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Introduction

The Pain Apperception Test (PAT; Petrovich, 1957, 1973) is a projective test sim-
ilar to the many other apperception tests available today, except that its stimulus is
designed specifically to assess attitudes and interpretations related to the experi-
ence of pain. The Thematic Apperception Test (TAT; Murray, 1943) generally is
considered to be the prototypical apperception test—the one after which most oth-
ers are modeled, most notably the Childrens Apperception Test (CAT; Bellak,
1975), the Senior Apperception Test (SAT; Bellak, 1975), the Object Relations Tech-
nique (ORT; Phillipson, 1973), and the PAT. Unlike most apperceptive tests, how-
ever, the PAT does not require or allow the subject to provide free responses or tell a
story in response to the stimulus presented. Rather, all subjects respond to the
same two questions (“How does the man feel?” and “How long will it hurt him?”)
on a 7-point scale after viewing each picture (Petrovich, 1973). The PAT, therefore,
is a projective test that utilizes an objective scoring system.

As with all apperception tests, the PAT is based on the theory of apperceptive
distortion. Bellak (1950) made the distinction between projection, which he sees as
a more pathological defense mechanism, and apperception, in order to minimize
confusion with other methods of psychological and physiological research. He
defines apperception “as an organism% (dynamically) meaningful interpretation
of a perception” (pp. 11-12). The manner in which we organize and interpret (or
misinterpret) pure perception is referred to as apperceptive distortion. The term
distortion is used because the perceptions we allow ourselves to become aware of,
and the meanings we attribute to these perceptions, are influenced in varying
degrees by internal forces such as past experiences and present needs (Abt, 1950).
Murray (1943) utilized a similar concept of apperception and apperceptive distor-
tion in devising his interpretation method for the TAT. He believed that humans
are motivated by needs and environmental press and that the conscious and
unconscious needs and presses of the subject would be reflected in the stories
obtained by the TAT. The clinician needs to identify the hero in each story and the
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needs and presses of the hero to gain insight into the conscious and unconscious
needs and presses of the subject. Perception, therefore, is a fusion of external
(objective) and internal (subjective) stimulus. In order to gain a true understand-
ing of any issue of perception related to human behavior, it is inadequate to focus
solely on either objective or subjective stimulus.

Petrovich’ conceptualization and construction of the PAT, which began in 1956
(Petrovich, 1973), was based on a doctoral dissertation submitted to the Depart-
ment of Psychology of Washington University in St. Louis, Missouri, and re-
searched at the Veterans Administration Hospital in Jefferson Barracks, Missouri
(Petrovich, 1957, 1958a). The impetus for this research was the realization that pain
is a complex concept and that the present methods of.research focusing solely on
physiological thresholds and tolerance levels were not producing a viable under-
standing of the experience of pain (Elton, Burrows, & Stanley, 1979; Petrovich,
1957, 1958a, 1960a; Reading, 1980). In order to understand why these research
methods were not working, Reading (1980) asserted that pain has two main di-
mensions, sensory-discriminative and evaluative-emotional, and that currenit
research methods failed to address the multidimensions of pain. Similarly, Petro-
vich (1960a) found that attempts to understand pain from a purely physical or,
neurological perspective were ineffective because they ignored the psychological
context of the pain experience. That is, they focused purely on the sensory-dis-
criminative dimension of pain and ignored the evaluative-emotional dimension.
To gain a more complete understanding of pain, one had to account for or assess

- the psychological context (eg., prior experience, self-concept, attitudes, current

psychological aspects of pain (Petrovich, 1960a) and to aid in the understanding of
the intricate relationships involved in the pain experience (Petrovich, 1957).

According to Petrovich (1973), two major premises underlie the PAT:

1. Each person is predisposed to perceive pain in others in a characteristic and
relatively constant manner, stemming from his personal, idiosyncratic experi-
ences with, and reactions to, pain.

2. This characteristic perceptual response can be elicited by pictures of per-
sons in pain which require a subject to judge intensity and duration of pain
experienced by the depicted persons. (p. 1)

The pain situations depicted in the PAT were selected on the basis of a pain sur-
vey conducted by Petrovich (1958b). Students in introductory psychology classes
at Washington University, 50 males and 50 females ranging in age from 18 to 33,
were asked to list 10 situations that they associated with pain. Subjects also were
asked to indicate which of these situations they actually had experienced and then

then categorized these 1,000 responses into three categories: physical pain, psy-
chological pain, and those that blend the two. Final selection of situations was
based on “frequency, approximate position on a ‘painfulness’ continuum, bodily
focus, and suitability for pictorial presentation” (Petrovich, 1973, p. 1).

Petrovich’s (1958a) first experiment with the PAT was an attempt to prove that the
Tesponses to the PAT are not unique. Rather they are reflective of more stable char-
acteristics of the individual and related to traits found to be influential in the pain
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experience by past psychological research and clinical observation. Specifically,
100 white male subjects from the medical and surgical wards of the V.A. Hospital in
St. Louis were tested with the PAT, Eysenck’s Medical Questionnaire (Eysenck,
1948) (to assess neuroticism), the Taylor Manifest Anxiety Scale (Taylor, 1953) (to
assess manifest anxiety), and a pain experience questionnaire (to assess previous
pain experiences). Significant positive correlations were found between the PAT

- and measures of neuroticism and manifest anxiety. Product-moment correlations,
which were found to range from .31 to .43, were significant at the .01 and .001
confidence levels. No significant relationship was found between the PAT and
measures of previous pain experiences. Split-half reliabilities ranged from .56 to
.85 and were strong enough to suggest intrasubject consistency. Results of this
experiment indicate that while the PAT does correlate positively with concepts con-

-sidered influential in the pain experience—neuroticism and manifest anxiety—it
does not correlate to actual pain experiences in the subjects tested. It seems that
the PAT may assess the evaluative-emotional aspect of pain perception while ignor-
ing the sensory-discriminative dimension. Moss and Waters (1960) also found the
PAT to have a positive correlation to manifest anxiety (.30); however, due to small
sample size, their correlation was not significant.

Examination of responses to individual cards in Petrovich’s experiment resulted
in the changing of three pictures and the interchanging of two pictures. These
alterations were made because the pictures in question were not found to be dis-
criminatory due to overly ambiguous situations depicted. For example, two pic-
tures of a pricked finger, one in which the prick was inflicted by self and the other
by another person, were replaced by pictures of two fly fisherman in which one
fisherman was hooked in the neck, first by himself and then by the other man
(Petrovich, 1958a). There have been no other revisions to the PAT.

No other forms of the PAT exist. However, due to problems that arose out of
validity studies for the PAT, the Melbourne Pain Apperception Film was created as
an alternative test (Elton, Quarry, Burrows, & Stanley, 1978). The Melbourne test
was based directly on the PAT. It was felt by Elton et al. (1978) that the stimulus
cards on the PAT were too ambiguous and contained too many extraneous cues.
Therefore, the Melbourne Pain Apperception Film utilized a color film of a bare
hand and forearm against a neutral background, depicting 10 situations of increas-
ing painfulness. Responses were scored on the same two questions and with the
same 7-point rating scale as that used on the PAT. The Melbourne Pain Appercep-
tion Film was found to correlate significantly to actual pain thresholds and toler-
ance levels while the PAT did not. Based on these results, the Melbourne test
appears to be a more valuable tool than the PAT. However, further research needs
to be conducted on the Melbourne test to see whether these results can be repli-
cated.

Other methods of pain assessment that have gained more widespread use than
the PAT involve either physiological thresholds and/or tolerance levels, rating
scales, comparative performance on tasks to measure the effects of stimulation on
the subject, and questionnaires. These methods are more widely used than the PAT
because they have demonstrated valid and useful applications, whereas, the PAT
has not.
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Thresholds usually are tested by electrical stimulation of a finger. The point at
which the stimulation first becomes painful is considered the threshold.

Tolerance levels are determined by continuing painful stimulation until the sub-
ject can not tolerate any more pain. The most popular form of this test, the Tourni-
quet Pain Test (Sternbach, Murphy, Timmermans, Greenhoot, & Akeson, 1974),
uses a sphygmomanometer cuff (a device used to measure blood pressure) and
hand exercise to induce ischemia pain (a blockage of the inflow of arterial blood) in
the subject’s nondominant hand.

Rating scales require the subject to rate stimuli or painful experiences on a fixed
scale. These scales can assume various formats: 1) numerical, such as a 10-point
scale (1-10) ranging from “no pain, to “can’t stand pain” (Petrovich, 1973); 2) con-
tinuums, along which subjects mark their responses on a line that extends from “no
pain” to “can’t stand pain”; or 3) multiple-choice, where the subject selects the
. most appropriate descriptive word provided. The Pain Estimate, in which subjects
rate their current pain levels on a scale of 1-100, is an example of this type of pain
assessment technique. -

Comparative performance tasks usually are carried out in a laboratory and are
used to measure the effect of the stimulation provided on a particular task. The
Kinesthetic After Effects Task (Petrie, 1967) is one such test. It requires the subject
to select from a tapered block held in the left hand the spot that appropriately
corresponds to the size of a standard block held in the right hand. This test indi-
cates whether a subject augments or reduces incoming stimuliand then relates this
information to the subject’ ability to tolerate pain. :

Along with physiological measures, questionnaires are the most popular method
of assessing pain. The most popular questionnaire, based on a survey of the liter-
ature the most popular pain assessment tool, is the McGill Pain Questionnaire
(MPQ; Melzack, 1975). The MPQ presents a number of word sets in which the
subject is asked to select the most appropriate word. Although most of the word
sets reflect sensory dimensions of pain, with less emphasis on affective and eval-
uative dimensions of pain, the MPQ does attempt to address the multidimensional
aspects of pain. Research on the MPQ has shown the test to be reliable and valid
when used correctly, which probably accounts for its wide spread use.

Three items make up the PAT packet: the PAT manual, the PAT protocol (answer
form), and the PAT pictures. The PAT manual provides a description of the test, its
development, and uses; normative data; reliability information; instructions for
administration, scoring, and interpretation; and a brief discussion of validity. The
PAT protocol consists of a brief demographic section that requests the test taker’s
name, age, sex, education level, occupation, marital status, and the date. This is
followed by a listing of all PAT pictures by number (and letter where appropriate),
and two multiple-choice questions for each picture. The examinee is asked the
same two questions after viewing every picture, and for each picture, the two
questions have the same seven possible responses from which the examinee may
choose. The questions and their multiple-choice responses follow.

A. How does the man feel? (circle one)
1. no pain
2. hardly any pain
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. some pain
- moderate amount of pain
. much pain
- very much pain
7. can’t stand pain
B. How long will it hurt him? (circle one)
- not at all
. seconds
. minutes
. hours
. days
. weeks
7. months (Petrovich, 1973)

U W
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Spaces are provided on the protocol for totaling scores for intensity (How does
the man feel?), duration (How long will it hurt him?), and pain sensitivity (inten-
sity and duration combined). The seven multiplecheice responses for intensity
were established empirically from Edwardss method of successive intervals
(Edwards, 1952), and the seven choices for duration were based on a logical tem-
poral continuum (Petrovich, 1973).

There are 25 pictures in the PAT, all depicting a man in his thirties. Each picture
differs as to the man’ facial and body characteristics in order to facilitate projection
into various pain situations (Petrovich, 1957, 1973). The depicted man’s dress and
comportment vary from picture to picture, depending on the activity and pain-
fulness portrayed in each picture. If other people are required in the picture, only
parts of their body are shown, again to facilitate projection (Petrovich, 1973).

All pictures were drawn in detail by William Howard French, a St. Louis artist,
and then photographed, some with overlays to produce counterpart pictures
(Petrovich, 1957). Each picture card is approximately the size of a TAT card. The 6"

X 7'12" pictures are presented on 8'%" x 11" pieces of cardboard.

The 25 PAT pictures can be divided into three groups. Petrovich (1973) describes
these three groups as follows. Series 1 consists of nine pictures, numbered 1-9,
portraying situations of felt pain sensations. Series 2 consists of eight pictures,
four counterpart pairs, reflecting anticipated pain vs. felt pain sensations. These
cards are labeled 10-A, 10, 11-A, 11, 12-A, 12, 13-A, and 13. Pictures labeled A
reflect that painful situations are about to happen, or are anticipated. Those num-
bered without an A reflect the same situations as the pictures labeled A, except that
the situation is happening, therefore reflecting felt sensation. Any differences in
response to these counterpart pictures is attributed to the emotional response to
time and proximity (anticipation) of the painful stimulus. Series 3 consists of eight
pictures, four counterpart pairs, concerned with the origin of the painful stimulus:
self-inflicted vs. other inflicted. These pictures are labeled 14, 14-0, 15, 15-0, 16,
16-0, 17, 17-0. Those labeled without an 0 depict self-inflicted pain situations.
Those labeled with an 0 are the same pain situations (within corresponding num-
bers), but the pain is being inflicted by someone else. Differences in the ratings of
these counterpart pictures are attributed to perceived differences in other vs. self-
inflicted pain.

The examiner’s participation in the testing process is usually minimal, but varies
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should yield statements such as, “Diabetics’ perception (or apperception) of pain
is fundamentally different than normal subjects’,” rather than, “Based on the PAT,
this subject should experience less postsurgical pain than most people.”

Three variables of the pain experience are assessed by the PAT, each in relation to
the apperception of intensity, duration, and sensitivity to pain. These variables are
reflected in the three series of cards: felt sensation, anticipation vs. felt sensation
(where the effects of time and proximity are measured), and other vs. self-inflicted
(where the effects of control and who inflicts the pain is measured). These three
series of cards are designed to assess both the physical and psychological compo-
nents of pain, although validity studies show no correlation between the PAT and
actual pain experiences. Use of the PAT has raised questions as to other variables
measured unintentionally. For example, in series 2, anticipated vs. felt sensation,
the issue of avoidability of the pain may be influential in the apperception of the
stimulus by different people (Petrovich, 1960b). Similarly, in series 3, other vs. self-
inflicted pain, the issue of how beneficial the pain inflicted by others is going to be
may influence subjects’ responses (Petrovich, 1960b).

Petrovich (1973) states that the PAT was designed for research purposes in the
psychological aspects of felt pain, anticipation of pain, and locus of control, which
parallels the three series of cards in the PAT (felt sensation, anticipation vs. felt
sensation, and self-inflicted vs. other-inflicted pain). However, he does suggest
other applications that may be suitable. These other areas of possible investigation
are perceptual defenses, pharmacology, amputation-prosthetics, sadism-mas-
ochism, attitudes and reactions to medical or dental situations, accident-pro-
neness and prevention, and psychotherapy evaluation. Because the PAT has been
correlated with measures of neuroticism and manifest anxiety, it has been used as
a subtle measure of anxiety (Moss & Waters, 1960).

The PAT can be administered in any setting that affords the space, lighting, and
lack of interfering stimuli necessary for the subject to see the cards, read the pro-
tocol sheet, and mark an answer (or hear the exarniner read the questions and
multiple-choice responses and verbalize an answer). Any well-lit, quiet room with
a table and chair would be acceptable, whether it be an office, waiting room, or
examining room. The PAT also can be given to the subject to take at home. No
information is available on the effect of different settings on the PAT scores.

Because the PAT is designed for researching the pain experience, any profession
researching pain could utilize the test, including psychology, psychiatry, medi-
cine, dentistry, social work, the military, and sports. However, problems with
validity have hampered the use of the PAT even within its designed application,
and ideas and investigations into new applications of the PAT are at a virtual stand-
still.

The PAT can be readily administered to a wide range of subjects, both male and
female (Petrovich, 1959). The relative ease of the task, the fact that reading and
writing skills are not necessary, and that responses can be made by circling appro-
priate numbers or verbalized to an examiner are all factors allowing its administra-
tion to such a wide range of subjects. The only limiting factors for subjects would
be blindness, a total inability to make sense of what one perceives, or an inability

torespond to people or printed material. Other than blindness, the limiting factors
for subjects reflect a person so regressed or retarded that testing of any kind would
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a few minutes to calculate the raw scores on any protocol. Raw scores can be used
as is to evaluate the protocol, or, as suggested by Petrovich (1973), raw scores can
be converted to T-scores using the tables provided in the manual. Unfortunately,
these tables are confusing in that some were printed incorrectly and supplemental
tables were issued rather than reprinting the manual.

In spite of the suggestion to convert raw scores to T-scores, the interpretive
scales presented in the manual are based on raw scores. Furthermore, they are
only in reference to series 1 pictures (pictures 1-9). Interpretive scales are provided
for intensity, duration, and overall pain sensitivity. Each scale is divided into very
high, high, average, low, and very low, with separate raw score ranges for males

- and females provided for each division. Interpretations based on these scales seem
rather useless, however, in that it is unknown how the cateéories obtained trans-
late into human behavior. Interpretations can be made by comparing the subject’s
results, converted to T-scores, to several different populations whose norms are
provided by tables in the manual. Normative data are provided for 100 male hospi-

talized veterans, 100 male chronic schizophrenics, 50 male hospital personnel, -

and 50 female hospital personnel. This type of interpretation would yield a general
“fit” of a particular subject to one of the four normative groups cited. It seems,
then, that a relatively low level of training is required to score the PAT and to inter-
pret some of these scores based on the manual. However, because these interpreta-
tions are basically useless, it appears that a relatively high level of training is re-
quired to utilize the scores and interpretations in a meaningful fashion. Because a
useful and valid system of interpretation does not exist for the PAT, it is left to the
highly trained and creative researcher to develcp a system for meaningful inter-
pretation of the test results.

Technical Aspects

The test manual reports reliability scores for the four normative groups pre-
sented. These are in the form of split-half reliability scores. Test administration was
divided into two parts, and the two sets of scores were correlated. These correla-
tions, ranging from .56 to .89, indicate a reasonable level of intraindividual consis-
tency. Unfortunately, the reliability data on the four normative groups were not
obtained on the same cards, and none of the groups were administered the entire
test. Moss and Waters (1960) administered the PAT to hospitalized juvenile pa-
tients four times over a 34-month period. They found the results of these four PAT
administrations within the same individuals over time to be very consistent and
the reliability correlations to be significant. It seems that whatever the PAT mea-
sures, it does so with an adequate degree of reliability.

The issue of validity for the PAT is not clear. Neither is it clear precisely what the
PAT measures. Petrovich (1958a) alone reported significant positive correlations
between the PAT and measures of neuroticism. However, Haase, Banks, and Lee
(1975) and Moss and Waters (1960) were unable to replicate these findings.

Attempts at establishing concurrent validity (i.e., attempts to establi.sh
positive correlations between the PAT and other established measures of pain)
have been unsuccessful. Several researchers have tried to correlate the PAT to
physical tests of pain tolerance and pain thresholds (Blitz, Dinnerstein, &
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Lowenthal, 1968; Elton, Quarry, Burrows, & Stanley, 1978, Ziesat, 1978). Sub-
jects used were either Ppain patients or hospital staff, both male and female
adults. None of these attempts yielded any significant correlations. Thus, it
would seem that the PAT is not useful in predicting clinical pain or reactions to
actual pain. Haase et al. (1975) attempted to find a correlation between the PAT
and the Kinesthetic After Effects Task (KAE; Petrie, 1967), using both male and
female students and staff of 5 university. The KAE measures Wwhether the subject
augments or reduces incoming stimulus, Augmentatxon-reduction has been
demonstrated to relate significantly to pain tolerance. The PAT did not correlate

tions regarding validity must wait until further research is conducted before being
answered. The research available at the time of this review suggests that the PAT
does not demonstrate any type of validity.
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When a test is to be used for a purpose for which it has not been previously
validated, or for which there is no supported claim for validity, the user is
responsible for providing evidence of validity. (APA, 1985, p. 42)

Because the PAT has failed to demonstrate any type of validity and exactly what
construct it measures is unknown, no valid clinical inferences or interpretations
can be made using it. Any clinician who chooses to use the PAT would be solely
responsible for any negative consequences resulting from an invalid interpretation
and could be held liable for such use. Some researchers go so far as to suggest a
moratorium on the PAT (Silverstein, 1963; Spielberger, 1978). However, while the
PAT is unsuited for clinical use, it does seem to measure something on a rather
consistent basis. Unfortunately, it is unclear what this is. Further research-may
-~ yield a better understanding of what the PAT measures, which then may lead to a

valid clinical application of the PAT. While the projective approach, utilizing an
objective scoring system, addresses reservations about the scorer’s projection into
the test’s results (Killian, 1985), it may preclude the one avenue of clinical adapta-
tion that is most apparent. That is, that the PAT could conceivably be used exactly
like the TAT, requiring the subject to create a story based on the pictures, with its
specific pull for issues involving pain perception. This approach has not been used
or investigated in any of the available literature. This type of use would be subject
to validity and reliability studies based on the new administration procedures. It is
unlikely that the PAT will receive much further attention as there is little research
being done on it, and the research that is being conducted is finding no validity.
Probably one of the most striking examples of the PAT's inability to be recognized
and to find its place in the field of pain research is its lack of inclusion in a 30-page
overview of pain measurement offered by Chapman et al. (1985). It is evident that
until researchers discover precisely what the PAT measures, it remains essentially
unusable.

In spite of the lack of validity demonstrated by the PAT, it is readily available to
clinicians through Western Psychological Services for $60.00 per kit. Clinicians
should be cautioned, however, that the publisher’s advertised claim that the PAT is a
“valuable instrument for many settings where pain might be experienced or antici-
pated” (Western Psychological Services, 1988, p. 171) is unfounded and over-
stated. Correlations have not been found between PAT scores and actual expe-

_rienced pain, and clinical use of the PAT in this manner may be unethical.
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