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ABSTRACT

The research question investigated was, can chronic pain be measured? Two
commonly used pain measurements, the McGill Pain Questionnaire and Visual
Analogue Scale were compared to individual accounts of pain obtained by semi-
structured interviews with people who had rheumatoid arthritis. The research was part
of a wider study of cultural differences in the pain experience. Forty patients (18 men
and 22 women) were included in the study. There has been little research into patients
own accounts of their pain and in particular how the measurements relate to their
experiences. The findings in this study suggest that the pain measurements are both
methodologically and theoretically problematic. For the VAS there were problems
determining what the score was actually representing. By comparing the scores with
the interview data it was found that the scores represented different aspects of the pain
experience for each individual. For some it represented the intensity of the pain while
for others it represented their unhappiness about the effect of the pain on their lives.
For the MPQ), the words appeared to be interpreted differently by each individual and
therefore raises questions about the validity of the weightings used.

Theoretically, the pain measurements were found to be problematic for several
reasons. The main problem being the narrow definition of ‘chronic pain’ upon which
the measurements were based. Through analysis of the interviews, certain features of
the chronic pain experience were identified. The first is the importance of ‘context’.
On the one hand this includes ‘factors’ such as attention and expectation but more
importantly it refers to the wider social context and its influence on the perception and
interpretation of pain. In other words, there are different meaning systems which .
people draw upon to make sense of their experience. These form the ‘lifeworld’ - the
background stock of knowledge which is used to construct a narrative. It is through
constructing a narrative that self-identity is formed. Self-identity and the construction
of self 1s an integral part of the way people make sense of and communicate the
experience of chronic pain; the measurement scores and the interviews are not just
representations of the pain but representations of ‘self” - how the person wants to be
seen by others. This is an important element which has been neglected in the
construction of pain measurements and it is argued here that by quantifying the pain
experience vital elements such as self-identity are lost. The issue then is not how to
measure chronic pain but whether chronic pain should be measured at all. The
argument of this thests 1s that current pain measurements do not assist us in
understanding and assisting those who live with chronic pain.
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GLOSSARY OF TERMS

FACES

MPQ

NHP

NWC

OFM

PPl

PRI(T)

PRI (S)

PRI (A)

PRI (E)

PRI (M)

VAS

Delighted-Terrible faces scale used to measure a persoﬁ's
affective evaluation of their quality of life.

The McGill Pain Questionnaire

Part II of the Nottingham Health Profile used to measure the
perceived impact of the pain/illness on the person's life.

The Number of Words Chosen (from the MPQ). One of the
scoring systems used in the MPQ.

Other Family Member

The Present Pain Intensity Scale. Part of the MPQ; a number-
word scale used to measure the overall intensity of the pain.

The total Pain Rating Intensity score. One of the scoring
methods on the MPQ. The sum total of the scale values of the
words chosen from the MPQ word list.

The total pain rating intensity score of the words chosen from
the sensory category of the word list on the MPQ only.

The total pain rating intensity score of the words chosen from
the affective category of the word list on the MPQ only.

The total pain rating intensity score of the words chosen from
the evaluative category of the word list on the MPQ only.

The total pain rating intensity score of the words chosen from
the miscellaneous category of the word list on the MPQ only.

The Visual Analogue Scale



INTRODUCTION

The research question being investigated is, can we measure chronic pain? In order to
answer this question, two commonly used pain measurements, the McGill Pain
Questionnaire and the Visual Analogue scale will be compared to individual accounts
of pain obtained by semi-structured interviews with people who have rheumatoid
arthritis. Research into the field of chronic pain measurement means that certain
questions will need to be addressed. The first being, obviously, what is pain, and in
particular what is chronic pain? Medical and non-medical definitions and theories
about the nature of pain will be explored. The next important question is what kind of
interest does medicine have in pain? Theories about the relationship between
medicine and pain will be discussed. Finally, how do we measure pain and how valid
are the measures used? The most commonly used clinical methods of measuring pain
will be critically examined in a further chapter, including the two methods being used
in this study 1n order to see how well they measure the complex phenomenon of pain.

Until the 1950's, pain as a medical problem in its own right did not exist. Instead, it
was seen as an inevitable accompaniment of disease and considered, as far as research

went, as irrelevant. Wall & Jones (1991) suggest that one of the reasons why
medicine largely ignored pain is because of the aims and priorities of medicine. In the
nineteenth century and up until very recently, the aim was the diagnosis of the
proximal cause of disease and treatment to eliminate that cause. As pain was viewed
only as a symptom and not a cause of disease it was not considered important in
nineteenth century medicine. But recently, medicine has shifted to trying to alleviate
symptoms too (Nettleton, 1995). There has been a move in the medical burden from
- treating predominantly acute, life-threatening infectious diseases to treating chronic,
non-life threatening conditions such as heart conditions, circulatory diseases and
arthritis. Life expectancy is increasing and these chronic conditions are more
prevalent in this ageing population. Chronic conditions are by their nature not
amenable to successful intervention and so medicine is limited to ameliorative
responses. One of the main symptoms of chronic disease is chronic pain and the
focus has turned, therefore, to treating this major symptom.

According to medical science, (see Gracely, 1983), in order to assess the effectiveness
of treatments for the relief of pain, numerical measurements have to be used so that

comparisons can be made. The search, therefore, is on for a "gold standard" of pain
measurement. The various methods that medicine is using in an attempt to measure
pain will be discussed in the next chapter, but first it is necessary to see how



medicine defines pain. This will then be followed by a discussion of other theories

about pain and what constitutes the pain experience. This includes considering
arguments that medicine has turned a normal part of human life, pain, into a medical
problem with far reaching consequences.

Medical Definitions of Pain

For ease of discussion, the medical definition of pain will be discussed first. Until
quite recently the "specificity theory" of pain has dominated much of the medical
literature. Developed by Descartes in 1644, this theory explains pain in a
straightforwardly sensory way. He conceived of the pain system as a straight-through
channel from the skin to the brain, similar to the bell-ringing mechanism in a church.
A man pulls a rope from the bottom of the tower and the bell rings at the top and in
the same way, the pain signal travels from the site of injury and pain to the brain.

Kotarba (1983) outlines three paradigmatic reasons for the general acceptance of the
theory by physicians:

(1) 1t fits the "one disease/one cause" perspective of traditional western medicine.
(i1) 1t is conducive to the traditional emphasis on surgical intervention in disease.
(111) 1t 1s strictly physiological

The specificity theory of pain rests on a firm distinction between body and mind. Pain
1s designated as a bodily event to which the mind reacts. But since the 1960's,
Melzack & Wall (1965, 1984, 1988) have challenged this theory, arguing that it does
not provide answers to all the problems of pain. For example, the location of pain
may be difterent from the location of damage; extremely serious injuries are
sometimes accompanied by no pain sensation; extreme pain can be experienced when

only a light stimulus 1is applied and: pain can sometimes occur when there has been no
apparent injury or continues long after healing.

Melzack & Wall introduced the Gate control theory and the concept of "modulation” -
the idea that incoming pain signals could be inhibited. Messages would come from
other sources, including the spinal cord, the brain or both. The idea of a gate opens up
the possibility that the central nervous system has a degree of autonomy from the

periphery in creating the perception of pain. Whether pain is experienced or not, and



if so to what degree, is influenced by what else is going on in the person's

environment. Environment can be interpreted broadly, including both the immediate
physical surroundings and the psychological and cultural climate of the individual.

As Melzack and Wall argue:

"The effects of mood, culture, experience and expectation fall
into place as part of a unified and integrated system and not as

mysteries to be pushed aside or assigned to a totally separate
mechanism of the mind." (Melzack & Wall, 1988: 182-183)

The gate control theory, therefore, includes a social dimension to the understanding of
pain. In addition the theory suggests that psychological phenomena are not simply
reactions to pain but play an important role in determining the subjective experience
of the sensation. This allows for the influence of a large variety of external factors:
the immediate physical environment, evaluations of sources of threat and pleasure,
personalities, conscious calculations about the consequences of courses of action, and
cultural conditions. Medicine has made some attempt to work with this model but it

has also created problems for those working within a medical paradigm, as will be
discussed further on.

The medical definition of pain has moved from one which defines pain as a purely
Sensory experience:

"Pain 1s that sensory experience evoked by stimuli that injure or
threaten to destroy tissue" (V Mountcastle, in Wall & Jones,1991)

to a wider definition incorporating emotional aspects:

"Pain 1s an unpleasant sensory and emotional experience
associated with actual or potential tissue damage, or
described in terms of such damage. (Pain) is always
subjective. Each individual learns the application of

the word through experiences related to injury in early

life. It is unquestionably a sensation in a part of the

body but it is also always unpleasant and therefore also

an emotional experience." (Merskey, in Wall & Jones, 1991)



But although the gate-control theory has challenged the mind/body split, the

biological still remains dominant over the social (Williams & Bendelow, 1995),
which, as shall be seen in the following section, still provides a limited view of the
pain experience.

Non-Medical Theories About the Nature of Pain and the Pain Experience

There are many different theories about the nature of pain and subsequently how to
deal with 1it. A review of some of these theories can be found in a study by Vrancken
(1989) of pain specialists in the Netherlands. Five ideal typical schools or
approaches were identified:

. The somato-technical approach

. The dualistic, body-oriented approach
. The behaviourist approach

. The phenomenological approach

W L WD e

. The consciousness approach

Vrancken (1989) summarised the different approaches as follows:

1. The somato-technical approach

Here, pain 1s seen as essentially organic. "True pain" has an origin in the body and
can be traced. The only difference between acute and chronic pain is time. Chronic
pain syndromes are classified in the same way as acute pain. Psychological aspects

are acknowledged but are seen as disabling. Patients are regarded as cured when the
objective signs disappear.

2. The dualistic, body-oriented approach

In this approach, pain is seen as the result of organic, psychological and possibly
social factors. Physical pathology is a necessary determinant with other factors being
seen as contributory to the final expression of pain. This fits into the gate control
theory of Melzack & Wall. - Vrancken designates this approach as dualistic not
because of its conceptualisation of pain but because of its practice. Although pain in
essence 1s not defined as dualistic, in practice the realms of body and psyche are
differentiated. It is seen as being very important to find out the relative contribution
of the somatic and the psychic realms as this.will determine whether the patient



should be treated by a doctor or a psychiatrist, psychologist. The patient is cured
when the pain 1s gone.

3. The behaviourist approach: chronic pain as learned behaviour

Pain should be called pain behaviour as behaviour refers to "overt", observable
actions. The subjective experience of pain cannot be known by others. Chronic pain
1s seen as different from acute pain in that it has become separate from the initial

physiological stimulus. The persistence of pain has become largely dependent on
behavioural changes, which in their turn are induced, maintained and reinforced by

. environmental reward responses. Environmental and personality factors play a major
role in the genesis of the syndrome which should preferably be treated by a
psychologist. The obj ectives of pain therapy are to minimise pain behaviour. The
patient is considered recovered when pain behaviour is replaced by effective "well
behaviour".

4. The phenomenological approach: pain as a mode of being

According to this approach, pre-scientifically, pain is that mode of being in which the
body becomes the centre of one's lifeworld. The "lifeworld" is a phenomenological
concept which refers to the everyday reality or world in which people live. This
reality consists of taken-for-granted, common-sense knowledge and forms the basis of
undefstandings about the world. According to this approach, the everyday life is
pushed into the background and the body has come to the foreground, separated from
the lifeworld. This is painful because people notice the change from their previous
experience of their body as "self" and what it is like to perceive and to feel the world
in a normal way. Pain is a "breach in the continuity of experience", in that the body is
experienced out of its context. The meaning of the "painful event" plays a decisive
role 1n the occurrence of pain. For example, a minor injury, when interpreted as a
threat or harm to integrity can give rise to pain. Pain, therefore, is seen as an answer
to a certain situation, an interpretation within the framework of existence.

In other words, pain is seen as a complex of reactions and behaviours, triggered off as
a physiological self-defence under harmful conditions, but which becomes
independent of the initial event. The intrinsic function of living beings, the 'pain
function' shows specific phases in relation to specific goals, ranging from survival to
recovery and reintegration. Chronic pain arises through the derangement of the pain
function where a life crisis that may have been relatively hidden is not brought to



light. In short, chronic pain is seen as the result of an interrupted healing process.

The pain sufferer has not been able to find his way back to the world and is in an
existential need. This can be seen in the way the person talks about the painful part of
their body; by showing a great distance from it eg the leg rather than my leg.

Therapy involves looking for the factors that may have impeded healing. This is
achieved first of all by reconsidering the complaint from the patient's perspective
which may have been different from that of the physician's and which may have
caused inner conflict. In addition, the therapist must pay attention to the patient's
biography and outlook on life. Finally, the therapist looks at the patient's perception
of their own recovery. The objective of therapy is to return the patient human life, to
help them become a person again. The encounter is considered the crucial condition
for recovery. By 'awakening' the patient through the encounter the patient experiences

oneness and the until now rejected part of the body will be assimilated and reunited
with the lifeworld.

5. The consciousness approach: pain as consciousness in form and content

This school considers pain as a problem of consciousness. In everyday life we may be
conscious of our body but this is a level of consciousness separate from the content of
our here-and-now awareness. In pain, a part of our body has entered the here-and-
now awareness. Finally, our consciousness is totally filled by pain. When a person is
in a state of pain, he/she is hurt in the core of his/her existence. Buytendijk (1973)
refers to this when he stresses than in the case of pain, a person is hit in his/her
psycho-physical unity - living through something to him/herself, not opposite
him/herself. In order to solve the puzzle of pain, therefore, we have to reflect on what
it means to be human and question consciousness. In this approach it is argued that

humans are inclined to be overwhelmed and led away by pain but a person who is
motivated is able to halt it by an act of will.

As pain raises the question of our existence, the pain patient should ask him/herself:
who am I? He/she should reflect on his/her life and existence and draw conclusions.
In other words, the person should engage in his/herself otherwise things will not alter.
Therapy 1nvolves the therapist offering the conditions in which the patient can work
upon his/her recovery, whatever form this may take. The main prerequisite is
establishing an interpersonal relationship. The therapist guides the patient as a fellow
human being and by his/her presence evokes self-awareness in the patient. The pain



could then fade away as soon as the patient has the insight that pain is an appeal. If
the experience of pain does not disappear, it is accepted and becomes manageable.

Vrancken criticises the first three approaches and argues in favour of a
phenomenological approach to pain. The first approach, that of the somato-technical
approach is criticised because it neglects the person, when in fact it is the person
through whom pain can speak. The dualistic approach attempts to fill this gap but is
"trapped 1n the very dilemma, which is brought about by the idea of man being either
physical or being a psychosomatic unity" (Vrancken: 440). With this approach the
patient is left confused as he/she is passed between the two views. The behaviourist
approach is seen as being slightly better as it does look, to a certain extent, at the
existential needs of the patient. By viewing the human being as a subject with
purposeful activity, in a limited way, they are "respecting the attack of suffering on the
coherence of the sufferer's world". One of the main problems of this approach,
Vrancken argues, is that it neglect's the patient's definition of his/her situation; they do
not ask what pain 1s and they seem to know what life is. By focusing on behaviour
rather than insight or experience, the operant approach separates a person's inner
world from the outer world in an attempt to get around the difficulties of mentalism.

In other words, the reality.of the person is replaced by well-defined definitions and
statements derived from this school's need to objectify.

The main problem with current approaches to pain, Vrancken continues, is that
neurophysiological explanations cannot explain the "natural impulse to react to pain".
The experience of pain, she suggests, is of a different order than electro-chemical
impulses. This order involves returning to human existence and its domains such as
the "lived" body, feeling, willing and thinking. Phenomenological approaches,
therefore, try to understand, rather than explain the experience of pain.

Baszanger (1989, 1992) has also looked at the various approaches to dealing with
pain. Her focus is on how medicine operationalises the gate control theory of pain
and the consequences 1t has for the doctor-patient relationship. Chronic pain is seen
as problematic 1n this respect as i1t cannot be reduced by objectification like other
medical conditions eg blood pressure, and more importantly, it cannot be stabilised as

an unquestionable fact. Physicians, therefore, have to draw on multiple resources in
order to decipher a patient's pain.

Using the example of two péin centres with opposite conceptions and practices,
Baszanger explores how physicians try to stabilise the problematic reality of chronic



pain and try to hold on to it. In the first pain centre, physicians restricted the
description of pain to body sensations with little room for the patient's discourse.
When formulating advice, the physician used several resources to make the pain
situation visible. These included showing the patient the X-rays or test results and
demonstrating a treatment with diagrams. If no physical cause can be found, the
physician has to switch to deciphering a case in terms of the patient as a person rather
than a body. In this instance, the language changes from body sensations to talk about
life circumstances and the whole person. The same resources are used to show that

the pain is not physical and that psychiatric treatment is needed. Pain measurement is
also used as a way of showing the patient improvement. But, according to
Baszanger, the two parties' perceptions often differed because they did not rely on the
same criterion to assess progress. The physician reasoned in terms of global
improvement since the start of treatment; the patient in terms of the intensity of pain

during each crisis. Some patients also found the idea of measuring painful sensations
with numbers as unrealistic.

In the second centre, physicians recognised the province of medical knowledge and
acknowledged the world of the patient and his/her pain. This does not call for
surveying the body as with the centre above, but rather evaluating the patient's pain by
weaving it into a medical classification, namely the 'chronic pain syndrome'. Medical
work calls for a deciphering that must explain "a set of social, behavioural,
psychological and physical manifestations as part of the single category, the chronic
pain syndrome" (Baszanger 1992: 197). To determine the patient's pain situation

. entails breaking this complex phenomenon down into parts to be weighed and
working within the patient's subjectivity. By interrelating the medical knowledge and
person's thoughts and feelings, the physician integrates the information into a global
judgement about the person and pain. Physicians use a pre-established grid for
Interviews in order to collect systematically the information necessary for evaluating
cases. The chronic pain syndrome underlying this grid "opens up a multidimensional
space in which a patient's words and thoughts become tools for the eventual diagnosis
and therapy" (200). The work of reducing the pain entailed modifying the patient's
relation with pain - "by modifying the way of reacting, we modify the pain" summed
up this point of view. The explanation often linked pain to life circumstances such as
divorce, and the physician tried to convince a patient that this link accounted for the
persistence and/or intensity of their pain. In the follow-up, patients and physicians
worked on small graphs that the latter used to show the relations between the former's
pain, tensions and activities during a typical day. What this centre 'objectified’ then,
was the links between events and not, as the other centre did, the pain itself.



Baszanger's study is relevant to a study of the measurement of pain as it not only
illustrates different approaches to the treatment of pain but how these approaches,
although stemming from a single theory can lead to different logics of action. Some
of these actions involved using numerical pain measurement in an attempt to make
pain "visible". It was found that patients and physicians differed it their assessment of
pain relief because of their differing frames of reference. This is an important point,
as those who construct pain measurements may also be operating with different
frames of reference from those who use them. Finally, the use of pain measurements
has an important role in the doctor-patient relationship. Past pain measurements
could be used by physicians to discount patients' views that they feel better/worse than
before. In these instances, the patient's own experiences could be seen as 'wrong' and
the measurement (and hence physician) as 'right'.

Another theory of pain has been proposed by Kleinman (1988), who argues that, in
the everyday experience of "local moral worlds", people come up against resistance
to their life plans and practical actions. When a person cannot get access to resources,
symbolic or instrumental, the idea of control becomes "untenable": "the normal
everyday routinization of misery can be experienced as bodily pain" (Kleinman, 1988:
186). In order to resist being overwhelmed by the world of suffering, people develop
strategies as a means of resistance. In other words, the development of chronic pain
can sanction transformations in experience. For example, for a woman in Kleinman's

study, pain became a means of resisting her husband's irresponsibility and her
mother's cruel manipulations.

Scarry (1985) takes a quite different approach in describing the experience of pain as
leading to the "unmaking of the world". In other words, acute pain "resists" language
and thereby resists entry into the world of communication and meaning. It "shatters
language” (1985:5). Good (1995) argues that language is not "shattered" in the literal
sense but that pain still has a "world-destroying" quality. Drawing on the
phenomenological analyses of Schutz (1971), Good (1995) argues that pain, along
with other extreme experiences leads to a shift in the "embodied experience of the
lifeworld" (1995:118). Thelifeworld refers to the everyday common-sense reality,
which, through pain, becomes "systematically deformed". In other words, pain
threatens the relationship between the person and their taken-for-granted
understanding of reality.

10



Schutz (1971) outlines six features of the lifeworld and Good (1995) uses these to
illustrate how pain changes the way they are experienced. The first is that a specific
"form of experiencing the self" is typical of common-sense reality. In the everyday
world, the self and body are experienced as one, but for those in pain the body
becomes an "object", distinct from the acting self. Second, a "form of sociality" is
part of the lifeworld. According to Schutz, one of the most fundamental assumptions
is that we live in the same world as persons around us. But for many people with
chronic illness this becomes doubtful as others cannot share or fully understand their

experience. In particular, as there is no objective indicator of pain and no direct
relationship between the origin of disease and the felt pain, pain remains ambiguous
and unverifiable by others, resisting social validation (Scarry, 1985).

A third feature is having a "common time perspective", one we share with others.
Space and time become overwhelmed by pain and the private world loses its relation
to the world in which others live (Good, 1995). Pain also leads to a change in
consciousness as it distracts and exhausts the person. The everyday world, Schutz
argued, 1s organised in terms of "intentional projects". For many people in pain,
everyday life goals are subverted by the prominence of pain with the world of
suffering and medicine replacing the prior social world. Finally, in the everyday
world, we suspend awareness of our mortality (Schutz). But for those with chronic or

life-threatening 1llness, this suspension of doubt can fail as they realise how
vulnerable they are. |

Finally, there are some sociologists who also argue for a phenomenological approach
which are relevant to the study of pain and pain measurement. Bendelow & Williams
(1995), argue that "insights from the newly emerging sociological arenas of emotions
and embodiment provide a framework which is able to both transcend the divide
between mind and body and to develop a phenomenological approach to pain."
(Bendelow & Williams, 1995: 139). Phenomenological approaches to embodiment,
as Turner (1992) argues, are important for studying issues such as pain.

One of these approaches which is seen as being important is the work of Merleau-
Ponty (1962). He developed a conception of human embodiment which attempted to
overcome the mind/body duality by arguing that it is not possible to talk about human
perception without a theory of "embodiment” as the "perspective" from which
observation occurs. In other words, our perception of everyday reality depends upon
a "lived body". Human beings can be seen to have a dual nature, described clearly in
the German language by the difference between the terms "Lieb" which refers to the

11




animated living, experiential body (ie the body-for-itself) and "Korper", which refers
to the objective, exterior, institutionalised body (ie the body in itself) (Turner 1992).
Plessner (1970) and Berger and Luckman (1967) have also suggested a similar
argument, namely that each of us is a body and has (ie experiences) a body. For
Bendelow and Williams (1995) it is the emphasis upon the body as a "lived

experience” 1e one 1in which the objective body is not treated as separate from the
inner sensations of the subjective body which has relevance for the sociology of pain.

The sociology of emotions, they argue, is also important for the study of pain as the
physical experience is inseparable from its cognitive and emotional significance. As
Scheper-Hughes and Lock (1987) argue, emotions affect the ways in which the body,
illness and pain are experienced and are projected in images of the well and poorly
functioning social and body politic. Emotions, like pain, "lie at the juncture between
mind and body, culture and biology and are often considered crucial to our survival by
their signal function in relation to danger" (Hochschild, 1983). Hochschild highlights
the common practice among social scientists to ignore emotion altogether. But the
interactionist model emphasises how emotions take place within a social context and
involve both mind and body. Because of this Denzin (1987) insists that scientific
study of emotions 1s not possible and stresses the term "emotionality” which he
defines as the process of being emotional. Drawing on the works of Heidegger, Sartre
and Merleau-Ponty, he shows how this "lived quality” and intersubjectivity is of
paramount importance, locating the person in the world of social interaction in which
all emotional experiences involve reflection, feeling, cognition and interpretation.
More importantly, no emotional experience is exactly the same and is open to
constant reinterpretation and meaning depending upon the particular social and
cultural experiences which shape them. In other words, Denzin suggests that the
study of emotionality "requires a conception of the human body as a structure of
ongoing lived experience" (1987:3). A suggestion which Bendelow and Williams see
as being equally relevant to the study of pain as an embodied experience.

Cross-cultural Studies of Pain

Cross-cultural studies of pain show how the experience of pain varies across different
cultures (Fabrega & Tyma 1976a, 1976b; Diller 1980). Fabrega & Tyma (1976a,
1976b) have looked at the role of language and culture in shaping how individuals
experience pain. They argue that "to the extent that culture and language may actually
affect perception, thought and cognition, then to that extent they also may affect the
actual experience of pain" (1976b:324). This issue is explored by comparing the
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description of pain in English, Japanese and Thai. They classified the terms which
make up English pain descriptions into three groups: primary, referring directly to a
pain experience; secondary terms which do not refer to pain per se but which serve to
qualify pain in special ways (eg sharp, pressing); and tertiary, additional terms which
can be used to qualify pain but which do not seem to have a special association with
pain. Fabrega & Tyma suggest that analysis of the meanings of secondary and tertiary
terms can show how people construe and make sense of pain.

In English, Fabrega & Tyma found that the basic terms most frequently used to
describe pain are "pain", "hurt", "sore" and "ache". They then progress with an
historical analysis of these words. "Pain" derives from the Latin poena, meaning
punishment. The original meaning, therefore, had nothing to do with pain per se but
the idea of victimisation, penalization and vengeance. The term "hurt" which is
probably Frankish, originally meant ram or butt. Secondary pain terms in English
include tearing, sharp, dull, pressing. Fabrega & Tyma suggest that we choose these
because when nominalized and made to refer to body parts, they still convey the idea
of pain. These terms also have a special relation to primary pain terms. Tertiary pain
terms eg depressing and tiring, do not appear to be connected to the sensory
description of pain per se. Fabrega & Tyma go on to say that the model of pain
represented in English language suggests that an observable, natural and physical
process is implicated, giving emphasis to things physical and suggesting that the
experience itself is being likened to a physical process. Historical analyses of the
primary pain terms by Fabrega & Tyma (1976a) revealed that with the exception of
intensity, no other feature of the quality of perception was marked for reference. In
other words, no relationship could be drawn in English between the pain terms and
other attributes of pain such as location, quality, or source. In addition, the processes
or consequences of disease were not directly implicated semantically in the English
primary terms. English pain terms, therefore, turn pain into an "object", which could
be visualised as though 1t were located in an n-dimension "experience" space with the
axes of this space marked by scales such as: stationary-static vs moving-dynamic;
temporally-extended vs temporally circumscribed; discrete-materialised vs vague-
formless; intense vs non-intense; and complex-differentiated vs simple-
undifferentiated.

The description of pain in Thai was found to differ from that of the English. Syntactic
and semantic features of Thai pain descriptions suggested that a determinate entity
was being delimited but in an "experience” space which seemed to be ordered in
dichotomies and scales far different from those of English: internal vs external; visible
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vs invisible; known cause vs unknown cause; and disease related vs disease unrelated.
Pain descriptions in Thai were found to be ambiguous and it appeared that for
semantic focus speakers were dependent on context. Thai also appeared to have at
least two sharply distinguished conditions of pain, glossed by a general covering term,
whereas English had one pain which could be rendered and graduated in various
ways. English pain descriptions also drew on semantic units such as activity,
intensity and degree of differentiation, whereas the native Thai speaker did not give
explicit consideration to these aspects. Fabrega & Tyma suggest that these themes
may be already implicit in primary pain terms or may be communicated non-verbally.

In describing pain, as discussed earlier, the English speaker makes reference to pain in
an abstract way, where pain is sometimes seen as an object and sometimes a dynamic
experience. This objectification process did not appear natural in Thai, except for
descriptions in special contexts (eg with a physician where objectivity may be
required). In summing up the differences between Thai and English, Fabrega & Tyma
suggest that, at a general level, the "biological meaning" of a pain experience and/or
description is everywhere the same; a "cultural invariant" in other words. This would
mean that "culturally distinctive semantic units are being used to speak about and
make sense of these universal biological aspects of pain" (1976b:332). In other
words, they are claiming that languages and cultures "apprehend" significant and

recurring human problems in the same ways but bring them into focus by means of
"different linguistic lenses".

Moving on to the Japanese, Fabrega & Tyma (1976b) suggest that for the Japanese,
pain is related almost entirely to the idea of human psychological experience per se.
This is supported by analysing what pain can be linked to in addition to the physical
apparatus of the person. The qualifiers of pain place emphasis on pure experientiality.
Whereas English pain 1s described through metaphor, Japanese qualities are described
more "naturally” through direct symbolisations of the experience. English pain,
therefore, could be said to be modelled in terms of events or phenomena which
logically are separated from the pain. But for the Japanese, there are no objects or
events unrelated to pain to which the secondary pain terms can refer. In rendering the

experience more determinate, the Japanese do not model it on other events, instead
the qualification seems to stay entirely within the pain experience itself and represent
a refinement of that experience. In other words, Japanese words used to describe the

pain experience are not used to describe other non-pain related experiences as in
English.
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It could be argued that the English way of describing pain reflects the empiricist
understanding that words and hence language have and they are thus seen as direct
representations of reality; ie have a one-to-one relationship with what they are
describing. This would explain the limited use of metaphors and the view of pain as
an object existing independently of the person experiencing it. This contrasts with the
Thai and Japanese pain descriptions which, it could be argued, are more
phenomenological in nature. For example, the Thai language tended to use simile and
the Japanese used symbolism. In turn this results in models of pain different from that
implied by English. In particular, the "psychological” rather than physical experience
is more implicit in Thai and Japanese pain description. This also suggests that with
the English language it 1s more difficult to describe the pain experience as there are
fewer symbols to draw upon compared to other languages like the Japanese.

Diller (1990) has also examined cross-cultural pain terms, in particular that of Thai
pain descriptors and compared them to other languages. He found that, in colloquial
reporting of pain, languages differ in the extent to which, on the one hand, pain tends
to be reported by a single general term to which specific qualifiers and other
descriptors are added to narrow down the general meaning, or on the other hand, pain
is dealt with mainly through a set of "pre-differentiated" multiple terms less prone to
qualification as specific information is already provided. More importantly, Diller
suggests that in some languages, social context of speech may call for linguistic
variation of pain terms on grounds other than of physical experience. For example,
the Japanese regularly distinguish "formal-literary" and "informal-colloquial” ways of
describing the pain of stomach pain and toothache. Also, Diller continues, in
languages such as Vietnamese, the choice between two lexical pain terms may be
based on or affected by i1ssues such as subjectivity and focus. Hungerland, (1967) and
Ornstein, (1972) and other philosophers have been interested in the pain patient's dual
cognitive role as expertencer and observer-reporter and Diller argues that it is

important to bear in mind the linguistic consequences of this dual role in making
cross-language comparisons.

Also, pain terminologies need not be digit-like equally weighted terms in a
circumscribed set (Diller, 1990). Contextual constraints again are also important in
interpretation (Diller, 1990). For example, if a patient reports his head to be
"splitting" in English, it is naturally interpreted as a "metaphorical pain-term
surrogate”. Several languages also use sound symbolism. These forms symbolise
intensity and indicate whether pain is felt to be repetitive in aspect.
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Although Diller argues for caution in making cross-cultural semantic comparisons, he
does not think it is impossible, especially for researchers who are native speakers of
languages. There is some evidence that pain threshold and intensity perceptions vary

across cultures (Melzack, 1973). Diller suggests that language-specific differences in
pain reporting may be partly an effect, but partly also a cause of culturally-modulated
differences in pain perception as language can exert a powerful influence on the
different aspects of our conscious attention and on our species' cognitive abilities to
deal with meaning.

These studies are important as they not only illustrate the importance of culture and
history in shaping the meaning of pain, but also some of the problems of using pain
language in measurement. In particular the argument that social context is not only
important in helping people make sense of their pain but in interpreting what other

people are trying to say about their pain. This issue will be discussed in more detail in
the following chapter on pain measurement.

Meaning and the Chronic Pain Experience

The meaning of pain, in other words how people make sense of it is influenced
culturally as described above. The importance of meaning has been the focus of
many writers. It is important to realise that phenomenologically acute pain differs
from chronic pain. Acute pain 1s usually defined as pain which is short-term, has an
identifiable organic pathology and is usually amenable to medical treatment.
According to Hilbert (1984), acute pain is the accepted western cultural view of pain
from which stems the appropriate behaviour for being in pain. People in acute pain
are expected to show their feelings, these are accepted and in turn they are obliged to
be given or obtain relief. In contrast, chronic pain is defined as pain which continues
for more than three months; often has no known organic pathology and is untreatable
by medicine. Saunders (1970) warns that chronic pain is not a "mere extension in
time of acute pain”. It has, she suggests, a qualitative difference affecting the whole
person, physiologically, psychologically, emotionally and spiritually. Twycross
(1984) describes chronic pain as a "situation" rather than an event. Its characteristics
include: a lack of positive meaning; it grows worse rather than better; it is likely to
occupy the person’s whole attention and tends to isolate him/her from the world
around.

Hilbert (1984) argues that because pain is viewed within the acute pain model, people
in chronic pain are "socially suspended in an ongoing experience which makes no
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sense, that no-one else can share". The pain has no meaning. To cure the social
isolation, sufferers are involved in "pain management", in other words they are

involved in trying to communicate their pain experience. This involves a balancing
act over whether to disclose or reveal the pain. In Hilbert's study, the case for
disclosure was most commonly warranted when pain forced people to behave in
unusual ways or to change their personal habits in ways subject to misinterpretation.
By revealing pain, 1t 1s hoped that their behaviour will not be judged as harshly. On
the other hand, concealment was used in respect for general social rules against
complaining, iniating depressing discussions etc. Hilbert emphasises that this is not
simply a lack of public understanding - sufferers know why they are misunderstood -
it is part of their cultural understanding of pained and troubled people. Pain
management would not be a source of trouble if pain were a familiar cultural object.
Visibility would also remove ambiguity over its reality.

Kotarba (1983) suggests that, due to the lack of information from their culture on how
to explain their pain, some sufferers have to rely on constructing their own
supplemental realities within whose terms pain can be understood. He describes
interaction among professional athletes and blue-collar workers. What emerges is a
"chronic pain subculture” which often overlaps considerably with occupational
subcultures. How to handle it, experience it, express it, how to display it and for what
kinds of audience all become apparent through the subculture. For example, for the
athletes, the decision whether to disclose pain or not was influenced by the athletes
perception of his/her job security. Pain was also seen as an inherent feature of
professional sports and was therefore ignored. For the blue-collar workers, the main
decisive factor was whether disclosure would threaten their self-esteem.

Kleinman (1988) argues that how people interpret their illness contributes to how it is
experienced. When people talk about their illnesses it becomes interwoven with their
own biographies into an "illness narrative":

"a story the patient tells, and significant others retell, to give
coherence to the distinctive events and long-term course of
suffering. The plot lines, core metaphors, and rhetorical
devices that structure the illness narrative are drawn from
cultural and personal models for arranging experiences in
meaningful ways and for effectively communicating those
meanings ... The personal narrative does not merely reflect
iliness experience, but rather contributes to the experience
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of symptoms and suffering." (Kleinman, 1988:49)

Williams (1984) asked people suffering from arthritis what they thought caused it. He
found that they interpreted this as a question relating to their biography and answered
accordingly. In other words, they re-organised their biographies in order to account
for the onset of their illness and their changing relationship to the world in which they
lived. Identified causes, therefore, represented "not only putative connections
between the disease and antecedent factors but also narrative reference points between

the individual and society in.an unfolding process which becomes profoundly
disrupted" (Williams, 1984: 175).

Narrative is also viewed as an important part in "remaking the world" of the person in

pain (Good, 1995). According to Good (1995) and Scarry (1985), the "dissolution"
of the lifeworld is countered by a human response to find or construct a meaning; "to

reverse the deobjectifying work of pain by forcing pain itself into avenues of
objectification” (Scarry, 1985:6). Good argues that medical activities as well as
traditional forms of healing can be seen as part of the attempt to objectify pain.
Constructing narratives of suffering or by developing meaningful lives in spite of
illness "can be understood as efforts to counter the unmaking of the lifeworld" (Good,
1995: 128). In other words, narrativization is a

"process of locating sufferers in history, of placing events in a
meaningful order in time. It also has the object of opening the
future to a positive ending, of enabling the sufferer to imagine

a means of overcoming adversity and the kinds of activities that
would allow life experience to mirror the projected story."

(Good, 1995: 128)

According to Good, narratives are not only important in the "remaking" of the
sufferer's world but also in enabling the experience to be understood by others. In
other words, the pain experience should be viewed as a phenomenological experience
which does not just exist in the body but in life. By the use of narrative, people can
describe their experience; make sense of it in a meaningful way and in turn try to
moderate the suffering by reconnecting themselves to the world. There are many
cross-cultural pain narratives which contrast to the western pain narratives. Using the
example of American pain narratives, Good describes how they seem to derive from
the "contradictions of mind-body dualism, the highly complex and often
delegitimizing language of stress and the quest for affirmation that accompanies the
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search for relief" (1995: 134). But despite this, he argues, they do bring a certain
coherence to events.

Another important point regarding narratives which needs to be acknowledged 1s that
illness is universally experienced as a moral event (Good, 1995). Williams (1984) has
highlighted the importance of morality in the development of strategies for dealing
with the experience of chronic illness.

"In articulating the experience of illness in relation to their social
milieux, individuals elaborate moral discourses based on their

own biographical experiences which often stand counter to the
dominant rhetoric of both professionals and politicians." (Williams,

1984:104)

In other words, Williams 1s arguing that people manage illness within the context of a
moral life. Conduct may be recognised in terms of its virtue and a person may
recognise themselves in terms of their virtuousness. When people pursue virtue, they
are attempting to enact a story about themselves as they wish to be understood,
regardless of whether the enactment is the optimum way for them to proceed. This

pursuit of virtue does not exist in a social vacuum. The way virtue is displayed,
Williams argues, includes the ideologies and belief systems predominant in his/her
society.

"The conflicts and tensions exhibited in the pursuit of virtue can

only be understood 1n relation to the wider social and historical
setting through which someone has passed and now lives."

(Williams, 1984: 105)

Threats to virtue, therefore, come from society and draw people into a process of self-
enactment through which potentially damaging evaluations can be resisted. For
example, an important virtue in western societies is that of independence.
Dependency is viewed as something to be resisted. People with chronic illness,
therefore, may continue activities which they perceive to be important in "proving"

that they are independent eg by continuing to go to work, even though it may cause
them pain and make their condition worse.

To summarise so far, it appears that narrative has an important part to play in the
chronic pain experience. In particular, it is argued that the construction and
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reconstruction of narratives enables people to find some explanation for their
suffering. Meaning is important for maintaining a sense of optimism and purpose
about continuing in life. Good (1995) suggests that medicine provides narratives to

help achieve this and people select from these what they think makes sense in the
context of their lives. For example, knowing that the pain is due to a non-life
threatening 1llness can provide some meaning and reduce fear. But medical
narratives, according to some writers (Hilbert), are not always adequate for people in
chronic pain and these people are therefore left in a state of anomie. Williams (1984),
in contrast, has suggested that people do develop strategies for coping with illness
which may conflict with those proposed by the doctor and that these enacted stories,

or narratives are shaped by the moral context in which the person lives. The search
for meaning, therefore, does not just involve a theological search for meaning ie why
me? but how should I respond to this? What is the moral order to make sense of it?

(Good, 199)).

Medical Sociology and Pain: The 'Social Constructionist' Approach

As has been shown throughout this chapter there are many different views about the
nature of pain and the pain experience. We now turn to a further approach in medical
sociology which questions the way knowledge about pain arises, particularly medical
knowledge. The basic argument is that all medical knowledge is socially constructed
and contributes to the shaping of social relations. In addition, the objects of medical
science are not stable realities but 'fabrications' or 'inventions' rather than discoveries.

Bury (1986) 1dentified the main propositions to the 'social constructionist' approach.
These shall form the basis of the following section which will critically assess the
approach in terms of what it means for the study of pain.

1. The 'Problematising' of Reality

The first main strand which Bury (1986) identifies is the 'problematising' of reality.
Medical knowledge 1s treated as problematic and apparently self-evident and stable
realities are questioned. Drawing on the work of Foucault (1976) and discourse

analysis, the claim 1s that medicine's objects are created through the language and
practices which surround them.

"familiar objects of the social world, (whether they be death,
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disease, madness, sexuality, sin or even mankind itself) are
realised only in and through the discursive elements which
surround the objects in question ... As the discourse changes

so too do the objects of attention. A discourse, moreover, 1s
not merely a narrow set of linguistic practices which reports on
the world, but is composed of a whole assemblage of activities,
events, objects, settings and epistemological precepts. The
discourse of pathology, for example, is constructed not merely
out of statements about diseases, cells and tissues, but out of
the whole network of activities and events in which the
pathologists become involved, together with the laboratory and
the other settings within which they work and in which they
analyse the objects of their attention." (Prior, 1989:3)

Foucault (1976) developed this notion of discourse in his study of medicine. He
found that it was within the discursive practices of eighteenth century medicine in
Paris that the contemporary notion of disease was developed. The body was the prime
focus and came to be the main site of disease. Therefore, within the discourse of
pathological medicine, disease was formulated as a discrete phenomenon which was
located in the workings of the bodily structures. This conceptualisation of disease
within the anatomy was the product of what Foucault called the "gaze". This implies
a way of seeing and it was through this that things became visible to the doctor and
once seen, an object formulated as a discrete entity could be observed and analysed.
The medical gaze is also flexible and permits new objects to come into view. For
example, Armstrong argues that contemporary medicine is increasingly taking
patients' interpretations and their experiences of their symptoms into account rather
than just focusing on their anatomy and physiology (Armstrong, 1994; Amey &
Bergen, 1984; Nettleton, 1992). But there 1s also the argument that medicine 1s not
taking patient's interpretations into account. In other words, while medicine may now
incorporate the patient's world into its gaze, it does so only to look for known
etiological factors. It does not listen to the patients' narrative.

2. Mediating Social Relations

The second proposition argues that rather than standing outside of social relations,
medicine both in practice and through its knowledge base mediates social relations in
important respects. To call an area of experience ‘medical' is to place itin a

significant relationship to other areas of social life. Some constructionists have
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therefore attempted to show the ways in which medicine and medical categories
actively engage with specific social groupings and practices.

An example of this is Figlio's (1978) study of the nineteenth century disease of
chlorosis. In his paper he argues that far from being an independent natural entity,
chlorosis took on a particular shape and meaning depending on which social group
was being considered. The explanations concerning aetiology and the

recommendations for treatment differed depending on which social class was being
addressed.

From this perspective, medical knowledge is also seen as mediating 'changing' social
relations (Cooter, 1978/82). Cooter emphasises the flexibility of scientific knowledge
under conditions of marked social change. Other sociologists and historians (eg

Barnes and Shopin, 1979) insist on a wider 'social interests' perspective and a view of
science as culture.

3. Medicine and the Neutrality of Technique

The third proposition is that the technical realm cannot be regarded as neutral.
Technical solutions are advanced to a wider range of social problems, a process of

'medicalisation’ which, 1t 1s claimed, can only contribute "to a growing alienation from
genuine social and political debate”.

In terms of pain, according to some writers, medicine and the advance of the technical
has resulted in the loss of 1ts meaning (Hilbert, 1984; Illich, 1977). Illich (1977)
argues that medicalisation has turned pain into a technical matter and deprived it of its
meaning. He defines the pain experience as "suffering”, "an inevitable part of the
conscious coping with reality" and separates it from the sensation. For an experience
of pain to constitute suffering it must fit into a cultural framework . This framework
enables individuals to transform bodily pain into a personal experience. In other

words, culture teaches us how to suffer in the "best way". According to Illich, a

culture will provide at least four interrelated "subprograms"; words, drugs, myths and
models. Pain is shaped by culture into a question that can be expressed in words,
cries and gestures. Each culture also provides its own drugs to take with customs that
designate when they should be taken. Religious and mythic explanations for pain
have featured in all cultures. Finally, cultures have provided an example on which
behaviour in pain could be modelled: the Buddha, the saint, the warrior or the victim.
The medicalisation of pain has led to the fostering of one of these methods,
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management by technique and reinforced the "decay" of the others thereby depriving
any culture of the integration of its program for dealing with pain.

Illich goes on to argue that this has led to a change in the relationship between the
patient and the physician. Previously the doctor had conceived of him/herself as a
healer and pain assumed the role of a step towards the restoration of health. Where
the doctor could not heal he/she did not mind telling the patient to use analgesics and
thereby moderate inevitable sutfering. But the doctor in contemporary medicine is in
a different position: the goal being treatment not healing. The doctor thereby ignores
the existential questions which pain raises in the patient (why must /ought I/should I
suffer?) and "degrades” the pains into a list of complaints.

Historically, in European civilisation pain had a different meaning from that which it
has today (Illich). Pain was the experience of a marred universe. The meaning of
pain was cosmic and mythic, not individual and technical. Pain was also a sign of
corruption in nature and humans were a part of that whole: it could not be thought of
as distinct from the ailment. To eliminate the need to suffer would have meant to do
away with the patient. Finally, pain was an experience of the soul and this soul was
present all over the body. Pain was a non mediated experience of evil. There could be
no source of pain distinct from pain that was suffered.

This view, says Illich, changed with Descartes theory of the body as a machine;
separating body and soul. This became central to a medical understanding which in
turn has influenced lay understandings of pain, although those with chronic pain may
find themselves returning to the wider more existential questions. Pain in the medical
sense became "a signal with which the body reacts in self-defence to protect its
mechanical integrity" and was thereby reduced to a useful learning device. According

to Illich, by the end of the nineteenth century, pain had become a regulator of body
functions, it needed no more metaphysical explanation. Progress in civilisation

became synonymous with the reduction of the sum total of suffering (as previously
mentioned by Wall & Jones above). For Illich, the "dulling" of pain has led to the
loss of its referential character and generates a "meaningless, questionless residual
horror".

[llich, therefore, views pain as an experience which is wider than the physical aspects;
the sensation leads to a form of existential suffering which is a "natural" part of being
human and a normal part of life. Society used to help the person make sense of this
suffering by providing a framework, but now, due to medicine defining pain as a
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short-term medical problem, this framework no longer exists. People with chronic
pain, in a sense are suffering more today because there is no meaning given to pain;
no answers are provided for the question of "why am I suffering?”.

One interesting aspect of Illich's argument is that it is suggested that people in the
West today give in to pain more easily and resort more readily to treatments to
anaesthetise the pain. They are, therefore, less able to bear pain than their ancestors.
This issue has been explored by de Moulin (1974), although the question was framed
slightly differently: "Can modern algophobia be attributed purely and simply to a
decreased willingness to endure pain, or are we conceivably observing an increase in

the pain experience as such, an increase in the painfulness of pain?" (de Moulin,
1974: 541).

The question is explored through a review of the available historical literature on the
experience of pain and medical treatment. His "cautious" conclusion was that,

judging by the reaction of the patient and the attitude of the physician, "there is no
evidence that pain was once less acutely felt than in our own days" (de Moulin, 1974:
569). The explanation for the decline 1n ability to accept pain, he suggests, has more
to do with a change in mental attitude than a change in the nervous system.
Interestingly, he also points to the change in the task of the doctor throughout history.

As well as using drugs, the doctor also offered sympathy, removed fear and inspired
confidence as much as possible, something which, de Moulin argues, is neglected
today.

Toellner (1971), like Illich above, suggests that Cartesianism may have had an
important part to play in the current view of pain. His argument is that, Descartes, by
conceptually separating the body from the soul, reduced the body to a mechanical
apparatus, a conception that led to the modern view that pain is not the inevitable
result of the imperfection of creation or of original sin, but a sign of a repairable
malfunction of a mechanism. This view, Toellner argues, although useful for
maintaining the body, 1s "senseless" for the person who has to experience it.

From this viewpoint then, medicine is seen to be a central "carrier" of the tendency
towards rationalisatton in the modern world. This was a central concern of Habermas
(1972). He argued that there are fundamental cognitive interests, given a priori in our
relation to the world, which underpin the procedural rules of any science and in turn
determine what counts as the objects of knowledge. These cognitive interests have
shaped the interests of the researcher and the way reality is viewed. Technical
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interests, therefore, have led to a science of nature with emphasis on observation and
control.

Mishler (1984) has conceptualised this argument as that of the 'voice of the lifeworld'
being dominated by the 'voice of medicine' (Mishler, 1984). The concept of the
'voice of the lifeworld' 1s taken from Habermas (1979) and refers to a patient's

contextually grounded experiences of everyday events and problems. Whereas the
'voice of medicine' reflects a technical interest where the meaning of events is

provided through abstract rules that serve to decontextualize events from their social
context (Mishler, 1984: 104). Mishler argues that in the doctor-patient relationship
the doctor's attempt to control or dominate communication with the patient has the
effect of absorbing and dissolving the patient's self-understanding of his/her problems
into the framework of technical medicine. In relation to chronic pain, as mentioned
above, this means that the patient's own ideas about what is causing the pain, what
makes it worse, better etc, are 1gnored and medical reasons given instead.

4. The Social Construction of Nature: Abolishing 'Discovery’

The fourth proposition following on from the above is that claims to the discovery of
disease are themselves social events and take place in social contexts. Conflict takes
place on the margins of science as to what is to be incorporated and what rejected.

According to one of the originators of this argument, Kuhn (1962), scientists work
within dominant paradigms or frameworks of knowledge which comprise an accepted
set of concepts and theories about the world. Significant changes in scientific
knowledge can only occur when the beliefs of a given scientific community can no
longer be explained within the existing paradigm. If this occurs, there is a scientific
revolution and a new paradigm emerges. This means that the most recent ideas are
taken as correct and the old beliefs outdated and incorrect. Fleck (1935b) has shown

that these thought styles are not necessarily resistant to "popular” ideas about disease.
Thus the emergence of scientific facts is related to both the scientific community and
the social context in which the community resides. This may also be linked to the
social interests of the scientists themselves. Scientific developments may be linked to
their marketability rather than the results of objective experiments.

From the views of the social constructionists outlined above, it could be argued that
medicine's interest in pain is part of the extension of the medical gaze. As other
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writers have mentioned, pain is an experience which could perhaps be called
"suffering"; it 1s a natural part of human existence which is being "taken over" and
constructed as pain by medicine. Medical science is therefore trying to "objectify"
suffering by reconstructing it into a psycho-biological experience. The development
of pain measurements such as the McGill Pain Questionnaire is one way medicine is
attempting to "objectify"” the pain experience. Through this method, it is hoped that
all the different dimensions of the pain experience can be "discovered", analysed and
controlled. By doing this, as Illich, Morris and Hilbert have argued (although with
differing emphasis), pain and hence suffering has been deprived of its meaning. They
argue that, for those in pain, the experience is more than physical. But Bury (1986)
argues that social constructionism has exaggerated the hold that medicine has over
contemporary experience. There is increasing empirical evidence to show that
modern populations do not totally rely on technical or medical explanations in
accounting for the cause of disease (Pill & Stott, 1982) or in the management of
illness itself (Bury 1982, Cornwell, 1984). These issues will be explored further in
the study through examination of the interviews.

Finally, the power of pharmaceutical companies to influence pain research should not
be ignored. In other words, pain research may be influenced by more than an
objective search for understanding pain, but by interests which have a bias towards

pharmaceutical treatments and neurological theories of pain, thereby ignoring other
dimensions of the experience.

The social constructionist approach, therefore, is important as it highlights the
important role of medical knowledge in the shaping and construction of the pain
experience. But, as Bury (1986) has indicated, there are difficulties with the
approach, particularly relating to carrying out sociological research. The main
difficulty is that if knowledge and methods of enquiry are held to construct rather than
disclose reality, the human sciences have to be included as well. When rationality
cannot be treated as external to social forms, as a means of understanding reality or

judging accounts, what other methods are available? This in turn leads to a further

problem of the "dispensability of categories" (Bury 1986: 155). The central thesis of
constructionism 1s that knowledge changes constantly, is relative only to specific

contexts, its truth value is suspect and is incapable of progress, suggesting that
categories in use are dispensable. "For why should one interpretation or construction

prevail over any other if they disclose or discover no aspect of an independent
reality?" (Bury, 1986: 156).
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The social constructionist approach, therefore, does highlight the important role of
medical knowledge in the construction of reality and in terms of this study it does
suggest possible ways of conceptualising the relationship between medicine, society

and the pain experience. But, as Bury notes, the resistance to the possibility of
producing useful and valid knowledge by constructionists will not reduce the
suffering of millions of people:

"Tendencies towards the medicalisation and rationalisation of

society are, indeed, serious issues, but resistances and limits
to this process should be recognised. So, too should the needs

and sufferings which human experience entails and with which
all forms of society must deal." (Bury, 1986: 166)

The Experience of Living with Chronic Illness

The main point being made throughout this chapter is that pain is an experience with
many dimensions. In other words, apart from a physical experience, pain is also
social in that it is made sense of through interaction with others in the society in
which the person lives. There have been many sociological studies of the experiences
of people with chronic illness and pain (Locker, 1983, Bury, 1982, Charmaz, 1983).
Here, the argument is that for the chronically 1ll, chronic illness has a meaning beyond

the diagnosis. It can impact upon sufferers' daily living, their social relationships,

their identity and their sense of self. It could be argued that the experience of living
with pain extends beyond the physical aspects.

Bury (1982) shows how chronic illness disturbs not only the physical body but the
trajectory of one's own life Biography. There is the disruption of taken-for-granted
assumptions and behaviours - the breaching of common sense boundaries. Second,
disruptions occur in explanatory systems and involve a rethinking of a person's self-
concept. Third, there 1s the response to disruption involving the mobilisation of
resources.

Chronic illness is characterised by uncertainty over the impact and cause of the
condition and the appropriate behaviour in the face of its effects. The emergence of

obvious signs of disability eg severe pain and stiffness can become overriding. The
individual then has to decide whether to seek legitimacy for his actions. This raises
problems about the relationship between the visible disease and self-hood. Medical

knowledge, Bury argues, has an important role in this matter. Medicine offers an
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opportunity to conceptualise the disease as separate from the individual's self. In his
study of people with arthritis, Bury found this to be a precarious situation. There
exists an uneasy balance between seeing the condition as an outside force and yet
feeling its invasion in all aspects of life. Medical knowledge is also limiting in that it
does not help the person to "live with it". It is also incomplete knowledge, throwing
the individual back onto their own stock of knowledge and biographical experience in
order to understand the meaning of the illness. But despite these drawbacks to
medicine, in the person's search for cause and their search for meaning, medicine can
provide "an objective fixed point on the terrain of uncertainty" (Bury: 179). Lay and
medical modes of knowledge also overlap. When searching for meaning, people set
incidents from the past against presumed knowledge of the diseased condition. For
example, some sufferers saw themselves as having inherited the condition, thereby
interrelating moral concerns with scientific knowledge.

So, how does the concept of "biographical disruption” relate to an understanding of
the pain experience? First, it highlights the disruptive effect an event such as chronic
pain can have on an individual and his/her social life. Secondly, it shows how
individuals attempt to attach some meaning to their pain in order to overcome the
uncertainty it brings. Part of this process involves using medical knowledge to bring
some meaning into the experience. But, at the same time, medicine can be limiting as

it does not provide the answer of how to manage the pain in everyday life (see Illich).

Wiener (1975) studied the way people with rheumatoid arthritis responded to the
illness. A major characteristic of RA is chronic pain which fluctuates from hour-to-

hour and day-to-day. In order to cope with this uncertainty, Wiener found that people
were involved in the process of "normalisation”. That is

"the suppression of the physiological imperative and proceeding
with the activity imperative "as if"' normal" (99)

Three main social strategies of normalisation were identified: covering-up; keeping-
up; and pacing. These strategies were used not only to cope with the disability but
also the pain associated with the arthritis. Turning to the first strategy, that of
covering-up disability or pain. An example of this would be denying the amount of
felt pain. The main reason cited for this behaviour by people in Wiener's study was to
reject the social significance of the disability, not the disability itself. Unsuccessful
covering-up invites the risk of interrupted interaction with offers of help or questions
and suggestions. This impedes the arthritic's ability to view him/herself as he/she
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would prefer to be viewed by others. If covering-up is successful, there can also be
drawbacks. The strategy can drain already depleted energy making the pain feel

WOTISC.

The second strategy 1s that of keeping-up with what they perceive to be normal
activities eg maintaining a job. A problem can occur though for those who have
mastered the art of keeping-up by means of raising the threshold of their pain
toleration. This may mean they become slow at reading signs of body dysfunction.
Some people also engaged in "super-normalising” as a device to distract themselves
from pain. This concept inv_olves engaging in frenetic activity or catching-up with
perceived normal activities on pain-free days.

An important point Wiener.highlights is how successful covering-up and keeping-up
can make it harder to justify inaction to others. A paradox also arises. People who
are presenting a normal image to the world are perplexed when they are not taken

seriously by others. For example, they may be proud that "nobody knows" but wished
that "somebody cared".

"Pain is essentially private - sometimes you wish for someone
to understand and be patient with your pain. To allow you to

have it! I do not mean sympathy or pity." (in Wiener, 1975:100)

The third and final strategy 1s that of pacing - identifying which activities one is able
to do, how often and under what circumstances. This is important because the
activities allow one to view oneself as normal. Pacing also fluctuates with the

monitoring of the physiological imperative. Sometimes when the pain is bad they
have no choice but to rest.

The concept of "normalisation”, therefore, is useful in understanding how an
individual in pain tries to cope with it. A person in pain, particularly pain which is
surrounded by uncertainty in its location, duration and intensity, has to try and balance
the decision whether or not to disclose the pain against the pressures of a society
which demands activity and normality. The fact that pain is invisible makes the

strategy of "normalisation” easier to employ but the consequence can be debilitating
as Wiener has 1llustrated.

Another study of people with rheumatoid arthritis by David Locker (1983), illustrates
the importance of attaching meaning to pain. The characteristics of arthritis pain have
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already been mentioned, with the most important being that of uncertainty.
Uncertainty over the cause and the duration of pain can leave an individual mystified
and confused. Locker identifies some of the ways people in his study tried to discover
what excaberated their pain, either by monitoring day to day experience or seeking
medical advice. Such advice allowed them to perceive some pattern to their

experience and meant explanations could be constructed which tied the pain to some
prior activity:

Mr M: "Today is a bad day, I'm in quite a lot of pain
actually, but there again, I went out yesterday
and so I'm suffering for it today."

The individual is then left with the difficult choice of living a restricted life and
keeping pain levels down or attempting to do more with the risk that he/she will suffer
additional pain. Some people in Locker's study chose to do the activity and pain
became the price for indulging in it. Many of the respondents mentioned physical and
emotional distress as a cause of additional pain and tried to avoid these situations.
Other understanding was derived from observed connections between fluctuations in
levels of pain and more mundane matters such as the weather. As Locker argues:

"These causal theories are of intrinsic and extrinsic value for

they offer a solution to the cognitive problem of finding
meaning in experience and the practical problem

constructed by the symptoms of the disease."
(Locker, 1983:24)

To summarise so far, there appear to be many different theories about pain and how to
conceptualise the pain experience. There does appear to be a consensus though that
pain should not be viewed purely as a physical sensation but as an experience with
several dimensions. From a sociological viewpoint, the experience is given meaning
by the social context in which it emerges and it is, therefore, the relationship between
society and the individual in pain which is important, particularly for a study of pain
measurements. On a wider level, according to some of the social constructionists
above, the measurement of pain should be seen as part of the increasing 'technicising’
of life. Evidence for this will be explored in the interviews. Finally, if the
experience 1s to be conceptualised as comprising of a social dimension, it will have
implications for the validity of the measurements not only in terms of the influence of
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social context on the measurements but also in terms of their ability to measure all the
relevant dimensions of the experience.

Having discussed the nature of the pain experience, it is necessary to critically

examine the way(s) medicine has attempted to measure pain. This will comprise the
next chapter.
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THE MEASUREMENT OF PAIN - A CRITICAL REVIEW

A vast array of measuring instruments has been developed in an attempt to quantify

pain, but as discussed in the previous chapter, pain is a subjective experience which
cannot be directly observed or measured. Measurement, therefore, depends wholly on
the subjective response of the person experiencing it. The main developments in pain
measurement will be reviewed including an evaluation of the two pain measurements
used in this study; the McGill Pain Questionnaire and the Visual Analogue Scale.

A critique of some of the major approaches to pain measurement now follows:

a) Behavioural Measurements

It is argued by several researchers that objective measurement in the clinical context
can be achieved by quantifying behaviour (Fordyce 1976; Jacox 1980). This form of
measurement is based on the conceptualisation of pain as a constellation of acquired
behaviours (Fordyce, 1976). More importantly, it is argued that "one cannot measure
pain, one can measure only pain behaviour or analogues thereof" (Fordyce, 1983a).
Fordyce (1983a) also argues that as pain behaviour is subject to influence by a variety
of factors, some of which are unrelated to the tissue damage from which the pain
problem originated, it follows that measurements of chronic pain behaviour cannot be
relied upon to characterise physical or neurophysiological characteristics of an alleged
pain stimulus. In addition, he suggests that measurement should rely more on what

people do than on what they say as inaccuracies have been found between what people
say they can and cannot do because of the pain and how they actually behave.

Research into these behaviours is carried out in both in-patient and out-patient settings
where non-verbal assessment procedures and behavioural data are collected in parallel
with subjective pain report. Commonly reported variables include: activity (eg
moving in bed) and activity diaries; measures of the amount of time spent standing,
sitting or reclining; sleep patterns; sexual activity; performance on specified tasks
such as joint movement, stair climbing or situps; medication demand or intake; food
intake; normal household activities such as meal preparation; and engagement in
recreational activity.

There is, though, a growing literature suggesting that chronic pain patient self-report
can be systematically distorted by several variables (Fordyce, 1983b). Ignelzi et al
(1980) examined consistency of self-report of pain intensity to different health



professionals. They found that in a single clinic visit, 46% of chronic pain patients
reported significantly higher pain intensity to a neurosurgeon than to a psychiatrist or
a psychologist. Pain reports to the latter two did not differ. Using responses to the
McGill Pain Questionnaire as an anchor, this effect appeared to be an exaggeration of
intensity to the neurosurgeon rather than a mitigation of intensity to the psychiatrist
and psychologist. One implication of this, Fordyce suggests, is that pain patients use

self-report to communicate information or requests in addition to their actual pain
complaint.

Block et al (1930) examined the effect of perceived presence of spouse on pain
intensity report. They found that patients whose spouses were solicitous toward pain

complaints reported significantly greater pain intensity under perceived spouse
observation than under the neutral observer condition (ward clerk). For nonsolicitous
spouses, the opposite effect was found.

Depression has also been found to influence self-reports of activity (Kremer et al,

1981). They found that depression and chronicity of the pain complaint were
significantly related to underreporting of activity levels.

b) Observational Data

Attempts have been made to categorise or standardise the measurement of chronic
pain behaviour for clinical observation. Frederickson et al (1978) distinguished three
categories of pain behaviour: somatic interventions such as the use of medications or
seeking surgery; impaired functioning indicated by reduced mobility or range of
movement, avoidance of work, or impaired interpersonal relationships; and pain
complaints such as moaning or facial expressions. Keefe & Block (1982) introduced
an observational system for scoring pain behaviour in chronic back patients in which
guarded movement, bracing, rubbing and sighing were assessed. Teske et al (1983)
developed a rating instrument designed to assess behaviours generally indicative of
pain. While reliability of judgements between nurses was good, the researchers found
only modest correlations between patient report and nurse ratings. They cautioned
against over interpretation of observational data.

Facial expression has been coded, quantified and used as a behavioural indicator of

pain (Izard et al, 1980). Videotape technology makes it possible to record pain
expression in the clinical setting and later analyse it in the laboratory.
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c) Self-Reported Behaviours

In addition to observing and scoring patient behaviour or expressions, researchers
sometimes require patients to fill out activity diaries or pencil and paper test
instruments that ask about normal daily activity levels or medication intake. Chapman
et al (1985) argues that while these methods may be valuable, they can sometimes lead
to over interpretations by the researcher. It is sometimes assumed that the scores
obtained are objective, behavioural data free from self-report biases. Patients may be
poor or biased self-observers. For example, Ready et al (1982) found that chronic
pain patients reported medication usage to health care providers that was 50-60% less
than actual drug intake while Kremer et al (1981) observed discrepant reports of

patient activity and social behaviour while comparing patient records and staff
observations.

Advantages and limitations of behavioural methods

According to Chapman et al (1985) behavioural methods are especially useful for the
assessment of pain relief and treatment effect. Another advantage, they argue, is that
the variables measured are clinically relevant as opposed to abstract and academic.

Among the disadvantages of behavioural methods is that they do not quantify pain
directly. Behaviours may change for a variety of reasons including changes in the
amount of pain experienced. Moreover, it is difficult to separate behavioural
measurements from the context in which they are collected and this, according to

Chapman et al (1985) limits the ability of investigators to generalise findings of
treatment effect.

d) Subjective Pain Reports

These indices, the most commonly employed procedures in clinical pain research, are
used to scale both pain and pain relief following treatment. In the first case, the
patient is asked to report the intensity (or some other feature) of the pain by using a
standardised judgement procedure. In the second case, he/she is told to report the
amount of relief afforded by an analgesic treatment. The simplest report instruments
are pain category ratings and VAS judgements.

(i) The Visual Analogue Scale
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Huskisson (1974, 1982) applied the scales (which had long been used in psychological
measurement) to the problem of rating pain. Visual Analogue Scales (VAS) comprise
of a 10 cm line that is usually labelled "no pain" at one end and "worst pain" at the

other. Subjects are asked to mark the intensity of their pain on this line. The distance
of the respondent's mark from the lower end of the scale, measured in millimetres,
forms the basic score. Huskisson summarized the advantages of visual analogue
scales as follows:

"Visual Analogue scales provide the patients with a robust,
sensitive, reproducible method of expressing pain severity.
Results correlate well with other methods of measuring pain.
The method is applicable to all patients regardless of

language and can be used by children aged 5 or more years."
(Huskisson, 768:1982)

Reliability

Assessing the reliability of pain measurements is difficult due to the characteristic
nature of pain, 1e it fluctuates and is dependent on the memory of the person in pain.

Scott and Huskisson (1979) studied the repeatability of visual analogue scales and
also compared scales printed vertically and horizontally. One hundred rheumatology

patients were given a vertical and a horizontal scale in random order. The correlation

was 0.99 between the scores, although scores on the horizontal scale were slightly, but
not significantly, lower than on the vertical scale.

Carlsson (1983) assessed the reliability and validity of the VAS, in particular its
ability to assess pain relief . The finding was that patients appeared to differ
considerably 1n their ability to use the VAS reliably. Changes in pain intensity
induced by electrical stimulation were assessed by "absolute" and "comparative"
forms of VAS. The mean correlation between the two types of analogue scales was

significant but unsatisfactory as a coefficient of reliability. The difference between
the two forms of the scale was most prominent when pain was indicated as
spontaneously decreased. One main cause suggested for the low reliability was the
difficulty in recalling a previous pain experience, which is required for the direct
estimation of changes of pain by the comparative scale. According to Carlsson
(1983), this means that the reliability of the scale measured in this way is "particularly
unsatisfactory for the estimation of changes which are of clinical interest, that is the
assessment of pain relief" (1983:99). These results are in line with a study by Reading
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(1980), who found that the sensitivity of VAS to changes in acute pain was generally
low.

Validity

High correlations have been reported between VAS and verbal and numerical rating
scales (Downie et al, 1978; Elton et al, 1979; Kremer et al, 1981; Ohnhaus & Adler,
1975; Scott & Huskisson, 1976; Woodforde & Merskey, 1972). As the validity of
estimates of chronic pain cannot be assessed directly, the properties of VAS have been
studied predominantly in connection with pharmacological treatment of pain.

Ohnhaus & Adler (1975), and Scott & Huskisson (1976) have concluded that the VAS
is no less valid than verbal rating scales.

The accuracy of VAS results has also been questioned (Bird & Dixon, 1987).

Downie et al (1978b) showed a poor correlation between measured grip strength,

* using a sphygmomanometer cuff inflated to 30 mmHg, and estimated grip strength
using a 9 cm vertical VAS with ends marked as 30 mmHg (the initial level) and 300
mmHg (the highest possible level). In addition, Maxwell (1978) showed marked
intersubject differences when volunteers were exposed to ordinally related sound
volumes which they assessed using a VAS. The maximum volume was sometimes
recorded less than 50% of the way along the VAS from the "no sound" end. However,
as Bird & Dixon (1987) have argued, it is not possible to determine the accuracy of
VAS when used for pain assessment, because it is necessary to have the measurement

of a standard amount of pain to which VAS results can be related (accuracy =
observed result x 100/'true’ result).

The precision of results along a VAS can be determined more strictly than accuracy
(Bird & Dixon, 1987). Studies using normal volunteers attempting to duplicate a set
of marked 10 cm vertical and horizontal VAS showed that the most precise results
were obtained near the ends of the VAS and the least precise were near the golden
section (Bird & Dixon, 1981; Sitton et al, 1982). A further study of 30 patients with
rheumatoid arthritis where two VAS, one vertical and one horizontal, were presented
on four occasions over two consecutive days with a 1-hour interval between
assessments on each day, showed a similar pattern in precision in pain measurements
along the VAS though results were higher than for normal volunteers (Hinchcliffe et
al, 1985). This variation in precision with the distance along the VAS, it is said, adds
a complex built-in error to VAS results, particularly when VAS are used to assess
serial changes in pain (Bird & Dixon, 1987). But Huskisson (1983), argues that
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"expressing pain on a VAS may not be the same as remembering a point on a line and
trying to reproduce it" (1983:36).

There is also debate over whether patients should have access to their previous scores

when serial estimations of pain are being made using the VAS, as such access does
lead to different results (Bird & Dixon, 1987). Huskisson (1979a) suggested that
patients should be shown their previous results when asked to complete a new VAS,

having indicated an apparent over-estimation of pain severity when previous scores
were unavailable. In Carlsson's (1983) study mentioned earlier, comparing an
absolute VAS with a comparative one, the absolute seemed to be preferable to the
comparative because the latter seemed to be influenced more by effects of expectancy
and deficient memory of pain. In particular, she argues, this is also the case when
comparative estimates are derived from two absolute scales, when the patient has
access to his/her preceding estimates. The patients should, therefore, "complete each
scale without having the possibility of comparing with previous estimates"”

(1983:100).

Bias can also arise in the serial use of the VAS when a patient marks an initial VAS
close to the end of the line (Bird & Dixon, 1987). If the initial assessment by the
patient is close to "worst pain possible" and then a notable worsening of pain severity
occurs, there is little room for manoeuvre. A similar situation can arise near the "no
pain" end.

It has also been suggested that the psychological status of the patient can affect his or
her perception and use of the VAS. In particular, it has been shown that the level of
depression results 1n different VAS results (Peet et al, 1981).

A number of sources of error in the use of the VAS, which are not inherent in the
structure of the VAS, are also important. Patients may interpret one end of a VAS to

represent morning and the other to represent evening, hence marking the time of day
that their pain is at its worst (Bird & Dixon, 1987).

The context of the interview situation may also affect the results as Gaston-Johansson
(1983) and Burckhardt (1984) suggest. The former study found that patients reported
their usual pain to be twice as intense as their present pain. Burckhardt also found
that patients are apt to acknowledge only mild or no pain during the interview, but
when asked to recall their usual or worse pain, they scored their pain intensity higher.
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Finally, another limitation of the VAS is that it only yields estimates with a
unidimensional character, usually estimates of pain intensity. Several authors
(Chapman, 1976; Gracely, 1979, Petrie, 1967) have argued, therefore, in favour of a
multidimensional method, the McGill Pain Questionnaire (Melzack, 1975) for the
measurement of pain. However, being a verbal method, the MPQ requires translation
and renewed scaling in order to be useful outside the English speaking countries. The
VAS, therefore, still remains one of the most frequently used methods for the
measurement of clinical pain.

More recently, visual analogue scales have been drawn up which attempt to measure
the sensory and affective dimensions of the experience separately (Gramling & Elliot
1992; Price & Harkins 1983 & 1987). The affective scale usually contains the words,
"not unpleasant" and "most unpleasant experience imaginable" at either end.

Evidence for the validity of affective scales has been cited in the selective response to
manipulations assumed to alter pain affect (Price & Harkins). Selective affective
responses were demonstrated in early psychophysical studies of the thermal and

chemical senses; hunger or satiety altered ratings of the unpleasantness of taste
without changing intensity ratings (Gracely et al, 1978). In addition, raising or
lowering body temperature altered unpleasantness-pleasantness ratings of thermal
stimuli without altering intensity ratings.

Price & Harkins (1983), devised a VAS to measure the sensory intensity and one to
measure the affective magnitude of pain. To assess their validity as ratio scale
measures they tested them with chronic and experimental pain by asking chronic pain
patients and healthy volunteers to make VAS responses to 6 noxious thermal stimuli.
They then asked the pain patients to match their own pain to the experimental pain.
Power functions were derived which can "accurately predict pain intensity and pain
affect along ratio, not interval scales" (1987:53). But although sensory intensity of
experimental pain could be compared with that of clinical pain, comparisons of
affective magnitude were difficult to make as the situational context of experimental
pain is very different from that of chronic pain. Affective responses to pain are more
sensitive to contextual factors than are sensory responses (Johnson, 1973; Price et al,
1980). In particular, the study by Price et al (1980) found that affective responses to
skin temperatures can be altered by lowering an individual's expectation of avoiding
pain or by changing the manner in which the person evaluated the sensation.

Price & Harkins (1987) also tested the measures on people with different pain
complaints. They found that the overall magnitudes of VAS responses to the range of
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temperatures employed did not differ for these three groups. More importantly, they
argue that the higher exponent values for unpleasantness compared to pain sensation
intensity provides support that these measures can separately measure two dimensions
of pain experience. Further evidence for separate measures is given by studies which
show that psychological factors can selectively alter VAS-affect ratings of this type of
experimental pain (Gracely, 1979; Price, 1983 and Price et al, 1980) and that specific
influences on the affective dimension of clinical pain can be demonstrated (Price et al,
1987). For example, Price et al (1987) found cancer pain to be characterised by higher
VAS-affect ratings than VAS-sensory ratings, whereas labour pain and experimental
pain are characterised by lower VAS-affect ratings than VAS sensory ratings.

In a study by Harkins et al (1989) visual analogue scales were also used to measure
the "emotional suffering” related to a person's pain. Five VAS's associated with
emotions (depression, fear, frustration, anger and anxiety) were anchored at each end
with the words, "none at all", and "the most severe imaginable". In a comparison of
neurotics and extroverts, they found that higher neurotic scorers not only reported
greater unpleasantness than lower scorers, but they also gave higher VAS emotion
ratings. They conclude that neuroticism "selectively augments affective responses, the

second stage of pain processing, associated with both clinical and experimental pain"
(1989:217).

There has also been recognition that there may be a pain-independent component of
the experience such as fear of death which may be related to psychological variables
directly without an immediate relation to pain sensation (Price & Harkins). The next
step is how to measure this component.

Finally, Price et al suggest that these VASs are simpler to use and more valid than
verbal descriptor scales, 16 VASs with words of increasing intensity along them, as the
verbal scales may often refer to several different emotional responses or meanings
which are unlikely to lie on single continuum. Affective verbal descriptors imply that
as pain increases beyond "discomforting” it becomes "distressing". This is possible
but pain may become frustrating or depressing rather than distressing.

(11) McGill Pain Questionnaire

Another paper and pencil instrument which incorporates a scale is the McGill Pain
Questionnaire. Designed by Melzack & Torgerson (1975) it is based on an earlier
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study they made in 1971 on the language of pain. They argued that there was more to
pain than overall intensity. Pain has several qualities, each unique to a physiological
change. For example, the pain of a toothache is obviously different from that of a pin
prick. In this study they asked 20 subjects (14 men and 6 women) with university
educations to classify 102 words, obtained from the clinical literature relating to pain,
into smaller groups that describe different aspects of pain experience. The words
were categorised into three major classes and 16 subclasses. The classes are: (1)
words that describe the sensory qualities of the experience in terms of temporal,
spatial, pressure etc; (2) words that describe affective qualities, in terms of tension,
fear and autonomic properties that are part of the pain experience; and (3) evaluative
words that describe the subjective overall intensity of the total pain experience. Each
subclass consists of words that were considered by most subjects to be qualitatively
similar.

The second part of the study was an attempt to determine the pain intensities implied
by the words within each subclass. Groups of doctors, patients and students were

asked to assign an intensity value to each word using a numerical scale ranging from
least (or mild) pain to worst (or excruciating) pain.

Melzack & Torgerson claim that there was a high degree of agreement on the intensity
relationships among pain descriptors by subjects who had different cultural, socio-
economic and educational backgrounds. A closer look at the subjects reveals how
unrepresentative the subjects actually were. For example, 140 of the subjects were
psychology students (90% were male, with an average age of 20 years); 20 were
physicians of multi-ethnic origin, most had middle- and upper-class backgrounds; and
20 were patients (white, English-speaking Protestants belonging to the lower-class
income group). No further studies have challenged this assumption, and as shall be
seen during the remainder of this chapter, many have followed their method by relying
on unrepresentative samples.

In addition to the list of descriptors, additional information was requested of the
subject: medical information (diagnosis and drug intake), line drawings of the body to
indicate the spatial distribution of the pain; words that describe temporal properties of

pain, and the overall present pain intensity (PPI). Four supplementary subclasses were
added to the word lists when patients found certain words to be absent.

Four types of data can be obtained from the questionnaire:
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(1) Pain rating index based on the patients' mean scale values, PRI(S). This consists
of the sum total of the scale values of all the words chosen in a given category
(sensory, affective etc) or for all the categories.

(2) Pain rating index based on the rank values of the words PRI(R). The word in each
subclass implying the least pain is given a value of 1, the next word is given a value of
2 etc. The values of the words chosen are then added up to obtain a score for each
category, and a total score for all categories.

(3) The number of words chosen (NWC). The assumption being that the higher the
number of words chosen, the greater the pain.

(4) The present pain intensity (PPI). The number-word combination chosen as the
indicator of overall pain intensity at the time of administration of the questionnaire.

The study of 1975 analysed the word descriptor information and found the following.
First, there is a high correlation between the scale and rank value methods for
determining the PRI scores for each category, suggesting that either method could be
used. Second, the PPI correlation with the PRI and NWC was significant but low.
The reasons found for this were that the PPI fluctuates considerably as a function of
psychological factors at the moment eg mood, anxiety level, attention and so forth.
This means that the social context in which the measurement is taking place may
influence the perception of pain. For example, it may represent an implicit
communication requesting help from the physician.

Validity and Reliability of the MPQ

Reliability

Assessing the reliability of pain measures is particularly problematic because the
variable under study 1s subject to variation across time. It is also confounded by
memory capacity (Reading, 1983) because the patient may recall the pattern of
responses of an earlier occasion and by the inherent fluctuating quality of the pain
experience. If it 1s accepted that the term "pain" refers to a number of dimensions of
experience, a problem with rating scales may be that they ensure that one aspect of the
experience 1s responded to consistently. It is argued that scales that require a number
of judgements for each dimension will increase reliability of scores obtained.
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Similarly, the complexity of the task is seen as influencing reliability; when it is
simple, reliability will be enhanced.

Melzack (1975) reported a small test-retest study in which ten patients completed the
questionnaire three times at intervals ranging from three to seven days, with an
average consistency of response of 70.3%. Repeated administrations of the
questionnaire to cancer patients have yielded a consistency index of 75% between the
first two administrations, which decreased to 66% and then increased to 80% over the
course of weekly assessments. Finally, Hunter et al (1979) studied the ability of
patients to remember their pain and to report it consistently. The MPQ was
administered to 16 patients experiencing pain resulting from a neurosurgical
procedure. Pain recall was assessed after an interval of 1 or § days. The results
indicated high consistency in score profiles among the three occasions.

Validity

i) face validity:- Reading (1983) suggests that the increase in the number of studies
from a variety of clinical settings that include the MPQ as a dependent measure
"testifies to its acceptability in this setting” (1983:56). As Melzack argued (1975),
supplying the patient with pain adjectives may overcome the language barriers that
exist in the free-report situation. Moreover, the inclusion of emotional-affective
words sanctions their use if they are indicated. Finally, a preference for verbal scales
emerged from a comparison of verbal, visual analogue and numerical rating scales

(Kremer et al, 1981).

ii) construct validity:- Several reviewers of the MPQ have addressed the question of
whether Melzack's selection and grouping of words do indeed reflect the three

dimensions he proposed. Studies in Canada (Crockett et al, 1985), the United States
(Prieto et al, 1980) and in Britain (Reading, 1979), each using different types of pain
patient have reviewed the factor structure of the MPQ. The general aim of the studies
was "to empirically determine the nature and minimum number of dimensions
necessary to describe responses to the MPQ" (Crockett et al, 1985). The three studies
applied principal component analyses to the MPQ), using the scale values of the words
chosen from each group as the scores for 20 variables in the analysis. Two of the
studies (Reading and Prieto) extracted four factors and Crockett et al found five.
According to Reading (1983) the results of these studies "confirm the distinction
between sensory and affective subgroups and lend support to the practice of deriving
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representative scale scores." (1983:57). An evaluative dimenston was distinguished
but less consistently.

Despite these results, there are several methodological problems in examining how
closely the MPQ reflects Melzack's theory of pain. In particular, there are conceptual
difficulties in using factor analysis to assess the validity of the questionnaire. Melzack
& Torgerson (1971) recognised that words from different components (eg affective,
evaluative) may correlate with one another, while different subclasses in each
component will not necessarily intercorrelate. If this is the case, it would necessarily
be expected that words in say the sensory component would load on a single factor.
Because the respondent selects only one word in each subclass, the correlations
among words in each subclass will be zero and so the grouping of words into
subclasses cannot be tested empirically. Furthermore, because each word reflects both
a type and an intensity of pain, factor analysis may extract type of pain or intensity of
pain factors, or both. This was illustrated by a study which departed from normal
usage and presented the MPQ words in random order, asking subjects to check every
word that described their pain (Leavitt et al, 1978). The seven factors that were

interpretable cut across Melzack's groupings and took words at similar levels of
intensity from a wide range of subclasses.

Gracely (1992) argues that factor-analytic methods may be inappropriate for assessing
the factor structure of the MPQ. Torgerson (1988) distinguished between semantic
meaning (how the MPQ descriptors are arranged) and associate meaning (how
patients arrange the MPQ descriptors) to emphastse that factor analysis provides a
context-dependent structure of the latter. In other words, the outcome will depend on
how specific patient samples make use of the MPQ descriptors. Factor-analytic
techniques, therefore, do not directly evaluate the semantic structure of the
questionnaire.

Another argument put forward by reviewers 1s that the high correlation between
dimensions suggests that they are not distinct. But, according to Gracely (1992), high
correlations amongst variables does not necessarily imply a lack of discriminant
validity. Using the example of vision, 1e that increasing the intensity of light produces
increased capacity to discriminate colour, contours, texture and distance, Gracely
argues that high intercorrelations between these variables does not mean we should

forget about the different components of vision as it would lead to "a loss of valuable,
meaningful data." (1992: 55).

42



High correlations between the different dimensions of the pain experience would be
expected as they are interrelated (Holdroyd et al, 1992). In other words, as the
intensity of pain sensations increases, the amount of affect (or distress) generally goes
up. However, if the given level of sensory intensity is fixed, there is considerable
meaning to the amount of affect associated with it. In other words, the affective
component of pain can be assessed as "how much a given sensation bothers you". It
can be thought of as a separate amplifier with its own gain control. Adjusting the
affective gain changes the amount of affect associated with a specific intensity of a
pain sensation. The overall amount of sensory intensity and affect will usually be
correlated. The important point is that the amount of affective gain can vary
independently. With regard to the MPQ), its ability to measure the amount of affective
gain and in particular changes in the amount ie after treatment, should be of central
concern (Gracely, 1992).

Studies investigating the "placebo" response and pain (Gracely et al, 1978; Gracely,
1979) have been used to further reinforce the theory of different dimensions of the
pain experience and the MPQ's ability to reflect these dimensions. Volunteer
experimental subjects received gradually random shocks to the teeth or skin. The

subjects were asked to rate separately the intensity of the pain and the unpleasantness
of the pain. The subjects were then given a saline injection with the assurance that
they were being given a powerful analgesic. The results were that the intensity of the
pain was completely unaffected by that at low-shock levels the unpleasantness was
markedly reduced but at higher intensities it was unaffected. Gracely et al (1978) then
went on to show that diazepam, a tranquilliser, could produce exactly the same effect.
However, in 1979, Gracely investigated the effect of fentanyl, a narcotic on the same
type of pain and found a different result - 1t reduced the intensity but not the
unpleasantness.

Construct validity has also been addressed by investigating the relationship between
MPQ scores and concomitant assessments of psychological state. Elevations on the
affective scale in oncology patients have been related to increased scores on
depression inventories (Kremer et al, 1981).

(iii) Concurrent validity:- Correlations between MPQ-derived scores and verbal rating
and visual analogue rating scales have been examined. Correlations of 0.39 and 0.10

between the total rank score for the MPQ and verbal and visual analogue rating scales
have been reported (Reading, 1982). Similarly, Hunter and Philips (1981) found
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