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Abstract Research has been consistent in showing that certain
psychosocial variables can increase the risk for prolonged
work disability. Four psychosocial variables have emerged as
robust predictors of disability across a wide range of debilitat-
ing health and mental health conditions. These include cata-
strophic thinking, symptom exacerbation fears, disability be-
liefs, and perceived injustice. The Progressive Goal Attainment
Program (PGAP) is a psychosocial risk-targeted intervention
that was developed to reduce psychosocial barriers to work
resumption in individuals with debilitating health or mental
health conditions. This paper describes the conception, devel-
opmental process, and the evolution of the PGAP. Research
studies are summarized that have played a significant role in
the developmental trajectory of the PGAP. Some of the legal
and legislation-relevant challenges that were faced in the de-
velopment and implementation the PGAP are discussed.
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Psychosocial Contributions to Pain and Disability

Twenty years ago, heated debates would arise during discus-
sions about the influence of psychological factors in the
development and maintenance of disability. Today, there is

little room for debate. Indeed, research has been consistent in
showing that certain psychosocial variables can increase the
risk for pronounced and prolonged disability (Leeuw et al.
2007; Pincus et al. 2002; Sullivan 2003; Sullivan et al. 2005).

Although the bulk of research in this area has been
conducted on samples of individuals with pain-related disabil-
ity, research is beginning to accumulate suggesting that the
same psychosocial risk factors might contribute to disability,
regardless of the nature of an individual’s debilitating health or
mental health condition (Feuerstein 2007; Sullivan et al. 2006;
Sullivan et al. 2006; Tinetti et al. 1990; Tomassen et al. 2000).

Four psychosocial variables have emerged as consistent
and robust predictors of disability across a wide range of
debilitating health and mental health conditions. These in-
clude catastrophic thinking, symptom exacerbation fears, per-
ceived injustice, and disability beliefs (Sullivan et al. 2008;
Sullivan et al. 2011; Vlaeyen and Linton 2000). Numerous
investigations suggest that individuals who engage in cata-
strophic or alarmist thinking about their symptoms, who are
fearful of engaging in activity that might exacerbate their
symptoms, who believe themselves to be completely disabled,
and who feel that they are suffering unjustly are individuals at
high risk for pronounced and prolonged disability (Sullivan
et al. 2005; Turk 2002; Vlaeyen and Linton 2000). Research is
also beginning to accumulate suggesting that the most effec-
tive rehabilitation programs will be those that specifically
target these psychosocial risk factors (Spinhoven et al. 2004;
Sullivan et al. 2006; Vlaeyen et al. 2002).

This paper describes the developmental process, the evo-
lution, and the implementation challenges associated with the
Progressive Goal Attainment Program (PGAP). The PGAP is
a psychosocial risk-targeted intervention that was developed
to reduce psychosocial barriers to work resumption in indi-
viduals with debilitating health or mental health conditions. A
number of research studies will be briefly summarized that
have played a significant role in the development of the
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PGAP. The review of research in this paper is intended
to be illustrative rather than exhaustive. As well, we
will highlight some of the legal and policy-relevant
challenges that we have faced in our development and
implementation work.

This paper’s focus on psychosocial risk factors for
pronounced and prolonged disability should not be
interpreted as a neglect of the medical, physical, social,
and organizational influences on disability. It is clear
that psychosocial influences on disability represent only
one dimension of the barriers or obstacles to rehabilita-
tion and recovery that will be faced by the individual
with a debilitating health or mental health condition
(Sullivan et al. 2005). However, an in-depth discussion
of all the medical and physical barriers to rehabilitation
progress and recovery is beyond the scope of this paper.

Developing a Psychosocial Risk-Targeted Intervention

The PGAP is a risk-targeted intervention that was
designed to reduce pain catastrophizing, symptom exac-
erbation fears, disability beliefs, and perceived injustice
(Sullivan et al. 2006). Proceeding from research
highlighting the role of psychosocial factors in the de-
velopment and maintenance of disability, we reasoned
that an intervention specifically targeting disability-
relevant psychosocial risk factors might yield positive
outcomes for individuals who were work disabled due
to a debilitating health or mental health condition
(Sullivan 2003).

Although the PGAP was originally developed to
target psychosocial risk factors associated with pain-
related disability, ongoing research revealed that the
determinants of disability showed striking similarity
across a wide range of debilitating health and mental
health conditions (Millward et al. 2005; Sullivan et al.
2006; Emptage et al. 2005; Kronstrom et al. 2011;
Sullivan et al. 2005). In 2008, the PGAP underwent
important modifications in order to broaden the range
of health and mental health conditions for which
it could be used. One of the changes was the
modification of the screening measures used to assess
a client’s appropriateness for the intervention. The
instructional set and the item content of the measures
were modified such that they could be applicable to any
debilitating health or mental health condition, as
opposed to being specific to pain. The intervention
techniques of the PGAP were also modified to make
them relevant to the life participation challenges
associated with different health and mental health
conditions. To date, the PGAP has evolved into an
intervention for targeting determinants of disability in
five different disability groups: (1) pain and musculoskeletal

conditions, (2) depression, (3) post-traumatic stress disorder,
(4) cancer survivors, and (5) other chronic illnesses.

Prior to the development of the PGAP, our center had
developed and tested the Pain–Disability Prevention (PDP)
program (Sullivan and Stanish 2003). In structure and in
content, the PDP program was very similar to the PGAP, with
the exception that it was delivered only by mental health
professionals (e.g., psychologists and social workers). The
PDP program had been developed in the context of a popula-
tion health approach to the management of pain-related dis-
ability in Nova Scotia, Canada. In collaboration with the
Workers’ Compensation Board of Nova Scotia and with
funding from the Canadian Institutes for Health Research,
we trained approximately 100 psychologists and social
workers as PDP providers. We were able to establish a net-
work of PDP providers across various regions of the province,
and these psychologists became the providers of the PDP
program for a province-wide clinical trial (Sullivan and
Stanish 2003).

The success of population health approaches to interven-
tion depends in largemeasure on the collaboration and support
of multiple stakeholders. We realized that we needed to have
the support of the injury insurer, we needed a community of
clinicians that was willing to provide the intervention,
and we needed an intervention that clients were willing
to participate in. We also realized that a key component
of the involvement of the insurer required the collabora-
tion of the case managers. In many insurer systems, case
managers play an important role in decisions concerning
the types of interventions to which clients will be re-
ferred. We held a number of training sessions with case
managers to orient them to the philosophy of the PDP
program, and to familiarize them with the “signs” (e.g.,
yellow flags) that might make a client an appropriate
referral to the PDP program. Case managers were also
coached on how the PDP program could be presented to
prospective clients. Without the complete endorsement
and support of the case managers, the trial would not
have succeeded.

Some of the questions addressed in the clinical trial of the
PDP program went beyond issues related to treatment effec-
tiveness. A key factor in the utility and sustainability of a
population health approach to intervention concerns the de-
gree to which the intervention is acceptable to the client
population. This is a particular concern in rehabilitation inter-
ventions because rehabilitation interventions are not very
attractive to individuals with debilitating health or mental
health conditions. In essence, clients do not want to be reha-
bilitated, they want to be cured. Disability insurers report that
as many as 70 % of their clients refuse referrals to rehabilita-
tion interventions. If only 30 % of potential candidates for an
intervention agree to participate, the intervention outcomes
will hardly be meaningful.
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In the first study of the PDP program, we found that over
77 % of clients, to whom participation in the PDP program
was offered, agreed to enroll. We considered this to be a very
positive enrolment rate, given that the enrolment rate for
clients referred to physiotherapy was only 66 %. The return-
to-work outcomes following participation in the PDP program
were also very promising. A sample of 104 WCB claimants
completed the PDP program and 60 % returned to work
(Sullivan and Stanish 2003). Given that the majority of claim-
ants were already in the chronic phase of recovery (mean
duration of work absence=5 months), the 60% return to work
rate at treatment termination was considered very promising.
The return-to-work rate for a comparable sample of WCB
claimants the year prior to the implementation of the PDP
program was 18 %. The positive outcomes associated with
participation in the PDP program have been documented in a
number of research publications (Gauthier et al. 2006;
Sullivan et al. 2006; Wideman et al. 2009).

Legal and Policy Issues in the Implementation of the PDP
Program

In the implementation of the PDP program, case managers of
the WCB would identify clients they considered to be candi-
dates for the PDP program and then would identify a PDP-
trained psychologist in the client’s community of residence.
The client would then be referred to the PDP-trained psychol-
ogist. Psychologists questioned whether PDP was the only
intervention that could be offered to the client. The WCB
initially insisted that when a case manager considered a client
to be a PDP candidate, the psychologist could only provide
PDP. The concern of the WCB was that if psychologists were
free to offer any intervention they wished, clients might be
offered long-term psychotherapy for issues that were not
necessarily relevant to their work injury.

It became apparent that not all psychologists were familiar
with the insurance legislation that governed benefit allocation
for clients of theWCB. Like other injury insurers, theWCB of
Nova Scotia had a mandate to provide resources that would
either compensate the client for losses incurred or assist the
client in his or her recovery and rehabilitation. Problems
outside of this realm were not the mandate of the insurer.
This situation required that we communicate with psycholo-
gists to inform them about the nature of psychological prob-
lems that would be considered with the funding mandate of
the insurer and the nature of psychological problems that
would be considered to fall outside the funding mandate of
the insurer.

A related issue raised by some PDP-trained psychologists
concerned the consequences of a client refusing to participate
in the treatment offered by the psychologist. This was a more
challenging issue to navigate. In many insurance systems,
claimants have a responsibility to participate in interventions

that will mitigate their losses. The consequences for the client
who refuses all treatments offered are fairly clear; they typi-
cally result in discontinuation of benefits. However, the con-
sequences of a client refusing a specific treatment were less
clear. An example would be a client who accepted to be
treated in physiotherapy, but did not accept to be treated by
a psychologist. For the purposes of the implementation of the
PDP program, the WCB agreed that clients could refuse to
participate in treatment with a psychologist, without having a
negative impact on their claim status, as long as they were
willing to accept other treatments designed to mitigate their
losses.

It was also necessary to make the WCB aware that a case
manager could not make the decision about what psycholog-
ical intervention was most appropriate for a given client. Most
regions of North America have some form of act of law that
stipulates that health professionals must have autonomy in
choosing the treatment they will offer to a client. Given that
the treating clinician is held accountable for the outcomes of
his or her intervention, the treating clinician must have some
control over the type of treatment that is offered to a client. As
such, the decision was made that the role of the case manager
would not be to identify candidates for the PDP program, but
rather the case manager would identify “potential candidates.”
The “potential candidates” would then be assessed by the
psychologist for the appropriateness for the PDP program. If
the psychologist considered that the client was not an appro-
priate candidate for the PDP program, and an alternate ap-
proach to treatment would be more appropriate, the psychol-
ogist was asked to justify his or her choice of alternate treat-
ment, and had to receive approval for funding prior to com-
mencing treatment. This approach seemed to satisfy profes-
sional autonomy for the psychologists, and allay the concerns
of the WCB about the provision of treatment that lay outside
its mandate.

Increasing the Accessibility of a Psychosocial Risk-Targeted
Intervention

In our work with the PDP program, we were able to demon-
strate that the skill set required to target psychosocial risk
factors could be brought to a broad community of clinicians.
In addition, we were able to show that the availability of this
intervention led to meaningful reductions in work disability.
However, our work with the PDP program also highlighted
some accessibility challenges. Given the limited number of
psychologists available to provide services to the work-
injured population, particularly in rural or remote areas, the
PDP program had limited geographic accessibility.

The accessibility challenge was one of the driving
forces behind the development of the PGAP. Our objective
was to modify the PDP program in such a manner that it
could be delivered by rehabilitation professionals that did not
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necessarily have a background in mental health. The PGAP
retained the same structure and objectives as the PDP program;
namely, a 10-week standardized, community-based interven-
tion that aimed to reduce psychosocial risk factors for
prolonged work disability.

A Description of the PGAP

Now in its third edition, the PGAP consists of 10-weekly
meetings between a trained PGAP provider and a client. An
educational video is used to orient the client to the procedures
of the intervention as well as to foster positive outcome expec-
tancies. A client workbook is provided to the client and serves
as the platform for the intervention techniques that will be
used. The primary goals of the PGAP are to reduce psychoso-
cial barriers to rehabilitation progress, promote reintegration
into life-role activities, and facilitate return-to-work. These
goals are achieved through targeted treatment of psychosocial
risk factors, structured activity scheduling, graded activity
involvement, activity exposure, thought monitoring, goal set-
ting, and motivational enhancement (Sullivan et al. 2006).

In the initial weeks of the program, the focus is on the
establishment of a strong working relationship through the use
of disclosure and validation techniques. The focus then shifts
to the development of a structured activity schedule in order to
facilitate resumption of pre-injury/illness activities. Each ses-
sion begins with a review of the client’s activity log and ends
with a discussion of planned activities for the coming week.
Activity goals are established in order to promote resumption
of family, social, and occupational roles. Additional interven-
tion techniques are invoked to target-specific obstacles to
rehabilitation progress. In the final stages of the program, the
intervention focuses on activities that will facilitate reintegra-
tion into the workplace.

Briefly, the focus of each PGAP session is as follows:

Session 1 Use of disclosure and validation techniques to
establish therapeutic relationship, instruction on
the use of the Client Workbook

Session 2 Introduction to activity planning, reestablishing
pre-injury activity structure, and walking routine

Session 3 Goal setting, planning activity involvement in
relation to goals

Session 4 Techniques targeting disability beliefs, mid-
treatment evaluation

Session 5 Evaluation feedback, introduction to thought
monitoring to target catastrophic thinking

Session 6 Exposure techniques to facilitate re-engagement
in previously avoided activities

Session 7 Continued application of techniques introduced
in sessions 5 and 6

Session 8 Applying task decomposition techniques to feared
activities of the workplace

Session 9 Problem-solving challenges to resumption of oc-
cupational activities, final evaluation

Session 10 Evaluation feedback and discharge planning

The PGAP differs from many other rehabilitation interven-
tions in that the techniques included in the intervention have
the reduction of disability, as opposed to symptom-reduction,
as their primary objective. There were several reasons for
developing a program that focuses more on disability reduc-
tion than on symptom reduction. First, research in other areas
of rehabilitation indicates clearly that symptom reduction was
not a precondition to successful return to work (Loisel et al.
1997; Waddell 2004). Second, symptom-reduction tech-
niques, whether pharmacological or psychological tend to be
passive in nature and passive techniques have been shown to
be detrimental to return-to-work outcomes (Waddell et al.
2002). Finally, a focus on symptom reduction might inadver-
tently reinforce individuals’ beliefs that symptoms must be
eradicated before occupational activities can be resumed.

Although the PGAP is described as a 10-week program, the
intent is to emphasize that the program extends over a maxi-
mum of ten sessions. Since the goal of the PGAP is to promote
return-to-work, the program terminates when the client is ready
to return to work. Clients will vary in terms of their rate of
improvement through the program. Some clients will be ready
to transition back to the workplace after 4 weeks of treatment;
others will require all ten sessions of the program. The PGAP
never extends beyond 10 weeks.

In order to further increase the accessibility of the PGAP,
the program was modified for telephonic delivery. The tele-
phonic version of the PGAP, referred to as PGAP-Tel, con-
tains all elements of the PGAP, but there is no face-to-face
contact with the clinician. All aspects of the program are
delivered by telephone. With respect to accessibility, PGAP-
Tel can ostensibly be offered to anyonewho owns a telephone.

The effectiveness of PGAP-Tel has been evaluated in two
clinical trials. One trial was conducted with recipients of dis-
ability insurance with the Social Security Administration of the
United States (Michalopoulos et al. 2011). Recipients of dis-
ability insurance were offered health care insurance, PGAP-
Tel, and benefits counseling. This group was compared to a
group who only received health care insurance, and a group
who received no additional services. The study sample was
heterogeneous, including individuals with a variety of chronic
debilitating chronic health and mental conditions. Results of
the trial showed a re-employment advantage of PGAP that was
maintained at 2-year follow-up (Michalopoulos et al. 2011).

In a second trial, PGAP-Tel was compared to PGAP deliv-
ered face-to-face (Sullivan and Simon 2012). With respect to
return-to-work outcomes, the face-to-face delivery of PGAP
proved to be more effective than PGAP-Tel. Taken together,
the results of research conducted to date suggest that PGAP-
Tel can be an effective intervention for increasing occupational
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involvement, but that in regions where both the face-to-face
delivery and telephonic delivery are available, the face-to-face
delivery will likely be associated with superior outcomes.

Legal and Policy Issues Concerning the Clinical Background
of PGAP Providers

At present, a number of different professional disciplines are
represented as PGAP providers. These include occupational
therapy, physiotherapy, kinesiology, nursing, psychology, so-
cial work, and medicine. To become PGAP providers, clini-
cians enroll in a 2-day training workshop to acquire the skill
set necessary to deliver the intervention. As noted earlier,
clients with a variety of health and mental health diagnoses
might be considered candidates for the PGAP. At times,
questions have been raised about the degree to which
these different disciplines have the background necessary to
work with these different populations. For example, should a
physiotherapist be treating a client who is work-disabled due
to PTSD?

In some rehabilitation interventions, individuals receive
treatment for the symptoms of their health or mental health
condition. Under such circumstances, it is paramount that the
clinician belongs to a discipline in which such symptomatic
treatment would be considered a domain of expertise. In other
words, psychologists would treat PTSD and physiotherapists
would treat back sprain.

We chose to make PGAP training open to a number of
rehabilitation disciplines because “work disability” is not dis-
cipline specific. The intervention techniques contained within
the PGAP are not intended to treat the client’s underlying
health or mental health problem, they are intended to treat
the disability associated with the client’s health or mental
health condition. In the PGAP, disability is construed as a
reduction in participation in important life activities; disability
reduction then becomes a process of reengaging the client in
important life activities. Reducing disability and promoting
reintegration in important life activities are objectives that are
common to many rehabilitation disciplines. As such, it
seemed unnecessary to restrict PGAP training to only a sub-
group of rehabilitation disciplines.

Since the PGAP is an intervention that treats disability as
opposed to treating the symptoms of the client’s presenting
health or mental health problems, PGAP providers are
made aware of the importance of ensuring that there is
another treating professional involved who is responsible
for treating or monitoring the symptoms of the client’s
condition. In the case of a pain problem, the other treating
professional might be the primary care physician; in the case
of a client with PTSD, the other treating professional might be
a psychologist.

Another legal issue of concern that was made apparent,
particularly in the context of PGAP-Tel, was the term that

would be used to refer to someone who was delivering the
PGAP. Regions differ in the criteria that must be met to be
considered a “clinician.” In the case of PGAP-Tel, where the
treating professional might reside in a region (e.g., state/
province) different from that of the client, the professional
might meet criteria to be considered a clinician is his or her
region of residence, but not in the client’s region of residence.
The issue was resolved when legal counsel suggested that the
term “PGAP provider” should be used to indicate that some-
one has been PGAP trained. The term “provider” is not a
protected title in any region, and is not discipline specific.

Determinants of Return to Work Outcomes Associated
with Participation in the PGAP

In the PGAP, as with other rehabilitation interventions, the
probability of successful return to work outcomes decreases as
the period of work disability extends over time, and decreases
as well in relation to the complexity (e.g., extent of
comorbidities) of the client’s presenting condition (Sullivan
et al. 2007; 2006). Chronicity also impacts on the rate of
improvement through the course of treatment. Recently in-
jured individuals will tend to recover at a faster rate than
individuals who have been work-disabled for several years.
In a study of individuals with recent onset (i.e., less than
12 weeks) work injuries, the mean number of sessions of the
PGAP required to achieve successful return to work was five
(Sullivan and Adams 2010). By contrast, in a clinical trial of
the PGAP with individuals who had been work-disabled for
2 years or more due to a pain condition, the majority of
participants required all ten sessions (Sullivan et al. 2012).
Studies addressing the process of change through participation
in the PGAP suggest that reduction in catastrophizing is the
best predictor of return to work (Sullivan and Adams 2010;
Sullivan et al. 2006).

Although we have yet to publish a paper on the subject,
there also appears to be a relation between the presence of
litigation, high scores on perceived injustice, and prolonged
work disability. Legal representatives for injured individuals
have a vested interest in ensuring that a client’s perceptions of
injustice remain high. Numerous investigations have revealed
that high scores on perceived injustice are prognostic indica-
tors for poor recovery outcomes following injury (Sullivan
et al. 2011). Whether intentionally or unintentionally, legal
representatives might be contributing to the psychosocial risk
factors that ultimately impede a client’s recovery potential.
These reflections invite consideration of the possibility that
while some psychosocial risk factors might be part of the
nature of the injured individual, other psychosocial risk factors
might emerge as a function of the client’s interactions or
experiences with the systems (e.g., insurance, legal) that are
involved in the compensation and management of injury.
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Recommendations for Forensic Psychologists

1. Client appropriateness for treatment
It is becoming clearer that there are advantages to

matching treatment to a client’s problem or risk profile.
The PGAP is a part of a growing trend where interven-
tions are being developed that are designed to target
specific risk factors for problematic outcomes (Sullivan
et al. 2006; Thorn et al. 2007; Vlaeyen et al. 2002).

It is becoming more and more commonplace for in-
surers to conduct some form of psychosocial risk assess-
ment on their clients. Insurers have also taken on an in-
creasingly directive role in determining the type of treat-
ment that will be offered to their client, and it is possible
that a clinician might be specifically asked to provide the
PGAP. While initial screening for psychosocial risk factors
by an insurer can be an important first step in ensuring that
a client receives appropriate treatment, it is imperative that
the treating clinician verify that the PGAP is indeed the
most appropriate treatment for a given client. Since the
clinician will ultimately be accountable for outcomes asso-
ciated with his or her intervention, the choice of interven-
tion offered must be one that the clinician fully endorses.

2. What risk-factors to assess?
Clients are considered candidates for participation in

the PGAP only if they show evidence of elevated scores
on measures of risk factors targeted by the PGAP. Client
appropriateness for participation in the PGAP can be
determined by a screening evaluation that would contain
measures of pain catastrophizing, pain-related fear, dis-
ability beliefs, and perceived injustice. Clients who fall in
the risk range on at least one of the following measures
could be considered suitable candidates for the PGAP:
Pain catastrophizing scale (PCS; raw score >20) (Sullivan
et al. 1995), the Tampa scale for Kinesiophobia (TSK; raw
score >40) (Kori et al. 1990), the Injustice Experience
Questionnaire (IEQ, raw score >20) (Sullivan et al. 2008),
and the pain disability index (PDI; raw score >38).

All the screening measures used in the PGAP are
public domain instruments such that there is no cost
associated with their use, and no special permission is
required. Electronic copies of the PCS and the IEQ (and
accompanying user manuals) can be downloaded at no
cost from the following site:

http://sullivan-painresearch.mcgill.ca
Electronic copies of the TSK and the PDI can be

accessed at no cost from a number of sites. An internet
search on the scale acronyms (i.e., TSK, PDI) will yield
several sites from which electronic copies of these
measures can be downloaded.

3. Timing of treatment
Psychosocial interventions are now more likely to be

considered in the treatment of a work-injured client than

they were 10 years ago. Previously, claim admissibility
was often determined by very conservative criteria such as
the degree to which an “organic lesion” could be objec-
tively discerned. Psychosocial issues were considered to
be far removed from the “lesion” and such, were consid-
ered beyond the mandate of the insurer. For many in-
surers, there was also a type of dichomotous Cartesian
orientation to the classification of injury, where problems
were seen either as being “of the body” or “of the mind,”
and only matters of the body were considered compensa-
ble. However, it soon became clear that problems of the
body and the mind frequently coexisted, and that ignoring
the psychosocial dimensions of the injury experience
could lead to unnecessarily long periods of work disabil-
ity. Over time, insurers realized that appropriate psycho-
social interventions could augment the rate of recovery of
injury, and shorten the work-disability period.

Although many insurers will consider referrals for
psychosocial interventions for work-injured clients, refer-
rals for psychosocial interventions tend to be offered only
once the transition to chronicity has occurred. In many
cases, a referral to a psychosocial intervention will only be
made once all medical avenues of assessment and treat-
ment have been attempted and have failed. This approach
unfortunately ensures that a client will have been work-
disabled for an extended period of time, and will have
become completely demoralized by repeated failure by
the time he or she is offered a psychosocial intervention.

Resources still need to be invested in educating insurer
representatives (e.g., case managers) on the negative con-
sequences of exposure to unnecessary medical assess-
ments or involvement in medical interventions with low
probability of success. Clients exposed to repeated fail-
ures in medical treatments ultimately develop negative
expectancies for recovery that further compromise their
recovery potential.

Psychosocial screening should occur as early as possi-
ble in the rehabilitation process. For musculoskeletal con-
ditions, the most cost-effective period in which to offer a
psychosocial intervention such as the PGAP is probably
between 4 and 12 weeks post-injury (Sullivan and Adams
2010). Individuals who have been work-disabled for sev-
eral years still show benefit from participation in the
PGAP, but the return-to-work outcomes are more modest
(Sullivan et al. 2012).

4. Duration of treatment
Despite increased recognition of the role of psychoso-

cial factors as determinants of disability in work-injured
clients, psychologists are still underutilized in early inter-
ventions for work disability. One of the factors that con-
tribute to the underutilization of psychological services in
the early stages of recovery is that insurers have concerns
about the duration of psychosocially oriented treatment.
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The experience of numerous insurers has been that refer-
rals to psychologists can be associated with long-term
interventions that have minimal impact on return-to-
work outcomes.

The structure and content of the PGAP was conceived
to address both of these concerns. A client’s participation
in the PGAP never extends beyond 10 weeks, and will
frequently be discontinued prior to 10 weeks if the client
progresses through the program at a rapid pace. Making
the PGAP a time-limited intervention was a critical factor
in fostering its acceptability to injury insurers.

Another factor that was critical in fostering the accept-
ability of the PGAP to the injury insurer was that return to
workwas the stated objective of the program. Psychologists
are often used for symptom management of mental health
conditions consequent to injury, or in pain management
programs. However, neither the treatment of mental health
problems nor the management of pain necessarily improves
the likelihood that a client will return to work. Return to
work outcomes are most likely when an intervention is
specifically designed to achieve return to work.

Outcomes of a Psychosocial Risk-Targeted Approach toWork
Disability

Overall, the results of several clinical trials point to a number of
advantages of the PGAP. The PGAP has consistently been
associated with high enrolment rates, indicating that the ma-
jority of individuals to whom the program is offered agree to
participate (Sullivan and Adams 2010; Sullivan and Simon
2012). When compared to other rehabilitation interventions
such as physical therapy, participation in PGAP has been
shown to increase successful resumption of occupational ac-
tivities in individuals with low-back pain (Sullivan and Adams
2010), individuals with whiplash injuries (Sullivan et al. 2006),
and individuals with fibromyalgia (Sullivan et al. 2012).
Randomized clinical trials have also supported the effective-
ness of the PGAP for work-disabled clients who are suffering
from a wide range of debilitating health and mental health
conditions (Hossain et al. 2013; Michalopoulos et al. 2011).
Gains achieved through the PGAP have been maintained even
when assessed 12 months following termination of treatment
(Sullivan and Adams 2010). In 2013, the Official Disability
Guidelines for Workers’ Compensation Boards listed the
PGAP as an evidence-based intervention for the treatment of
work disability (Denniston and Kennedy 2013).

The more that psychologists are able to offer time-limited
and risk-targeted interventions that have return to work as a
stated objective, the more insurers are likely to seek out psy-
chological services in their efforts to promote successful re-
covery in their work-disabled clients. As outcome studies
continue to support the benefits of such interventions, the more

likely it is that psychologists will come to be viewed as
interventionists whose expertise lies in the prevention of chron-
ic disability, as opposed to interventionists whose expertise lies
only in the management of the complications of disability once
a health or mental health condition has become chronic.
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