OPINION and PROGNOSIS

This is a difficult case to assess because of so many inconsistencies. Miss A and Dr B were concerned in their reports by the lack of objective physical findings at examination to support the diagnosis of complex regional pain syndrome. Like these experts I am not under any constraints to take all the reported symptoms at face value. In this vital respect the three of us differ fundamentally in our assessment of Mrs C when compared with her assessment by her treating doctors who are, if anything, under an obligation to believe her self reported symptoms. 

Normally, as doctors, we believe our patients who seek our medical opinion. Indeed it would be extraordinary if not unethical not to do so. However patients can hoodwink us for their own secondary gain. Some patients are consummate actors/ actresses. We then feel foolish when we discover that we had been taken in!

Dr D and the rest of the team who had been involved in Mrs C’s care had not at that stage seen the video tapes and so were entirely reliant on Mrs C’s self reported symptoms on which to base their medical management decisions.

Complex regional pain syndrome will develop after fairly minor injury. It can be intensely painful. So much so that use of the affected body part is inhibited, so that compliance with physiotherapy, where the affected body part is stretched/ moved/ massaged/ strengthened is impossible. In the majority of cases resolution of symptoms occurs by using the affected body part and with time. To facilitate this movement it may be necessary to administer strong pain killers, and even undertake neuromodulation procedures such as spinal cord stimulation.( So far this just addresses the physical sensation of pain.)

In addition to this physical sensory aspect of pain there is always an emotional component to any severe chronic pain and this in turn will be influenced by the sufferer’s fears and beliefs. Anxiety, low mood, low self-esteem will manifest as altered behaviour. Most commonly, this takes the form of some kind of avoidance behaviour, whether this is activity avoidance for fear of further harm, or social/ employment avoidance for example. 

Sleep may be disturbed, and there may be post-traumatic stress surrounding the initiating event.

BUT there is also the fear of improvement during a protracted litigation process! Patients, in this case, will deliberately not appear better or admit to any improvement, following treatment, for fear of prejudicing the compensation. In such cases the physical findings on examination by an independent medical specialist will be inconsistent with the reported symptoms.

Reviewing all the hospital notes, correspondence and medical reports, most of the time there has been very little in the way of corroborative physical signs/ findings. The only sign that has been, inconsistently, reported but that would support a diagnosis of complex regional pain syndrome is some skin discoloration indicating vascular dysfunction, although there was none when I examined Mrs C three and a half years after the initiating event. The EMG showed NO nerve damage. The videotape surveillance revealed none of the physical behavioural manifestations I would have expected – were Mrs C to be experiencing significant pain and suffering two years after the accident. I am therefore, as a detached observer, extremely sceptical about the value and effect of the spinal cord stimulation in this case.

In summary, I consider Mrs C to have sustained a minor injury while at work but consequences of this had largely settled by two years after the event. By the time she saw the team at St Agatha’s hospital she was manifesting pain behaviour and symptoms in order to appear still affected for the purpose of maintaining her disability for the benefit of the compensation claim. That she underwent the implantation of spinal cord stimulation shows the extraordinary lengths some people will go to try to make a point. It does not vindicate or corroborate her claim.

