
of visits to lawyers and doctors for medical reports, is a
disincentive to recovery. Rapid improvement after the
accident would mean a smaller financial settlement. Other
compensations may also play their part-such as the care and
attention received from relatives, friends, therapists, and
doctors, which act as psychological reinforcers ofchronic pain
and disability. Depression and anxiety are common and may
amplify the severity of the symptoms. Depression and anxiety
may be either the cause or the result of chronic pain and
disability; most likely a vicious circle exists, with physical
symptoms and depression amplifying each other.
Although Miller suggested that most patients recover

rapidly within a few months of settlement of their claims,4
more recent s.tudies suggest that this is not so."6 A major
difficulty therefore lies in determining how much of the
symptoms is directly due to tissue damage in the spine; how
much is subconscious amplification of a minor problem,
which is nevertheless perceived as severe pain and results in
chronic disability; and how much is fabrication.

Clearly, if someone is injured in an accident he or she
should be compensated for the pain and suffering experienced
and any resultant loss of income. Compensation should be
given for pain and suffering primarily of psychological origin
but resulting from the injury, as well as physical damage, but
they must be distinguished from deliberate malingering.
What should happen if the process of seeking compensation
itself is responsible for the subconscious amplification and
prolongation of symptoms? Is it right that this in turn should
merit further compensation?
A series of signs on simple physical examination helps to

identify patients with a substantial non-organic component to
their problem.7 These include overreaction with obvious
"pain behaviour" such as facial expressions, shaking, and
falling to the ground; widespread superficial tenderness in a
distribution not corresponding to any anatomical distribu-
tion; the reproduction ofsymptoms by simulated stress on the
spine by rotation of the shoulders and pelvis together or axial
loading by pressure on the skull; the finding on formal testing
of severely limited straight leg raising in a patient who can sit
forwards with the legs extended; and regional disturbances
with severe lower limb weakness or sensory loss not corres-
ponding to any nerve root distribution. A single positive test
result is not enough to label a patient as having a substantial
non-organic component to the problem, but when several
results are positive this is very likely.
The difficulty lies in distinguishing those who deliberately

exaggerate their symptoms from those with a genuine cause
for their pain. The spine "lie detector" has recently attracted
publicity as an instrument for making this distinction.8 The
patient is strapped into a metal frame that allows flexibility of
spinal movements. Isokinetic measurements are made in
which the speed ofany movement is preset and the maximum
force that the patient can achieve during that movement is
determined. Alternatively, in isoinertial movements the
patient works against a preset resistance and the velocity
varies according to the effort applied by the patient. Measure-
ment shows a high degree of reproducibility with reduced
function in patients with low back pain,9 and poor per-
formance correlates with excessive illness behaviour.'0 The
apparatus is useful in physical rehabilitation by providing an
index of how the back is working and indicating goals for
improvements in trunk performance.11

The particular medicolegal interest is in using these
dynamometric techniques to distinguish the malingerer, the
hypothesis being that the malingerer does not try properly.
Accurately reproducing submaximal effort is virtually impos-
sible: malingerers would therefore be identified by the lack of
consistent measurements made on repeated testing. The
patient is asked to perform repeated maximal isokinetic or
isoinertial movements and the amount of variance between
repetitions computed. Exceeding the norms indicates "lack of
effort" and implies that it is likely to be deliberate.

Although studies in healthy volunteers found greater
variance in subjects deliberately producing submaximal
efforts, it is noteworthy that the authors had difficulties in
analysing the data and emphasised the need for clinical
judgment in interpreting performance. They found no
specific patterns of measurements to correlate with sub-
maximal effort.'2
The approach therefore remains controversial. The hypo-

thesis that variance above a certain level in patients with back
pain means submaximal effort has not been validated and
there is no standard for malingering to check this against. In
particular, could the apparatus distinguish the patient with a
very substantial subconscious psychological contribution
towards pain and disability from the deliberate malingerer?
Both seem likely to produce submaximal efforts on dynamo-
metric testing.

In many of these patients the direct effects of the physical
injury, the psychological reactions, and the quest for compen-
sation become inextricably intertwined. Careful observation
and examination are important, particularly to identify those
who deliberately exaggerate their problems. Dynamometric
measurements cannot be taken as the final arbiter.
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Correction

Thinking through a salaried service for general practice
Owing to an editorial error reference 13 was onitted from the list of references in
this editorial by Steve Iliffe (6 June, pp 1456-7).
13 Stanworth J, Smith B. Franchisingfor the small business. Oxford: Blackwell, 1991.
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