found in patients without distal 
radius fractures), and are provocative. Surgeons should not use radiographic severity 
of arthritis as a basis for recommending surgery and they should be cautious about 
the reasons that patients are requesting surgery and their motivations and expecta
tions. 

Although trapeziometacarpal arthroplasty is an effective treatment for pain, 
thoughtless use of this surgery may serve to medicalize patients rather than encour
aging them to adapt to the inevitable challenges that accompany the aging process. 
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The correct rate of trapziornetacarpal arthritis is debatable; however, surgery in every 
patient with moderate to severe radiographic changes would severely impact already 
stretched medical resources, particularly in less wealthy countries. Given how diffi
cult these issues can be in the context of a discrete, easily defined and verified disease, 
the situation can be expected to be exponentially more complex and challenging 
when the source of the pain, illness, and disability are not readily apparent. 

Chapter 5 

Chapter 5 documents that nonspecific, unexplained, or idiopathic arm pains are very 
common and are associated with self-rated upper extremity specific disability that 
is comparable to discrete arm problems including fractures, thereby confirming our 
specific study question. Idiopathic arm pain is defined according to what it is not: 
according to the absence of objective dysfunction or characteristic symptoms and 
signs of disease. Given the absence of objectively verifiable dysfunction or disease, 
this entity will have to remain, by definition, non-scientific (since it cannot be veri
fied or falsified). Nonetheless, with greater experience we have come to recognize 
a fairly distinct clinical presentation: complaints of pain out of proportion to what 
would be expected, vague and difficult to describe, diffuse and crossing anatomical 
regions, not characteristic of known problems, and with a normal examination. The 
findings in Chapter 5 support the general aim of this work to establish that—as in 
other anatomical sites—it is common for patients to present with complaints of severe 
pain and disability in the absence of associated pathology or impairment. 

As suggested by Shorter in his book From Paralysis to Fatigue: A History of Psycho

somatic Medicine18, whereas psychosomatic illness was initially commonly expressed 
as objectively verifiable disease states such as paralysis (easily disproved after the 
advent of Babinski's famous test), with greater medical knowledge and sophistication 
psychosomatic complaints have settled in completely subjective areas like pain and 
fatigue. By its nature therefore, idiopathic arm pain will never be objectively verifi
able or falsifiable. Rather it represents a clinical situation characterized by extreme 
disability in the absence of any impairment and confusion and uncertainty of the 
physician. The characteristic nature of this presentation and clinical situation should 
empower and embolden physicians to pay greater attention to psychosocial factors, 
to respect the shortcomings and pitfalls of diagnostic tests, and to be ever humble 
regarding the potential that their treatments in this setting are likely no better than 
placebo. 

It can be argued that the diagnosis of idiopathic pain should not be accepted so 
readily. That to state with confidence that the diagnosis is uncertain represents a 
kind of arrogance or overconfidence that may be as unwarranted as the confident 
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application of the doubtful diagnoses that this nonspecific diagnostic label is in
tended to replace. However, like science itself, the diagnosis of idiopathic arm pain 
is never definitive. It merely indicates a substantial degree of diagnostic uncertainty 
at a single point in time—an honest appraisal of a common clinical situation. If the 
symptoms and signs clarify over time, it may be possible to apply a specific diagnosis 
and confirm it with an objective diagnostic test. If not, then idiopathic arm pain may 
continue to be the appropriate diagnosis. 

Perhaps we should call this entity "arm ache" in analogy with backache and head
ache. This would certainly emphasize our acceptance, both in the medical profession 
and in the general public, of pains in the absence of concerning pathology. Most of 
us accept pains in our arms as readily as we accept pains in our head or our back. 
The use of neutral terms that imply acceptance and encourage coping should be 
promoted. Along the same lines the use of specific, inaccurate, and potentially wor
risome diagnoses such as tendonitis, fibromyalgia, repetitive strain injury, and reflex 
sympathetic dystrophy should be discouraged'940. 

Some might challenge the statement that diagnostic tests are of limited useful
ness in the setting of substantial diagnostic uncertainty based upon interview and 
examination. It can be argued that findings on diagnostic tests will not be misleading 
because they can be placed in the context of the patient's complaints and examination. 
For instance, if a patient complains of diffuse knee pain with all activities and all exam 
maneuvers, the doctor would be unlikely to consider the symptoms to be the result 
of a medial meniscus tear. If an MRI shows a medial meniscus tear, the doctor need 
only return to the patient and ask specifically about symptoms that would be related 
to such a tear and repeat the exam maneuvers relevant to such a tear. If these are not 
consistent with the diagnostic findings, then the test results cannot be implicated in 
the patient's symptoms. 

Unfortunately, while sensible in theory, this does not always work well in clinical 
practice. Many spurious or unexpected findings on diagnostic tests—particularly 
sensitive imaging tests such as MRI—are variations of normal or are age-related 
changes. These findings cannot be definitively excluded as a cause of at least some 
of the patient's symptoms. Both the surgeon and the patient may find it difficult to 
ignore findings on a diagnostic test. Positive diagnostic findings suggest disease that 
should not be left untreated, damage that needs to be addressed (particularly given 
our tendency to misuse words such as "tear" to refer to degenerative rather than 
traumatic conditions41, and—most importantly--a possible solution to the problem. 
Although these findings should in most cases be ignored, it is often difficult to do 
so. 
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Diagnostic tests are only useful to test a hypothesis that is plausible based upon the 
symptoms and signs. In the absence of a plausible hypothesis, it can be difficult or 
impossible to interpret the findings of the diagnostic test. In other words, diagnostic 
tests are not useful for screening musculoskeletal disease in settings of either no 
symptoms, or of non-characteristic or diffuse symptoms. Just as there is nothing to 
gain from the treatment of asymptomatic findings, the treatment of specific findings 
in the setting of a non-specific clinical presentation is unlikely to be more effective 
than placebo treatment. 

The problems associated with using diagnostic testing in clinical presentation char
acterized by substantial uncertainty is captured in the statistical concepts of likeli
hood ratios and positive and negative predictive values42. These point out that both 
the prevalence of a disease among patients like the one being evaluated as well as the 
pre-test odds of a specific disease being present based on all available information 
affect the meaning of a positive test—i.e., the likelihood that the patient's complaints 
are related to the test finding and that the test finding accurately represents the pres
ence or absence of disease. In other words, diagnostic tests are not perfect and the 
imperfections of a test are magnified when the disease is uncommon or unlikely to be 
present. As a result, diagnostic tests are more likely to be harmful than helpful when 
used to evaluate nonspecific, uncertain, idiopathic complaints of pain. Particularly, 
when the person interpreting the test is a surgeon and the recommended treatment is 
therefore more likely to involve surgery. If we are careful to look beyond a mechanical 
cause and cure for the complaints and disability, we may find other types of pathology 
that are more relevant to the overall illness: namely psychological pathology. 

Chapter 6 

Chapter 6 represents an attempt to understand how an objectively normal arm can be 
perceived by a patient to be as disabled as an objectively impaired arm. It is plausible 
that patients presenting to the doctor with nonspecific or idiopathic pain complaints 
are either somatizing psychological distress (anxiety and depression)43,44, or exhibit
ing poor coping mechanisms with normal sources and levels of pain'3,16, or some 
combination of these factors. 

Our hypothesis (or specific study question) that maladaptive psychological factors 
are more prevalent in patients with idiopathic as compared to discrete sources of arm 
pain was confirmed. Others have found the same phenomenon in rheumatic illnesses 
and generalized pain (fibromyalgia)13, in irritable bowel syndrome45 47, chronic pelvic 
pain47, atypical chest pain48'49, interstitial cystitis5", and on and on. It would seem that 
every anatomical region has a nonspecific diagnosis for unexplained symptoms, and 
that in each case psychosocial factors are important44'1. 

1 2 7 



CHAPTER 10 

In Chapter 6, patients with non-specific or idiopathic pain complaints rated higher 
on several measures of psychological dysfunction, the most prominent among these 
being a subscale of catastrophizing labeled helplessness. In other words, patients 
that present with non-specific or idiopathic arm pain complaints have, on average, 
less adaptive coping skills when compared to patients with discrete sources of pain. 
Catastrophizing is strongly associated with chronic pain13'15,17'9'52. Catastrophizing 
is essentially a cognitive error in which symptoms such as pain are consistently in
terpreted in the worst and most ominous light leading to greater stress, anxiety, and 
unhappiness which further compound the problem leading to a vicious cycle53,54. The 
findings support the general aim of this chapter to establish that such nonspecific or 
idiopathic complaints are associated with, and may be directly related to, psychologi
cal dysfunction. 

The important role of psychological factors such as personality and distress (anxi
ety or depression) in physical illness is familiar to psychologists and psychiatrists who 
understand that humans are susceptible to somatoform disorders43,44'51. But in the 
relatively Cartesian industrialized world, orthopaedic surgeons seem insufficiently 
aware or sensitive to these issues and may tend, along with their patients, to see all 
pains as mechanically or physiologically determined and correctable or curable. 
Chapter 6 suggests that the more vague, diffuse, non-characteristic, non-anatomical, 
and confusing a patient's presentation is, the more likely that maladaptive coping 
skills and other psychosocial factors are influencing the illness and the illness behav
ior. This contrasts with the approach often taken to this situation in surgical training, 
which is to suggest that if the surgeon is uncertain or confused it is because he or 
she is insufficiently trained, insufficiently knowledgeable, or insufficiently skilled, or 
that the correct diagnostic test has not been ordered. These two points of view are at 
odds and lead to very different styles of practicing medicine. 

In my opinion, once a surgeon has I ) ruled out concerning diagnoses (cancer, 
infection, etc.) and 2) made a good effort not to overlook a relatively easy solution 
to a problem, a cautious and patient approach to management is warranted. Many of 
the most common sources of arm pain have no proven curative treatment (arthritis, 
lateral epicondylitis, de Quervain's tendonitis, etc.), only palliative or salvage treat
ments. One must also learn to manage post-injury pain. Managing and coping with 
pain are normal aspects of human existence. Good coping skills are important to 
good health status and should be cultivated14'8. Given the imperfections of diagnostic 
tests and the fact that abnormalities on diagnostic testing frequently lead to invasive 
and potentially risky interventions of often unproved benefit, it is wise to be careful 
with additional diagnostic testing. 

Diagnostic tests are most useful when a clear diagnostic question can be asked, 
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when there is a relatively high likelihood of the disease being present, and when the 
test is both sensitive and specific42. In the setting of idiopathic pain complaints (e.g. 
nonspecific wrist pain) the surgeon usually uses an imperfect test with a certain 
rate of false positives and false negatives (e.g. MRI or arthroscopy of the wrist) to 
ask a poorly defined question (e.g. why does the wrist hurt?) in a setting where the 
likelihood of disease with well-defined and well-established treatment (e.g. scaphoid 
nonunion) is extremely low. I would argue that this is poor medicine as it will lead 
to more harm than good and will reinforce the patient's sense that they are ill ". If 
psychosocial factors are important in patient complaints of arm pain, then it is the 
doctor's responsibility to defend the patient's wellness—to help them accept their pain 
and adapt to it. They should be encouraged to think of themselves as healthy39'40'56,57 

(as in fact they almost always are) and it should be assumed that they experiencing 
non-pathological pains ("arm ache") until proved otherwise. 

The counterargument to this cautious approach to the use of diagnostic testing 
is that normal diagnostic tests interpreted as normal are necessary for the treating 
physician to build credibility and authority in the patient's eyes. Given the public's 
awareness of the variance in opinion and the fallibility of doctors (the modern art of 
medicine), the patient will find it relatively easy to disregard one surgeon's reassur
ance. The obvious flaw in this line of thinking is readily apparent in the high preva
lence of asymptomatic findings and abnormalities detected by MRI of the shoulder58' 
6l, wrist62'64, and lumbar spine65"67 among other diagnostic techniques. A diagnostic 
test cannot be used as a measure of health when an abnormal test is consistent with 
good health. For instance, what's the point of finding a ganglion in a painful wrist 
when nearly 50% of asymptomatic wrists have ganglia62. 

Another counterargument—perhaps more relevant in the litigious United States 
of America—is that if a diagnosis is overlooked, the doctor is at risk of being sued. 
As is usually the case, however, defensive medicine is usually bad medicine. In this 
case, if the pretest odds of something worrisome like a cancer is very low,(as they 
are in the setting of idiopathic arm pain) then the risks of injury from over-treat
ment of an incidental finding far outweigh the risk of overlooking a cancer or other 
serious condition57. Humans tend to be emotionally driven and thus very poor at 
risk stratification57'68'70. As physicians, we will help our patients by training them to 
risk-stratify more effectively. 

The study in chapter 6 relies on distinction of patients with discrete pain complaints 
from those with intermediate or vague and idiopathic pain complaints—an imprecise 
distinction that is certainly susceptible to bias. Although we have not formally tested 
the reliability of these distinctions, we do believe they reflect a normal part of clinical 
practice and clinical judgment. We believe that the inclusion of patients from the 
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practices of three different surgeons with different practice styles would help limit 
the potential bias of any one observer. The true test of our findings will be for others 
to reproduce them. 

It is reasonable to ask the age old "chicken and egg" question regarding the psycho
logical dysfunction associated with idiopathic arm pain complaints in our patients. 
In other words, does the psychological dysfunction lead patients to present with pain 
complaints, or is it the experience of presenting with pain that doctors cannot figure 
out that leads to the psychological dysfunction? In this regard, it is interesting that 
our study determined that ineffective coping mechanisms (e.g..helplessness), more 
so than psychological distress (pain anxiety), were associated with complaints of 
nonspecific or idiopathic arm pains. Given that pains in the arm are an extremely 
common aspect of human existence, that most of these pains do not indicate any 
problem or injury, and that most pains are harmless and self-limiting, my opinion 
is that the psychological dysfunction determines perceived disability and leads the 
patient to seek medical attention. In other words, patients present with idiopathic 
pains when they have psychological distress (depression or anxiety) or poor coping 
mechanisms and they do not present with the same pains when they are psycho
logically healthy and have good coping mechanisms. As suggested in Chapter 4 and 
further explored in the next chapter (Chapter 7), the same may be true for common 
discrete sources of arm pain such as trapeziometacarpal arthritis, lateral epicondyli
tis, and de Quervain's tenosynovitis, among others. 

Chapter 7 

In chapter 7 we established that there is a direct, moderate correlation between de
pression and self-rated upper extremity health status (DASH) for several common 
discrete sources or arm pain. It is interesting that the slope of this relationship is the 
same for each diagnosis. This is very strong support for the concept addressed by our 
specific study question and general aim for this chapter that psychosocial factors are 
strong determinants of perceived or self-rated arm disability. 

Surgeons must be mindful of the fact that a patient that complains more furtively 
may not have worse or more advanced disease than the average patient with that 
disease—they may simply be more vulnerable, less adaptive, and more disabled by 
comparable levels of disease. Such a patient may not need more aggressive, invasive, 
or risky treatments. Such a patient may simply need greater attention and compas
sion, greater patience and support, and perhaps treatment which addresses the psy
chological and sociological factors that are preventing them from adapting to and 
coping with the same illness that most people are able to manage quite effectively. It 
would be unfortunate to put a patient at risk with surgery while neglecting a treatable 
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depression that is responsible for a substantial portion of their perceived disability. 
In my opinion, surgeons should err towards caution when considering operative 
treatment of common, benign, painful conditions such as tendinopathies or arthritis. 
Surgeons that are too aggressive or too willing to offer surgery will risk operating 
on the most vulnerable and psychosocially dysfunctional patients when they should 
strive to reserve operative treatment for patients who have the best indications for 
surgery, and those that are most likely to benefit. The latter remain incompletely 
defined. 

It is reasonable to speculate that the findings in Chapter 6 will apply to muscu
loskeletal injuries in general and to most if not all health status measures and studies 
addressing this should be encouraged. In other words, it seems likely that psychoso
cial influences will be found to have a substantial influence on a patient's self-rated 
disability no matter the diagnosis or anatomical location, and that these influences 
must be accounted for and taken into consideration during decision-making. The 
real challenge will be cultivate a culture in which it acceptable and even welcomed to 
begin to address these psychosocial influences in the orthopaedic surgeon's office. 

Chapter 8 
Although it is a relatively small sample, our survey of surgeons, patients, and the 
general public (Chapter 8) suggests a general receptiveness to considering both psy
chological and physical aspects of illness, which runs counter to what we expected in 
formulating the hypothesis or specific study question for this chapter. On the other 
hand, as we expected based upon daily clinical practice, there does exist a subset of 
patients that are clearly resistant to considering, let alone treating, the psychosocial 
aspects of their illness. This subset is seen both in the smaller group with negative 
attitudes towards psychological issues and the correlation of these attitudes with 
reluctance to consider psychological treatment—at least among the public. This may 
represent a defense mechanism in patients that are somatizing or benefiting from 
their illness in another way. It is also an aspect of our culture in which there is a stig
ma associated with psychological and psychiatric treatment. We cannot be directed 
by these maladaptive patients and counterproductive stigmatization. Sensitivity to 
psychosocial issues should be incorporated into surgical practice. 

Chapter 8 is admittedly relatively weak science and is more a hypothesis generating 
observation than definitive data. We had relatively small sample sizes among patients 
and the general public. The three groups were assembled for practicality, but with 
care taken to try to ensure that they were representative. We expected patients to be 
more resistant to considering psychological contributions to illness and psychological 
treatment and are very encouraged by their general receptiveness to a more "holistic" 

1 3 1 



CHAPTER 10 

approach to treatment. According to our general aim for this chapter, I would say 
that it is feasible to address psychosocial issues in a hand surgery practice. 

Health providers of all types and the media in general are guilty of selling both 
unrealistic hope and unfounded fear. Both create willing consumers of health care 
and news/entertainment. Neither group serves to enhance health or wellness (the 
sense or belief that one is healthy). All of us have the responsibility and the duty to 
promote wellness. In the absence of scientific evidence to the contrary, general health 
and wellness would be optimized by choosing the most positive, optimistic, enabling 
and practical manner of understanding and managing disease and illness. The role 
of science is invaluable to avoid fooling ourselves and avoid being fooled by others. 
Physicians and surgeons need to be scientists—they need to insist upon verifiable 
evidence prior to investing in a given concept. 

Chapter g/Conclusion 
Since the true nature or definition of science is a matter for philosophers, Chapter 
9 is by necessity as much opinion as science. Nonetheless, given the responsibility 
of doctors to encourage wellness, it is surprising how often we promote nebulous, 
poorly defined, and pseudoscientific illnesses in patients that are likely to represent 
the worried well (i.e. the substantial subset of healthy patients in wealthy, developed 
countries that present to the doctor with either complaints of uncertain origin or 
excessive complaints with respect to common benign illness such as those associ
ated with aging). Chapter 8 confirms our hypothesis and specific study question by 
demonstrating that many of the diagnoses hand surgeons use to explain idiopathic 
pains are pseudoscientific. 

If we are to follow Hippocrates and "First, do no harm", we need to use neutral 
terms that acknowledge both the limits of modern medicine and our own ignorance. 
Our job is to identify conditions that should not be neglected and to be certain that 
we do not overlook opportunities to predictably improve quality of life. We need to 
avoid encouraging a belief that everything is fixable, treatable, or curable, because 
that is far from the truth. Admitting our ignorance and limitations is honest. It rep
resents good medicine, and it encourages coping skills and adaptation. 

A patient that learns good coping skills will be happier and more functional, will 
utilize fewer resources, and will avoid potentially harmful medical and surgical in
terventions. Exercises for the mind—such as cognitive behavior therapy—and a 
culture of acceptance, adaptation, and coping may be the most effective medicine 
for musculoskeletal pain. I anticipate a lifetime devoted to fully developing this pos
sibility. 
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