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Preface

This book results in part from two differ-
ent scts of observations or developments.
One stems from the obvious shortcomings
of traditional health carce approaches for re-
solving adequately many problems of chronic
pain. After traditional methods and perspec-
tives have had their day, a significant num-
ber of people will still continue to display
pain problems that bedevil them, their phy-
sicians, and insuring and compensation
agencies. The second is the emergence of
behavioral methods and concepts as impor-
tant evaluation and treatment tools for a va-
riety of human problems. The term hehavior
modification is the most frequently used
label. This book brings together behavioral
concepts and methods to combat one of the
major continuing problems in health care:
chronic pain.

The approach used in this book is to re-
analyze chronic clinical pain from a beha-
vioral perspective and to describe both
evaluative and treatment methods that are
indicated by this analysis.

This book has been written with two
kinds of readers in mind. One is the health
care professional: physician, nurse, physi-
cal therapist, or occupational therapist. The
other is the behavioral scientist or other
human services professional with develop-
ing interests in the use of behavioral tech-
nology to help people with chronic illness
problems. This latter group may include
psychologists, psychiatrists, social workers,
or perhaps members of vet other profes-
sions.

Newly  graduating students in  these
various professions arc increasingly likely
to have received at least some exposure to
the concepts and methods of behavioral
technology. In some instances the training

will have been extensive. For them, this
book may serve to relate their behavioral
training to a new context and a new set of
problems. Practitioners in the field from
these various professions are much less
likely to have had training in or to have
had more than superficial exposure to be-
havioral concepts and methods. For them,
this book has a dual objective. One is to de-
scribe another way of looking at chronic
pain. The second is to equip them with
enough relevant behavioral technology that
they can begin to add new dimensions to
their evaluation and treatment procedures.

The concepts and procedures on which
this book is based represent the work of
many people. The tactical steps for apply-
ing operant-based methods to the manage-
ment of chronic pain evolved from the con-
joint cfforts of many. It would be imprac-
tical to list the names of all of those who
have made significant contributions to the
process. We must be content with acknowl-
cdging that the development and applica-
tion of the procedures represent a team
operation. Certain individuals have made
special kinds of contributions for which
specific mention can be made. The names
that follow report some of those contribu-
tors. Many others also could have been
named. were space limitations not a factor.

A major part of the initial impetus for
the operant program came from Justus F.
Lehmann, Chairman of the Department of
Rehabilitation  Medicine,  University — of
Washington. His cncouragement and sup-
port were indispensable to development
and growth of the program. His conceptual
and procedural contributions were and con-
tinue to be equally important. Roy S.
Fowler, Jr., Associate Professor of Psychol-
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ogy, in the same department, played a
key role from the outset, as did several
other psychologists, including Patricia
Sand, Roberta Trieschmann, and Lynn
Caldwell. Physician support and proce-
dural contributions were also vitally im-
portant. Among the many who have played
a role in program development, mention
should be made particularly of Barbara De-
Lateur, Kendall Holmes, Thaworn Hong-
ladarom, George Kraft, Phil Morrison,
Clyde Nicholson, Walter Stolov, and Janet
Whitmore. Nursing also played a key role,
and special mention should be made of
Rosemarian Berni, Michelle Kenney, Han-
nah Kuhn, Laura Heard, and their many
ward service colleagues. In physical ther-
apy, Ann Nourse, Maureen McGee, and
their colleagues, and in occupational ther-

apy, Marilyn Wittmeyer and her colleagues
were instrumental in providing a suitable
treatment environment for testing the meth-
ods. Social workers Jane Itzkow, Katherine
Chambers, Grace Schertzer, and others, and
the Prevocational Unit directed first by
Janet Hart and later by Mike Clowers, all
have made their contributions.

To all these people and to their col-
leagues, who are far too numerous to men-
tion, goes a special note of thanks for their
help, their ideas, and their support.

The list would be incomplete without
mentioning that any number of patients
braved what often appeared to them to be
the unknown and the unlikely-to-succeed.
But they did it, and they let all of this
evolve.

Wilbert E. Fordyce
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Introduction

This book concerns chronic clinical pain.
It analyzes from a behavioral perspective
the complex set of problems involved in
chronic pain and considers diagnostic and
treatment methods suggested by the be-
havioral approach.

The question as to what behavioral con-
cepts have to do with pain is to be ex-
pected. Pain is ordinarily viewed in neuro-
physiological terms. It is considered to be
a medical problem with so-called organic
or physical characteristics. If, in a given
case, diagnostic evidence suggests that the
reports of pain do not have the expected
basis of physical findings, the problem may
be shunted into another conceptual path-
way where the problem is viewed as non-
organic, that is, psychogenic, psychiatric,
or emotionally based. It will be argued in
this book that these distinctions have lim-
ited utility. Furthermore, whatever their
merits, they leave untouched a number of
other important issues about pain that in-
volve behavior and factors that guide or
change such behavior.

Before proceeding further, since the con-
cept of behavior is being considered, a be-
ginning definition of the term is needed.
The concept will receive more detailed
treatment in Chapter 4. Briefly, the term
behavior refers to observable and poten-
tially measurable actions of the organism;
in this context, it includes patients, family
members, and health care professionals. Be-
havior is, therefore, movement; it is observ-
able movement. The definition is not in-
tended to imply that there are not other or-
ganism activities, such as neural impulses,
glandular secretions, mental images, or co-
vert arithmetical calculations. The defini-
tion means that it is only the observable,

countable behaviors that will be dealt with
here. This constraint provides a number of
important logistic and pragmatic advan-
tages to both the professional and the pa-
tient.

The expression or display of pain is itself
behavior. A moan or grimace or verbalized
complaint is behavior, As such, it is vulner-
able to influence by factors that influence
all behaviors. This matter is the major—
although not the sole—focus of this book.
There are many other behaviors or actions
of the person with a pain problem that are
associated with the pain. They may influence
its course or the interpersonal and social
consequences of the pain problem. There
is, for example, the effect of activity or in-
activity stemming from the pain on the
pain itself and on other body processes. Is
there excessive disuse producing unneces-
sary atrophy? Would more action or move-
ment create distraction and thereby de-
crease pain? Would systematic stimulation
better activate inhibitory mechanisms that
might dampen the pain experience? Is pain
being produced or aggravated by other
body processes such as muscle tension or
deficient peripheral circulation? Each of
these phenomena often can be influenced
by behavior change methods.

In addition to the more immediate pain
and pain-related behavior relationships,
there are many complex social and inter-
personal effects relating to a pain problem.
The chronic pain patient, for example, of-
ten develops a dogged and persistent set
of strategies for seeking additional help
from the health care system. The pain pa-
tient who develops multiple sources of
analgesics or narcotics is one prime exam-
ple. The whole set of behaviors making up
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2 Introduction

health care use, excessive or otherwisc,
provides further examples.

There are yet more interconnections be-
tween behavioral concepts and what hap-
pens to people with problems of chronic
pain. Restricted activity leads to unem-
ployment and to altered social and recrea-
tional patterns. It may also lead to activa-
tion of wage replacement systems. This
brings in the complex issue of compensa-
tion and its effects on illness. There is the
question of how effectively a patient who
is moderately impaired by a pain problem
finds vocational or avocational outlets by
which to maintain productivity. If he or
she does not, the pain problem or its side
effects often will worsen. Finally, a pain
problem or the effects of the treatments used
to deal with it may leave the person unem-
ployable or in major ways restricted in social
or avocational activities. What actions or be-
haviors can the person engage in that would
make life more enjoyable?

Pain happens to people. People have be-
havior. The two, pain and behavior, are in-
extricably related.

The ideas, the methods, and the results
on which this book is based reflect the ef-
forts of a number of people working to-
gether since 1966. Results were positive,
providing immediate impetus to proceed
with further trials.

John Kenneth Galbraith (1958) once
commented, “Events and the ideas used to
explain them often have a way of pursuing
an independent course.” Such a comment
undoubtedly can be applied to the meth-
ods described here. There is, as yet, limited
empirical data from which to assess closely
the effectiveness of individual segments of
the behavioral approach to chronic pain.
There is sufficient evidence to indicate that
the methods, in their collective effect, are
capable of producing significant positive
results with many patients. Sometimes the
results are dramatic (Fordyce and associ-
ates, 1973). In every case thus far treated,
the patient had previously undergone mul-
tiple treatment programs for his or her pain
problems without finding a solution. Each
of those patients who displayed and main-

tained progress when treated by behavioral
methods did so after failure to be helped
by other approaches.

Chronic pain viewed in behavioral terms
leads one to recognize that many chronic
pain patients, to use a phrase gained from
a colleague, Dr. Roy S. Fowler, Jr., suffer
more than they need to. Pain patients pay
a terrible price. It is not only that they
suffer pain. Their ways of living are dis-
rupted and perhaps virtually shattered.
There may be enormous economic losses.
But perhaps most of all, life is passing them
by. As the years pass and treatment pro-
grams repeatedly fail to yield durable re-
sults, the sufferers must sit on the side-
lines and watch their only chance at life
slip past.

The burden is often made heavier by
the very sources of help to which the pa-
tient turns. As will be shown in detail later
in this book, the actions families take to
help are often not only ineffective but
actually serve to make things worse. The
health care system also may add to the
problem rather than help it. Multiple sur-
geries that fail to solve the pain problem
and that produce additional functional im-
pairments are a case in point. There are
more subtle but often just as burdensome
actions by the health care system. Methods
of handling pain medications, activity, and
rest, for example, sometimes worsen the
problem or at least maintain it beyond
what otherwise would have been a point of
positive resolution.

The health care system, as well as family
and friends, sometimes adds to the burden
in another way. If the source of pain can-
not be seen and the problem has not re-
sponded well to treatment based on the
system’s understanding of what the pain
problem is, it is all too often the case
that the patient’s pain comes to be labelled
as imaginary, psychogenic, or all in the
head. Now the patient is trapped. The pain
and its associated functional impairments
persist. The only source of help, the health
care system. has failed to solve the prob-
lem. More than that, the system may have
begun to question the authenticity of the



problem. Family members or work associ-
ates may pick up the chorus and allude one
way or another to doubts about the reality
of the pain. Where is the patient to turn?

Experience with operant conditioning-
based approaches to selected problems of
chronic pain suggests that the difficulties
just described often stem from insufficient
awareness of the importance of learning
or conditioning on the course of chronic
pain.

The major concern here is pain, the
chronic pain encountered in clinical set-
tings. But chronic pain may also be seen
as a ubiquitous member of a larger set of
problems: chronic illness. The relationships
between chronic pain and chronic illness,
taken generally, become even more evident
when viewed in behavioral terms.

More than is often recognized, illness is
made up largely of behavior. It is a patient
doing or not doing something or changing
the way of doing something. Behavioral
patterns and problems associated with
acute or short-term illness are only tem-
porary. The illness events might then be
said to be under control of the pathogenic
factor, and what follows is treatment aimed
at removing that factor. So long as treat-
ment is successful, the process is straight-
forward. The task facing the patient and
his or her family is also simple: follow the
treatment plan to minimize the interrup-
tion in life-style from the illness.

Adding the dimension of chronicity
changes the picture radically. Chronicity
ensures the need for behavior change by
both patient and family. The health care
system will therefore need skills for chang-
ing behavior, just as it needs skills for diag-
nosis and treatment. If essential patient and
family behavior changes do not occur,
treatment effectiveness will be diminished
and sometimes eradicated altogether.

Chronicity of illness adds another di-
mension. The patient comes time and again
to interact with the physician or other ther-
apist. These interactions, in addition to
whatever other characteristics they may
have, are leamning trials. Learning will
occur. The question arises, however, as to
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whether the Jearning inevitably occurring
is always to the benefit of the patient.

Careful examination of the situation in
regard to almost any chronic illness, when
viewed in behavioral terms, indicates that
a significant part of what is involved fo-
cuses on the need for the patient and per-
haps family members to:

1. Decrease, modify, or stop altogether
some behaviors or actions they have
been doing and which were enjoyed
or had some value

2. Start to do some things not necessary
before, not desired, and for which
the negative consequences of failure
to perform are remote and not pre-
viously experienced

The newly diagnosed diabetic must
alter eating habits and must develop skill
at checking blood sugar levels. He or she
may also need to begin injecting insulin.
These things must be done consistently and
forever. The emphysema patient needs to
stop smoking. The chronically obese person
whose cardiac status is now compromised
must stop eating so much. The paraplegic
must relinquish life plans involving ambu-
lation and start to go in new directions. He
or she must also learn to check for skin
breakdowns and to maintain a high level
of fluid intake to protect bladder and kid-
ney function. The post-myocardial infarc-
tion patient must learn to discriminate
between too high and too low levels of
exercise and must remain within that band
of activity. The left hemiplegic patient
must learn how to move about and how to
scan to the left, when he or she cannot
reliably judge distance, position, movement,
and surface variations, all of which threaten
to cause falls and hip fractures.

The examples are endless. The point
is that chronic illness requires behavior
change. Behavior change is not automatic.
It most certainly is not automatically
brought about simply by informing some-
one about what and why to change. Be-
havior change often requires the careful
application of behavior change technology.

A secondary intent of this book is to
stimulate the analysis of chronic illness in
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behavioral terms. The problems and the
methods described here will have perti-
nence to many forms of chronic illness for
which pain is of little or no significance.
The behavior change technology, as an op-
erational tool, bears essentially the same re-
lationship to chronic illness as it does to
chronic pain. Stated another way, many
patient management problems encountered
in relation to chronic illness are likely to
profit from the methods outlined in this
book.

The objectives of the book can now be
stated in behavioral terms. They are, first,
to increase the extent to which physicians
and other health care professionals analyze
chronic illness, particularly chronic pain, in
terms of the behavior of the people who
have the pain and the people who interact
with them. Behavioral analysis will of ne-
cessity also consider environmental cues
and consequences that influence the perti-
nent behavior. The second objective is to
describe use of these methods in the evalu-
ation and treatment of chronic pain and in
the prevention of some chronic pain and
associated problems, with the hope they
will be used more than at present.

The book is divided into three sections.
The first section provides a conceptual con-
text. It reviews the concepts of pain, psy-
chogenic pain, and how learning or condi-
tioning may play a role in the development
and character of pain problems. The second
section describes behavioral technology and
considers how to apply it to treatment plan-
ning and patient evaluation. The third sec-
tion details clinical methods for using be-
havior change technology in selected prob-
lems of chronic pain.

Since the ideas and the methods pre-
sented in this book represent somewhat of
a departure from traditional perspectives in
regard to chronic pain, some consideration
should be given to the evolution of what
might be called modern behaviorism.

Any choice of a starting point is arbi-
trary and ignores preceding developments.
The earliest applications of behavioral con-
cepts to illness began mainly in the context
of mental illness and mental retardation.

This is understandable, for, by the very na-
ture of the problems encountered in those
settings, there was bound to be an initial
concern about what the patient or client
did, his behavior. In the final analysis it
was not that the people called mentally ill
were mentally ill, but that they behaved
in strange ways. It was what they did that
got them into a kind of trouble: the trouble
associated with being identified as having
problems about which some kind of reme-
dial or custodial action was necessary or
with feeling distress severe enough to in-
terfere with daily living and performance.
In the case of mental retardates, the
emergence of behavior methods and sup-
porting concepts had probably an even
easier and more direct evolution. Clearly,
the mental retardate could be seen as one
who had deficient performance. The conern
was with what he could not do. Moreover,
working with mental retardates often did
not have the same appeal as working with
those identified as mentally ill or emotion-
ally disturbed. There was less professional
attention to the retardates and correspond-
ingly less competition of ideas or establish-
ment dogma. It was simply easier to find
opportunities to try behavioral methods
in programs for the mentally retarded.
Whatever the case, by the late 1950s
and early in the 1960s, the professional lit-
erature began to be spotted with reports of
behaviorally based work on various kinds
of human problems. The work was based
mainly on foundations laid by B. F. Skin-
ner (1953) in relation to concepts of oper-
ant conditioning. Two early and often-cited
publications certainly should be mentioned:
Ayllon and Michael (1960) and Ullmann
and Krasner (1965). Innumerable other sig-
nificant pioneering efforts could be men-
tioned. It is not the intent, however, that
this become a historical treatise. What is
of some importance in providing a con-
textual perspective is to note that two kinds
of changes were emerging from these and
other early works. One was that a tool or
technology was being developed. It began
to be more possible and logistically and
ethically more practical to help people



change; to solve or to ameliorate problems
that previously had not lent themselves to
cost-effective, or even simply effective, so-
lutions. This is not to suggest that all prob-
lems of mental illness or emotional distur-
bance and of mental retardation were
solved or significantly helped by behavioral
methods. Nor does it imply that other
methods were incapable of helping. But it
can be asserted with confidence that a host
of problems, some of which were not pre-
viously readily helped by existing methods,
were and are being helped with these be-
havioral methods to the marked advantage
of the patient or client and the funding
sources, personal or organizational, for such
services.

The second change was in how prob-
lems were characterized or identified. The
sometimes startling results when behavioral
methods were applied to problem behavior
raised difficulties for some theorists and
conceptualizers. The prevailing wisdom as-
serted that the actions of an emotionally
disturbed (perhaps a ritualistic handwasher
or a compulsive eater) person were con-
trolled by underlying neurotic mechanisms
evolved as a defense against some symbolic
threat relating to carlier experiences, and
that solution to the problem required some-
how working through or retroactively reliv-
ing the earlier trauma. In contrast, behavior
changers sometimes concerned themselves
solely with helping the patient to establish
a different behavior in place of handwash-
ing or excessive eating. A positive result
often followed and persisted, accompanied
by more effective performance in other
spheres. When only the symptom (for ex-
ample, handwashing) and not the alleged
cause was treated, the patient did not re-
vert to his symptom behavior, nor did he
display anxiety or other symptoms in its
place. To the contrary, he often began to
do better in many parameters of behavior.

It was an awkward task to explain this
kind of outcome in prevailing conceptual
modes. The least that could be drawn from,
for example, the numerous case illustrations
reported in Ullmann and Krasner (1965),
to mention but one of many possible refer-
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ences, was that traditional conceptual mod-
els underlying professional methods should
be reexamined. And, indeed, they were.

Behavioral technology and behaviorally
based conceptual models, as now seems in-
cvitable, began to be tested in yet other
parameters besides those of mental illness
and mental retardation. Chief among these
other areas of application, pertinent to this
book, are illness and health care. Perhaps
the tool was the chicken and the problems
to which it was to be applied or tested were
the eggs. At any rate, the behavioral per-
spective, and the tools for change that re-
late to it, are now being used in many as-
pects of what heretofore has been consid-
ered physical illness.

The use of biofeedback technology as a
means of trying to reverse or modify body
processes that have been functioning to the
disadvantage of the patient is but one set
of examples. This work has been directed
toward such targets as blood pressure, heart
rate, brain wave activity, skin temperature,
peripheral blood flow, and muscle tension.
The procedures take direct aim at the pro-
cess or phenomenon. To paraphrase, one
way to help a person to relax painfully
tense muscles (such as in tension head-
aches) is to teach him or her how to do
that. Notably lacking in this approach is the
assumption that one must always first un-
derstand and eliminate the alleged under-
lying causes for the tension.

The work with selected problems of
chronic pain, which serves as the underpin-
ning to this book, is another case in point.
Essentially, as will be described in detail,
the added element is to examine closely
what the patient does—and does not do—and
then to apply behavior change technology to
help make desired and relevant changes
in these bcehaviors. This kind of approach
necessitates a frame of reference and a tech-
nology for doing something about the
problem. This book will be concerned with
the conceptual framework and the technol-
ogy.

If the events of the past decade or so
are understood at all correctly, it seems ap-
parent that the next few years will sce
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many reexaminations of illness-related
problems and the applications of methods
derived from bechavioral science to the
health care system.

It is essential to recognize that aware-
ness of the importance of learning or con-
ditioning in chronic illness leads to major
changes in how these phenomena are per-
ceived. This seems particularly to be the
case in regard to chronic pain. The evi-
dence is all around us that traditional meth-
ods, although scoring many successes and
helping untold thousands of patients, also
result in many patients failing to find relief
and solutions to their problems. The rap:dly
expanding number of pain clinics now ap-
pearing on the scene is one kind of evi-
dence of the not infrequent failures of tra-
ditional treatment to resolve pain problems.

This book will examine chronic pain,
as one form of chronic illness, from a differ-
ent conceptual perspective. When illness be-
comes chronic, one of the inevitable conse-
quences is the opportunity for learning or
conditioning to occur. That is, it becomes
possible for sequences of illness-related be-
haviors and their consequences to occur
repeatedly. That is how learning occurs. It
will be shown that many of the key cle-
ments making up a problem of chronic
pain are organism responses that are sub-
ject to conditioning or learning effects. It
follows that chronic pain, as is true of
other chronic illness states, needs to be
examined in terms of the learning or con-
ditioning that is occurring, has occurred, or
might occur. In short, in addition to its nu-
merous other characteristics, chronic illness
is learning opportunity. Not all of the learn-
ing is to the patient’s advantage, nor does
it contribute to the reduction of the illness.

The time dimension of chronicity, with
its attendant learning opportunities, leads
one to recognize that chronic pain is usu-
ally both the presence of something and
the absence of something. Pain is com-
monly the presence of some ongoing body
damage factor producing, among its effects,
distress or the subjective experience of
pain. There is something wrong, or there
may be. At the same time, the fact of chro-

nicity is likely to mean that the patient’s
way of life will have been altered in some
degree through the course of the illness. He
or she is not only sick (in pain) but also
has gaps in well behavior. There are things
he cannot do or has not done for perhaps
many months, even years. There are ab-
sences of well behaviors. The protracted
reduction in or abstinence from well be-
haviors also creates sequences of behavior-
environmental consequences, which, when
repeated, may become lcarned or condi-
tioned. These gaps in well behavior (that
is, things the patient does not do or has not
been doing because of the pain problem)
almost always involve others around the
patient. Elaborate networks of learned be-
havior patterns involving patient and fam-
ily emerge, are rehearsed, and are selcc-
tively and effectively conditioned. Modifi-
cation or resolution of the pain or illness
problem does not inevitably result in con-
comitant change of the learned behavior
patterns associated with gaps in well be-
havior. To put it another way, chronic pain
provides opportunity for the network of
pain behaviors to be influenced by learning
and conditioning. Chronicity also makes it
possible for corresponding gaps in effective
or well behavior performance to develop,
to be conditioned, and to persist, even after
the pain problem has been resolved. It fol-
lows that treatment of chronic pain must
look at both the presence of pain problems
and the absence of well behavior. Both sets
of problems play crucial roles in treatment
outcome.

One final preparatory comment seems in
order. It is intended to help make the shift
in perspective presented in this book an
casier one. What does it mean to loosen
one’s hold on the traditional concepts of
motivation and personality, of adjustment
and defense mechanisms to which we have
all been so long exposed and committed?
It is easy for the issue to become an intel-
lectualized conceptual battle of interest
only to a few. It is perhaps even easier for
it to become a tug-of-war between dogmas
or to seem that crusaders are attacking the
bastions. This book is not intended as a



doctrinaire treatise. It is aimed instead at
a particularly vexing problem in health
care. But the approach sets out from a dif-
ferent view of the way humans function.
The differences between this behaviorally
based view and the conventional wisdom
from which it varies in some degree can be
related to the concept of sensitivity. This
matter will receive more formal treatment
later in the book. Let me take a few lines
to deal with it more informally and in a
more introductory way now.

Each of us has a continuity. We are cer-

tain persons with certain names and fairly

consistent physical and functional charac-
teristics. Each of us tends in considerable
degrec to sec these consistencies or con-
tinuities almost as constants. In regard to
physical appearance and attributes, we are
nearly always surprised at the amount of
change when we sce a snapshot taken as
recently as 6 months or a year before. The
consistencies of appearance and the like
are not as consistent as we think. The same
is true of our actions. We may think of our-
selves as having certain styles of behavior
or, if we use the technical term, certain
traits or personality characteristics. We tend
to see ourselves as displaying a consistent
way of behaving to others. Indeed, there
are consistencies. But change and variabil-
ity are also ever present, more than we reg-
ognize, because we tend to be aware
mainly of the consistencies.

The discrepancy between what we sec
as consistency in our actions and what in-
stead is a greater degree of variability and
ongoing change can be thought of in terms
of sensitivity. We are more sensitive as
functioning beings to our immediate en-
vironments than we often recognize. What
we do, how we act, what we say, how we
move, what decisions we make have a sig-
nificant ongoing interaction with what is
going on around us—and with what we an-
ticipate will soon be going on. To put the
point another way, our behavior tends to
be more influenced by the immediate and
the immediately anticipated environment
than we often recognize. We make more
use of cues and environmental feedback in
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our ongoing behavior than we think we do.
We tend to overestimate the importance of
our personalities and to underestimate the
skill and sensitivity with which we perceive
and use cues and guidelines from our sur-
roundings.

Personalized examples are risky affairs
because they do not necessarily apply to
the next person, but one will be ventured
to illustrate the point. I recently had my
first experience at driving in England and
did so for a few weeks and several hun-
dred miles. The conventional wisdom often
voiced in this context is that driving on the
right-hand side is a well-established habit
and is therefore difficult to break. Habit, in
this context, can be likened to a well-estab-
lished trait or behavioral disposition; it is
part of the driver’s personality, so to speak.
The truth of the matter is that about the
only real hazard to the change of driving
on the left is in the first few seconds
of each driving period. It takes a moment
or so to remember to watch for the cues.
Thereafter, if one relaxes, it rapidly be-
comes apparent that there is an abundance
of continuously presented environmental
cues that guide driving. In England, these
cucs are to keep to the left. The cues are
not simply signs saying, “Keep to the left,”
although a few of those are encountered.
There are a host of other and continuously
present cues that guide. Roadside advertis-
ing signs are placed differently. Each car
on the road is a reminder. Road directional
and curve indicator signs are placed differ-
ently. Imstead of driving behavior being
dominated by habit or personality, this ex-
perience suggests that it is a flexible pro-
cess, sensitive to environmental cues and
anticipated consequences.

As we learn to watch our own behavior,
we can become aware of how sensitive we
are. This is not a doctrinaire position or a
bit of dogma. It is simply an observation.
This book, just as is true of much of the
work presently being done with behavioral
methods, is simply being responsive to the
flexibility and sensitivity of the human or-
ganism.

The importance of the environment and
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our interactions with it on behavior will
be referred to repeatedly in this book. It
means, of course, that the diagnostic or
evaluation process, as well as treatment,
must take into account and deal with the
patient’s environment. To focus solely on
the patient is to ignore a major set of highly
influential factors.

There are many implications to the pre-
ceding point. One is that once a pain prob-
lem has become chronic, it also has become
a family affair. Inevitably, patient-family in-
teractions will be playing significant roles
in the maintenance of pain behavior or the
failure to reinforce or support well behav-
ior or both. It follows that diagnosis and
treatment almost certainly neced to involve
the family as well as the patient. We are
sensitive to our environments. Our pain be-
haviors, as well as other behaviors, will re-
flect this.

The primary focus of this book is on
the use of behavioral methods in the evalu-
ation and management of certain types of
chronic clinical pain. It is not intended to
be an exhaustive analysis, or even an ex-
tensive set of the many facets of the sub-
ject of pain. There will be a not inconsid-
crable review and discussion of the broad
context of pain to provide as many touch
points as possible between the ideas and
methods described here and what is known
about pain. But it is well to remember that
although this book presents some different
perspectives and tactical treatment proce-
dures regarding aspects of clinical pain, it
does not purport to redefine pain nor to
challenge theories about the nature of pain.

There are additional limits of coverage
that should be set forth in these introduc-
tory comments. In the first place, this book
focuses only on parts of the subject of pain,
the parts that appear to have the great-
est relevance to bchavioral concepts and
methods. Many pressing and important pain
problems are not mentioned or referred to,
much less dealt with. This is not a book
about how to diagnose and treat pain. It is
a book about how to add behavioral con-
cepts and behavioral methods to one’s diag-

nostic and treatment armamentarium. To
do so will augment the professional’s capa-
bility for dealing with some but not all pain
problems.

There are further constraints to the in-
formation and methods that should be iden-
tified at the outset. I am a psychologist. 1
am not a physician or a pharmacologist or
a physical therapist, to name but a few.
The approach in this book, as it bears on
specific diagnostic or treatment issues, is
to describe behavioral aspects of what are
broader processes. For example, consider
the use of exercise in relation to various
forms of back pain. This book does not
specify when to use cxercise nor which ex-
ercises to use for a given kind of pain prob-
lem. The reader will need to look elsewhere
to sources competent to address themselves
to such matters. What this book does is to
describe how to program exercises in such
a fashion as to better organize and control
learning or conditioning factors. The exer-
cises selected on the basis of competencies
other than those of this book can then be
delivered in a manner to maximize perfor-
mance and to minimize functional impair-
ment associated with the pain. A similar il-
lustration pertains to the use of pain medi-
cations. I have limited knowledge about the
pharmacological properties of analgesics,
narcotics, and the like. There will be no
suggestions here as to which medications
to prescribe or to avoid. There will be at-
tention to the manner of delivery of the
medications selected. Prolonged medication
regimens provide situations fraught with
potential for learning, addiction, habitua-
tion, or whatever term one chooses. There
arc delivery strategies that draw on learn-
ing principles and that can have significant
influence on the course of the pain and the
medication problems.

Finally, at a philosophical level, the
reader will not find here a comprehensive
definition of pain—ecither what it is or what
it is not. This is basically a methods book.
It will leave to others the task of deciding
precisely what the semantic and logical
boundaries are to the concept.



