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Introduction

Most of the so-called emotional, personality, or
motivational problems associated with chronic
pain patients can better be understood as
examples either of direct reward for pain be-
haviors or of avoidance learning. In the former
case medications, rest, or attention — the most
common examples — have come to be a conse-
quence of the patient’s pain behavior. In the lat-
ter case, pain behaviors are rewarding because
they yield time out (i.e., avoidance) from what is
for the patient aversive events. The probability
that avoidance behavior based on pain prob-
lems persisting is further enhanced when wage
replacement compensation benefits accrue
which have the effect of reducing the response
cost of pain behaviors.

The data for the physician confronted with a
problem of chronic pain consist mainly of the
medical history setting forth the circumstances
under which the problem arose, the documen-
tation of structural damage (if any), current
physical findings, and the pain behaviors ob-
served. There has long been a strong tendency
to attribute the current pain behaviors to the
originating trauma and associated body dam-
age, or to the ravages of treatment, as in scar
tissue from surgeries. But that is an inference,
not a statement of facts. It is entirely plausible,
however compelling the information document-
ing body damage at time of onset, that the pain
behaviors are persisting for other reasons.

Wiltse and Rocchio, (1975), for example,
showed that physical findings had little relation
to outcome in a surgical surrogate therapy for
chronic back pain, chemopapain injections,
whereas the MMPI did relate to outcome.
Johnson (1978) has shown that among a large
sample of industrially injured low back pain pa-
tients, if one included those for whom well
documented disc disease was demonstrated,
78.3% had no physical findings while 100%
were emitting persisting pain behaviors. When
the disc disease patients were excluded, 93.1%
had no physical findings.

The point for the moment is that physical find-
ings serve as valid criteria by which to account
for pain behaviors mainly during the early days
and weeks in the history of the pain problem. As
time passes and pain behaviors persist, the re-
lationship between physical findings and pain
behaviors often diminishes to the point of
obscurity” It is this issue which underlies the
principal relevance of the MMP! in relation to
clinical pain. The central role of devices such as
the MMPI is to seek to shed light on why pain
behaviors are persisting in the individuals to be
evaluated. Since, in chronic pain, physical find-
ings by themselves are often unsure bases for
explaining persisting pain behaviors, to what
extent can other potential explanations be
derived?
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University of Washington
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Special Characteristics
of the MMPI in Relation
to Chronicity

People having chronic disabling conditions
(e.g. spinal cord injury, rheumatoid arthritis)
have long been observed to show elevated
scores on scales 1 and 3, if tested several
months after onset. It is not uncommon for the
very recently injured paraplegic or quadriplegic
not to show elevations on 1 and 3, but if re-
tested a few months hence, then to show the 1
and 3 elevations. It is of course patently absurd
to think at time of onset that the spinal cord in-
jured patient is not manifestly suffering a host of
somatic difficulties. But what seems often to
happen is that the person, at time of first test-
ing, is continuing to describe him/herself as
was true a few short days or weeks before.

One can re-state the preceding point by noting
that scales 1 and 3 appear to reflect the proba-
bility the person will emit somatic concern of
“physical sickness” or somatic distress, or pain
behaviors. The elevations have littie in them-
selves to say about why those sickness be-
haviors are emitted. They may occur because
of the patient's physical condition, or for other
reasons.

Special Issues
Common to Pain

Chronic pain patients have been noted often to
be depressed (Sternbach, 1974; Fordyce,
1976). This is particularly true where the prob-
lem has persisted for a long time and there is
associated extensive interference in the per-
son’s way of life. In addition, elderly persons
often seem to blur the distinction between pain
and depression. One result is that some of
them may come complaining of pain when the
central problem is depression mislabelled as
pain. MMPI assessment of the chronic pain pa-
tient must weigh the depression factor carefully.

*Terms such as psychogenic, conversion reaction, or hys-
teric are often used (sometimes even malingering) when
there is a pain behavior-physical finding discrepancy. It
takes us too far afield to explore thoroughly the problems
those usages produce. The central objection is that the
sole alternative to pain behaviors controlled by nocicep-
tion is not some kind of intra-psychic or motivational prob-
lem. As has been described, pain behaviors are subject
to influence by a spectrum of factors, only some of which
can rigorously be conceived as personality problems.

Many chronic pain patients have become ad-
dicted and toxic from the protracted prescrip-
tion of narcotic and other analgesics or muscle
relaxants. When that has occurred, they may
display behavior patterns suggestive of brain
damage. Those patterns may show up on
MMP! profiles. Therefore, indications of brain
damage from an MMPI profile may have special
relevance to chronic pain.

It is clinically observed also that many elderly
patients coming with complaints of pain are
found to have cortical deficits (Fordyce, 1978).
It appears that the person finds the complaint of
pain a less socially aversive explanation for
constraints on the ability to perform than to ac-
knowledge, for example, a memory deficit.
Here, too, indications from an MMPI profile of
possible cortical deficit have special relevance
in the evaluation of chronic pain.

Pain and muscle tension are often related. This
is particularly true of tension headaches and
high back, neck, and shoulder pain such as is
often found, for example, in post-whiplash acci-
dents. Indications from the MMPI of tension
states is also of special relevance (see pp.
14-15).

Many chronic pain patients are involved in
compensation/litigation issues. They may be
receiving wage replacement funding from a
compensation program and they may be faced
with periodically having to reauthenticate their
pain problems. When this occurs in someone
who finds time out from work or responsibility
demands or the opportunity to manipulate the
environment to meet his/her own needs, we
have yet another factor to consider in relation to
the MMPI. Indicators of readiness to manipu-
late others is something to examine for. This
manipulative component is often operative in
marital situations in which one member of the
pair seeks to exert control or influence over the
other via pain behaviors.

Finally, there is another kind of pain problem
which is not yet well documented but which,
clinically, has been observed with sufficient fre-
quency to warrant mention. There are some
chronic pain patients whose pain behaviors ap-
pear to reflect one trial learning associated with
the originating trauma. The problem seems
analogous to “traumatic neurosis,” though the
precise mechanism by which this approxi-
mately one trial learning occurs in some and not
in others and why effects persist in some and
not in others is not yet clear. At any rate, indica-
tions of phobic behavior from the MMPI should
be considered as having some potential rele-



vance. It should be added, however, that iden-
tification of this kind of pain problem (perhaps
appropriately termed a pain phobia) better de-
rives from exploration of the stimulus conditions
having specific potency in eliciting pain be-
haviors and not from an MMPI.

MMPI Evaluanor: of
Chronic Pain

The preceding introductory comments have the
intent of identifying the major parameters and
concepts of chronic pain having relevance to
the MMPI. But it should be recognized that the
proper evaluation of problems of chronic pain
should include four components, only one of
which is the MMPI: (1) medical workup; (2) be-
havioral analysis interviews; (3) activity diaries;
(4) MMPI.

There should be a good medical workup; one
which is mindful of the hazards of inferring that
body damage at time of onset necessarily con-
tinues to account for persisting pain behaviors.
Unless exploration for currently active physical
findings is conclusive, there should be a be-
havioral analysis, via interview of patient and
spouse, of the prevailing contingencies to pain
and well behaviors.

Behavioral analysis interviews are used to
analyze the consequences which follow pain
behaviors or their alternative: activity and well
behavior. Detailed description of an interview
format for this procedure can be found in For-
dyce (1976). The general objective of such
interviews is to determine whether pain be-
haviors appear to be followed by directly rein-
forcing consequences (paraphrased as, “When
| *hurt,” good things happen which otherwise
would not.”) or indirectly reinforcing conse-
quences (paraphrased as, “When | ‘hurt,’ bad
things don’t happen which otherwise would.”)
The latter represents avoidance learning.
Among the more common direct reinforcers of
pain behaviors are prescription of pain medica-
tions on a prn (“take only as needed”) or pain
contingent basis, and special attention from
physicians or family contingent on existence of
a pain or illness problem. Indirect reinforcement
for pain behaviors usually relates to difficulties
the patient has in coping with life demands.
Pain behaviors may lead to sanctioned con-
straints in activity, by which the individual gains
“time out” from responsibilities, demands, or
situations which, were he/she free to function,
might prove aversive or threatening.

The MMPI is not an adequate substitute for be-
havioral analysis interviews. The user of the
MMPI in the context of chronic pain should be
alert to recognize that some physicians will re-
quest MMPIs under the mistaken belief that
MMPI item responses correspond to a be-
havioral analysis. They do not.

Finally, in addition to the MMPI, it is often very
useful to obtain from patients indications as to
their current activity patterns and levels. This
objective can usually be adequately served by
asking patients to record for a few days on diary
forms when they are sitting, standing/walking,
and reclining. There are many important dis-
criminations which can be made with the help of
activity diaries. It is beyond the scope of this
paper to deal with them in detail. To illustrate,
patients recording consistently spaced medica-
tion ingestion, particularly through the nights,
are usually addicted. Patients recording high
levels of pain and much activity constraint
through the day but then showing uninterrupted
sleep are usually diagnostically quite different
from those showing similar daytime patterns
and frequent, irregular night-time disturbance.
The former are more likely to have pain be-
haviors controlled by non-organic factors; the
latter by organic factors.

Nothing has been said about patient ratings of
their pain. Such ratings, a form of social com-
munication, often appear to have little relation-
ship to any other pain relevant parameter, in-
cluding physical findings and restricted activity
level or functional impairment.

With all of the foregoing we can now proceed to
a review of the use of the MMPI as an evalua-
tion tool in regard to clinical pain. The format
used will be to list frequent referral questions
and then briefly describe MMPI profile charac-
teristics bearing on those.

The first and generic referral question usually
is, “Why are pain behaviors occurring when
physical findings are minimal or lacking?” or,
rephrased, “Does the MMPI indicate that psy-
chological factors may account substantially or
in any part for such behaviors?” That generic
guestion can be broken down into specific is-
sues.

i. Does the patient indicate considerable
readiness to emit pain behaviors? What
1o ook for:

(a) Elevations on scales 1 and 3. “Elevations”
here means either primed (i.e., T=70 or
higher) or coded 1-3 or 3-1. Where subtle/
obvious sub-scores are used (a practice
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the author recommends), 3-obvious
should be fairly high; e.g., over 65. That
is particularly true when the profile is
coded 3-1.

Figure 1 illustrates the profile of a 57-year-old
woman with many neck and back pain com-
plaints but for whom workup made evident her
“pain” was a set of actions designed to extri-
cate her from stress. The profile shows readi-
ness to emit pain behavior but very littte emo-
tional distress.

Figure 2 contrasts with Figure 1 by illustrating
reluctance to emit pain behaviors. This young
woman had very circumscribed abdominal pain
elicited by a narrow set of activities and relating
to guilt, anger, and resentment stemming from
an abortion she didn’t really want. Full workup
suggested a phobic-like problem, as discussed
under point 6, below.

To reemphasize previous statements, eleva-
tions on 1 and 3 say nothing important about
whether pain behaviors relate to physical find-
ings; only that the person is not reluctant to
communicate body distress. There is an impor-
tant corollary to that. If 1 and 3, particularly 1,
are low (e.g., T<60) the person indicates little
readiness to signal pain. Such a person has
diminished probability of “using” pain behaviors
as a way of influencing the environment or of
pursuing reinforcing social contingencies for
pain behavior. In short, high 1-3 may or may not
mean pain behaviors are occurring for non-
organic reasons. If one uses 1-3 elevations as
the criterion of non-organic pain, there will be
many false positives, particularly among
chronic pain patients. But in the absence of 1-3
elevations, most particularly where 1 is below 3
and is below 55, rejecting the hypothesis the
pain problem relates primarily to non-organic
factors likely will yield few false negatives.
g thet scales 1 and 3 have T 64,
ponse cost of emifting

sehaviors?

The issue here can be paraphrased as, “how

‘comfortably’ sick is the person?” The intent

is to further refine the differentiation between

pain behaviors organically controlled from

those which may not be.

Wihat to inok for:

(a) Elevations on 2 and/or 2-subtle* (e.g., 65
*A useful rule of thumb in use of subtle/obvious subscores
is: when obvious is over subtle, read the scale where the
scale score is; when subtle is over obvious, read the
scale where subtle is. For example, if 2-obvious is 75, 2

at 65, and 2-subtle at 55, read 2 as 65. If 2-obvious is 55,
2 at 65, and 2-subtle at 75, read 2 at 75.
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or more) suggest that the patient is un-
happy, uncomfortable with his/her pain
behaviors and hence is less likely to find
them reinforcing. Thus, 2-3-1, 2-1-3, 3-2-1
coded profiles are less likely to indicate
pain behaviors controlled by non-organic
factors. The principal exceptions relate to
over-all profile indications that the person
has limited ability to cope with being well,
a topic to be discussed further below. Pro-
files coded 1-3 or 3-1, with low 2 and low
2-subtle (the classic “conversion-V”), de-
scribe someone who has many somatic
complaints but is not all that worried about
them; hence may find the illness role
yields reinforcement. It should be noted
here that seeing a V shape to the left of the
profile often leads the novice to talk about
“conversion reaction.” It should be evident
from the preceding comments that the V
shape should include an absolutely low 2
(or 2-subtle, if that is over 2), or it has little
relevance.

Figure 3 shows a profile indicating much readi-
ness to emit pain behaviors but also considera-
ble distress about illness. This woman com-
plained of headaches which rendered her un-
able to work. But she was post-encephalitic and
workup indicated memory deficits and fine
motor impairment from the encephalitis. Pain
earned “time-out” from revealing cortical de-
ficits. Scales 2, 7, and 8 should be contrasted
with those of Figure 1.

(b) Elevations on 1 and 3, somewhat irrespec-
tive of 2, when accompanied by a very low
4 (e.g., below 50 and, aside from 5 and O,
the lowest clinical scale) describe a per-
son having significant difficulty asserting
him/herself or of coping with interpersonal
demands except in a meek and submis-
sive way. That person, while showing dis-
tress via a possibly high 2, also shows
probable difficulty coping with being well.
They may be differentiated from patients
about whom one might otherwise say pain
behaviors are psychologically. costly and
therefore more likely to be controlled by
physical findings. For them, though 2 may
be high, pain/iliness can serve as a rein-
forcing buffer against environmental pres-
sures.

(c) Profiles coded 1234, or having an elevated
1234 configuration, whatever the rest of
the profile, typically describe a passive-
dependent person; one who has consid-
erable readiness to seek nurturance and
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support from others. That kind of person,
particularly if male, may well use pain be-
haviors to help attain support and shelter
from responsibility demands. Here we
have the high 1-3, but with 2 also elevated.
But, given the 1234 configuration and the
relative elevation of 4 itself, suggesting
readiness to manipulate, passive-
dependency and illness readiness are ap-
propriate inferences. For such a person,
pain/iliness may not have a high response
cost.

3. &re there other problems which make
pain behaviors reinforcing, irrespective
of how high or low scales 1 and 3 may be?
The configurations and the related problems
described in this section usually are accom-
panied by elevated 1 and 3, but not always.
(@) In iliness, particularly chronic, one must

always consider not only the indicators of
illness but also indicators bearing on how
likely the person will be able to cope with
being well. To take an easy example, a
profile with a “paranoid check” (6 over 7,
with 8 at 80) in a non-random profile, gives
strong evidence of psychotic functioning. It
is not uncommon for such a person to
seek the haven of illness; e.g., chronic
pain. The recourse usually shows up via
elevations also on 1 and 3, whether higher
or lower than 6-8-7 or 8-6-7 configuration.
Sometimes, however, particularly if the
pain complaints are of recent origin, 1 and
3 may not yet be very high. But the profile
indicates the person is probably in serious
trouble in coping with daily living de-
mands. Hence, indications such as the
paranoid check, or any other configuration
suggesting very significant emotional/
personality disturbance, should be per-
ceived as raising the possibility pain/
illness has potential as a reinforcing ha-
ven. Particularly, here one looks for evi-
dence of cognitive slippage or confusion,
as in high 8 (usually also over 7), or of in-
tense depression (2 up, 9 down; particu-
larly, 9 subtle less than 9-obvious and
below 50), or of acute and intense anxiety
(elevations on 2 and 7, with or without 8,
and usually with high 6-obvious).

Figure 4 describes a seriously disturbed wom-
an. She had had multiple suicide attempts
and several hospitalizations for depression.
How much her “pain” was mislabelled depres-
sion and how much a sanctioning of withdrawal
from social demands is difficult to determine. In
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any event, her pain behaviors seemed to relate
importantly to non-organic factors.

(b)Is the patient addicted to pain medica-
tions; usually narcotics, barbiturates, or
muscle relaxants? A fascinating number of
chronic pain patients who are addicted
have been observed, when the addiction
is cleared up, no longer to have a pain
problem or pain complaints. What appears
to have happened is that addiction means
the person must emit pain behaviors to get
the much needed “fix”. It is a classical il-
lustration of pain behaviors controlled by
conditioning effects. On the MMPI, this
usually shows up as elevated 2 and 9, par-
ticularly 9-subtle. When both are primed
(i.e., T=70), in the context of chronic pain,
the likelihood of addiction is considerable.
But with 2 up around 70 or more and 9 into
the middle or high 60s, addiction remains
a real possibility.

Figure 5 shows the profile of a highly toxic and
addicted pain patient. Speech was slurred,
ideas were presented in a rambling manner,
and prescribed narcotics were being ingested
at levels lethal to non-adapted persons. Note
that 2 and 9 are both primed.

Any configuration indicating possible cognitive
slippage (e.g., profiles like those found in so-
called “organic brain syndrome”) are also pos-
sible indicators of addiction and toxicity. Here
one is looking for 2-9 or 8 high and over 7, or
such indicators of disinhibition as high 4 and 9,
accompanied by distress; e.g., 2-7.

A special problem arises in this context which
should be noted. As stated previously, many el-
derly patients presenting with puzzling (or
seemingly not so puzzling) problems of chronic
pain are found to have cortical deficits instead.
Accordingly, when assessing a pain patient be-
yond middle 50s in age, the matter of CNS in-
volvement always should be considered. Par-
ticularly, any indications from the MMPI of cog-
nitive slippage signal the need for neuro-
psychological assessment to further clarify
the issue.

(c)It is rare in chronic pain settings to
encounter an out and out malingerer. But
it is not uncommon to encounter people
locked into compensation / litigation
games. Whatever the rest of the profile,
there is usually considerable 4-9; e.g., into
the middle and high 60s or beyond, par-
ticularly, 4-subtle and 9-subtle.

(d)Is the patient highly suggestible and sim-
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ply over-responding either to modest levels
of nociception (i.e., pain stimuli) or to in-
formation about the nature of an illness or
injury received from physicians, family
members, or others? This seems not very
often to be the central problem but it can
occur. It appears to show up on the MMPI
in the form of hysteroid features, narrowly
defined. There is high K, usually also high
L. There is high 3, with 3-subtle over
3-obvious. The profile is usually coded 3-1,
with 1 no higher than the low 60s. This
suggestibility element more often is part of
the broader spectrum of things found in
1-3 profiles.

4. is the core problem depression misilabel-
iad as pain?
Depression mislabelled as pain occurs
nearly exclusively in elderly patients. It is, of
course, very difficult to separate “chicken
from egg.” The important thing to keep in
mind is that elderly depressed people are
more likely to report somatic components to
their distress than are younger depressed
people.
a1} What to look for: Scales 1 and 3 are likely
to be elevated, along with the indicators of
depression: 2 high, 9 low, with 9-subtle
below 50. The MMP! cannot by itself dif-
ferentiate the extent to which the somatic
complaints relate to some body damage
factor. The referring physician should be
alerted to consider depression as an alter-
native possible explanation for the pain
problem. A clinical workup for depression
should also be done. This issue can arise
in younger depressed patients, though
rarely below age 35 or so. But when
chronic pain complaints in, for example, a
middle-aged person relate primarily to de-
pression, the other indicators of a major
problem of depression are usually very
evident, both on the MMPI and in other
ways.

Figure 6 shows a profile of a man presenting
with a complaint of back pain which had incon-
sistent and selective effects on activities,
suggesting considerable operant pain. He
smiled constantly but gave ample evidence of
significant underlying depression which ap-
peared to be mislabelled as pain by patient,
family, and referring physicians.

= Does i

inngie

amn problem have a significant
ponent?
Tension as a significant component either
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producing or helping to maintain pain be-
havior nearly always is limited to tension
headaches or to high back, neck and shoul-
der complaints. In the latter cases, there is
often a history of onset via a whiplash injury,
or some variant thereof. Tension, by itself, is
not often a significant factor in low back pain,
abdominal pain, or extremity pain.

1 What to leok o MMPI indicators of
tension are mainly two: (1) A Low Back
Pain (LBP) score elevation of 50 or more
(i.e., raw score of 13 or more); though
occasionally raw scores as low as 11
will accompany significant tension prob-
lems. (2) Profile indicators of marked
anxiety; e.g., 2-7 high, particularly with
6-obvious primed.

f.is the pam probiem g pooturdike 0o
AOMENnOn; 8.0, F waniss ot Thopaoste
neurosis?”

This bit of clinical lore is presented with some

trepidation. There are, as yet, so far as the

author knows, no formal supporting data.

However, there have been enough clinical

encounters, including three cases success-

fully treated on this basis, to warrant mention-
ing the issue.

(4] What o ook for: MMPI indicators of
phobic-like behavior are usually found via
an elevated 7 with a sharp drop to 8; e.g,,
7-8 T-score difference of 10 or more points.
Indicators may also show up in the config-
urations previously mentioned as “sugges-
tible;” i.e., high L, high K, high 3 with
3-subtle over 3-obvious and near 70 or
higher, and a low 1. When there are
suggestions that the problem may be
pain-phobic in nature, the indicated further
assessment step is to explore, via detailed
interview, specific discriminated environ-
mental stimuli which reliably elicit the pain
behaviors. Those environmental stimuli
usually relate to physical activities but
other physical activities of roughly equiva-
lent physical demands do not result in pain
behaviors.

Some surgeons will request MMPIs before
operating to obtain an assessment of the likeli-
hood of the success of surgery. In such cases,
the question is some mix of two separate but
related questions: (1) are the pain behaviors
under essential control of nociception relating

11



to body damage? and (2) given a reduction
in nociception, how likely is this person to
find pain behaviors so reinforcing that they will
persist?

The first of those questions is exactly equiva-
lent to the first referral question considered
above. Reference should be made back to that
discussion. The second question can be
paraphrased as “Assuming surgery is success-
ful, will my patient also get better and stay that
way?” That question can also be dealt with in
terms of the preceding diagnostic issues con-
sidered. The essence of the matter is: are pain
behaviors reinforcing? The more the indications
that iliness has “payoff” for the person, the less
likely any physically based treatment interven-
tion, including surgery, conservative regimens,
traction, electrical stimulation, etc., will suffice.
Similarly, the less likely acupuncture, hypnosis,
or psychotherapy will produce lasting benefit.
Treatment must necessarily be directed toward
modifying the contingencies to sick and well
behavior, as well as getting the patient mobi-
lized to an adequate activity level.

Court actions relating to pain problems often
arise. Usually, the essential question facing the
MMPI interpreter is: what is the evidence pain
behaviors are presently occurring for reasons
other than the body trauma which originated the
problem? The points expressed in sections 1-6
above provide the basis for MMPI response to
that issue. There is, of course, a related legal
issue, about which the MMPI can say little. That
is: if it is given that body damage trauma
caused the pain problem and that current evi-
dence indicates the ensuing pain behaviors
have now come under essential control of con-
ditioning effects or are maintained by various
environmental contingencies, to what extent is
there liability for the current pain problem? That
is not an MMPI issue and the MMPI user should
be mindful of that. He/she can only testify to the
probability that factors other than the originating
physical findings are influencing persistence of
the pain behaviors.

reatability:

Studies have been directed at predicting treat-
ment outcome via the MMPI. These studies
have limited utility because the “treatment(s)”
used are usually insufficiently specified, as are
the selection criteria, to permit meaningful pre-
dictors to arise. A partial exception to this point
relates to the earlier discussion of predicting
success from surgery.

12

There will be no attempt here to identify MMPI
predictors of probable success of treatment
(aside from the surgery issue), except in a very
limited way.

In addressing the question of whether treat-
ment gains will be maintained, two issues can
be considered.

(a)to what extent is the person, newly re-
stored to activity and the responsibility
demands of “being well,” likely to be able
to cope? The points raised in sections 1-3
above deal with that.

(b)to what extent will increased activity level
(quite aside from the matter of ability to
deal with responsibility demands) itself be
reinforcing? This proves to be a simple
question but one which is often highly rel-
evant. The critical elements are MMPI in-
dicators of restlessness, energy, activity
level, or a self-demanding life style. Thus,
the patient somewhat immobilized by his/
her pain problem but who shows eleva-
tions on scale 9 or 2-7 (accompanied by K
scores well over 50) is likely to find access
to activity highly reinforcing.

To summarize, the MMPI can make a very use-
ful contribution to the assessment of chronic
pain. That contribution must be based on a
clear understanding of the complex character of
chronic pain and of the assessment questions
appropriately asked of the MMPI interpreter.
The effectiveness of the MMPI in this context
can be no greater than the ability of the interpre-
ter to use it properly.
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