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“Are You Better?”
A Qualitative Study of the Meaning of Recovery

D. E. BEATON,' V. TARASUK,? J. N. KATZ,? J. G. WRIGHT,* axp C. BOMBARDIER®

Purpose. Research into the meaning of illness has often focused on an individual’s transition into a state of being ill, for
example the adoption of a sick role. The question “Are you better?” addresses the transition out of this state and is
fundamental to the patient-clinician relationship, guiding decisions about treatment. However, the question assumes that
all patients have the same meaning for “being better.” The purpose of this study was to explore the meaning of the concept
of recovery (getting better) in a group of people with upper limb musculoskeletal disorders.

Methods. Qualitative (grounded theory) methods were used. Individual interviews were conducted with 24 workers with
work-related musculoskeletal disorders of the upper limb. The audiotaped interviews were transcribed and coded for content.
Categories were linked, comparisons made, and a theory built about how people respond to the question “Are you better?”

Results. The perception of “being better” is highly contextualized in the experience of the individual. Being better is not
only reflected in changes in the state of the disorder (resolution) but could be an adjustment of life to work around the
disorder (readjustment) or an adaptation to living with the disorder (redefinition). The experience of the disorder can be
influenced by factors such as the perceived legitimacy of the disorder, the comparators used to define health and illness,
and coping styles, which in turn can influence being better.

Conclusion. Two patients could mean very different things when saying that they are better. Some may not actually have
a change in disease state as measured by symptoms, impairments, or function.

KEY WORDS. Treatment effects; Patient perception; Repetition strain injuries; Outcome evaluation.

INTRODUCTION guiding clinical decision-making regarding the next step
(to alter care, terminate care, etc.) (1). Few would debate
the significance of this information in the management of
a disorder at an individual clinician—patient level. If we
knew more about what this meant to patients, then we
might better be able to help them.

Health care evaluation has recently turned to the use of

Patients go to their clinicians with individual worries,
concerns, or symptoms. Treatment is aimed at relieving
what ails the patient. Thus, the question “Are you better?”
is a fundamental one for a practicing clinician, giving
critical information on the effect of that treatment and
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standardized measures of health status and quality of life
in order to provide some consistency to this meaning in an
era of accountability (2). This has led to a search for the
elusive “minimally clinically important difference” (3,4)
in the scores of these measures, which ideally would iden-
tify when an individual or a group is “better.” However,
that fundamental question of “Are you better?” is at risk of
getting lost in the numbers and statistical debates (5,6).
Recalling Lord’s warning in 1957, “the numbers do not
remember where they come from” (7), it behooves us to
struggle with the underlying meanings. What does it mean
for a person to say that he or she is better? Only after
answering that can we determine whether getting better is
actually reflected in change in health status scores.

Perhaps the most pressing needs for understanding
questions of “Are you better” are in areas where there are
fewer observable characteristics of the disorder to use to
determine progress. In contrast to a healing fracture or
laceration, for instance (the healing of which can be eval-
uated more easily with x-ray or clinical exam), painful
disorders of the soft tissue require the person to describe
the impact, and the recovery, from his or her perspective
(8). Work-related musculoskeletal disorders of the upper
extremity (WMSD), also referred to as repetitive strain
injuries (RSI) or cumulative trauma disorders, are a group
of disorders of the muscle, tendon, or nerve that are caused
or aggravated by work (9,10). These disorders can include
very specific conditions, such as confirmed carpal tunnel
syndrome, but the majority elude specific diagnostic cri-
teria (11,12). Thus people with WMSD often present for
care of truly “what ails them” without necessarily having
clear, specific pathologies (13) and therefore are well
suited for exploration of the meaning of being better.

The purpose of this study was to describe the process of
responding to the question “Are you better?” and to ex-
plore the meaning of the answer in persons with upper
limb musculoskeletal disorders.

PATIENTS AND METHODS

Methodological approach. In order to explore issues of
the underlying meaning of being better, a qualitative re-
search methodology was employed (14). In particular, we
chose to use grounded theory methodology (15,16) and
followed the research approach developed by Charmaz in
her work in chronic disease processes (17-20). Within the
qualitative field, grounded theory is well suited to the
description of processes and the development of new the-
ory in a previously unexplored area (15,16,21).

Recruitment of participants. Twenty-four participants
were recruited from among the workers participating in a
study of the management of WMSD at a large urban news-
paper (22). They were selected from a sample of 382 per-
sons participating in the second stage of a research project.
In the first stage, 1,003 workers (of 1,207 in the work force)
were asked to complete a survey, and 588 of them also
agreed to participate in the second phase. A total of 382 of
them were recruited for the second phase.

Each participant had sufficient pain in the upper limb to

meet 1 of 2 epidemiologic definitions for WMSD/RSI (22—
25) at the time of the initial survey. The first 4 participants
were randomly selected from the 382 eligible persons.
They represented both sexes (3 women, 1 man) and both
areas of work (we defined 2 unique areas: (a) editorial and
(b) other departments such as circulation, advertising,
etc.). Two other persons asked to be in the study and were
also included. After these initial interviews were con-
ducted, the remaining participants (n = 18) were selected
using an open purposive approach (16). This meant that
subjects who were identified by other participants, who
might be an exception to a certain finding, or who might be
able to clarify certain themes were sought out as study
participants to deepen our understanding of a specific
issue or theme (16,26,27).

Of the 24 participants, 45% were women; 70% had
sought some sort of care for their symptoms. Half were
from editorial, half from other departments. As mentioned
above, all had upper limb musculoskeletal symptoms.
This study was reviewed and approved by the research
ethics board of McMaster University, Hamilton, Ontario.

Data collection and analysis. One-hour audiotaped in-
terviews were conducted by one researcher (DEB) in a
private setting on work time. Each interview covered 4
areas: a description of the participant’s symptoms, the
participant’s appraisal of his or her current status (Are you
better?), an exploration of what that meant or how the
participant knew the answer, and the participant’s account
of the process of becoming better (e.g., what helped or did
not help). As is typical of grounded theory (16), the inter-
viewer would probe to explore certain themes as they
arose, perhaps those that were similar to or dissimilar from
previous participants. Immediately following the inter-
view, the interviewer made extensive notes on key find-
ings, links with other findings, new questions, and emerg-
ing themes (28). This systematic review of each interview
prior to the next is typical of grounded theory methodol-
ogy (16,27,29) and allows for followup in subsequent in-
terviews.

The audiotapes were transcribed and imported into
NUD*IST (30) software. Transcripts were compared with
the tape by one researcher (DEB) for accuracy. As soon as
they became available, entire transcripts were coded for
content or themes. Key phrases or sentences were identi-
fied by a descriptive label. The labels, or codes, helped to
organize the text within and between transcripts for com-
parison (16—19). A coding manual was maintained to list
codes and their definitions and it was modified as neces-
sary. At the end of this descriptive coding, all transcripts
were reviewed with the final coding manual to ensure that
all possible codes had been applied even to the early
transcripts. Twelve transcripts were coded by one other
coder to ensure consistency and transparency of this cod-
ing (28). Any discrepancies were resolved by discussion.

The second phase of coding (which often overlaps with
the first) moves to the level of interpretation of the descrip-
tive codes. As data collection proceeded, links between
the descriptive labels were made. Links could clarify se-
quences of events, deeper meanings, or conditions sur-
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rounding the occurrence of a theme. These links would be
explored further within the text of existing transcripts, or
in subsequent interviews. Memos were written to explain
the links, and patterns that began to emerge, and were
recorded either in NUD*IST (30) or in a study logbook. In
this interpretive phase higher-level concepts were built
through these links. For instance, one concept was “expe-
rience of the disorder,” which was built by linking symp-
toms, functional limitations, emotional and social impact,
and role limitations.

The theory of what it meant to respond to the question
“Are you better?” was built from this foundation. Logic
maps (diagrams linking the concepts and descriptive
codes) and memos were used to gather thoughts about how
all these concepts and descriptive codes fit together into a
story line (15,16,28,31). Attention was paid to identify
what Strauss and Corbin call the core finding of the study,
which is the essential or central phenomenon linking all of
the emerging theory (16).

Presentations of the emerging theory were made to the
workplace parties (union and management, but not the
participants per se) as well as to the co-researchers to help
improve the clarity of the overall theory and to identify
gaps in it that required further investigation in the tran-
scripts (e.g., who experiences a certain pattern of recovery
and why only them?).

Finally, as the theory was consolidated and the core
category identified, one investigator (DEB) recoded 12 ran-
domly selected transcripts (16). The core finding was iden-
tified in each, and the fit of the 12 transcripts with the final
theory was verified. This systematic review ensured that
even the more abstract components of the theory were
grounded in the words of the workers, an essential feature
of grounded theory (16). At the same time the literature
was reviewed to find support (or lack of it) for various
aspects of the theory.

The following section will describe first the core finding
of the study and then the different components of the
theory of being better. As is typical of grounded theory,
direct quotes from interviews will be used as illustrative
examples and to provide evidence of the link to the words
of the participants (16,32,33). Each is identified by a par-
ticipant number and transcript lines in square brackets at
the end of the quote. The literature supporting each com-
ponent of the theory will be described in the Results sec-
tion in order to clearly link the two (16,21).

RESULTS

The core finding of this study is that the participants’
affirmative responses to the question “Are you better?”
reflected one of 3 different states (Figure 1). “Yes, I am
better” could mean a resolution of the disorder, a state of
readjustment to an ongoing disorder, or a redefinition of
what being better would be like. Even when being better
meant a resolution of the disorder, which is what we
typically think of when we hear “better,” the criterion for
what was considered a “resolution” (to be discussed in
detail below) also differed among participants. Very dif-
ferent experiences and processes were reflected in the
same response to “Are you better?”

resolution

readjustment

redefinition

Figure 1. Participants’ affirmative responses to the question “Are
you better?” reflected one of 3 different states.

The theory around this core finding (Figure 2) suggests
that the response is guided by individuals’ personal expe-
rience of RSI (the disorder), their appraisal of that experi-
ence, and the mediating influence of 3 factors (perceived
legitimacy, comparators, and coping style). The core find-
ing and this supporting theory will now be described in
more detail.

Construction of “being better.” 1. Resolution of the dis-
order. Many participants described changes in their health
states as indications that they were better, suggesting a
resolution of the disorder. However, the resolution took
different forms. For some it was change of a certain mag-
nitude (transition of state); for others it was change that
made them cross a threshold that they defined as being
better (e.g., “pain I can ignore”). One participant provided
a common example of a threshold of symptom relief de-
fined by the point where the limb can be forgotten: “I just
think that I can type and I'm not aware of any parts of my
body” [11:224-225]. Others described being better in
terms of reaching that threshold when the pain had de-
creased enough that they could cope with it: “It doesn’t

get, as often, to the horrible way it used to get . .. where
you would wake up and you would have pain. ... I con-
sider pain problematic when I can’t ignore it. . . . It’s amaz-

ing just how much [pain] you can live with constantly and
just ignore ... it isn’t gone ... I'm coping” [272:1108—
1116,2242-2250].

A threshold for “being better” could be very high, and
only reflected as a cure: “[Are you better?] ... That’s a
good question . .. because it’s a deceptive question isn’t
it? ... I will say Yes, but then that’s not it. . . . I still have
it [RSI]” [355:956—965].

Transitions and achievement of thresholds could be ex-
perienced for different attributes. The most common at-
tribute was pain intensity, but also common was the ques-
tion of how symptoms translate into functioning in daily
activities: “Everybody has a different threshold [for pain]
... some people can put up with a fair amount of pain and
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Figure 2. Participants’ response to the question “Are you better?” is guided by their personal experience of their disorder, their appraisal
of that experience, and the mediating influence of 3 factors: perceived legitimacy, comparators, and coping style.

still function. ... So I mean, it [being better] is more the
ability to do whatever you want to do” [691:1195-1205].

Some people depended on external cues, such as the
dosage of pain medication prescribed, or the number of
times the therapist wanted to see them in a week, as
indicators that they must be better (or worse): “Therapy
did go quite well because she had me down to twice a
week and at one point once a week” [352:198-200]—
regardless of other possible explanations for the schedul-
ing.

Participants who used changes in pain to define being
better varied according to what aspect of the experience of
pain they thought about. For example, “better” could be
defined according to the pain’s intensity or frequency or
the duration of time between episodes: (intensity) “Every
diminishment in pain, every step of diminishment gave
me more motivation” [355:745-748]. (frequency) “It’s a lot
better. Like I said, it doesn’t happen as frequently” [418:
737-738]. (duration of time until recurrence of pain) “That
would have said to me, it’s getting better. If [my RSI] was
improving the pain maybe didn’t come back until Wednes-
day instead of having it on Monday. OK? I can’t think of
any other way. ... I'm going for a longer period of time
without feeling uncomfortable” [1031:1413-1441].

Finally, regardless of whether the experience of resolu-

tion was transitional or threshold, and regardless of the
attribute (pain, function), participants were able to differ-
entiate between changes that were significant or important
to them and those that were not (such as small or short-
lived changes in symptoms). Important change was de-
fined by this participant: “You feel good about yourself
when you can do that, things you used to do all the
time. . . . [Interviewer: so that is important?] . . . Knowing
that I could do it again . . . important, well you know, I can
miss them [activities] if I had to, but important in the way
that knowing that I could do it again” [252:965—-996].

The resolution of the disorder, as defined by both the
attribute considered and the question of whether it was
transitional or threshold in nature, was the most common
underlying construct for “being better” in this study. How-
ever, as described in the next 2 sections, there were defi-
nite exceptions to this, where being better was experi-
enced in a state of ongoing disease process.

2. Readjustment of life to accommodate the disorder. A
group of people described adjustments to their daily activ-
ities or lifestyles that helped them to work around or avoid
aggravating the disorder that was still present. We have
called this readjustment. One woman who still had ongo-
ing symptoms but had made adjustments to her lifestyle to
accommodate the disorder was able to describe herself as
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better because of what she was doing (or not doing) to
manage the symptoms. This quote highlights the some-
times delicate balance and sacrifices that this readjustment
of life requires: “It [the RSI] is problematic, but it’s man-
ageable. So maybe it is not problematic? . . . I can manage
semi-effectively . .. it’s well, I guess you could say it’s a
problem now if you look at the fact that I'm devoting all
my energy into work and getting better. I can’t imagine
having to pick that child up at the end of the day. I want
kids but I can’t imagine having to do that. You know . ..
having a life outside of journalism. That would be prob-
lematic. I'm manageable now . .. putting so much energy
into [therapy] and then working. That just sucks up my
whole life. If T had to do anything outside of that ...
serious problem” [119:967-984].

Many other examples were found, including adjusting
work stations, using braces, altering techniques used at
work, and abandoning or carefully selecting leisure activ-
ities. All of these are adjustments made to life activities in
order to work around the disorder, similar to what Borkan
described as “living around the pain” (8): “So I was doing
very little typing and able to keep things under control.
Keeping things under control is different from being
cured” [106:395-398].

3. Redefining meaning of self, health, and quality. A
number of people described yet another construct under-
lying the meaning of being better. These people had
adapted to the existence of the disorder in their lives not
by changing their activities to accommodate and avoid
pain but by accommodating the pain as part of their lives:
“[The pain] is not getting better, it is a constant. It’s there
every day you know. . . . [later in the interview] I just won’t
give in to it, I try to keep on doing ... I want my life to
continue as it is. I live with it, that’s whatI do” [1015:360—
362;686—694]. “What is the opening line of that book
called A Road Less Traveled? The first line is ‘Life is Hard.’
Everybody has pain. Everybody has pain in their heads
and their bodies. . .. I don’t think just because somebody
is hurting they can not work, don’t work, shouldn’t work
... maybe at some level they should” [344:789-797].

Participants who had adapted to having a painful con-
dition would forcefully state, “I'm not better, I'm coping

. it won’t go away” [272:2250-2252] as an initial reac-
tion to the question “So, are you better?” Adaptation to the
disorder, as reinforced through other studies (20,34-38),
should not be equated to a cure, nor to an acceptable goal
for reduction of a work-related disorder. It was clear that
these people were moving on with life despite, not with-
out, their pain. They shared that their pain had shifted
from the dominant part of life to a less prominent part.
Shaul captures this in describing mastery: “not control
over the disease, but mastery in living with it, a redefini-
tion of what constitutes quality of life” (ref. 35, p. 295).
Indeed, others have suggested that quality of life is a shift-
ing (38) or “dynamic construct” (39). Definitions, outlooks,
goals, etc., may change in order to maintain “a sense of
well-being” in life.

Summary of core finding. Three different health states
were described by the participants when they spoke of
being better. Being better could reflect a shift in some
aspect of the disease state (resolution), or either a readjust-

ment or a redefinition of one’s life to accommodate an
ongoing disease state. Though the response to the question
“Are you better?” might be a simple “yes,” our participants
explained that the underlying latent construct may vary
considerably between individuals.

The participants described an evaluative process that
led up to reaching one of the 3 states. As shown in Figure
2 and described below, the process starts with their expe-
rience with the disorder, the appraisal of it, and then one
of the 3 final states. Three additional influencing factors
are also introduced.

Experience of disorder. Participants described WMSD/
RSI most frequently as the experience of pain in their
upper limbs. However, their experiences of the disorder
extended beyond that as well (34,40,41). For some it was
the emotional impact (feeling “so confused and so un-
happy and so scared and so worried” [352:708-710]): “I
get bitchy and I cry . . . like last night I was sitting on the
couch . .. and lean on me the wrong way, and then I just
break out crying. ... I want to cut my arm off. I wish I
could just do that, you know. I'm right handed so I can’t do
that” [1015:701-716].

Others described their experience in terms of the capac-
ity to function in different activities: “I can’t type as fast as
I think” [11:290] or “I hated not being able to open a jar”
[171:169]. In fact, when asked what it was like at its worst
participants often shifted away from describing their
symptoms to describing their burden in terms of func-
tional limitations: They were unable to pick up groceries,
hold their children, shower, and so on—"“just the little
things you take for granted” [1015:442]. In terms of being
better, this emphasis on ability to function was also found.
Being 100% better meant “being able to do things outside
of work” [106:339].

Many described difficulty participating in their roles, be
it leisure, work, or family life. Work roles were very im-
portant. For the journalists, writing was their passion as
well as their job. Hand pain kept them away from both: “I
think it’s the nature of journalism. We’re very competitive

. it attracts competitive sorts of folk ... one of the
hardest things, I think, when you come down with RSI is
to understand that your horizons are diminished” [119].
Writing (keyboarding) and deadlines (“short of a heart
attack at 9:30 [pm] you get your work done” [80:1053]) were
also factors associated with WMSD (22), and, although
participants could articulate this, they expressed reluc-
tance to give up what they love: “Not typing [is the solu-
tion to the pain]. Yes, absolutely. And yet I love to type. I
like all the mechanics of my work, I love pens, paper. I
have a pen fetish . .. I like many different kinds of pens,
but I won’t write with a ball point . . . fountain pens are my
favourite ... so I like all the equipment, I love it! I'm
infatuated with it! I love my computer! I love the internet!
I like all that stuff, so, you know, if it gets to the point
where it hurts me to type, that will be horrible” [171:515—
527].

Participation in work reflected both the fulfillment of
their career goals and the source of their pain. Their hands,
previously an instrument of their creativity and sense of
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self, now also became a barrier and constraint to it, a
breakdown in the self~body unity (42). The nature of the
work at the newspaper seemed to place our participants’
desires up against the limitations of their bodies.

Family life roles were also affected by symptoms. Being
better was often defined in terms of roles outside of work:
“It [RSI] is a problem. As long as it’s interfering with . . .
not just my work, but outside work, it’s a problem. ... I
think the hardest part was not being able to lift up my kids
... that kind of stuff” [106:470—-475;494 —-499]. Illness also
caused shifts in responsibilities at home, often forcing
attention to be focused on caring for oneself: “Listen, I
can’t help. You’ll have to do it yourself” [419]. In her study
of women with RSI, Reid refers to these as challenging and
often permanent shifts for the family (34). Saying that one
is better might lead to the assumption that all previous
roles could be resumed.

As with other disorders, chronic pain for example, the
full impact of RSI must be considered, and rarely will this
be limited to only the symptoms and biologic findings. As
Eisenberg suggests, all aspects of what is affecting the ill
person will likely need to be addressed in an effective
treatment (43). Our participants recounted both the psy-
chological and the social impact of this painful disorder as
well as symptoms and functional limitations (40).

Evaluation of experience. Participants described the
transition from symptoms to illness—when the individual
decided that these symptoms and signs were abnormal.
Other literature has also described this identifiable transi-
tion point (34,43—48) and emphasizes the difficulty in
defining the pain as problematic in disorders that are
symptom-based (like RSI) in contrast to those having a
clear underlying accepted pathology (e.g., cancer, frac-
tures, arthritis) (34,44,46,47). In our study people with
symptoms were found who did and did not define those
symptoms as “problematic.” The latter therefore could not
define themselves as “better.”

No, I'm not better because I am not sick. A few partic-
ipants in the study had symptoms but did not feel that they
had “RSL” In fact they did not describe their pain as a
problem at all, despite meeting a perhaps overly sensitive
epidemiologic case definition for having RSI (23,23,25).
Rarely had their symptoms interfered with their capacity
to do things or their ability to work. In general, they expe-
rienced some symptoms, and the symptoms resolved (Fig-
ure 2, upper arrow). It was not considered “better” because
they had not appraised themselves as sick. They merely
had the resolution of inconsequential, nonproblematic
pain: “How do I know if it’s better? See, it’s not a question
of better or worse. I don’t think it flares up enough time for
me to take concern. . . . I don’t necessarily say that my pain
is getting better. I don’t think it’s there to begin with”
[866:555—-562].

Although this may seem disconcerting—that people met
an epidemiologic case definition but did not consider
themselves to have a problem—it is far from the first time
that this has been described. In fact, Chrisman (44) details
several factors that could influence an individual making
the decision that his or her symptoms might reflect a

disorder of concern or a problem. Reid describes a period
of “symptom evaluation” (34), when aches and pains are
attributed to natural aging or activity outside of work. For
these people, symptoms had not exceeded what they con-
sidered to be the range of normal for them, what is to be
expected—a decision made by comparing oneself to one’s
current understanding of being well (39,43,45—-47). Few
participants in our study described themselves in that
state, but almost all of the others who believed that they
did have a problem remembered being in that state of
appraisal before defining or realizing that their symptoms
were “a problem” and wished, in hindsight, that they had
paid more attention to those early signs and symptoms.

Yes, I am sick. Persons who had decided that they were
ill experienced one or more of the 3 states of being better.
Within this group were those whose experience was either
mild or brief (“Yes I am sick, but not that bad”), and they
seemed to pass directly through the resolution-of-disorder
state, with no hint of either adjustment or redefinition as it
was not necessary: “Like a mild ache. . . it’'s not so bad that
I can’t use it, but I know it would feel better if it didn’t
[ache]” [693:507-509]. Others, specifically those with
more long-standing or severe pain, could move to any one
of the 3 end-states: resolution, readjustment, or redefini-
tion.

Other influential factors. As described above, 3 other
factors (perceived legitimacy, comparators used, and cop-
ing style) emerged as influential on the appraisal of the
experience and of being better.

Perceived legitimacy of their disorder. Study partici-
pants often struggled with issues of the perceived legiti-
macy of the disorder, even in a workplace clearly inter-
ested in dealing openly with upper limb pain and its
management. Participants felt that they were “derided as
slackers” [171:1162]: “But every time I'd go like this [rub-
bing his arm] and they [coworkers] could see—Oh there
goes xxx again, he’s building up to it [taking time off
work]. . .. They laughed at me” [252:386;598—602].

Part of the issue of legitimacy is the lack of any socially
and medically accepted diagnostic label for these disor-
ders. Diagnosis, usual clinical course, and effective man-
agement tend to elude people with WMSD/RSI. Diagnosis
often relies on self-definition (48), and such illnesses are
often open to disbelief and stigma (34,40,41,43,47). One
participant summarized the struggle to get a legitimate
diagnosis: “You’ll hear this story a million times over.
When you initially get RSI as a reporter ... RSI is very
tough, because there are no physical scars. So you’re there
... there’s an initial “Is she really sick?” kind of thing. . . .
Secondly you can’t get a proper diagnosis. Your doctor. . .
your family doctor isn’t going to believe you, because he
doesn’t even know what RSI is. So you're stuck between
the medical establishment not understanding and the
workplace not understanding. Then you go to workers’
comp which is a whole other nightmare, because they
don’t understand RSI, especially back then” [119:1154—
1201].

As Eccleston suggests, “pain is most often constructed as
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a symptom in need of corroborating evidence” (ref. 41, p.
700).

There were exceptions to the struggle for legitimacy that,
because they stand out as exceptions, serve to reinforce the
issue. There were people who, for various reasons, were
recognized for excellence in their work. To these people
the issue of the legitimacy of their complaints was dimin-
ished: “My stock had gone up [after getting recognized for
work]. I think that was really important to me because now
I don’t feel like a liability, I feel like an asset” [106:592—
606]. They no longer felt that they would be perceived as
someone who was trying to get out of work. As a result,
their experience and their definition of being better were
no longer mixed in with issues of legitimacy.

Comparators. In order to define the meaning of symp-
toms or experiences, or to evaluate whether they are better,
people make comparisons (43,44,49). Some are social:
comparisons to others who are perceived as being in a
better, worse, or comparable state (49,50). Others are tem-
poral: comparisons to oneself at a different point in time
(50,51). The influence of these comparisons on well-being
can be positive or negative (49,52,53), depending on
whether the person identifies himself or herself as similar
to or distinct from the other (49,50,52), but it is generally
agreed that they influence self-evaluations (49,51,54). In
our participants the internal (temporal) comparisons
tended to be associated with a better sense of well-being: “I
mean the old thing “why me?” Well, why not you. It’s
going to affect 1/1000 people why shouldn’t it be you? . ..
I think in some cases you just press on and get used to it or
things like that.... I've had some setbacks and heart-
breaks, but what the hell! As I say, it’s part of life’s rich
teeming pageant, what do you expect?” [351:1024—-1046].

And there is this from a participant with permanent
physical impairment: “People’s coping skills . .. depend-
ing on what else is going on in their lives. . . . That was my
first reaction—nothing can happen to my arm, I can’t let
it. ... I know what it’s like to lose something you know”
[268:140;573;704].

Without that internal comparator, other participants de-
scribed their experience in relation to other people with
RSI, who often were worse off (dlownward social compar-
ison). These stories often took the form of “horror” stories,
and they elicited negative emotions and fear: “I knew a girl
and she said that her mother is practically crippled in her
one arm from RSI. And I'm like, no does it get that bad?”
[668:693—698]. These comparisons had influence in ways
very similar to those summarized by Gibbons (49). In the
temporal comparison the person felt a distinction between
his or her RSI and this other condition and described a
“not as bad” or coping attitude. In the external comparison
group, the comparison was often to someone worse, to
whom they could relate (the “horror stories”), and it cre-
ated a negative sense of the future course for the partici-
pant.

Coping style/self-efficacy. Another influential factor is
coping style, or the closely related concept of self-efficacy
(55). By coping we mean a set of beliefs about being able to
manage the RSI problem: through a belief that one can
effect control over one’s symptoms (Bandura’s self effi-
cacy) (55) or that one can adjust to the challenge of having

RSI (34,42). In our study those participants who had had
symptoms for a long time or who believed that RSI
“doesn’t go away” [1031] often articulated their coping
pattern. Some had difficulty seeing any way of coping (“I
can’t bear to think about going on like this” [352:1000]),
with little sense that they could effectively manage their
pain or situation. Others had developed a sense of control
over their situation: “I think it has something to do with
attitude. I won’t let it defeat me” [419:350]. The literature
suggests that coping or self-efficacy could have a moder-
ating effect on patients’ engagement in the management of
painful conditions (55-57), the most widely studied being
chronic pain and arthritis (58,59). Furthermore, some sug-
gest that it can be a learned skill (55,60,61). However,
given the cross-sectional nature of this study, it is impos-
sible to determine the temporal nature of this relationship.
Those who described a more positive coping strategy
could also be those who have already redefined their sense
of well-being.

DISCUSSION

The main finding in this study is that individuals con-
struct their response to questions like “Are you better?” in
unique ways, some of which do not reflect the resolution
of the disease state. Even when it was described in terms of
resolution, people varied in their definitions, both in terms
of the type of change that they considered to be indicative
of improvement and in the importance of that change to
them.

In our participants, the experience with the disorder
influenced the experience of getting better. Borkan’s work
with low back pain had similar findings: The “illness
behaviors” can only be understood within the framework
of past experience, personality, family and cultural stan-
dards, and current interpersonal interactions (8). These
factors act as “filters for the physiologic changes involved
in pain” (ref. 8, p. 985). Our work would therefore suggest
a link between Feinstein’s fundamental questions (1,13):
“What’s wrong?” and “Are you better?”

Strengths and limitations. This study followed the
methodology outlined for a rigorous grounded theory
study (16). Attention to the approach and documentation
of coding, the link with the words of the participants, and
the intersection with the existing literature all helped to
support the trustworthiness of these findings as expres-
sions of our participants’ experiences of being better
(15,16,21,28,32,33,62).

There were limitations to this study. The sample size
was small, only 24 persons, though not atypically so for
studies of this nature (15,29,35,63) and not necessarily a
limitation if a full, “saturated” understanding of the con-
cept is reached (14,16,32). It would have been ideal to
reconfirm the findings with the actual participants. How-
ever, in our study only one interview was conducted with
each participant as we were only permitted to access work-
ers for one interview (15,16). The study may also have
been influenced by the fact that we interviewed people
within the context of a workplace study of WMSD/RSI and
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on work time. These factors could have led participants to
describe their experiences differently than they might
have in another setting such as a clinical setting. Later
appraisal of these findings in a clinical setting with pa-
tients awaiting upper extremity surgery did confirm their
relevance and importance there (64).

Participants experiencing WMSD/RSI were ideal for our
research question, and we have some indication of the
clinical relevance of the findings (64). However, the gen-
eralizability to other populations should not be assumed;
for example, issues of maintaining work roles, or of per-
ceived legitimacy, may not fit in other groups. This is not
really a limitation of the current study’s rigor but is rather
a caution in terms of transferability of the findings
(28,33,65,66). Details of the setting, sample, and links to
existing literature may help with an individual’s judgment
of the applicability of these findings in another setting
(28,32,66), as will Cronbach’s reminder that “any general-
ization is a working hypothesis, not a conclusion” (ref. 65,
p. 124-125).

Finally, in this study the descriptions of legitimacy,
comparators, and coping style are presented as potential
influencing factors, not alternatives to the process of being
better. Support for the influence of these findings on re-
covery and hence on questions of being better is available
in the literature, though each warrants more attention than
is given in this paper (43,44,47,55).

Potential implications of findings. The study findings
regarding the complex processes and various states that
underlie a response to the question “Are you better?” may
have applicability to 3 audiences: first for clinicians, sec-
ond for researchers doing similar worksite-based studies of
WMSD/RSI, and third for researchers in the outcome mea-
surement movement.

For the clinician, the results of our study reinforce the
need to understand the full impact of a disorder on a
patient’s life in order to completely understand what get-
ting better means. Outcome measures, and in particular
those reflecting the patient’s perspective, are becoming a
recognized component of clinical practice (2). Our find-
ings suggest that there would be an advantage in selecting
outcome measures that could allow for patients to express
how the disorder has affected them, as well as allowing for
all 3 types of states of being better to be expressed: reso-
lution, readjustment, and redefinition. Measures where
patients generate their own item content are steps in that
direction (67—71). Other measures of coping, and of the
sense of well-being within the current health state, should
also be considered. Our study findings also remind clini-
cians about the cues that they give in defining their clients’
health. As described above, participants could define their
sense of being better based on what the clinicians said and
did, whether or not that was a clear intention (47). Good
suggests that clinicians recognize their role as mirrors of a
reality for patients: “Clinical models . .. are ‘models for’
reality, influencing perception and behavior, shaping the
course of illness and the evaluation of medical outcomes,
and producing the realities they posit” (ref. 46, p. 178).

Thus, the way we work with clients, and the messages that
gives, should be considered seriously.

Our findings have implications for workplace-based
studies of WMSD/RSI, offering greater insight into the
burden—complementing the work of Reid (34) and others
(72) in this area—and showing how some other aspects of
the workers’ lives were sacrificed in order to maintain the
work role. Measures of the impact of a disorder and its
recovery would need to be broader in order to capture this.

The theory developed in this study might have the stron-
gest link to efforts to gain the patient’s perspective in the
outcomes movement (2). The primacy of the patient’s per-
spective on health and the benefit of care is reflected in the
plethora of self-completed questionnaires on health status,
physical function, and symptoms developed over the past
2 decades. However, in doing stochastic tests of statistical
significance to show the benefit of treatments, researchers
are assuming that fluctuations in the scores from these
measures will have equal meaning across individual cli-
ents in a study (38). The findings of our study would
suggest otherwise. Two people could have the same
amount of change in a certain area, but the meaning of that
change could be quite different.

In a related issue, methodological work in the area of
responsiveness (ability of an outcome measure to accu-
rately detect change when it has occurred) (73-76), and in
particular the determination of minimally clinically im-
portant differences (77-79), often depends on an external
marker to act as a construct for improvement (80—83).
Such a marker may ask for a response to “Are you better?”
on a 10-point scale. High variability in change in health
status scores around this external marker is a common
challenge in health measurement and might now be ex-
plained by the differences that could lead to the response
to “Are you better?” for a given individual. Further work is
needed in this area in terms of defining the best way to
establish an external marker for the kind of recovery we
hope to measure with our outcome measures (84,85). Our
work has added to this literature.

We have developed a theory that suggests increased
complexity in understanding what it means to be “better”
for people with upper limb pain. We have suggested po-
tential implications of these findings for clinicians, for
workplace-based research, and for researchers especially
in the area of responsiveness. Our work is not making the
quest for understanding this concept of being better more
complex without reason. Rather we are asserting that we
can no longer afford to look at “being better” as a simple
construct. The complexity of this concept must be recog-
nized given that a clinician’s or researcher’s interpretation
of responses to “Are you better?” may have the very real
potential of influencing the care of our clients and ulti-
mately their expected quality of life.
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