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ABSTRACT
DEVELOPMENT OF AN MMPI SUBSCALE
PREDICTING OUTCOME OF MULTIDISCIPLINARY TREATMENT
FOR CHRONIC LOW BACK PAIN
By

Gerald Dennis Juhr

The primary intent of this study was to explore
the feasibility of developing a subséale of items from the
Minnesota Multiphasic Personality Inventory for use in
predicting outcome of treatment for chronic low back pain.
Previous use of the MMPI in personality assessment of
chronic low back pain patients repeatedly has confirmed
the presence of psychoneurotic involvement among a major-
ity of such patients and strongly indicated that higher
levels of pre-treatment involvement are positively cor-
related with unsuccessful treatment outcome. Here the
attempt was made to develop an MMPI subscale enabling more
effective screening, diagnosis, and matching of these
patients with treatment strategies and resources.

Subjects for the study were 185 former in-patients
of a multidisciplinary back pain clinic, whose treatment
had consisted of neurosurgical (facet injection and facet
rhizotomy), psychological (EMG biofeedback and other

muscular relaxation procedures), and physical therapy.
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Subjects were assigned treatment outcome status based on
their responses to a mailed questionnaire, the Pain Survey,
which had been constructed and piloted expressly for this
research.

Of these subjects, two-thirds were randomly
selected to comprise a scale-development subsample, and
the remaining one-third became the cross-validational sub-
sample. The former subjects' MMPI records were analyzed
by chi-square to determine which items best discriminated
between successful and unsuccessful subjects. The 24 best
items constituted a tentative Back Treatment Success Scale,
whose ability to discriminate among members of the cross-
validational subsample was then tested by comparing mean
scale scores of successful and unsuccessful subjects with
a one-way analysis of variance. This test proved statis-
tically non-significant.

This result was at least partially attributable to
the size of the scale-development subsample. Therefore,
to provide as comprehensive a basis as possible for future
research, the two subsamples were pooled and the chi-square
test of item-discrimination was applied to the total sample
population. This yielded a total of 45 items discriminat-
ing at the .05 and .10 levels; these were examined for
standard MMPI-scale membership, categorized on the basis

of content, and statistically factor analyzed.
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The majority of the items belonged to just four of
the standard MMPI scales, the Depression, Psychopathic
Deviate, Schizophrenia, and F scales, though all scales
were represented by at least two items. Item-categoriza-
tion based on content permitted identification of the
following factors related to unsuccessful outcome:

(1) denial of social non-conformity, (2) self-deprecatory
attitudes tending to guilt and paranoia, (3) health com-
plaints and disease phobia, (4) impaired faculties of con-
centration, coordination, and awareness, (5) depressed
affect and behavior, (6) repressed hostility and authority
problems, (7) non-affirmation of fundamentalist religious
beliefs, (8) attraction by members of same sex, and

(9) excessive use of alcohol. Statistical factor-
analysis of the 45 items led to identification of eight
response-profiles that appeared similar to personality
profiles frequently associated with chronic low back pain
patients. Among these were hypochondriasis, reactive
depression, somatization, manipulation for secondary gain,
family conflict, and relative freedom from psychopathology
(low rate of item-endorsement in unsuccessful direction).

These findings were not cross-validated on another
sample. The coincidence of the content- and factor-
analyses with previous research findings, however, suggests
that the 45 items here selected and examined may provide
a valid basis for the eventual development of such a sub-

scale as was here intended.
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CHAPTER I

THE PROBLEM

Americans spend more than 100 bi;lion dollars per
year on health care. Of this amount, nearly 13 billion
dollars is spent by persons seeking relief from chronic
low back pain (Fordyce, 1976a), while the national yearly
cost of related compensation, lost wages, and lost potential
tax revenue conservatively may be estimated at an additional
25 billion dollars (Leroux, 1979). It is evident that in
the United States, the reported frequency of low back
injuries is increasing decade by decade (Sternbach, Wolf,
Murphy, and Akeson, 1973b). There is an evergrowing popula-
tion of chronic low back pain patients who have failed to
respond to medical, physical, and psychophysiological treat-
ments for relief of pain (Bonica, 1976; Kraus, 1976;
Melzack, 1973; Shealy, 1976), and disproportional payments
for this one syndrome are seriously jeopardizing the
functioning of employment compensation programs (Finneson,
1976).

Russek (1955) reported that in 1955 chronic low
back pain sufferers accounted for 12.4% of all industrial

injuries and 16% of all compensation payments in the State



of New York. Statistics from the State of Washington
Department of Labor and Industries (McGill, 1968) revealed
that back injuries constituted 5% of industrial claims,
12% of contested settlements, and 24% of days lost. 1In the
State of California in 1970, 37.8% of all newly filed
industrial claims were based on low back pain, and this
percentage of back settlements had steadily increased from
29% in 1961 to 39.3% in 1969 (Osterloh, 1971, cited in
Sternbach et al., 1973b). Comparatively, from 1971-1973
in the Commonwealth of Pennsylvania only 9% to 11% of
industrial injuries were classified as low back injuries,
but 30% to 40% of all compensation payments were for low
back pain (Bureau of Vocational Rehabilitation, Common-
wealth of Pennsylvania, cited in Finneson, 1976). More

recent statistics cited in the Rehab Brief (University of

Florida Rehabilitation Research Institute, 1978) showed
that claims related to low back pain account for 85% of
California's workmen's compensation medical budget.
According to Department of Labor Statistics of the State
of Michigan (Pinto, 1979), lower and upper back injuries
comprised the largest single class (24.5%) of industrial
injuries.

Such findings also point to the significance of
chronic low back pain as a rehabilitation problem.
Finneson (1976) reported that 281 low back pain patients

receiving employment compensation and successfully treated



by nonsurgical means averaged 36 days of total disability
per episode. White (1969) found that 4 years after surgical
treatment, only 39.5% of low back pain patients had re-
turned to work comparable to that performed prior to
surgery.

Despite the frequency and persistence with which
this syndrome has been presented to the medical profession,
and despite its enormous consequences to the individual
sufferer and to society, chronic low back pain "...remains
a baffling, frustrating, and elusive problem to clinical
practitioners" (Blumetti and Modesti, 1976). A recent
important response to this problem has been the upsurge of
interest in a multidisciplinary pain clinic approach to
complex chronic pain problems (Bonica, 1976). These
clinics combine in an inpatient setting several treatment
modalities such as orthopedic surgery and neurosurgery,
chemotherapy, relaxation therapy, individual and group
counseling, withdrawal of analgesic medication, exercise,
physical therapy, and regulation of diet (e.g., Sternbach,
1974; Shealy, 1976; Pheasant, 1972).

Increasingly, as part of this development, the
discipline of psychology has been called upon to explain
chronic low back pain as a psychophysiological condition
with substantial psychological components. Treatment pro-
grams have incorporated such diverse approaches as operant

conditioning (Fordyce, 1976b), psychoanalytic counseling



(Sarno, 1976), biofeedback and relaxation techniques
(Shealy, 1977; Bullock, Jerome and Pool, 1975), life-
situational counseling (Sternbach, 1974), and family-
oriented treatment (Hudgens, 1979) in the attempt to
ameliorate chronic pain. Reported success rates of 60 to
75% have confirmed the efficacy of these interventions.
Nevertheless, even with intensive screening to eliminate
the especially poor candidates, 25 to 40% of patients

seen in these clinics failed to achieve significant relief
from pain (Shealy, 1977; Sarno, 1976; Bullock, 1977).
These "low back losers" as one clinical team (Sternbach

et al., 1973b) has termed them, continued to seek treat-
ment, but consistently failed to find relief from their
pain; moreover, each subsequently unsuccessful treatment
further complicated their problem (Shealy, 1976; White,
1966) and further reduced the odds for recovery (Wilfling,
Klonoff, and Kokan, 1973). Clearly, there is a growing
pool of chronic low back pain éufferers who have failed and
who continue to fail to respond to the available resources
of the healing profession. Further investigation of
factors related to failure, and to success, appeared

warranted.

Purpose

The purpose of this study was to investigate the
psychological (personality) characteristics of those

persons who succeed, and those who fail, in multidisciplinary



inpatient treatment for chronic low back pain. Patients'
pre-treatment responses to The Minnesota Multiphasic
Personality Inventory (hereafter: MMPI) were statistically
analyzed to determine which items significantly differen-
tiated between patients with successful and those with
unsuccessful outcomes. These significantly differentiat-
ing items comprised a Back Treatment Success Scale, a
subscale of MMPI items designed to predict success or failure
in treatment for chronic low back pain. Additionally, the
items selected were examined on the basis of content

to facilitate identification and discussion of factors

related to success or failure in treatment.

Importance of the Research

The past four decades have witnessed a growing
awareness by health care professionals that the onset of,
reaction to, and outcome of treatment for chronic low back
pain are in many cases highly dependent upon psychological
factors (e.g. Fetterman, 1937; Sargent, 1946; Sullivan,
1955; Yochelson, 1966). The need for an empirically de-
veloped psychological test predictive of individual out-
come of treatment for this syndrome has been recently dis-
cussed (Waring, Weisz, and Bailey, 1976). These authors
reviewed and attempted to validate extant treatment studies
in which outcomes were correlated with patients' psycho-
logical characteristics, and stated that results were in-

conclusive and of doubtful clinical validity. Indeed, few



such studies have been published. One major study in this
review (Wiltse and Rocchio, 1975) and one not included
(Lippincott, 1976) were unfortunately conducted on a
sample of patients whose low back pain had been treated by
chemonucleolysis, a chemo-surgical procedure later proven
ineffective except as a placebo (Martins et al., 1978).
The purpose of Lippincott's (1976) study, the development
of an MMPI subscale predictive of treatment outcome, was
synonymous with that of the present research. The fact
that the treatment enjoyed by her sample later proved to
be a placebo, is definitely of interest, and her study is
worthy of reinterpretation in light of this finding.
Nevertheless, an important need remained to be met through
the development of such a scale based on treatments of
proven effectiveness. The medical and psychological treat-
ments administered to patients in this study (EMG bio-
feedback with or without facet rhizotomy) are of proven
effectiveness (Shealy, 1977; Bullock, Jerome, and Pool,
1975; Bullock, 1977; Jerome, 1978).

Several potential clinical applications of such a
scale have been suggested. First, multidisciplinary teams
could utilize such an assessment tool in their evaluation
of patients for treatment. McGill (1968, p. 176) has
stated that improper evaluation of the "subjective com-
plaints of compensation patients with low back pain creates

great adverse psychological effect on the already anxious,



apprehensive patient, with the result being prolonged
absenteeism." Hoover (1968) of the Mayo Clinic has stated
that psychiatric illness may prevent a patient from obtain-
ing the intended relief from surgery.

"Evaluation of the contribution of emotional

instability to the patient's pain is by far

the most difficult problem and the source of

greatest error in making a decision to

fusion." (p. 192)
White (1966) has maintained and Wilfling et al. (1973)
systematically have demonstrated that each successive un-
successful surgery reduces the probability that a patient
will ultimately experience relief from chronic low back
pain. This correlation may be due to somatic complica-
tions (irritating scar tissue, post-operative pain) as
mentioned by Shealy (1976), or to the psychological con-
sequences of failure (learned helplessness, somatic pre-
occupation) as suggested by Sternbach (1974), or to a
learned life-style (White, 1966), or simply to the
intractability of the physical condition, a suggestion
which no one has made except in certain categories of
clearly identifiable organic pathology (e.g. infection,
neoplasm, rheumatoid diseases); the fact remains that
practical identification of crucial psychological factors
would assist a pain specialist in the decision to recommend
surgery or not.

Second, the identification of psychological factors

associated with treatment failure may lead to the



recommendation that a patient undergo intensive counseling
prior to re-application for surgical procedures (Sternbach,
1974). Either the counseling component of the regular
treatment program may be expanded to accommodate certain
individuals, or extramural referrals can be made. Such a
procedure emphasizes the best matching of patient with
treatment and facilitates the optimum use of available
rehabilitation resources.

Third, the collection of psychological data may
provide an opportunity for realistic discussion with the
patient of factors which could impede efforts to seek
relief from pain (Sternbach, 1974). Many chronic pain
patients have little or no conception of psychosomatic
dysfunctions and easily assume that any mention of emo-
tional factors is an attempt to convince them that their
pain is "imaginary," "all in their heads," or "just nerves."
Reference to patients' scores on an objectively scored,
normed personality inventory may provide a bridge to the
discussion of cognitive, emotional, and motivational
factors affecting the experience of pain. When this occurs,
patients can begin to accept responsibility for their role
in the maintenance or eradication of pain, an aspect of
treatment deemed highly important under the holistic or
"whole person" approach to treatment espoused by numerous

pain clinics (Shealy, 1976; Jerome, 1978).



Fourth, an expeditious evaluation may enhance the
likelihood that patients will return to productive activity
before becoming massively conditioned to pain. Lamaze
(1970) has described the work of Pchonick and of Rogov,
who in separate experiments were able to condition subjects
to experience a neutral stimulus as painful, and a painful
stimulus as pleasant. In sufferers of chronic pain, such
conditioning eventually contributes not only to the per-
vasiveness of the experience of pain, but also to the in-
creasing attempts to withdraw from activities associated
with pain (Fordyce, 1976b). Effective reinforcement in
such cases is forthcoming from secondary gains either in
the form of compensation payments (Finneson, 1976) or in
the form of sympathy or other considerations shown a
"sick" person (Foster, 1964). A quickly administered test
allowing timely diagnosis to interrupt or prevent the
adoption of such a lifestyle may be considered a worthwhile
contribution to the fields of pain treatment and research.

The challenge and the importance of devising such
an instrument has been well summarized by Thomas and Lyttle
(1976). These authors have noted that

"...certain patient personality profiles on

the MMPI appear closely associated with

chronic complaints of low back pain [and

that] predictions made from psychological

data were more accurate than predictions

based solely on the physical conditions

of the patients... [0]lne would expect

psychological assessment to be well inte-

grated into the diagnostic procedures of
medical therapy programs that involve
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patients with complaints of low back pain.
However, psychological evaluation is not
a routine part of diagnostic procedures,
probably because there is no single
reliable and easily identifiable psycho-
logical variable that predicts prognosis
with as much accuracy as the clinical judge-
ment of a psychologist based on multiple
psychological tests and an interview.

The problem then is the fact that many
orthopedists in general practice do not
have easy access to a psychologist's
evaluation of their patients." (p. 125)

The attempt was made in this study to develop a diagnostic

scale based on reliable psychological variables. Whether

or not this attempt was entirely successful, the empirical

derivation of factors related to treatment outcome may be

viewed as a worthwhile contribution toward the development

of such a diagnostic tool.

Definition of Terms

Chronic low back pain - Operationally is pain described by

the patient as moderate to severe, that has been
persistent for six months or longer, and has failed
to respond to medical, physical or psychological
treatment (Jerome, 1978). Nosologically is pain
situated in the lumbosacral region at the level of
the third, fourth and fifth lumbar vertebrae and
the sacrum, which is not the result of fractures,
neoplasms, infective lesions, congenital anomalies,
or diseases referred from other organic systems

(Thomas and Lyttle, 1976).
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Facet Rhizotomy - Is a technique which involves thermo-

cautery to produce denervation at the facet joint.
Facet denervation attempts to block neural trans-

mission at the origin of the pain.

Psychological variables - Refers to cognitive, affective/

evaluative, and motivational factors residing
within the individual that can be perceived, ob-
jectively described, and measured, the organization
of which modulates the individual's experience of

pain and differentiates him/her from other persons.

Summary and Overview

This study has been designed to explore the rela-
tionship between relief from chronic pain and individual
psychological variables. Clinical research and practice
suggest that such variables play an important role in
modulating the human experience of pain and in affecting
the outcome of treatment for relief of chronic pain. A
more thorough understanding of this relationship is
warranted. The procedures followed in this study have been
intended not only to lead to an identification of such
critical modulating variables, but also to result in the
development of an MMPI subscale capable of practical
application in the prediction of treatment outcomes for

chronic low back pain.
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This chapter has presented evidence of the potential
viability and practical utility of such a study. Chapter
II reviews current theory ascribing a decisive role to
psychological variables in the human experience of pain.
Findings resulting from the previous use of personality
inventories with chronic low back pain patients are reviewed,
with primary attention to those studies incorporating the
MMPI, the inventory used in the present study. The
majority of such studies have demonstrated the validity and
reliability of the MMPI as an indicator of psychophysio-
logical involvement and treatment prognosis of patients
having chronic low back pain.

The sample population, research procedures and
design of this study are the topic of Chapter III, the
statistical results of the research the topic of Chapter 1IV.
These results are then discussed in Chapter V, with

particular attention to their implications for treatment

and future research.



CHAPTER II

REVIEW OF LITERATURE

That psychological variables play a significant
role in the origin and longevity of the syndrome known as
chronic low back pain has been reported with increasing
frequency in the literature of the past four decades. The
particular action and interaction of these variables has
been the subject of considerable recent research. A more
complete understanding of these processes and the applica-
tion of this knowledge to clinical practice is the subject
of the present study.

To better understand the role of psychological
factors in the human experience of pain, it is necessary
to review the various theories of what pain really is.

The review leads to the Melzack and Wall (1965) formulation
of the Gate Control Theory of Pain, which described a
physiological basis for the role of psychological (cognitive,
affective, and motivational) variables in the pain process.

The first section of this chapter therefore re-
capitulates the Melzack and Wall conceptualization as a
basis for understanding pain as a multidimensional ex-

perience, involving both physical and psychological domains.

13
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The second section summarizes the research relating chronic
pain in general and chronic low back pain specifically to
individual personality factors. The final section reviews
previous studies which have utilized standardized per-
sonality inventories to investigate the interaction be-
tween personality variables and the outcome of treatment

for chronic low back pain.

The Human Experience of Pain

The common view of pain is that it is a biologically
useful sensation informing the organism of potential or
actual damage or harm. The neural links between an
organism's sensory capacity and its motor capacity enable
the transmission of pain signals to activate the organism
to respond, either by defensively removing itself from
the noxious stimulus or by aggressively dealing with its
source.

Pain has traditionally been conceptualized by
scientific investigators as an objective stimulus related
to noxious levels of warmth, pressure, etc., which is
transmitted by neural pathways to the subjective potential
(brain) of the organism. In fact, the traditional approach
of science has sought to explain all human perception in
terms of direct linear causality and to investigate it by
the increasingly refined dissection of the neurological
systems responsible for the transmission of sensation from

sensing organ to perceiving brain (Steiner, 1962). Man



15

has thus been considered a passive recipient of impressions
from an objective world external to him. Within such a
framework, pain has been viewed as a strictly physiological
sensory experience.

Typical of such conceptualizations of pain were
the specificity theories, which defined pain as a primary
sensation with special peripheral receptors, neuronal trans-
mitters, and receivers in the central nervous system. The
pathway from periphery to center was seen as an uninterrupted
transmission system, with the intensity of perceived pain
in direct proportion to the intensity of the stimulus
applied. The relevant peripheral receptors were believed
to be specialized for the sensation of pain and distinct
from other main groups of sensory receptors, for instance
those for mechanical or thermal stimuli.

The specificity theories cannot account for the
vast individual differences in subjective perception of a
constant noxious stimulus. The subjective report of pain
is a notoriously unreliable measure of objective stimula-
tion (Sternbach, 1974). Even though these theories have
proved to be of heuristic value in research on the mechanics
of pain transmission, the deficiencies of the theories are
serious. Melzack and Wall (1965) have placed specificity
theory in the following perspective:

Physiological specialization is a fact that

can be recognized without acceptance of the

psychologic assumption that pain is deter-
mined entirely by impulses in a straight-
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through transmission system from the skin

to a pain center in the brain. (p. 972)

Pattern theories arose in response to the defi-
ciencies of specificity theory. These theories stated that
information generated by peripheral receptors is coded in
the form of patterns of nerve impulses. The peripheral
receptors are sensitive to pain, a separate system of
neuronal fibers transmits the information to the brain,
and the brain interprets the patterns of impulses as pain
(Head, 1920; Lewis, 1942; Noordenboos, 1959). Essentially,
pattern theories attempted to account for the complexity
of the pain experience by referring to the encoding and de-
coding of neural impulses. Despite the complexity of the
theory, man in this model remained a passive recipient of
the pain sensation. With both the pattern and the
specificity theories, the psychology of experience was re-
duced to the physiology of stimulation and transmission.

Medical practice has long been based on these models.
Treatment has attempted to relieve pain by eradicating the
"painful” stimulus, either by treating directly the injured
or diseased organ, or by blocking the transmission of
sensation by means of analgesic medication. An example of
“ the compelling power of such models in the interpretation
of basic data has occurred in conjunction with the practice
of administering morphine to persons suffering from severe
pain. For decades it was assumed that morphine acted

directly upon the neural capacity by inhibiting the
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transmission of painful stimuli. Not until the late 1950's
did Beecher (1959) conclusively demonstrate that morphine
inhibited the subjective reaction related to anxiety about
pain, and not the function of neural transmission.

This and other research contributed to the growing
recognition that, psychologically, man is not a passive
but an active participant in the experience of pain.
Anticipation of pain, anxiety and attention (Hill, 1952),
cultural background (Chapman, Finesinger, Jones, and Cobb,
1947), early experience (Melzack, 1973) and prior condi-
tioning (Pavlov, 1927) were all shown to have a profound
effect on both pain experience and response. From a
strictly phenomenological viewpoint, it would seem obvious
that human beings play an active role in responding to
pain. Common responses include the cognitive effort to
identify the noxious stimulus, emotional reactions such as
anguish or indifference, and the motivational response of
fight or flight. On the other hand, basic evidence exists
that man plays an active role not only in the response to
pain but also in the perception of pain. Much of this
evidence was incorporated by Melzack and Wall (1965) in
their formulation of the Gate Control Theory of Pain.

The Gate Control Theory of Pain proposed by Melzack
and Wall (1965) provided a basis for considering the active
role played by cognitive, affective, and motivational

factors in the actual perception of pain. 1In so doing, it
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made an important distinction between the perception of
pain and the sensation of pain, by insisting that all per-
ception is an active response to sensation. ISensation is
an available "given," while the act of perception is
interpretive, creative.

The perception of pain, according to Melzack and
Wall (1965), has three active dimensions, each of which is
associated with a particular neural organization or

system: Sensory-discriminative activity enables a person

to locate the painful stimulus in time and space. The

motivational-affective system relates to the responsiveness

to noxious stimulation and to emotional input such as fear

and anxiety. The cognitive-evaluative system has the

capacity to act very rapidly in identifying, evaluating,
and selectively modifying the sensory input; through this
system past experience, disposition, and attention all
exert their influence in evaluating the input as threaten-
ing or not. This analysis of input rapidly interacts with
the motivational-affective and sensory-discriminative
functions to compare the stimulus with other input and
with memory, and to bring into action response strategies.
As a result, the cognitive-evaluative system has the capacity
directly to modulate sensory input before it is transmitted
to the sensory-discriminative and the motivational-
affective systems. The temporal priority of this system

is an important aspect of the Gate Control Theory, as it
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implies that cognitive activity can intercept and either
minimize or exaggerate sensory input before a person has
an opportunity to make an affective/motivational response
to the input as "painful."

The probability that "higher central nervous system
activity" plays a critical role in the perceived intensity,
duration, and significance of pain, a position now firmly
supported by experimental evidence (Wall, 1976), may
justifiably be said to have been anticipated by the
phenomenological movement in twentieth-century philosophy.
The phenomenologists have insisted that all human percep-
tion is determined by each individual's total disposition
toward the object of perception. This disposition involves
a set of cognitive, affective and conative functions sub-
sumed in the concept of "intentionality" (Husserl, 1962),
which may be characterized as an active orientation toward
sensory experience. All perception is an act of not only
focusing and identifying but also interpreting the nature
of the world in individually relevant terms which reveal
personal intent toward the objects of perception.

Stated most simply, perception is an act of problem-
solving (Gregory, 1970, cited in Brady, 1976) of active
attempts to cope with life and find it meaningful. This
concept of perception as active coping has been given

expression in psychological terms by Sternbach (1968):
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By "perceptual" is not meant a passive
reception of stimuli, if indeed that
ever occurs, but an active process of
searching, discriminating, and distort-
ing that reflects an adaptive, need-
satisfying, motivated perception. By
"coping" is meant the comparable pro-
cess in overt behavior. We hyphenate
perceptual-coping styles to point up
the obvious interaction: coping is in
part a function of perception, which in
turn is a function of the same motives
which underlie overt behavior. (p. 157)

This conceptualization of perceptual-coping as an
act of problem-solving adds vital dimensions to the study
and treatment of human pain. Pain-as-an-answer-to-a-prob-
lem-in-living becomes as important a concept as pain-as-
response-to-a-noxious-stimulus.* What a patient says or
does about his pain may no longer be viewed as mere sub-
jective reactions to an objectively quantifiable pain
stimulus, but must be appreciated as an integral feature
of the pain itself (Fordyce, 1976b) so that stimulus, per-
ception, and response are viewed as interrelated aspects

of the entity-in-pain to be treated. As Merskey has noted:

*
To view pain as a consciously contrived attempt to

solve problems in living is to assume far too simplistic

a perspective. Merskey (1976) has also noted that the
interaction between psyche and soma must lie beyond conscious
control. It is actually rather difficult to imagine a pain,
or even to recollect vividly the experience of severe pain.

If patients have pain for psychological

reasons, and many do, this must usually

occur because of the operation of mental
mechanisms that produce it independently
of the patient's conscious wishes.

(p. 711)
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It is easier to honor the patient's ex-
perience if we keep in mind that what-
ever the physical basis for pain it can
be known to an individual only through
his consciousness. Thus pain is al-
ways and only a psychological experience.
(p. 712)

Personality Inventories and Sufferers of
Chronic Low Back Pain

The measurement of personality characteristics
associated with low back pain has most often been under-
taken with the MMPI. MMPI profiles have been compared to
discriminate between patients with physical findings
(organic) versus without physical findings (functional),
between sufferers of acute versus chronic low back pain,
between back pain patients versus other orthopedic patients,
between those receiving and those not receiving employment
compensation, and between patients successful in treatment
and those unsuccessful.

Investigating clinical findings that many cases of
chronic low back pain could not be related to physical
deficits, Hanvik (1951) attempted to differentiate the
MMPI profiles of back patients designated functional (no
physical findings) versus organic (positive physical find-
ings). His sample consisted of two groups of thirty
veterans equated for age, socioeconomic class, marital
status, and intelligence. The functional group's composite
profile demonstrated a higher "neurotic triad," i.e., the

Hypochrondriasis, Depression, and Hysteria scales of the
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MMPI. Additionally, the Depression scale was significantly
lower than the two adjacent scales, thus yielding a V-
shaped profile known as the psychosomatic-V or "conversion-
V," so called to indicate that patients with this profile
are likely to repress or deny their emotions (high hysteria,
low depression) and instead focus on somatic concerns
(hypochondriasis). These functional patients have been
described (Lachar, 1974) as having a strong need to inter-
pret their circumstances in a logically and socially
acceptable manner, and as resisting suggestions of any weak-
ness or unconventionality in their character. 1In general
they are described as egocentric, immature, and dependent.
Their complaints of pain appear to allow them to avoid
awareness of anxiety and conflict, albeit at considerable
cost in emotional control and repression.

The organic group's composite profile, by contrast,
had non-significantly elevated and approximately equal
standard scores (i.e., no conversion-V) on the scales of
the neurotic triad, and the profile in its entirety was
essentially normal. The functional group, in addition to
the conversion-V, also recorded significant elevations on
the Psychopathic Deviate, Psychasthenia, and Schizophrenia
scales, further indicating the presence of psychological
factors involved in these patient's experience of pain.

Apparently Hanvik's (1951) results, suggesting con-

version hysteria as an etiological factor in functional
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low back pain, were of sufficient face validity as to
generate little controversy. It was not until 1964 that
another MMPI study of low back pain was reported, this
time comparing 58 low back pain patients with a group of 72
patients with limb fractures (Phillips, 1964). As the low
back patients in this study were not given functional/
organic diagnoses, it may be assumed that they repre-
sented a mixed group in this respect. The profile of this
mixed group of back patients had a significantly elevated
neurotic triad, both above the mean and above the group
with fractures; however, there was no evidence of a con-
version-V. Such a profile indicates neurotic involvement
with an existing physical condition, rather than a con-
version of emotional conflict into physical symptoms al-
though, from the perspective of Hanvik's (1951) earlier
findings, it may be argued that this non-V composite pro-
file was a direct result of Phillip's failure to discrim-
inate between functional and organic conditions among his
subjects. An additional noteworthy finding of Phillip's
(1964) study was that the amount of neuroticism, as
measured by the MMPI, was negatively correlated both with
prompt completion of a rehabilitation program and with
symptomatic improvement in the medical condition, in-
dicating that affective and motivational variables may
play a decisive role not only in task achievement but also

in the chronicity of pain.
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Further research utilizing the functional/organic
dichotomy was undertaken by Haven and Cole (1972).
Composite MMPI profiles revealed no significant differences
among organic, functional, and malingering male veterans
(N = 44) with chronic low back pain.

Gentry, Shows, and Thomas (1974) studied 56 male
and female patients whose chronic low back pain had per-
sisted despite at least one surgical intervention. Both
males and females had significant elevations on the
neurotic triad, with the males scoring slightly higher.
This between-sex difference is consistent with the report
of Sternbach et al. (1973a).

Beals and Hickman (1972) studied 180 industrially
injured patients treéted in a physical rehabilitation center,
and found that the group of back-injured patients evidenced
an elevated neurotic triad on the MMPI, with acute patients
tending to peak on the Depression scale and chronic
patients tending toward a conversion-V. The chronic patients
also had elevations on the Psychasthenia and Schizophrenia
scales. In general Beals and Hickman found greater psycho-
pathology in back-injured patients than in extremity-
injured patients andin chronic, multiply-operated than in
acute patients. In addition, patients with higher eleva-
tions on the Hypochondriasis and Hysteria scales were less
likely to return to work. In this study the chronic

patients most closely resembled Fanvik's (1951) functional



25

group, indicating that chronicity of pain may have been a
confounding variable in Hanvik's study.

Recent studies by Sternbach and associates (1973a,b)
have contradicted Hanvik's findings of MMPI differences
between functional and organic patients. In a sample of
68 patients, 44 of whom had physical findings and 24 of
whom did not, no significant group differences were found
(Sternbach et al., 1973b). The same researchers (1973a)
reviewed the MMPI profiles of another sample of pain
clinic patients, 81 with positive findings and 36 without.
Again, no significant differences were found. 1In both
studies the composite profile for all patients revealed
neurotic triad elevations that were two standard devia-
tions above normal, or higher than would be obtained by
96% of the normal population. There was no evidence of
a conversion-V. The authors therefore discounted the
diagnosis of conversion hysteria and gave preference to
the diagnosis "psychophysiological reaction with depres-
sion."” They concluded that the organic/functional dichotomy
is of questionable value in the evaluation and treatment
of patients with chronic low back pain, and pointed out
that once a patient's pain has passed from the acute to
the chronic stage, and thus begun to dominate the patient's
emotional and social life, chances are slight that the
patient will get well, benefit from surgery, or success-

fully adapt to permanent disability, without appropriate
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intervention. Successful intervention depends heavily on
treating the depression and helping the patient to meet
"those needs which, unmet, have resulted in excessive
somatic concern and bodily pre-occupation" (1973b, p. 229).
This concept of an adopted life-style based on
pain has been supported by research (Sternbach et al.,
1973b) into the differences between acute and chronic low
back patients. Pain of more than six months' duration
was defined as chronic, of less than six months, as acute.
Acute patients had neurotic triad elevations one standard
deviation above normal, chronic patients had neurotic
triad elevations two standard deviations above normal.
Additionally, acute patients had slightly higher eleva-
tions on the Paranoia and Hypomania scales, indicating a
greater sense of urgency and apprehension about their pain.
In the transition from the acute to the chronic state,
this anxiety evidently tends to be replaced by depression.
Finally, in attempting to identify differences be-
tween low back patients with compensation action pending
(n = 36) and those with such action settled or never
initiated (n = 8l1), Sternbach et al. (1973b) discovered
that both groups had significant elevations on the neurotic
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