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PREFACE

This book is the second volume in the series ''Current Issues in
Clinical Psychology", which is designed to build into a composite
text of the field of clinical psychology.

The contents of the series are based on the post-qualification
training conferences held each autumn in Merseyside. These events,
organised by a sub-group of the training committee of the Mersey
Regional Group of Clinical Psychologists, are unique in that they
are the only annual psychology conferences in Britain focussing
exclusively on clinical areas.

The opening paper of Volume 1 of the series emphasised the impor-
tance of the present disposition towards sustained clinical training
for practising psychologists. The series '"Current Issues in
Clinical Psychology'" represents a contribution to this trend by
offering practitioners an opportunity to assimilate innovations in
clinical theory and practice, in the young but vigorously developing
discipline of clinical psychology.

In order to provide a forum for contemporary issues and also to
produce complementary texts of lasting value, it has been necessary
to carefully select both the theme of each symposium and contributors
able to fulfill these aims.

Following the introductory paper, Volume I covered: Legal and
Forensic Issues in Psychology; Anorexia Nervosa; Computer
Applications and Biofeedback; Internal Events and Depression, and
finally, Long Term Care. This volume adds the following areas:
Chronic Pain; Mental Handicap and Normalisation; Anxiety Based
Problems; Approaches to Aggression and Violence, and Community
Psychology. As in the first volume, the papers in this book are
presented in the original style of their authors, each section
having an introductory chapter to provide a setting for the papers
that follow it.
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Although the conferences and these books have been designed pri-
marily with clinical psychologists in mind, they will be of value
to workers in a variety of disciplines within the helping tra-
dition. The emphasis given by psychologists to training is shared
by others in the mental health professions, and there are obvious
benefits to be gained from cross-fertilisation between disciplines.
Co-operation between psychologists ans sociologists is currently
throwing new light on traditional beliefs in mental health care,
through a primary focus on the context in which their subjects,
both the professionals and their clients exist. In a like manner,
contextual issues in learning cannot be ignored. To study in
isolation or to examine one perspective without opportunity for
considered argument or dissent, is neither in the spirit of true
understanding nor of progress. Hopefully, this venture, through
the choice of contributors with their different traditions and
through the mode of presentation can further these ideals.

In spite of the shortage of training funds currently available to
members of the National Health Service, the conference was attended
and enjoyed by a large number of people, ranging from new trainees
to senior members of the professions. It is to be hoped that this
book will bring the proceedings of the second Annual Merseyside
Course in Clinical Psychology to a wider audience both in recog-
nition of the importance of, and as a further gesture towards, a
more general sharing of knowledge.

Eric Karas
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PSYCHOLOGICAL CONTRIBUTIONS TO PROBLEMS OF

CHRONIC PAIN: AN INTRODUCTION

E. J. Ghadiali

Senior Clinical Neuropsychologist
Walton Hospital
Liverpool

It is increasingly being recognized that clinical psychologists
have an important role to play in the evaluation and management of
chronic pain. Although psychological contributions to chronic pain
problems are established and well developed in the USA and Canada,
there are very few clinical psychologists working in the area in
Great Britain. A recent survey of pain clinics in Great Britain
revealed that of the 50 that responded to the questionnaire, only 4
had active involvement from clinical psychologists (Broome, 1983).
All the clinics reported a need for psychological involvement.
Interest in psychological aspects of pain is growing; the number of
pain-clinics has increased in recent years and demand for psycho-
logical help certainly exceeds supply. The purpose of the symposium
is to stimulate interest and discussion in psychological aspects of
pain and to encourage clinical psychologists to extend their contri-
bution to this new and developing field. The following papers were
selected to broadly cover the three areas of theory, assessment and
treatment of chronic pain.

Traditional medical approaches to treatment of chronic pain
problems are often unsuccessful and inadequate. Such approaches are
essentially derived from the nociceptive model of pain which assumes
that the experience of pain is a neurosensory event that reflects
tissue damage and is therefore triggered by a nociceptive stimulus.
Severity of pain is thus proportional to the extent of tissue damage.
The treatment interventions that follow this model attempt to reduce
the tissue damage directly or interrupt the transmission of impulses
emanating from the damaged tissue, so that the perception of pain is
eliminated or reduced. Many medical interventions have evolved from
these assumptions. Whilst the usefulness of this model is not dis-
puted for acute pain, it is inadequate for chronic pain problems.

3
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Experience of pain is not necessarily proportional to the extent of
tissue damage. Many patients with long-standing severe and disabling
pain have no known physical pathology. Other patients with obvious
physical pathology report little or no pain with minimal functional
disability. Beecher (1960) notes:

"Many investigators seem grimly determined to establish -
indeed too often there does not seem to have been any
question in their mind - that for a given stimulus there
must be a given response; that is, for so much stimulation
of nerve endings,so much pain will be experienced, and so
on. This fundamental error has led to enormous waste.....
it is evident in work in our laboratory that there is no
simple relationship between stimulus and subjective
response. It is also made evident that the reason for this
is the interposition of conditioning, of the processing
component, of the psychic reaction. It is clear that this
component merits and must have extensive consideration. It
must be taken into account no only for pain but for all
subjective responses"

To the extent that experience of pain cannot be accounted for
solely by physical pathology, psychological factors emerge as promi-
nent in evaluation and management of patients.

P. Slade's introductory paper reviews the main theories of
chronic pain phenomena which have formed the basis for clinical
assessment and treatment and is important in distinguishing between
chronic and acute pain. Ziesat (1981) noted:

"The distinction between chronic and acute pain is import-
ant, because the two phenomena are different disorders.
Acute pain serves the purpose of altering the person that
damage has been done to the body and, therefore requires
treatment. After the person has been to the bodily damage,
the pain serves no further constructive function, this is
the point at which chronic pain begins. That 1is, rather
than being just a symptom of a disease, chronic pain
becomes a disorder in and of itself"

Chronic pain, usually defined as occurring for more than six
months, is frequently characterized by desynchrony between sensory
and emotional components of pain. Sufferers tend to report high
levels of pain which are not relieved by traditional approaches. As
chronicity progresses, the problems often become more elaborate and
the patient may complain of two or more pain problems unrelated to
the primary pain complaint. Subjective pain complaints, medication
use and limitations of functional activities all tend to be in excess
of those expected on the basis of demonstrated physical pathology.
Affective disturbances may occur. A pattern of "vegetative" signs
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may emerge with sleep disturbance, appetite changes, decreased
libido, irritability, withdrawal of interests, weakening of relation-
ships and increased somatic preoccupation. Driven by hope and des-
peration, the pain sufferer may develop totally unrealistic expec-
tations of treatment and embark on a fruitless search for a '"miracle"
cure which will not only remove the pain but also all the emotional,
behavioral and social problems which inevitably have accompanied
their experiences. Despite many consultations with different
experts, often resulting in multiple surgeries, despite excessive
medication use, rest and avoidance of anything thats seems to make
the pain worse, the pain persists doggedly and unabated. If physical
causes for these major changes in behavior and experience cannot be
found, then the sufferer may be considered to be suffering from
"pathogenic" pain, '"conversion reaction", 'hypochondria" or, at the
very least, to be showing considerable "functional overlay".

Psychological tests have been developed to differentiate between
patients suffering from "functional" and "organic" pain. P.Slade's
paper contains a review of this application with particular reference
to studies investigating the diagnostic value of the MMPI. The point
that organic and functional disability are not mutually exclusive is
worth emphasizing. Psychological tests are good at diagnosing and
predicting psychological disturbances which can occur in the presence
or absence of physical pathology; such disturbances may be related or
unrelated to physical pathology. It follows that performance on
psychological tests should not be used to select patients for physi-
cal treatment. The functional/organic dichotomy is most usefully
regarded as a continuum.

What determines an individuals' position along such a con-
tinuum? Why do some chronic pain sufferers respond to treatment and
others do not? Why does functional impairment vary in patients with
similar pathology? without doubt, theories of chronic pain based upon
learning principles have had the most impact, both in terms of pro-
viding a clear understanding and a basis for intervention. These
theories emphasize alternative ways of conceptualizing clinical pain.
Sternbach (1968) has said:

"In order to describe pain, it is necessary to conceive of
it as a set of responses ... a person must do something ...
in order for us to determine that he is experiencing pain"

Fordyce (1973) notes:

"Diagnostic inferences and treatment judgements about
clinical pain are based predominantly on information from
the patient in the form of his pain behavior. He says he
hurts. He describes the pain experience. He grimaces,
holds a painful body part, asks for analgesics or stops an
activity to rest because of his pain"



6 E. J. GHADIALI

Anything a person says or does that is identified by observers
as indicative of pain, is pain behavior. Fordyce (1973) has applied
principles of operant conditioning (Skinner, 1953) to the problem of
chronic pain. According to this analysis, pain behavior may either
be "respondent" or "operant'". Respondent pain behavior is primarily
generated and influenced by some underlying nociceptive stimulus and
is reflexive and automatic in nature. Operant pain behavior, while
capable of being elicited by antecedent stimuli, is also subject to
influence by consequences. If an operant if followed by a positive
consequence (for example, praise, attention, sympathy), that behavior
is more likely to occur in the future. When an operant is followed
by a negative consequence (for example, loss of verbal reward), that
behavior is less likely to occur in the future and behavior designed
to remove the negative consequences, or avoid it, is likely to
increase. In some cases, pain behavior may come under control and
the problem is said to be one of operant pain. The development of
operant pain relates mainly to the interaction between the patient's
pain behaviors and events in their environment.

Treatment of the problem involves firstly identifying the extent
to which pain behaviors are '"respondent" or "operant'". These two
alternatives are not mutually exclusive - clinical experience
indicates that some mixture of the two is common. Although one may
be tempted to draw a parallel between this analysis and the older
diagnostic categories of "organic" or "functional', there are import-
ant differences between these two approaches. The notion of viewing
pain behavior as respondent, operant or some mixture of the two,
firmly directs diagnostic inquiry into the relationship between
behavior and the environment. Treatment follows naturally from this
behavioral analysis. On the other hand, identifying an individual as
suffering from either "organic" or "functional" pain merely restates
the common finding of desynchrony between sensory, emotional and
behavioral aspects of pain without offering any specific implications
for treatment.

Behavioral treatments for chronic pain, based upon principles of
operant conditioning, are reviewed in A. Broome's paper. Essenti-
ally, these treatment programs aim to decrease destructive learned
pain behaviors and replace them with adaptive behaviors by systemat-
ically identifying and modifying the reinforcement contingencies so
that pain behaviors are no longer reinforced while desired behaviors
are. The literature examining the effectiveness of behavioral inter-
ventions has revealed that many patients do significantly increase
levels and reduce their use of medication. Some studies have
demonstrated that subjective ratings of pain also improve (shown by
Cairns et al., 1976 and Seres et al., 1976) and that improvement in
these measures are sustained in follow up studies (shown by Seres
et al., 1977). Typically, these treatment programs use a variety
of treatments (group therapy, physical therapy, operant conditioning,
relaxation) so that their result reflect overall programs effects
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rather than those of behavioral strategies alone. In addition,
learning theories of pain fail to account for the experience of pain
and ignore important cognitive and physiological factors, both of
which may exert a strong on the perception of pain.

Attempts have been to incorporate the role of cognitive vari-
ables into a behavioral model of pain. The fear-avoidance model of
exaggerated pain perception (Slade, 1983) incorporates cognitive
variables into an essentially behavioral perspective by accounting
for individual differences in pain experience and pain behavior
in terms of a continuum of confrontation/avoidance strategies.

P. Kirkby's paper describes a cognitive behavioral approach to
chronic pain problems. He focuses on the similarities between
chronic pain and phobic disorders and argues that chronic pain is
associated with a motivational-affective dimension which can maintain
the sensory dimension and is associated with the response to direct
or indirect threat.

C. Main's paper introduces the problem of assessment of pain.
His thesis is that failure to understand the nature of pain communi-
cation has been responsible, to a large degree, for the failure to
understand chronic pain. He presents a theoretical analysis of the
nature of pain communication followed by a empirical study of 200
patients suffering from chronic low back pain. He describes a method
of differentiating objective physical characteristics from character-
istics having psychological importance. Central to this analysis is
"magnified illness presentation in the form of inappropriate re-
sponses (signs) to physical examination and reports of symptoms which
are vague, ill-localized or lack the normal relationships to time,
physical activity and anatomy'" These inappropriate signs and symp-
toms are also associated with depressive symptomatology and height-
ened somatic awareness. Main emphasizes that magnified illness
behavior follows naturally from failure to relieve pain, inadequate
coping strategies and patterns of escape or avoidance behavior. He
concludes that surgery should only be considered for those patients
with clear-cut pathology and little psychological distress. Patients
identified as exhibiting psychological distress should be treated
appropriately by the multidisciplinary team. Whilst this approach
represents a considerable advance in the assessment of psychological
distress in chronic orthopedic conditions, its application to other
clinical conditions is open to question. In particular, the diffuse
symptomatology and uncertain pathology associated with so many
chronic pain problems may make it difficult to determine whether a
particular set of signs and symptoms are appropriate or inappropri-
ate. In other words, does the presence of inappropriate signs and
symptoms indicate psychological distress or some form of physical
pathology as yet undetected? One wonders how relevant Teuber's
dictum, that "absence of evidence is not evidence of absence", is
in the diagnosis of chronic pain states. The situation is further
compounded by the role that social, cultural and psychological
factors play in the expression of pain.
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M. Humphrey's paper emphasizes the importance of family dynamics
in assessment of pain behavior prior to behavioural intervention. He
describes how, in some cases, the spouse colludes and actively main-
tains sick roles and pain behavior. The patient's dependence,
passivity and functional inactivity reward the spouse in "endlessly
reverberating circuit" that can prove to be extremely difficult to
break.

A. Broome's paper reviews the various psychological approaches
to treatment of chronic pain problems which have been applied to both
"organic" and "functional" problems. Psychological treatments are
usually categorized into three related and overlapping areas; physio-
logical, cognitive and behavioral in recognition of the important
influences that these variables have in pain perception.

Physiological approaches to treatment, which include relaxation
training and biofeedback. aim to reduce physiological arousal and by
doing so, reduce the perception of pain. Increased physiological
arousal (for example, caused by muscular tension) can arise directly
as a response to a stressful experience. If arousal is sustained,
this can lead to pain which causes more stress and resulting muscle
tension, and eventually, more pain. The familiar pain - tension -
pain vicious cycle may develop. Pain, of whatever cause, is a
stressful experience and consequently this vicious cycle is very
common in pain syndromes caused as a direct result of external stress
or internal stress resulting from some underlying physical pathology.
The aim of treatment, in both cases, is to help the sufferer control
or modify some over-reactive physiological response system (usually
muscle tension or spasm) which is either causing or exacerbating
pain. Relaxation training, anxiety management techniques, autogenic
training and biofeedback have all been used for this application.
Most of the research in this area has addressed tension headaches
(Philips, 1976) although a small number of studies have looked at
other musculoskeletal pain syndromes such as myofacial pain (Budznski
and Stoyva, 1973; Dohramann and Laskin, 1978), chronic neck and
shoulder pain (shown by Hendler et al., 1977) and low back pain
(Nouwen and Salinger, 1979). Although assessment measures, treatment
variables and patient characteristics vary, making comparions diffi-
cult, most studies demonstrate that relaxation training and EMG
biofeedback significantly reduce pain ratings. It has not been
adequately demonstrated that EMG biofeedback offers any clear cut
advantages over more conventional relaxation procedures.

It is a common assumption that elevation of EMG levels in key
muscle groups and behavior motivated by pain are highly associated
and that reduction in muscle tension produces corresponding reduction
in pain ratings. Recently, a number of studies have suggested that
reducing EMG levels does not necessarily entail synchronous re-
ductions in pain experience or behavior. Philips and Hunter (1981)
failed to discover the assumed relationship between tension leveis
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and severity of headaches in tension headache sufferers. 40% of a
severe tension headache group showed no tonic abnormality. Other
studies have shown that EMG levels cannot reliably differentiate
migraine and tension headache sufferers. Stenn (1979) treated a
group of myofacial pain dysfunction patients with progressive relax-
ation techniques and EMG biofeedback. He reported that, despite
reports of lowered pain levels after treatment, the level of muscle
tension did not appear to be lowered. Dohrmann and Laskin (1978)
treated myofacial pain EMG biofeedback of masseter muscle activity.
Subjects treated with feedback reported marked pain reduction and
improved ability to open their mouth without discomfort. Again,
however EMG data were inconsistent with self report and other pain
measures. Variations in EMG levels did not correspond with pain
levels. Nouwen and Salinger (1979) compared EMG biofeedback assisted
relaxation with no-treatment controls in a group of low back pain
sufferers. The biofeedback group showed significant decreases in
subjective pain estimates and EMG levels with no change in the con-
trol group. Pain decrease and reduction in EMG levels, however,
appeared to be independent. EMG levels steadily increased when
biofeedback training was finished and returned to pre-treatment
levels at 3 month follow-up. Decreases in pain ratings were main-
tained. The authors attributed the independence of EMG levels and
pain ratings to the sense of self-control which the patients who had
received biofeedback training had gained. The patients learned that
muscle tension levels, and thus pain, could be controlled and this
pain control continued even in the absence of continued muscle
tension control.

These studies demonstrate, that although relaxation and related
procedures do significantly reduce pain ratings, these is not always
a clear correlation between levels of muscular activity and pain.

Why do these procedures work? Perhaps the major importance of the
gate control theory of pain (Melzack, 1973) is that, more than any
other theory, it emphasizes the major role of psychological variables
and how they affect reaction to pain. Attitudes, beliefs and expec-
tations people maintain in certain situations can determine their
emotional and behavioral reactions to those situations. It may be
that the true importance of relaxation and biofeedback, as applied
to problems of chronic pain, lies not so much in the reduction of
muscle tension but, more generally, in emphasizing the individual's
own ability to control, regulate and master bodily response pre-
viously associated with pain, anxiety and helplessness. There is
some experimental evidence for this proposition. Melzack and Perry
(1975) compared alpha biofeedback, hypnotic training (including
relaxation and ego strengthening techniques) and a combination of the
two in group of mixed chronic pain patients. All patients managed to
increase alpha output but only the combination of biofeedback and
hypnotic training resulted in significant reduction of pain. They
concluded that the pain relief was not due to alpha feedback as such,
but was related to distraction of attention, suggestion, relaxation



10 E. J. GHADIALI

and a sense of control over pain which are an integral part of the
procedure.

The notion that an individual's cognitive attitudes, beliefs and
mood can result in distress and enhance the perception of pain forms
the basis for cognitive treatment of chronic pain. Cognitive strat-
egies essentially attempt to modify pain experience by modifying
cognitions. Patients are taught to identify distorted beliefs and
substitute more positive thoughts. They may be taught imagery,
distraction, relabelling of sensations and relaxation. Hypnotic
strategies may be used to modify individuals to the perception of
pain once it has occurred. A review of studies looking at the effec-
tiveness of cognitive treatment strategies for chronic pain is found
in A. Broome's paper.

Chronic pain is an awesome problem that not only causes anguish
for the individual but also represents an expensive drain on society.
Bonica (1980) estimates that 86 million Americans suffer with some
form of chronic pain. The cost includes futile hospitalization,
surgeries and medication as well as the financial consequences of
functional disability in terms of lost days at work, loss of income
and disability payments. DHSS (1979) figures show that £220 million
is lost in output every year and $40 million is pain in sickness,
invalidity and disablement for back pain alone. Traditional medical
approaches are often not successful and psychological factors are
clearly implicated in the genesis and maintenance of many chronic
pain problems. The papers that follow outline some of the main
psychological theories, assessment procedures and treatment methods
that have been developed in recent years.
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THE COMMUNICATION OF PAIN AND DISTRESS IN

CHRONIC ORTHOPAEDIC CONDITIONS

Chris J. Main* and Gordon Waddell*%*

* Principal Clinical Psychologist
Prestwich and Hope Hospitals, Salford Health Authority
*% Consultant Orthopaedic Surgeon, Orthopaedic Department
Western Infirmary, Glasgow, Scotland

INTRODUCTION

Chronic backache presents a major challenge to modern medicine
for despite increasingly sophisticated technology, only a proportion
of patients gain relief. Not only are many patients unimproved after
treatment, but a significant number become worse. Patients with
comparable levels of physical impairment present with wide-ranging
levels of functional disability (Waddell and Main, 1984), and
response to treatment bears no clear relationship to extent of physi-
cal impairment. There have been attempts to explain such anomalies
in terms of mental illness, but chronic pain patients, in general,
bear little resemblance to psychiatric populations and on psychi-
atric inventories appear indistinguishable from the normal popu-
lation. Since the 1950's there have been attempts using the MMPI
(Dahlstrom and Welsh, 1960) to describe the "missing link" in terms
of personality structure (Hanvick, 1951; Sternbach et al., 1973;
Wiltse, 1975; Calsyn, Louks and Freeman, 1976; Doxey et al., 1979)
but a number of controversies surround the interpretation (Bradley
et al., 1978).

It is the basic contention of this chapter that failure to
understand the nature of pain communication has been responsible to a
large degree for the failure to understand chronic pain. A theoreti-
cal analysis of the communication of pain and distress is followed by
an empirical study of 200 consecutively referred chronic low back
pain patients, both problem and GP referrals, seen at a problem back
clinic in the West of Scotland. The empirical findings have import-
ance not only for the understanding of pain communications, but also
for investigations of the relationship between physical and psycho-

13
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logical perspectives in chronic pain. The implications of the
results for the assessment of psychological factors in chronic pain
patients are then discussed.

THEORETICAL CONSIDERATIONS

The Nature of Pain

Much of the current confusion about chronic pain seems to have
its origin in uncertainty about the nature of pain itself. Such
uncertainty dates at least since the time of Plato, but became
focused at the end of the nineteenth century when advances in physi-
ology seemed to show that pain was a specific sense linked to a
specific nerve path. Marshall (1894), however, following Bradley
(1888) insisted that pleasure and pain were mere aspects of experi-
ences and Head (1920) made the clear distinction between "discomfort"
and "pain'". This division between the emotional and sensation
elements in the concept of pain anticipated recent statistical analy-
ses of the rating of pain (see below). Confusion between a postu-
lated pain stimulus and the sensation of pain is clearly evident in
the work of Beecher (1962) and discussed in detail (Trigg, 1970, pp.
74-79). The emotional reaction to pain has been further subdivided
into distress at the pain itself and anxiety at its significance
(Trigg, 1970 p. 77). It is clear then, that at the very least, the
concept of pain can be considered in terms of pain stimuli and
associated physiological, biochemical and anatomical pathways, and
the sensation of pain. The sensation of pain can be further sub-
divided into a sensory component and at least one emotional and
perhaps evaluative component. Finally one can consider the reaction
to pain. Thus, "Included in the category of reaction to pain are not
only disagreeable feelings, vocal and facial expressions of dis-
pleasure and alterations in sweating in the skin, but also , for
example the elevation of blood pressure.......Tachycardia and tapping
of the feet are other reactions" Wolff and Wolff (1958, p. 21).

It is only against such a bewildering background that communi-
cation about pain can be understood.

The Nature of Pain Communication

0f fundamental importance to the understanding of the nature of
communication is the distinction between the personal and private
sensation of pain, and the report of the experience. In order that
an experience can be described to another person, it has to be named.
According to Kenny: "A name functions as a name only in the context
of a system of linguistic and non-linguistic activities" (Kenny 1973,
p.160). Thus, a name is comprehensible only because of a system of
shared meanings and rules about language usage. Vocabulary, syntax
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and grammar comprise the internal structure of language, but in order
that such signs can facilitate communication, individuals have to
learn how to apply these unambiguously, and there are rules govern-
ing not only the naming of objects, events and sensations but also
governing the use of the utterances themselves. An important part of
learning to communicate is the learning of such rules.

When a mother sees a child fall down, graze his knee and start
to cry, she is in no doubt that the child is in pain and she can then
communicate with him about the pain. In such a way the child gradu-
ally learns to distinguish among various sensations and acquires the
elementary rules about the communication of pain. Within a particu-
lar sub-culture, a generally agreed set of definitions is promul-
gated. The child also learns appropriate behaviors for pain sen-
sations of different quality and intensity. In some situations (e.g.
a hand coming into contact with a hot stove) the course of action may
be clear. Furthermore, the description of the nature of pain experi-
ence will be fairly straight-forward since, in the immediate situ-
ation, the context in which the pain event has occurred will be
evident to all those present and communication about the event will
be unlikely to be misunderstood. In many other contexts of pain
experience there is no clear cut pain event and communicating about
pain becomes more problematic. The ranges of sensation, both in
quality and in quantity, are so extensive the language can at best
only approximate to them.

The Pain Patient

In many cases of acute pain, which may be unpleasant but is not
perceived by the patient as likely to be of undue significance, it is
relatively easy for the pain patient and the doctor to agree about
the severity of the problem,discuss the treatment options and arrive
at an amicable agreement about the best course of action.

When a patient presents repeatedly with pain, however, and the
pain becomes defined as "chronic', the doctor and patient may come to
attribute differing significance to the pain communication.

In a society in which the individual's pain communication can be
authenticated or legitimized by the medical profession, and in which
some alleviation of possible financial hardship may be obtained
through such authentication, the possibility immediately arises that
an individual, by the illegitimate use of pain communication, may
attempt to derive the compensation, which a humane society permits to
the sufferer, when no real pain exists. Terms such as 'imaginary
pain' in common parlance, or 'malingering' in medico-legal practice
have bedevilled our understanding of chronic pain and the concomitant
set of pain communication or illness behaviors. To suggest that
someone is suffering from imaginary pain is to question the legit-
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imacy of their experience (suggesting that they are at best hypo-
chondriacal or at worst insane) or the legitimacy of their pain
communications. Attributions such as 'hypochondriacal' and 'imagin-
ary' are often best seen as statements of frustration on the part of
the medical practitioner.

It is not an infrequent occurrence for the situation to be
reached when mutual mistrust develops between doctor and patient.
In order to understand this phenomenon it is necessary to consider
the language-games or 'forms of life' within which each of the par-
ticipants has become embroiled.

The Medical Model

That such a misunderstanding can arise is partly the result of
the medical model currently in vogue. Much modern clinical practice
is based on Virchow's concept of cellular pathology:

Virchow's Concept of Cellular Pathology

. Recognize illness behavior - signs and symptoms
. Infer underlying pathology - diagnosis

. Treat underlying pathology

. Expect illness behavior to improve

E VSR SR

Thus, the task of the clinician first and foremost is to arrive
at a diagnosis on which treatment can be based. For many diseases
(particularly acute conditions) this disease model is appropriate and
of considerable utility. The method is of interest not only for
clinical practice but also for the nature of clinical inquiry.
Implicit is a causal model implying a pathway from, perhaps, a local-
ized site of tissue damage, at which pain receptors transmit pain
impulses through the peripheral pathways, to the central nervous
system itself, where cortical activity is experienced as a painful
sensation which itself instigates a series of events designed to
terminate the noxious stimulus (reflex arcs may also be involved).
The psychological, anatomical and biochemical mechanisms involved are
not of concern at the moment. Of interest, however, are the con-
straints placed in the medical practitioner by the adoption of such a
model.

A theoretical framework is necessary which permits classifi-
cation of patterns of individual signs and symptoms into disease
entities. For many conditions this is not a difficulty but for
patients with chronic backache, problems quickly arise. It is well
recognized clinically that patients showing comparable levels of
physical impairment differ widely in the resulting disability and in
self-rated estimates of pain severity. It would appear necessary to
go beyond the Virchowian model in order to explain such discrep-
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ancies. In fact, since the beginning of the century physicians,
frustrated at the failure of medical science to provide satisfactory
treatment for certain signs and symptoms, have in general supported
the distinction between functional and organic illness; but while
physical signs and symptoms indicative of clear-cut organic pathology
have been fairly well identified and described, the identification of
the presenting characteristics of functional disorders has been
fraught with difficulty. Indeed, the diagnosis of 'functional' has
frequently been ascribed by exclusion of physical pathology con-
sidered commensurate with the pattern or extent of presenting signs
or symptoms. The history of psychosomatic medicine in this century
bears testament to the succession of despairing theoretical refor-
mulations of patterns of signs and symptoms in an attempt to construe
them under the "illness" rubric. Had the profession of psychiatry
been successful either in communicating its ponderous theorizing to
the general medical fraternity, or in treating psychiatrically such
'functional' patients, then the necessity for investigating the
nature of the communication process might never have emerged.

It is necessary to reconsider at this juncture a possible
explanation for the failure of the medical model to deal particularly
with the case of chronic pain. It is assumed that the reporting of
pain can be understood unambiguously as a symptom of pathology. For
such to be the case two assumptions are necessary. It has to be
assumed firstly that the causal model involving the transmission of
pain impulses is sufficient, and secondly that the report of pain is
directly proportional to the pain experience. It is known, however,
that pain threshold is determined also be attentional factors (Blitz
and Dinnerstein, 1971) emotive imagery (Horan and Dellinger, 1974)
and cognitive style (Davidson and Bobey, 1970; Neufeld and Davidson,
1971); and the report of pain is known to be affected by emotional
factors (Schalling and Levander, 1964; Woodfords and Fielding, 1970;
Sternbach, 1974; Bond, 1980).

Medical Language Games

When the chronic pain patient reports pain to their doctor,
the physician may attempt to assess the intensity of the pain as part
of an overall assessment of severity of illness. At the simplest
level, the magnitude of a patient's rating of pain on an intensity
level, as on a visual analogue scale, may be taken as a represent-—
ation of the extent of a patient's pain experience. Leaving aside
the question of whether it is possible to represent what may be a
fluctuating condition numerically or graphically on a scale (Chapman,
1976), there is an implicit assumption which needs questioning. The
doctor may be quite clear what they mean by pain intensity and may
have normative figures by which they can compare patients on such a
rating. The patient, on the other hand, may try to represent the
overall impact of the pain on his or her life. In such a situation,
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a communication problem has arisen, a mismatch in language games has
occurred. Indeed, the importance of attempting to distinguish quan-
titative and qualitative aspects of pain, discussed above, has been
shown by studies using the McGill Pain Questionnaire, (Melzack, 1975;
Graham et al., 1980; Prieto et al., 1980) part of which permits the
differentiation of sensory, affective and evaluative components of
pain on the basis of lists of verbal descriptors. Although there are
considerable problems in the use of the scale (Main et al., 1982), a
low sensory and high affective score, for example, would certainly
suggest that the rating of pain would seem to be much more than an
easily interpreted estimate of physical severity. The identification
of emotional components would also seem to be possible using the Pain
Drawing (Ransford et al., 1976) which consists of outlines of the
body (anterior and posterior) on which the patient is asked to rep-
resent location of pain using a variety of symbols which denote
different types of pain experience. Although the scoring system
would appear to be somewhat unsatisfactory (Main et al., 1983c¢c), it
seems to identify a subgroup of patients in which there is an emotion-
al component in their pain presentation.

In conclusion, analysis of the nature of pain communication
would appear to be essential to the understanding of chronic pain.
A study bearing some relevance to these critical issues will now be
reported.

PURPOSE OF STUDY
The study is in four parts:-

1. The prediction of severity of illness, as represented by func-
tional disability.

2. Comparison of pain ratings and other psychological variables in
the prediction of severity.

3. Investigation of the influence of gender, functional disability,
socio-economic and occupational factors on the major psycho-
logical variables.

4, Examination of the nature of magnified illness presentation as
represented by inappropriate signs and inappropriate symptoms.

METHOD

Selection of Subjects

The patients in the study have been described in detail else-
where (Main and Waddell, 1982). Briefly, the 200 subjects all suf-
fered from chronic low back pain (duration more than three months)
related to mechanical derangement of the lumbo-sacral region result-
ing from trauma and/or degenerative change. All patients were seen
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at the Department of Orthopaedic Surgery at the University of Glasgow
and consist of 70 primary referrals (GP backs), referred directly
from their general medical practitioners, and 12lsecondary referrals
(problem backs), referred from other (mainly orthopaedic and neuro-
surgical) hospital consultants to the Problem Back Clinic. Patients
were aged 18-55 years, had no history of serious spinal disease, had
no concurrent serious physical disease or major psychiatric disorder,
were born in the United Kingdom with English as their first language
and were able to read and write. Of the initial 332 patients, 34
(10.2%) were excluded because of age, 25 (7.5%) because of difficult-
ies with language, comprehension or compliance and 73 (22.0%) because
of spinal pathology (tumor, infection, inflammatory disease,
spondylolistheses and osteoporotic or traumatic fracture). The
patients otherwise were consecutive referrals and typical of low back
pain patients.

Choice of Variables

For the first part of the study a specially constructed and
validated 10 item index of functional disability (Waddell and Main,
1984) was used since it is the measure of severity of illness of
particular interest in evaluation of outcome of treatment and in
medico-legal practice. Objective physical characteristics were rep-
resented by a set of seven variables (Waddell and Main, 1984). This
new scale (OPC) replaced the physical impairment scale described
previously (Main and Waddell, 1982). '"Mood" was assessed using a
slightly modified version of the Zung Depression Inventory (Zung,
1965) and the Modified Somatic Perception Questionnaire or MSPQ
(Main, 1983a). Magnified illness presentation was assessed by scales
measuring inappropriate signs (Waddell et al., 1980) and inappropri-
ate symptoms (Main and Waddell, 1982).

For the second part of the study, general personality structure
was assessed using the EPQ (Eysenck and Eysenck, 1964), giving
measures of 'neuroticism', 'extraversion', 'psychoticism' and a 'lie
scale'; and a locus of control using a new locus of control question-
naire (Cooke, 1980) - a 16 item dichotomous questionnaire corrected
for social desirability bias and focused on personal rather than
political control. Hypochondriacal fears and beliefs were assessed
using three of the seven scales of the Illness Behavior Questionnaire
or IBQ (Pilowsky and Spence, 1976) giving measures of general hypo-
chondriasis, affective disturbance and affective inhibition. The
other four scales are statistically suspect (Main et al., 1984).

In the third part of the study, duration of symptomatology,
amount of work lost through backache, physical demand of the job
(work/type) and social class were included.
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In the fourth part of the study, the sexes were considered
separately.

Statistical Methodology

In view of the multivariate relationships involved it was
decided to use multiple regression as the main statistical method.
It has procedures directly equivalent to analysis of variance tech-
niques and permits the inclusion of nominal or ordinal variables
coded as dummy variables (Cohen and Cohen, 1975). In each table, the
percentage of change in R? is used as the measure of increase in
prediction of the particular dependent variable(s) by the independent
variable(s) concerned. The significance levels refer to the F-ratio
based on the proportional reduction in unexplained variance achieved
by the addition of the variable(s) concerned. Differences in stat-
istical procedure among the four parts of the study will be explained
in the discussion and interpretation of the results.

RESULTS

1. First Part

The influences of ratings of pain in the production of func-
tional disability are shown in Table 1. The dependent variables are
(separately) the Pain Scale and the Pain Drawing. The table illus-
trates the increase in prediction achieved by introducing the depen-
dent variables at different points in the regression equation. In
this case, the seven variables representing objective physical
characteristics were introduced at the same step. Mood refers to
depressive symptomatology and somatic awareness, introduced together.
Illness presentation comprises inappropriate signs and symptoms,
again introduced jointly into the regression equation.

When placed first in the multiple regression equation (stage 1)
ratings of pain accounts for 14.7 and 20.3% respectively (for scale
and drawing). After sex differences are controlled statistically
(stage 2), the figures fall to 12.6 and 15%. Controlling for differ-
ences in objective physical characteristics (stage 3) drastically
reduces the utility of the pain ratings which, although still making
a statistically significant contribution, add only 2.5 and 1.57% to
the overall prediction of disability. The addition of mood scales
(stage 4) and magnified illness presentation (stage 5) render the
additional contribution of pain ratings completely worthless. Thus,
although ratings of pain correlate highly with disability, the
relationship would seem to be explained almost entirely by differ-
ences in sex and in the objective physical characteristics of the
illness.
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Table 1. Self Rated Pain and Severity of Illness.
Dependent Variable : Disability (Main study, n = 200).

Pain Scale Pain Drawing

Place in Regression %R? Ch. Sig. %R? Ch. Sig.
Equation
1. First 14.7 .001 20.3 .001
2. After sex 12.6 .001 15.0 .001
3. After sex and objective

physical characteristics 2.5 .01 1.5 .05
4, After sex, POC and mood 0.5 NS 0.3 NS
5. After sex, OPC, mood and

illness presentation 0.1 NS 0.1 NS
%ZR? = Percentage change in R® with addition of the item or class
Sig = Significance of proportional reduction in unexplained variance.

2. Second Part

The relative importance of general personality variables and
hypochondriacal fears and beliefs are shown in the first part of
Table 2.

In this table, order in the regression equation is presented
horizontally and the alternative classes of independent variable are
presented vertically. It must be stressed that in this table the %R?
represents the power of each of the classes of variables when
entered. either first or after sex and objective physical character-
istics, into the regression equation, with disability as the depen-
dent variable.

General personality variables account for only 9.8% of the
variance and much of this is explained by neuroticism; when entered
at the third stage, the figure drops to 4.1%Z. It has been shown
elsewhere that neuroticism is redundant if depressive mood and
somatic awareness are considered first (Main, 1984).

Hypochondriacal fears and beliefs also account for a relatively
small amount of variance and are of no incremental value when current
psychological distress is taken into account (Main, 1984).

Depressive symptoms, heightened somatic awareness, inappropri-
ate signs and inappropriate symptoms add between 13.4 and 21.1% to
the overall prediction. The comparable figures for the pain scale
and pain drawing are 2.5 and 1.5%. It would appear then that pain
ratings, general personality traits and hypochondriacal fears and
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Table 2. General Personality, Magnified Hypochondriacal Fears, Mood
and Illness Presentation in the Prediction of Disability.
(Main study, n = 200).

Dependent Variable Disability
Place in regression equation

First After sex and objective

physical characteristics
Independent Variables %R? Ch. Sig. %R? Ch. Sig.
General Personality 9.3 .001 4.1 .05

Hypochondriacal fears

and beliefs 6.1 .01 4.6 .05
Depressive symptoms* 23.4 .001 13.4 .001
Somatic awareness* 26.5 .001 21.1 .001
Inappropriate signs 30.5 .001 13.4 .001
Inappropriate symptoms 38.0 .001 16.2 .001

* Includes interaction term for interaction with sex
%R? = Percentage change in R? with addition of the item or class
Sig = Significance of proportional reduction in unexplained variance.

beliefs add little to he understanding of functional disability.
"Mood" and magnified illness presentation by contrast are much more
important.

3. Third Part

The influence of gender, functional disability, socio-economic
and occupational factors on the four major psychological variables is
shown in Table 3. The alternative psychological variables are pre-
sented horizontally. The independent variables were entered in order
shown. 1In this model the additional contribution of the social
variables is presented (after differences in sex, objective physical
characteristics and functional disability have already been taken
into consideration).

As far as depressive symptomatology and heightened somatic
awareness are concerned, only sex and disability are of importance.
(The relatively large but non-significant contributions of objective
physical characteristics are statistical artifacts explained by the
large number of variables in the class and the use of dummy variable
coding (Cohen and Cohen, 1975)).

For inappropriate signs, both objective physical characteristics
and functional disability are of importance, while for inappropriate
symptoms, sex differences are also of significance.
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Table 3. The Influence of Objective Physical Characteristics,
Disability, Socio~economic and Occupational Factors on
Psychological Variables. (Main study, n = 200).

Dependent Variables

Depressed Somatic Inappropriate Inappropriate
mood awareness signs symptoms

Order in Re- %R? %R? %R %R?
gression Equation Ch. Sig. Ch. Sig. Ch. Sig. Ch. Sig.
Sex 3.8 .05 7.9 .005 2.6 NS 7.7 .005
Objective physical

characteristics 10.5 NS 9.8 NS 19.1 .01 20.2 .01
Disability 13.9 .001 16.0 .001 17.3 .001 19.3 .001
Duration of

symptoms 1.6 NS 0.0 NS 0.0 NS 0.0 NS
Time off work 0.0 NS 0.1 NS 0.0 NS 0.0 NS

Social class and
work type 3.3 NS 7.9 NS 3.7 NS 2.8 NS

%R% = Percentage change in R* with addition of the item or class
Sig Significance of proportional reduction in unexplained variance.

Differences in duration of symptoms, time off work, social class
and work type do not appear to increase our understanding of any of
the four psychological variables. Socio-economic and occupational
influences, however, will be the subject of a further study and it
must be admitted that their apparent insignificance in the present
study may be attributable in part of inadequate sampling of social
variables and the use of a small number of individual variables (in
contrast with the carefully constructed scales used in the rest of
the study).

4. Fourth Part

The hazards of inferring causal relationships from correlation
or covariation are well known, but when considering the relationship
among medical and psychological variables, a certain asymmetry in
likely causality permits at least a cautious attempt at modelling.
Thus, it seems reasonable to infer that physical damage may lead to
both disability and changes in current psychological state, but that
psychological distress could cause actual damage is implausible. The
causal relationship between functional disability and mood, on the
other hand, may well work in both directions, in that while increas-
ing disability may well affect mood, distress (for whatever reason)
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Table 4. The Nature of Magnified Illness Presentation. The
Influence of Objective Physical Characteristics, Mood,
Disability and Social Factors.

Inappropriate Signs Inappropriate Symptoms
Males Females Males Females
Order in Regression  %R? %R? %R? %R?
Equation Ch. Sig. Ch. Sig. Ch. Sig. Ch. Sig.
Objective physical
characteristcs 16.4 .05 38.8 .001 18.9 .01 32.9 .005
Depressed mood 12.6 .001 3.3 NS 3.3 .05 1.1 NS
Somatic awareness 1.0 NS 8.1 .005 7.6 .001 15.8 .001
Disability 11.7 .001 7.9 .001 11.5 .00l 9.0 .001
Social class and
work type 0.0 NS 0.7 NS 0.4 NS 1.3 NS

%4R%Z = Percentage change in R® with addition of the item or class
Sig = Significance of proportional reduction in unexplained variance.

may lead to avoidance behaviors thus affecting the level of func-
tional disability. Bearing the above consideration in mind, it is
now proposed to examine one such structure in the explanation of
magnified illness presentation, as represented by inappropriate
responses to physical examination (signs) and report of inappropriate
symptomatology (symptoms).

In Table 4, the prediction of each of the variables is presented
separately for males and females. The order in which the independent
variables were entered into the regression equations is as shown.

The effect of objective physical characteristics seems important
in the genesis of both types if magnified illness presentation, and
much more so in females than in males. Depressive symptoms are more
important in the prediction of inappropriate signs, particularly for
males. Heightened somatic awareness, on the other hand, is more
important in the prediction of inappropriate symptoms especially for
females. Disability is of comparable importance for both variables
and sexes, while social class and physical demands of the job are of
no importance once the other variables have been taken into account.

CONCLUSIONS AND IMPLICATIONS

An attempt has been made to evaluate the relative importance of
physical and psychological dimensions in the understanding of func-
tional disability, one index of severity of illness. An analysis of
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the communication of pain and distress in chronic backache patients
has permitted the differentiation of objective physical character-
istics having psychological importance. Traditional measures of
personality structure and even more specific hypochondriacal concerns
appear of little value in the understanding of disability. Of par-
ticular importance is magnified illness presentation in the form of
inappropriate responses to physical examination (signs) and reports
of symptoms which are vague, ill-localized or lack the normal
relationships to time, physical activity and anatomy. These are
associated with the report of depressive symptoms or symptoms of
heightened somatic awareness. In general medical practice it is
assumed that the communication process is either quite irrelevant, or
of minimal relevance, where some heed may be paid to "communication
noise'" but only in order that the physical signs and symptoms may be
more clearly identified sharply and defined. With chronic pain
patients the nature of the communication or language-game is of
paramount importance, as failure to distinguish between objective
physical characteristics and the types of psychological distress,
outlined above, may lead to an over-estimation of the physical
severity of the problem. If such an over-estimation leads in turn to
ill-advised physical treatment, then the patient may be made worse.

Magnified illness presentation should not be taken as yet
another attempt to explain treatment failure on the basis of person-
ality structure or psychiatric disturbance. Such illness behavior
would seem to be best understood as the natural result of failure to
relieve not simply the experience of pain, but also its concomitants
in the form of functional disability and patterns of escape or avoid-
ance behavior. It is appropriate to be concerned about pain because
the noxious nature of the pain sensation would appear to have bio-
logical value in impelling the organism to attempt to terminate the
noxious stimulus thus reducing tissue damage. When appropriate
concern, however, is accompanied by inappropriate pain descriptions
(evident on the pain drawing or by the endorsement of symptoms having
a poor anatomical or physiological basis), by inappropriate responses
to physical examination (large number of inappropriate signs) or by
depressive symptomatology or generalized heightened somatic aware-
ness, then the clinician is confronted not with a patient suffering
from a serious psychiatric illness or a premorbid disturbance in
personality, but by a patient whose coping resources have not been
sufficient to manage chronic pain.

Such a patient should be assessed for physical treatment which
will reduce rather than increase functional disability: given guid-
ance about the re-designing, where possible, of the work environment
to minimize the likelihood of exacerbation of backache; educated
about the nature of chronic pain in general and their individual
problem in particular and assessed for suitability for psychological
treatment aimed primarily at improving coping skills and minimizing
the impact of the sequelae of backache on the patient's life.
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Only where there is clear-cut pathology of such a kind that
there is a reasonable chance of surgical success and little or no
evidence of psychological distress, should surgery be considered as
the main treatment. Surgery for clear-cut physical pathology
accompanied by psychological distress should be undertaken only with
concomitant multidisciplinary treatment of the kinds outlined.
Surgery for psychological distress with no clear-cut physical pathol-
ogy on no account should be contemplated. It has a considerable
likelihood of making the patient worse.

It may be claimed that surgeons cannot be expected to be clini-
cal psychologists. This is of course correct and as absurd as
expecting clinical psychologists to function as surgeons. There is
now sufficient evidence to suggest that at least a proportion of
patients exhibiting psychological distress can easily be identified
using screening techniques already referred to. For such patients
assessment, treatment and management by a multidisciplinary team is
essential, if the recognized hazards of repeated surgery are to be
avoided.

It may well be that in other clinical conditions it will prove
possible to distinguish illness behavior from pathology, although the
particular sets of inappropriate signs and symptoms may well be
disease specific (Gray et al, 1982).
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THE ROLE OF THE SPOUSE IN PAIN MANAGEMENT

Michael Humphrey

Reader in Psychology
St. George's Hospital Medical School
London

I have deliberately chosen a more general title than the scope
of my clinical experience of pain patients would warrant, for what I
have to say has much wider applications than merely to the management
of low back pain which is my special interest. Where a disorder
reaches its peak incidence and prevalence in the middle years of life
- and this must apply to a large number of painful conditions - it is
reasonable to expect that the typical patient will be either married
or cohabiting. This not only provides an additional source of evi-
dence for the assessor, but also a potential ally for the therapist.

Without skilled intervention the role of the spouse can be
detrimental, as recently suggested by an neurosurgeon from another
London teaching hospital (Connolly, 1982): "A great hazard to women
is painful neurosis induced by a 'golden husband'. He listens as-
siduously to all her symptoms, carefully notes them remembers each
day to enquire about them in detail and when she visits the doctor he
fills in the minutiae which she has failed to relate. He cultivates
neurosis, and any lady feeling that her husband sometimes tends to be
a little neglectful and brusque should be grateful that he is not
over-attentive and sympathetic, for when leucotomy for depression was
much in vogue, many of the women patients proved to be suffering from
'golden husbands'."

During the past seven or eight years I have personally seen some
300 pain patients, of whom about 757 were married. Indeed, if we
stop to consider the impact of chronic pain on any intimate relation-
ship (and most of these patients were chronic by any sensible defi-
nition) then one can only marvel at the way in which most of these
marriages had endured. But as Block et al. (1980) have inferred from
their comparative study of pain patients with solicitous versus non-
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solicitous spouses, there may be intelligible reasons for this state
of affairs. In noting that the group with solicitous spouses had a
significantly longer history of pain complaint (mean = 15.5 years)
than the non-solicitous group (mean = 4.5 years), they offered two
possible explanations for the difference. The first was that
patients might be more likely to develop chronic problems when '"pain
behavior" was heavily reinforced by the spouse, as predicted by the
operant model. The second possibility was that the quality of the
spouse's response might undergo some form of natural selection during
the course of chronic disability. '"During the first few years of
illness some spouses may respond to pain behavior with anger or
frustration but, with increasing chronicity, many spouses may either
adapt to the situation and respond to pain displays in a reinforcing
manner, or leave the marriage" (p. 251).

Perhaps we can now begin to understand the significance of a
"golden husband", although Connolly does not make clear whether - and
if so why - golden husbands outnumber golden wives. In a series of
fifty patients referred to the Wolfson Medical Rehabilitation center
at Wimbledon (part of the St. George's group) women were found to
predominate, contrary to the usual trend at this Center where men
outnumber women by 3:2 (Humphrey and Jenkins, 1982). However, the
literature is far from clear on this point, with authors displaying
equal ingenuity in explaining how either men or women had come to
dominate their series of pain patients as the case might be.

In what follows I shall be mildly handicapped by my inability to
draw on research data. This invitation arrived three years too soon,
and anyway I am by no means convinced that such findings as may
emerge in due course will make it all that much easier for me to
illuminate this area of human behavior and experience. Research, as
we all know, has a habit of raising questions rather than providing
clear cut answers, and I am almost relieved to have to withhold from
you a confusing array of data which remain to be assembled. All I
can offer you is a glimpse of some good intentions expressed in a
research proposal on which the final verdict has yet to be delivered.
Funding for one year has already been guaranteed, but the Back Pain
Association has been slow to commit itself over the second and third
years of a project that cannot possibly be accomplished in less than
three years. The work is to be done in collaboration with my ortho-
paedic colleague Robin Bendall, and Mrs Eva Zarkowska of the Insti-
tute of Psychiatry has declared an interest in joining us if it can
go ahead as planned.

Before outlining my research proposal I shall demonstrate my
personal philosophy with two illustrative cases, the first of which
is taken from the literature (Fordyce et al., 1968).

Mrs Y. is a 37 year old high school graduate with a "bright,
upward mobile husband," working as a school administrator, and has a
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teenage son. Since 1948, about a year after her marriage, she had
suffered from virtually constant low back pain and had become grad-
ually less capable of household duties. At the time of her admission
to the comprehensive medical rehabilitation department of a teaching
hospital, she was complaining of continuous backache which increased
with any activity. She could not do anything for more than 20 min-
utes without a rest period, and according to her husband would spend
all but about two hours of her normal day reading, watching TV or
sleeping. Whenever the pain was exacerbated she would take medi-
cation and cry until it subsided, thereby eliciting much sympathy
from both husband and son.

During the past 18 years she had undergone four surgical pro-
cedures. The first of these in 1951 was removal of a herniated disc,
which abolished the symptoms of nerve root irritation without reliev-
ing her of all pain. The most recent was a spinal fusion in 1962,
which was said to have eliminated all mechanical instability. There
was no evidence of any neurological deficit.

In hospital a treatment schedule was devised to modify her pain
behavior and enhance her general level of activity. Medication was
given at specified intervals rather than when she complained of pain,
and within six weeks of admission the narcotic content was reduced to
vanishing point (unknown to either patient or nursing staff). All
staff members were instructed to be as unresponsive as possible to
her complaints of pain and discomfort whilst reacting positively to
all signs of activity, especially when increased over the previous
day. Thus "pain behavior received a minimum of social reinforcement
while activity was maximally reinforced" (p. 105). In addition, an
occupational therapy program was introduced with rest as the rein-
forcer. Mrs. Y. was also given a notebook for recording unscheduled
activities to the nearest minute, and she was seen daily to construct
graphs from her own records showing daily progress.

The results of this carefully planned campaign are illustrated
in a graph (Figure 1). One could probably accept the authors' claim
that judicious use of three potential reinforcers (medication, rest
and social attention), commonly available in medical settings, can
produce significant effects on behavior relating to chronic pain
(p. 107). At the same time they explicitly state that the husband's
wholehearted cooperation was crucial to the treatment plan as well as
in maintaining subsequent progress. He was seen for at least an hour
a week by the psychologist working with his wife, and was asked to
monitor her weekend activities in accordance with the same thera-
peutic principles that were explained to him in detail. 1In this way
she was enabled to extend her domestic and social activities in
various ways. Despite this sensible precaution of involving the
spouse (which not all treatment programs have encompassed, judging
from published reports) the patient relapsed for a while on returning
home. Yet she soon reverted to her new level of activity, and six



32 M. HUMPHREY

904

Y
o

PE
»
>
T

HOURS

454 !

ACTIVITY

304

b Began outpatient Frogram

T T T T
5 10 15 20 25 ke

WEER

Figure 1.

months after discharge was being seen only once a month for a brief
check on progress. Meanwhile the purchase of a second car had al-
lowed her to start driving lessons with a view to promoting her
independence and mobility in the local community.

So this, as far as it went, was a success story. Even if we
assume that it was more than a transient response to therapeutic
enthusiasm (hardly a safe assumption when one considers all the
unscheduled life events that can readily precipitate a relapse) we
must acknowledge that ventures of this nature call for a huge invest-
ment of professional time, and moreover are hard, if not impossible,
to organize on an out-patient basis. We must also pay tribute to the
husband, who despite the presumably crippling effects of his wife's
disability during all but the first of their twenty years of mar-
riage, had somehow preserved his devotion and goodwill towards her to
remain available as a co-therapist. How often are such truly golden
husbands to be found?

Let me turn to a married couple in my own series who, at first
sight, might have been judged suitable for this kind of regimen if
our rehabilitation center had been geared to it (and my own time is
far too limited, hence the grant application). Again it was the wife
who suffered from chronic back pain. The husband may have presented
a golden facade, yet on closer acquaintance turned out to be dis-
tinctly alloyed. She also suffers from clinically recognizable
depression, which had failed to respond well to psychiatric treatment
at an earlier period. In contemplating any form of behavioral re-
education in a controlled setting we must beware of facile optimism
in regard to the spouse's contribution, and what we need at the
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outset is time to explore the marriage relationship in the course of
the first two or three interviews. Only then can we hope to weigh up
the therapeutic challenge posed by some of these couples.

Mrs. G. was 35 when admitted to our rehabilitation center for
the second time. Eight years earlier she had fallen on her own
doorstep, and despite normal X-ray findings she soon became a chronic
pain patient. Shortly after her discharge she had a combined lamin-
ectomy and spinal fusion from Mr Bendall, since when she has steadily
gone from bad to worse. It has never been entirely clear to me
whether she makes inordinate demands on her husband (who is ten years
older and had suffered a life-threatening heart attack between our
patient's first two admissions to the rehabilitation center) or
whether it simply suits him to take charge of everything except the
washing and ironing. However, he did point out at our first meeting
that he was the dominant partner, and in a subsequent interview he
surprised me with the unheralded announcement that he was the only
man in his immediate working environment who was not having an af-
fair, which his colleagues seemed to find more puzzling than he did.
As he had experienced a previous marriage in which the trousers were
not of his own wearing, one may speculate that power is more import-
ant to him than sex, especially as his wife's back pain did not allow
frequent intercourse. And undiluted male power exercised from a
position of strength is not calculated to promote a disabled wife's
functional recovery.

I have visited the couple at home several times for both joint
and separate conversations, and have also persuaded the wife to keep
a pain diary for five consecutive weeks. This shows a good deal of
avoidance behavior as expected, but the element of manipulation in
the context of marital collusion has so far precluded an effective
behavioral program. Not long ago the husband telephoned Mr Bendall's
secretary to complain that my visits were doing his wife more harm
than good (I had not actually seen her for at least two months at
this stage, since Mr Bendall and I were seeing the couple at our
joint clinic instead), and he therefore demanded her urgent admission
for further surgery. It was explained to him that the indications
for surgical intervention were tenuous, whereas the mutually destruc-
tive aspects of their relationship were still cause for concern (he
himself has had to forgo promotion and lose substantial income owing
to excessive time off in the supposed interest of his wife). The
prognosis for this functionally crippled semi-invalid woman is
scarcely favorable, with the two children fast growing up and little
apparent prospect of her resuming even part-time work to get away
from her domestic frustrations. Yet at least she has been spared the
disruptive effects of further spinal surgery to add to all her exist-
ing problems.

In this case - and perhaps equally in the preceding one if we
had more information about the marriage relationship - one might want
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to argue that the patient's dependence and functional inadequacy had
proved paradoxically rewarding for the partner. We seem to be con-
fronted with an endlessly reverberating circuit that needs to be
blocked at whatever cost; yet to intervene in such a collusive mar-
riage can be a hazardous enterprise, since the couple's defences are
rapidly mobilized when the equilibrium of their relationship is
threatened.

I come finally to the essence of our research proposal, which
has two major objectives: firstly, to compare medical and psycho-
logical models in the treatment of chronic pain patients, and second-
ly to explore the role of the spouse as a therapeutic ally. Until
now there has been considerable wastage of resources from applying
inappropriate methods in the management of chronic pain, so that a
controlled comparison of alternative approaches seems overdue.

Patients at the rehabilitation center would be selected on the
following criteria:

(1) pain complaint of at least 12 months duration

(ii) age under 60 (to exclude senile degenerative changes)

(iii) married, with spouse available and cooperative

(iv) evidence of possible "functional overlay'" from history,
clinical examination or psychological assessment (Figures 2
and 3).

(v) normal intelligence as judged from educational and
occupational history.

(vi) no other current disorders of a physical or psychiatric nature.

(vii) realistic acceptance of a "treatment contract'.

They will be alternately allocated to either a behavioral program or
the Center's normal regimen, which is based largely on physical
treatment and re-training in the activities of daily living. They
will be followed up six months after discharge and their day to day
level of functioning assessed, partly by means of a low back pain
questionnaire developed by Mrs Zarkowska with 49 items distributed
between the three categories of avoidance, help seeking and com-
plaint.

The following predictions are to be tested: (i) that patients
exhibiting "pain behavior" to a marked degree would obtain better
outcome ratings when treated behaviorally than by an orthodox medical
regimen and (ii) that patients showing evidence of marital collusion
or "undesirable mutuality'" - as inferred from close concordance
between patient's and spouse's responses to a short pain question-
naire devised by Swanson and Maruta (1980) at the Mayo Clinic - would
fare less well by either method. The Mayo Clinic work would appear
to be well worth trying to replicate since the method is simple
enough, even if the questionnaire stands in need of elaboration and
refinement. (The version supplied by the senior author in 1981
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encompassed the nature and severity of the pain, its effect on sleep,
mood, work, recreation and sexual life, factors which aggravated or
relieved it, etc.) At the same time patterns of marriage will need
to be explored, both by methods of self-report (e.g. Locke and
Wallace, 1959; Ryle, 1966) and also, if possible, by observing how
the couple behave in a stress situation under experimental control.
It might even be feasible to apply a typology of marital relation-
ships such as that of Cuber and Haroff (1965). The spouse's attitude
to the pain complaint, both in the past and during the current re-
habilitation period, will be documented in detail and carefully
monitored for as long as possible.

What I have been outlining is a difficult field of enquiry, and
progress is bound to be slow. Yet one has to start somewhere, and I
hope at least to have aroused your interest with my optimistic
glimpse of things to come.
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THEORIES OF CHRONIC PAIN PHENOMENA

P. Slade

Reader in Clinical Psychology
Liverpool University Medical School

INTRODUCTION

Acute pain is a normal, adaptive response of the organism which
signals bodily injury or disease. As such it is to be welcomed,
particularly when it serves to prevent further injury or ensures
rapid and effective medical treatment. However, when pain persists
beyond the usual course of a disease or the normal healing time for
an injury, or when it is associated with progressive diseases such as
malignant cancers and arthritis, pain may be termed chronic.

Chronic pain (usually defined as severe persistent pain of more
than six months duration) differs from acute pain in several im-
portant respects. First, as has been pointed out by Sternbach
(1976), the physiological response to pain is different. Acute pain
elicits an increased level of activity in the sympathetic branch of
the autonomic nervous system (increase in cardiac rate, respiration,
etc.). By contrast, in chronic pain there is habituation of the
autonomic responses: a pattern of vegetative signs emerges instead,
including disturbances of appetite and sleep, decreased libido,
irritability, withdrawal of interests, etc. In consequence, while
the affect most commonly associated with acute pain is anxiety, that
most commonly associated with chronic pain is depression.

The second major difference between acute and chronic pain
concerns its impact on the individual personally, socially, occu-
pationally, etc. Pain of recent onset and of relatively short dur-
ation (acute pain) requires rapid, but relatively minimal, changes
and adjustment. By contrast, chronic pain has major behavioral
consequences for the individual in virtually every aspect of their
life. There can be no doubt but that chronic pain changes people and
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as such it introduces a social and psychological perspective which
goes far beyond that involved in acute pain.

CHRONIC PAIN PHENOMENA

Leaving aside patients with progressive and degenerative
diseases, a significant proportion of the remaining population of
chronic pain patients manifests a common set of behavioral patterns,
a factor which has led pain investigators such as Chapman (1977) to
use the term 'chronic pain syndrome'. These behavioral patterns
include the following characteristics:

(i) With increasing passage of time, pain complaints and behavior
tend to become less consistent with organic pathology. This
phenomenon of desynchrony between the sensory and emotional
components of pain can be produced under certain conditions in
acute pain, for example, under hypnotic analgesia. However,
with many chronic pain patients, 'desynchrony' seems to be the
norm rather than the exception.

(ii) Chronic pain patients often report very high levels of
persistent pain maintained over long time periods. For ex-
ample, in a study by Swanson and Maruta (1980), the investi-
gators asked a group of 200 pain patients admitted to an
inpatient pain management program to rate their pain hourly,
while awake, on a scale of 0 (no pain) to 10 the most severe
pain imaginable). Their estimates were averaged for days 3
through 5 of their hospital stay. Thirty-five patients were
assigned to a high pain group on the basis of an average
rating of 8 - 10. Thus, from their self-reports, these
patients must have been experiencing virtually constant pain,
of maximal severity, all day and every day.

(iii) Severe pain reports tend to persist unabated despite medical
intervention and the passage of time.

(iv) Many chronic pain patients tend to use analgesic medications
excessively and inappropriately. However, they usually report
very little benefit from its use in terms of pain relief.

(v) Similarly, many chronic pain patients repeatedly seek and
receive active and invasive medical treatments of a surgical
nature. A not unusual response is one of immediate improve-
ment followed by deterioration to a worse state than that
obtaining pre-operatively. Chronic pain patients often end up
with multiple operations and severe, persistent pain.

(vi) Finally, chronic pain patients often exhibit withdrawal from
virtually all occupational, social and family responsibility.
a consequence which has led many investigators to apply the
term 'invalid status' to the patient's behavior.



THEORIES OF CHRONIC PAIN PHENOMENA 39

In many cases, the presence of chronic pain can be adequately
explained in terms of nature and severity of the underlying organic
pathology: for example, where there is a progressive, degenerative
disease. In others, however, this is not the case and the above
list of characteristics of the chronic pain syndrome is commonly in
evidence. In the literature a dichotomous distinction is often made
between 'organic pain', on the one hand, and 'functional or psycho-
genic pain', on the other. Alternative terms which have been used
to refer to the latter are the 'dissatisfied pain patient' and, in
the case of back pain patients, the 'back pain loser'. For obvious
reasons, psychological theory and practice has tended to concentrate
on the latter subgroup of chronic pain patients: namely those who
exhibit pain behaviors which are apparently out of all proportion to
the nature and extent of the current organic pathology.

THEORIES OF CHRONIC PAIN

Attempts to explain the behavior of chronic pain patients have
come from a wide variety of perspectives. The review that follows
should be seen as illustrative of such varying perspectives rather
than any attempt at providing a comprehensive coverage of theories
in the area.

Dynamic Theories

Dynamically orientated theorist have tended to view the experi-
ence/behavior of chronic pain patients as motivated by the desire
either to escape from a aversive situation or to obtain positive
gratification, goals which are not easily provided except by the
'invalid status' consequent upon pain. Explicitly stated examples
of such theorizing are 'Legitimization Motivation' theory (Meyers
and Lyon, 1979) and 'Dependency Motivation' theory (Gentry et al.,
1974).

1. Legitimization Motivation Theory

The 'legitimization motivation' theory proposed by Meyer and
Lyon is outlined in Figure 1. They suggest that, when an individual
with personality problems is confronted with stressful life events,
such an individual may be socially and psychologically disabled (i.e.
unable to cope). Moreover, such an individual may not be able to
accept the reasons for their inability to cope) i.e. the disability
is unacceptable to themselves, in such terms). However, if they have
an accident or become ill, and especially if they are in pain, their
inability to cope socially and psychologically may be legitimized in
the sense that it becomes acceptable socially anc personally. Thus,
according to this theory, some individuals who have difficulty in
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coping with life may derive personally acceptable benefit from appar-
ent physical ill-health. Meyer and Lyon (1970), in a longitudinal
study of accident victims, found some support for this model in the
form of an increased incidence of stressful life events preceding

the accident and reduced reported incidence following the accident.
Thus, life for these victims did appear to have become less stressful
as a consequence of their accident and resulting disability.

2. Dependency Motivation Theory

The 'dependency motivation' theory proposed by Gentry et al.,
is outlined in Figure 2. They suggest that chronic or dependent pain
behavior may arise through a combination of three factors. First,
what they term unmet dependency needs. They argue that such needs
may be present in individuals who are later-born children from large
families; who leave school and start work early; who marry early; and
who start a family of their own early. These individuals, they sug-
gest, may have suffered relative deprivation of their own require-
ments for tender loving care and protection during childhood and
adolescence. The second factor is the availability of such support
from family members at the time of their accident/pain. And the
third factor is the presence of early parental/family models for
pain/disability behavior. Gentry et al. (1974) provided evidence
from a study of 56 chronic low-back pain patients which was consist-
ent with the theory as stated. However as far as the writer is
aware, no other explicit attempt has been made to test the validity
and generalizability of these notions to date.
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Personality Theories

Given some of the features of chronic pain phenomena as outlined
previously, it is hardly surprising that investigators have looked to
personality profiles in an attempt to explain such behavior. 1In
fact, the basic notion that chronic pain experience and chronic pain
behavior have more to do with personality than with noxious stimul-
ation has been the cornerstone of psychological research in this area
for the last thirty years. Almost all of this work has been empir-
ical in nature and has utilized standard psychometric test. Three
aspects of this research endeavor will be considered here: the MMPI;
the EPI; and Illness Behavior.
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1. Minnesota Multiphasic Personal Inventory (MMPI)

The MMPI is a self-report personality inventory which contains
550 items and takes between one to two hours for an individual to
complete. The current version provides measures of ten clinical
scales and three validating scales and has been, by far, the most
widely used psychological test in the area of pain research. What-
ever its merits and demerits, the MMPI has generated a lot of re-
search data and theorizing on the subject of pain and, in conse-
quence, demands careful scrutiny and evaluation. So far, the writer
has found over fifty papers on the subject on the MMPI and pain.
These papers can be broadly classified into one or more of five
categories, as follows: (i) general profiles of pain patients, (ii)
diagnostic studies, (iii) predictive studies, (iv) profiles of pain
'subgroups' and (v) review articles. Studies in each of the first
four categories will now be reviewed.

General MMPI profiles of pain patients. Table 1 summarizes
the finding from twelve studies which have looked at general MMPI
profiles of various groups of chronic pain patients including low
back pain patients, rheumatoid arthritis patients, disability
insurance claimants, etc. A number of these studies have tested
fairly sizeable patient samples (e.g. Polley et al., 1967; Shaffer
et al., 1972). The main findings to emerge are: (a) that pain
patients tend to score higher on all the neurotic triad scales of
the MMPI, namely, hypochondriasis (Hs.), depression (D), and hy-
steria (Hy.); or (b) that such patients tend to exhibit the 'Con-
version V' pattern on these scales, that is, elevations on hypo-
chondriasis (Hs.) and hysteria (Hy.) with relatively depressed
scores on depression (D).

MMPI diagnostic studies. Attempts to discriminate diagnos-
tically between 'organic' and 'functional/psychogenic' low-back-pain
patient began with Hanvik (1951). He tested thirty patients from
each diagnostic group and found that the functional patients scored
significantly higher on the neurotic triad and also exhibited the
conversion 'V' pattern. He also derived a special scale for ident-
ifying functional pain patients using selected MMPI items, known as
the Lb scale (Hanvik 1951). Twenty years later another specialized
scale was developed for the same purpose using selected MMPI items,
known as the DOR (Pichot et al., 1972).

In general, investigators have confirmed the findings of Hanvik
(1951) with two provisos. First, differentiation between organic and
functional groups is not sufficiently sharp to justify the use of the
MMPI as a diagnostic instrument on its own. And, secondly, the
specially derived low-back-pain scales (Lb and DOR) have also been
found wanting diagnostically. The diagnostic studies are summarized
in Table 2.
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General Profiles

Study

Samples

Findings

9.

10.

11.

12.

Phillips (1965)

Pilling et al. (1967)

Polley et al. (1970)

Beals and Hickman (1972)

Shaffer et al. (1972)

Sternbach et al. (1973)

(1973)

Sternbach et al.

(1976)

Maruta et al.

(1976)

Maruta et al.

Fordyce (1978)

Swanson et al. (1978)

Swanson et al. (1980)

58 Low back patients
72 Fracture case controls

182 Medical and surgical
patients with pain
380 Patients without pain

726 Rheumatoid arthritis
50,000 General medical
1,576 Normal healthy

110 Back injuries
70 Extremity injuries
40 Controls

1,064 Disability claimants
14,306 General medical

68 Low back pain
(41 m, 27 £)

117 Low back pain
(57 m, 60 f)

26 Low back pain
24 Depressed patients
50,000 General medicine

31 Psychiatric patients
with low back pain

100 Chronic pain patients
(28 m, 71 £)

11 Dissatisfied LBP
19 Satisfied
25,723 Mayo clinic patients

31 Low pain
35 Extreme pain

on Hs, D, Hy
LBP > fractures
> controls

Male pain patients
scored higher on Hs than
male non-pain patients

RA scored higher on Hs,
D, Hy

On Hs, D, Hy
back injuries >
extremity > controls

For both males and
females, disability
claimants scored higher
on Hs, D, Hy

Elevations on Hs, D, Hy
> 70: no conversion 'V'

Elevations on Hs and
Hy > 70: conversion 'V'

Male LBP patients scored
higher on Hs: no
conversion 'V'. Female
LPB patients show
conversion 'V!

Elevations > 70 on Hs,
D, Hy

Elevations > 70 on Hs
and Hy

Dissatisfied patients
scored higher on Hs, D,
Hy: mean scores > 70

No significant
differences on MMPI
clinical scales
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Table 2. Pain, Disability and the MMPI.

P. SLADE

Diagnostic Studies

Study

Samples

Findings

10.

11.

Hanvik (1951)

Carr et al. (1966)

Schwartz and
Krupp (1971)

Pichot et al., (1972)

Calsyn et al. (1976)

Freeman et al. (1976)

McCreary et al. (1977)

Louks et al. (1978)

Towne and Tsushima
(1978)

Tsushima and Towne
(1979)

Leavitt and Garron
(1980)

30
30

20
20

29
45
45

31
31

12
12

42
37

31
31
12

20
20

20

20
20

79
41

Organic LBP
Functional LBP

"Real" pain
Psychogenic

Organic patients
Mixed patients
Functional patients

Organic LBP
Functional LBP

Organic LBP
Mixed LBP

Organic LBP
Mixed LBP
Functional LBP

Organic LBP
Functional LBP

Organic LBP
Mixed LBP
Functional LBP

Functional LBP
Gastrointestinal
pain (functional)
Psychoneurotic

Organic LBP
Functional

Organic LBP
Functional LBP

a) Functional patients scored
signif. higher on Hs, D,
Hy:

b) Conversion 'V’

c) Derived Lb scale

Psychogenic patients higher
on Hs, D, Hy conversion 'V'
present for both groups

Conversion 'V' not
found to be diagnostic

Found new scale DOR more
effective than Lb scale

Mixed group higher on Hs,

D, Hy (all above 70); Lb
and DOR correctly classified
75% of patients

Functionals and mixeds
scored signif. higher
(> 70) on Hs, D, Hy

Functionals scored
signif. higher (< .05)
on Hs, Hy but not D

Functionals and mixeds
scored signif. higher
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