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Abstract

The spontaneous coping strategies of children who experience chronic disease-related
pain have received little research attention. Ten children aged between 7 and 13 years
were interviewed. The interview data was analysed using the grounded theory method
of qualitative data analysis. The participant children described using a variety of
cognitive and behavioural coping strategies in order to manage their pain. The children
also described changes over time in the types of coping strategies that they utilized.
Most children also described subjective habituation to pain. A local theory was
generated from the data which describes the changing process over time of the
children’s getting used to living with pain. Children’s ways of being changed over
time, along with their appraisals of pain and their use of coping strategies. Similarities
between this process and strategies that have been found to be adaptive in the adult
chronic pain literature were noted. Strategies that were pervasively described were
cognitive-behavioural distractions and behavioural interventions. Coping strategies
that have not been previously documented among children were also found. “Keeping
going” was a purposefully used coping strategy, as was seeking social support and
minimizing pain. The implications of these findings including the contexts which

impact on use and effectiveness of the children’s coping strategies are discussed.
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PART ONE
Introduction



Overview of Introduction

Children’s experience of chronic pain is a relatively uninvestigated area, and there is a
dearth of literature on the coping strategies that children may utilize in response to
chronic pain. There exist however, a variety of bodies of literature that bear relevance
to the topic, and a broad review is undertaken in the introduction to this study in order
to cover multiple aspects of children’s likely responses to chronic pain. The body of
literature which describes children’s experience of pain is discussed, and also literature
that describes children’s use of coping strategies in response to acute pain. Relevant
concepts of coping that arise from the adult coping literature as well as factors that
have been suggested to influence the use of coping strategies in children are reviewed.
Literature which describes psychosocial aspects of chronic pain in children is surveyed,
along with salient literature which is relevant to the use of coping strategies in
children’s chronic pain. Lastly, the reasons for choosing qualitative methodology are
reviewed, and some advantages and disadvantages of the grounded theory method of
data analysis discussed.

It is necessary to define the different categories of pain. Varni(1983) has identified
four primary categories of pediatric pain, and the category of relevance to the present
report is pain associated with a disease state (e.g. arthritis, haemophilia or malignant
processes). In addition to these categories, pain in children is classified as either acute,
chronic, or recurrent (P.A.McGrath,1990). Acute pain is defined as relatively brief,
caused by a well-defined noxious stimulus, and usually with sudden onset. Chronic
pain has been defined as pain that has a less well defined stimulus, and persists
beyond the usual time period required for healing (P.A.McGrath,1990). Recurrent pain
is similar to chronic pain, but with no obvious physical stimulus, and children
otherwise appear healthy. In keeping with the adult literature, chronic pain in the
present report is pain that has persisted for a minimum of six months. The participant
children all experienced disease-related pain, as in the category provided by
Varni(1983), and the terms long-term disease-related pain, and chronic disease-related

pain are used interchangeably.



CHAPTER ONE

Children’s Experience of Pain
DETERMINANTS OF PAIN IN CHILDREN

Children’s experience of pain has received increased research attention in the past
decade (Ross & Ross,1988), and several beliefs which contributed to the
misinterpretation of children’s pain have been found to be inaccurate (Schecter, Berde
& Yaster,1993). In particular, it was erroneously assumed that young children and
infants did not feel pain, that children have no memory for pain, and that their pain
produces no harmful effects. Consequently pain in children had been undertreated and
mismanaged, (Schecter, 1989).

The earlier divergent evidence has been firmly replaced with a convergence that
children feel pain from the neo-natal period onward (Craig & Grunau,1991), and have
the neurological mechanisms to feel discomfort during the third trimester of pregnancy
(Anand & Hickey,1987, cited in Schecter et al.1993). Societal attitudes such as biases
against pain expression, believing that pain is somehow character building, and
relationships between suffering and cleansing incorporated in some religious belief
systems have tended to perpetuate the misinterpretation and undertreatment of pain in
children (Ross & Ross,1988; Schecter et al.1993).

Physical and Psychological Factors that Influence Pain Perception

The development and acceptance of the gate-control theory of pain (Wall &
Melzack,1984) provided a neurological explanation for the transmission of pain, which
acknowledges that both descending impulses from the higher cerebral centres and
ascending impulses activated by innocuous stimuli, modify the neural input from the
site of tissue damage. The descending input from higher cerebral centres offers an
explanation as to why intrapersonal factors (e.g. emotion, fear, rational thought,
memory of past experiences), and environmental factors (e.g. distraction, situational
and cultural variables) can influence the perception of pain and its intensity.

P.A. McGrath (1993) noted further that several converging lines of evidence “suggest
that children’s pain is even more plastic than adults, so that environmental and psychological
factors may exert a more powerful influence on children’s pain perceptions” p.39. Plasticity of
pain refers to the way in which pain perception is not rigidly related to the degree of
tissue damage. Factors other than the neural input from tissue damage modify the
perception of pain, so that children (and adults) can experience differing degrees of
pain from the same type of tissue damage. Children can experience pain where there is
no obvious signs of tissue damage, and can be injured without experiencing pain
(P.A.McGrath,1993; Ross & Ross,1988).



P.A.McGrath(1993) proposed a model of key psychological factors which influence
children’s perceptions of pain in a mutually interactive way that incorporates
situational factors (e.g. perception of control and expectations); behavioural factors (e.g.
parental response, overt distress and coping style); emotional factors (e.g. fear, anger
and frustration); along with relatively stable child characteristics ( sex, age, cognitive
level, previous pains, family learning and culture). Ross and Ross (1988) described a
social ecology model of pain, which incorporated situational, environmental and child
factors similar to P.A. McGrath(1993) cited above, and conceptualised a mutually
reciprocal transactional process between all of the factors and the physiological tisue
damage in which the child’s reactivity to pain is not only a consequent of the

environment (and other factors), but also an influence on it.

Age and Perception of Pain in Children

Research has begun to investigate some of these determinant factors and results have
not always been consistent. It seems clear that some of this inconsistency arises from
the interactive nature of the psychological, situational and environmental determinants
which impact greatly on the perception of pain in children. For instance, Haslam (1969)
found that pain threshold increased with age (5-18 years), and Lander & Fowler-
Kerry(1991) similarly found a negative correlation between age and degree of pain
associated with venipuncture in children aged between 5 and 17 years.

However, it is often noticed clinically that younger children report fewer post-
operative pain symptoms, and a study reported by Leikin, Firestone & P.J.McGrath
(1988) confirmed this clinical impression. Studies of pain emanating from different
procedural sources ( i.e., injections and surgery) are compared with caution as it may
be that age differences in pain following surgery are due to younger children’s greater
physiological resiliency in response to surgery. Alternatively , older children’s
cognitive advancement allows for greater understanding of pathological processes and
implications of disease or surgery, so that intensity of pain experienced may be
increased (Beales, Keen & Lennox-Holt, 1983; Craig & Bennett-Branson, in press).

P.A.McGrath(1990) found that in “healthy” children, the reported strength and
unpleasantness of routine, mild injuries generally decreased with age, although the
number of reported pains increased. It was also described that children at the same
chronological age who had greater experience of painful procedures (children with
chronic arthritis having intramuscular gold injections), may perceive subsequent
immmunisation boosters as less painful than their age-mates who had not had the
same degree of procedural pain, (P.A.McGrath, 1993). It may be that greater experience
of pain is likely to alter the child’s perception, although this has not generally been
investigated as yet.

Definitions of pain threshold and pain tolerance are important when reviewing this



area of research. Pain threshold refers to the point at which the stimulus is first
experienced as painful, while pain tolerance is the point at which the stimulus can no
longer be endured (P.J.McGrath & Unruh,1987). Pain threshold has generally been
found to increase with age. However, other factors such as understanding of the
implications of the pain, possibly increased experience of pain, and socio-cultural
expectations of children in relation to age impact on this finding. P.A. McGrath (1993)
stated that “we do not know the true impact of children’s sex, age, and cognitive level on their

‘hurting’.”p.42.

Gender and Perception of Pain in Children

The findings of the impact of the child’s sex on perception of pain are even more
divergent than that of age. For example, Ross and Ross(1984a) found no significant
differences between boys and girls reporting of pain experiences and descriptions of
pain responses in their large scale interview study. However other studies have
revealed sex-related differences, although each of these studies tapped into different
aspects of pain perception (Grunau & Craig,1987; Savedra, Gibbons, Tesler, Ward &
Wegner,1982). For instance, Grunau and Craig(1987) found that infant boys cried
sooner and with significantly more cry cycles than infant girls during heel lance
procedures, whereas Savedra et al.(1982) found differences in the selection of words
used to describe pain, with girls selecting more psychologically and emotionally
orientated words than boys. Most recently, it has been suggested that any differences
that emerge in relation to sex are likely to be dissimilarities in expressions of pain
which are the result of socialization practices (Fowler-Kery & Lander, 1991;
P.A.McGrath, 1993), and this factor therefore interacts with age, social environment and
culture.

In summary, research investigating the impact of age and sex of the child has been
reviewed as examples of the interactive nature of the determinants of children’s pain.
Some aspects of tissue damage are predictably related with perception of pain (e.g.
spatial extent and location). However as well as the nature of tissue damage, children’s
perception of pain depends on contextual factors internal to the child, for example, age,
gender, emotions, feelings of control, and also contextual factors external to the child,
both situational and environmental/cultural. These factors will be further discussed
below in relation to children’s use of coping strategies. The next section reviews what

has been a major missing link, the viewpoint of the child.

THE CHILD’S VIEW OF PAIN

Ross & Ross (1984b) noted that there had been little input from children within the
increasing body of clinical and research literature which offered guidelines for

managing pain in children. However, more recently several lines of research have



begun to document children’s views of their experience and understanding of pain.
Children’s understandings and conceptualisations of pain are a valuable source of
information about their experience of pain and should not be equated with the actual
experience because there may be an age lag between the understanding /experience,
and the ability to express that experience, especially in younger children
(Gaffney,1993).

Children’s Definitions of Pain

Gaffney & Dunne(1986) have provided convincing evidence that children’s definitions
of pain alter developmentally in a manner consistent with Piagetian stages (Piaget &
Inhelder,1969). Children in the preoperational age group (approximately 18 months up
to 6 years) were more likely to attend to the perceptually dominant features of a painful
experience. They were more likely to say “Pain is...in your tummy, it hurts you;....it is in
your belly.”(Gaffney & Dunne,1986,p.111). They did not understand the relationship
between pain and illness, or the value of pain as an early warning system.

During the concrete operational period (approximately 7 to 10 years) there was
some retention of earlier definitions (which is consistent with Piagetian stages), and a
move toward more generalised and abstract definitions of pain that were less passive.
Pain was now understood to occur within the body, and the localisation of internal
pain was more likely to be differentiated and no longer globally ascribed to the tummy.
Children began mentioning the psychological effects of pain, and they might mention
that pain could make people feel miserable, unhappy, or angry (Gaffney &
Dunne,1986).

The capacity for introspection and abstract thinking allowed the children of the
formal operational period (11 years upwards) to offer definitions of pain that included
a physical and psychological component, and often also included psychosocial factors
(both inter- as well as intra-personal). For example, "pain may make you grumpy and
spiteful, as well as sad and depressed’. Pain was conceptualised as something that had
to be coped with, dealt with, or borne, which Gaffney and Dunne(1986) interpreted as a
shift to a more active view of pain, as opposed to the passive view of the children of the
preoperational stage. “The ability to reflect on pain in an abstract, non-perceptually
dominated way also allows the positive, biologically useful aspects of pain to be recognised”
(Gaffney & Dunne,1986,p.113). Anxiety about the significance of pain, and the
implications of the pain in relation to illness was also noted by Gaffney(1993), and is
discussed below.

Ross and Ross(1984a) did not find developmental themes in children’s definitions
of pain, and the definitions which they found tended to be brief, unidimensional, and

emphasised the sensory dimensions of pain. However Ross and Ross(1988) suggested



that differences in questioning format led to different results, in particular the
specificity of questions in their own study. Ross and Ross(1988) proposed that they
would also have found developmental transitions in definitions of pain if they had
asked similarly open questions to Gaffney & Dunne(1986). Preliminary results of a
replication study by Ross and Ross(1988) show the same Piagetian developmental
transitions as those found by Gaffney & Dunne(1986), lending support to the
conclusion that there are developmental themes in children’s definitions of pain.
However, regardless of developmental stage, children described the most aversive
aspect of pain to be its unpleasant sensory qualities, followed by the disruption of play
and other activities of everday life (Gaffney,1993). Children were also concerned that

pain may never go away (Ross & Ross,1988).

Pain Descriptors and Expression of Pain

The behavioural expression of pain alters with chronological age and developmental
level. Grunau, Johnston & Craig(1990) described the cluster of facial behaviours of the
neonate in response to pain, for example, brow bulging, eyes squeezed shut, taut
tongue and mouth open. Pain expression becomes a full-bellowed angry cry in infancy,
and then alters as the child learns familial and cultural beliefs as to how one should
experience and cope with pain. Individual differences in pain expression can well be
understood in light of the previous discussion of interacting psychological and
situational factors. Furthermore, Grunau et al.(1990) found substantial individual
differences in newborns’ response to painful stimuli, and it seems likely that there are
differences in temperament, expressivity, or possibly degree of pain sensitivity present
at birth.

There is a lack of data on children’s pain language compared to the vast amount of
adult data. However, children as young as three years of age have described pain as
shooting and hurting (Hahn,1986, cited in Ross & Ross,1988). In a series of studies
designed to construct a word list for use with children and adolescents to describe pain
quality, Tesler,Savedra,Ward,Holzemer & Wilkie (1988) reported an additional 31
words not in the McGill Pain Questionnaire, that 50% or more children selected to
describe pain.

Language and vocabulary used to describe pain has been found to be age-related
and followed a similar pattern in both sexes (Gaffney,1988; Wilkie et al.1990), which is
in keeping with the developmental sequence described above. Gaffney(1988) found
that the five year olds used six pain descriptor words, but by age 14 the boys used 44
words and the girls 61 words. The use of analogies in describing pain also increased
with age, from 5.7% of 5-7 year olds, to 42.1% of 8-10 year olds, and to 70.1% of 11-14

year olds. It has also been suggested that the use of analogy depends on the content of



the question as well as the age/developmental stage (Ross & Ross,1988). Furthermore,
children’s descriptions of pain may vary with the demand characteristics of the
situation, in particular recency of a hospitalisation experience (P.J.McGrath &
Unruh,1987; Savedra et al.1982), and most of the studies have investigated “healthy”
children from school samples. However, Tesler et al.(1988) found no significant
differences in selection of words for pain between children previously hospitalised, as
compared to children with no previous hospitalisations.

The overall implications of children’s language of pain in relation to the present
study are that up to the age of seven or eight years children are limited in their ability to
describe pain (Gaffney,1988), and after this age children begin to use qualitative and
affective words (8-10 year olds), with increasingly more complex words, and increasing

use of analogy as children get older (11-14 year olds).

Children’s Reports of the Causality of Pain

Gaffney & Dunne(1987) found that children’s understanding of the causality of pain
progressed developmentally in keeping with Piagetian stages (Piaget & Inhelder, 1969).
Objective and abstract explanations increased significantly with age, and “transgression”
explanations of pain were offered by 44% of the children in their study. Examples of
transgression explanations are varied, e.g., “go out with no coats’; “watches T.V. too
long’; and failure to comply with rules. Transgressions involving eating were common
(Gaffney & Dunne,1987). During the concrete operational period transgressional
explanations appeared to exist alongside other more objective explanations for pain, as
the children became aware of multiple rather than single causes for pain (Gaffney,1993).
Trauma explanations and psychological explanations increased in the formal operations
group, although transgression explanations could still be retained.

Earlier studies reviewed by Ross & Ross(1988) found a high percentage of causality
attributed to illness-related pain, and trauma or malfunctioning parts of the body. In
contrast, Gaffney & Dunne(1987) proposed that because they found that “transgression”
or “moral” explanations of pain could co-exist with the more objective causes such as
trauma and illness, it may be that different types of questioning tend to elict either
“moral”, or “illness” explanations, and this could account for the discrepant findings.
Preliminary findings of a Ross and Ross(1988) study show many of the same causality
trends documented by Gaffney and Dunne(1987), except that pain as punishment for
transgressions involving eating was seldom mentioned. Recognition of psychological
causes of pain was reported in all studies (Ross & Ross,1988), and an interesting gender
difference was found by Gaffney and Dunne (1987) in that girls cited psychological

factors as causes of pain more frequently than boys.



Memory for Pain in Children

Memory for pain has not been established under about six months, but P.J. McGrath
and Unruh (1987) suggested that this may reflect a lack of appropriate methodology,
and furthermore, that the assumption that infants do not learn from painful
experiences has led to the tendency to undermedicate infants. The long-term effect of
painful experiences in infancy is a cause for concern, as feelings of helplessness,
hopelessness, and a tendency for poor coping with later pain have been suggested
(PJ.McGrath & Unruh,1987).

Studies have found that children aged five years and upwards have good memories
for pain (Lander, Hodgins & Fowler-Kerry,1992; Ross & Ross,1988). Lander et al.(1992)
in a study of venipuncture pain, found that children’s recall of affective aspects of pain
was superior to their recall of sensory pain. However, they suggested that this may
reflect the type of scales used to measure pain. Postulated relationships between
predictions of pain, actual experience of pain, and accuracy of recall, extrapolated from
findings of research with adults, were not generally supported by the findings of
Lander et al.(1992). In particular, the underprediction of pain did not necessarily lead
to over-reacting to pain, and inaccuracy of recall.

In summary, a developmental progression consistent with Piagetian stages has been
found in children’s definitions of pain, children’s language of pain, and children’s
attributions of causality of pain. Children have been found to have good memories for
pain. Most of the research has been undertaken with “healthy” children, recalling
painful episodes and describing their current conceptualisations of pain in terms of
previous experiences. Children who have long-term disease-related pain have been a
neglected group, yet they have current and ongoing experience of pain about which

they are likely to be thinking, and drawing conclusions.

PSYCHOLOGICAL INTERVENTIONS

An outline of coping strategies that have been taught to children is included in
preparation for the discussion of strategies that children have been found to develop
spontaneously. A variety of psychological strategies have been taught to children, and
there is some evidence that teaching coping strategies to children is helpful in assisting
them to cope with painful syndromes, and painful procedures (PJ.McGrath &
Unruh,1987;1993). The major strategies can only briefly be noted, with the
understanding that there is an increasing literature of outcome research which will
expand our views on effective intervention as this field develops.

Behavioural interventions that have been documented are: operant conditioning;
film modelling procedures; relaxation training; biofeedback; art and play therapy;
group therapy; and family therapy (P.A.McGrath,1990; P.J. McGrath &
Unruh,1987;1993; Ross & Ross,1988). There have been criticisms of operant



conditioning because it may be that instead of feeling less pain, the child is learning to
complain less (Ross & Ross,1988).

Cognitive interventions that have been documented are: distraction techniques
which divert the child’s attention; visual imagery; thought-stopping; hypnosis and
hypnotherapy; music therapy; and psychotherapy (P.A.McGrath,1990; P.J.McGrath &
Unruh,1987;1993; Ross & Ross,1988). Distraction is the most common cognitive
intervention (P.A.McGrath,1990), and parents tend to use this in response to the bumps
and bruises of childhood play. A variety of external distractors have been used in
relation to children’s pain, e.g. toys, bubbles, music, video games, and also internal
distractors, e.g.deep breathing. Age of the child was found to be an important
determinant of the success of a music distractor in 4.5 to 6.5 year olds (Fowler-Kerry &
Lander,1986).

Providing accurate, developmentally appropriate explanations in language that the
child understands is an important intervention which has been documented in relation
to procedural pain (P.J.McGrath & Unruh,1993), and chronic pain (P.A.McGrath, 1990).
Harrison(1991) found that children aged 6-12 years who were prepared with a picture
book/explanation story prior to venous blood sampling, experienced less pain during
blood sampling and were less disturbed by the procedure. Non-pharmacological
physical interventions such as massage, applying pressure, and applications of heat and
cold have been taught to children and are an extension of naturally occurring responses
to pain (P.A.McGrath,1990).

Combinations of strategies are often utilized, and it is important to note that the
effectiveness of psychological interventions does not indicate that the pain being
experienced was any less “real”. The choice of interventions has often rested with the
particular biases of the health professional (P.A.McGrath,1990) and furthermore, certain
types of pain have hecome matched with certain interventions. Factors unique to each
child (described above) need to be considered when selecting interventions, in addition
to the basis of the pain (P.A.McGrath,1990). It is of paramount importance to find out
from the children what they may already be doing in order to manage their pain. What
has been effective in the past for them and what sort of preferences do they have? The
clinical necessity of obtaining an in-depth picture of each child prior to imposing a
clinician favoured intervention on him or her, has been discussed by Ross & Ross(1988).
It may be that the child has spontaneously developed coping strategies that can be
supported and extended, thus returning feelings of being in control to him or her.

In summary;, the variety of coping strategies that have been taught to children have
been outlined. It is necessary to find out what coping strategies children may have
spontaneously developed, and obtain information about their understanding of their

pain as part of the assessment prior to teaching interventions.
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CONCLUSION

Psychological aspects and contextual factors that impact on children’s perception of
pain have been discussed and literature which describes children’s understandings of
pain reviewed. Strategies that have been taught to children in order to help them cope
with pain have been outlined. Subsequent chapters review the literature that has

documented the spontaneous coping strategies of children in response to acute pain.
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CHAPTER TWO

Children’s Spontaneous Strategies for
Coping With Pain

Children'’s spontaneous strategies for coping with pain have been researched from
several different perspectives, but still comprises a relatively small body of literature.
Studies include: Children’s responses to hospitalisation stressors and painful pre-
surgical procedures (e.g. LaMontagne,1984;1987; Savedra & Tesler,1981); Children'’s
spontaneous strategies for coping with acute painful medical and dental procedures
(e.g. Brown, O’Keefe,Sanders & Baker,1986; Curry & Russ,1985); Research in which
“healthy” school-children have been asked to recall their experience of pain, and what
they might do in order to manage acute pain (e.g. Ross & Ross,1984a); Children’s
spontaneous strategies for coping with acute post-operative pain (Bennett-Branson &
Craig, in press). There has been no published research into the coping strategies of
children who experience chronic disease-related pain. Therefore the above related body

of research must be drawn upon for a discussion of children’s coping with pain.

CONCEPTUAL ASPECTS OF COPING IN CHILDREN

The literature on coping during childhood and adolescence lacks the convergence in
conceptualisation and measurement that has evolved in the adult coping literature
(Compas,1987). However, in spite of the divergent lines of research, and different
methodologies, the present author found several unifying concepts underpinning
children’s coping research.

There was general acceptance of Lazarus & Folkman's (1984) definition of coping:
“We define coping as constantly changing cognitive and behavioural efforts to manage specific
external and/or internal demands that are appraised as taxing or exceeding the resources of the
person” (p.141). While acknowledging that this definition arises from adult literature,
and there is a paramount necessity to consider the developmental backdrop in relation
to children’s coping, most of the studies and review articles utilized definitions similar
to the above as a starting point, (e.g., Brown et al.1986; Craig & Bennett-Branson,in
press; Curry & Russ,1985; Siegel & Smith,1991).

Inherent in the Lazarus & Folkman (1984) definition is the idea that coping involves
an effortful behavioural and/or cognitive response, and that appraisal of the stressor is
the initiating part of the coping response. According to Lazarus & Folkman's(1984)
conceptualisation, primary appraisal refers to evaluating the significance of any event
to the person’s well-being, and secondary appraisal refers to evaluating the resources

available for mastery. Reappraisal is described as part of primary appraisal and refers
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to re-evaluation of an original stress appraisal because of information changes and/or
effective coping. Jensen, Turner, Romano & Karoly (1991) noted in a review of the
literature on coping with chronic pain that existing measures often confound coping,
appraisals, and adjustment.

Appraisal has rarely been addressed in the children’s coping with pain literature
but it needs to be addressed because it seems likely that the child’s level of
development impacts on appraisal of the pain stressor. Peterson(1989) suggested that
cognitive distortions in younger children influence appraisal, and that children’s
cognitive abilities may limit their capacity to define a painful event in terms of the time
it lasted and the severity of pain. Furthermore, the meaning that the child ascribes to
the pain influences appraisal (Siegel & Smith,1991). This is discussed below in relation
to chronic pain.

Implicit also within the Lazarus & Folkman(1984) definition is that coping efforts
are either intrapsychic so that the individual manipulates his/her cognitions,(i.e.,
cognitive strategies), or direct action in which physical acts are employed to prepare
for, or to manage the stressor(i.e., behavioural strategies). Strategies may be intended to
change the problem situation (problem-focussed coping), alter the meaning of the
situation, or change one’s emotional reaction to it (emotion-focussed coping, Lazarus &
Folkman,1984).

In summary, coping is conceptualised as a situation-specific process that includes
appraisal of a stressor, initiation of effortful coping strategies, and coping outcome. In

relation to children a developmental overlay is required.

CLASSIFICATION OF CHILDREN'’S
SPONTANEOUS STRATEGIES FOR COPING WITH PAIN

Acceptance of the Lazarus & Folkman(1984) conceptual model implies that a process
approach is taken as a theoretical framework for coping. That is, the appraisals, coping
responses or strategies, and re-appraisals constitute a dynamic and changing process
that varies depending upon the demands of the specific situation (Folkman,1984).
Several studies in the pediatric pain coping literature paid lip service to the process
model extrapolated from the adult literature but subsequently hypothesized and found
support for global coping styles, or a trait approach (La Montagne, 1984;1987; Peterson
1989).

There is inconsistency in the children’s coping literature and both process and trait
frameworks have been utilized. In particular, there has been support in the literature
on hospitalisation and painful stressors for a global coping style of passive/
information-avoiding versus active/information-seeking (Knight et al.1979; La
Montagne 1984;1987; Peterson & Toler 1986; Siegel, 1988). However, there are theoretical
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and measurement problems with this conceptualisation. For instance, a child who
appears passive may be purposefully absorbed in counting the tiles on the ceiling, or
listening to music, but (s)he would be coded as avoidant. That is, because active coping
has been conceptualised as a willingness to encounter information (e.g.playing with
medically relevant toys, or asking questions about the painful procedure), being
psychologically active (e.g. using imagery or distraction) does not comply with the
active conceptualisation, since it does not involve observable action (Keefe, Salley &
Lefebvre, 1992).

The single dimension of information-seeking versus information-avoiding does not
allow for the complexities inherent in the coping process. For instance, the use of
emotionally-focussed strategies as opposed to problem-focussed strategies is likely to be
situation-specific rather than global. Internal versus external aspects of coping have
mostly been ignored within this conceptualisation of a global style.

The tendency to classify children’s coping with painful procedures along a
continuum from active/information-seeking to avoidant/information denying has led
to research results in which successful coping has been equated with information-
seeking, and unsuccessful coping with information avoiding (Peterson & Toler,1986;
Siegel, 1981, as cited in Siegel, 1988). The present author contends that this has been an
untimely adoption of a trait framework within the literature on children’s coping with
pain which has led to some unfortunate consequences and unnecessary labelling of
children. For instance, there has been debate about whether children should be
provided with preparatory information because it may be antithetical to their global
style. Yet at this time few studies have researched children’s responses across a variety
of amxiety-provoking and stressful situations. We cannot therefore assume that a global
style along an information-seeking to information-avoiding continuum adequately
represents children’s coping responses.

The definitions of successful and unsuccessful coping are an issue in the above
formulation. That is, successful in whose eyes? Coping outcome has often been
measured in terms of the child’s co-operation with a procedure and/or ward personnel,
or independent observer’s reports of overt behaviours (studies reviewed by
Peterson,1989), and less often in terms of self-report of the child. Furthermore, the use of
particular coping strategies should not be confused with coping outcome.

Most recently, Craig and Bennett-Branson(in press) concluded that:

The weak predictive validity of several of the coping style measures suggests that either the
measures have been unsatisfactory, despite the several approaches that have been used, or
global classification of coping predispositions is too general for prediction of differences in
coping outcome. Recent work in the pediatric literature indicates the relevance of examining

variability in the situation-specific strategies for coping with pain. (p.6).
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The current trend in the pediatric pain literature is to follow the lead of the adult
coping literature (e.g.Aldwin & Revenson,1987), that a particular coping strategy is not
inherently adaptive or maladaptive, nor is any particular coping strategy globally
superior to other strategies (Craig & Bennett-Branson,in press; Siegel & Smith,1991).
That is, a coping strategy that is effective in one painful or stressful situation may not
necessarily be effective in a different painful situation, or with other aspects of the pain.
Craig and Bennett-Branson(in press) therefore suggested that it is likely to be beneficial
for individuals to have a variety of coping strategies that they are able to adapt to
particular situations. However, elsewhere these authors also noted that greater coping
effort does not necessarily imply better outcome, and it may be that a variety of
alternative strategies are attempted in response to more severe pain (Bennett-Branson
& Craig,in press) The findings of specific studies investigating children’s coping

strategies are reviewed in the next section.

REVIEW OF STUDIES

There is no consensus about the numbers of children who spontaneosly utilize coping
strategies in response to acute pain. Several researchers have found that children
spontaneously utilize coping strategies in response to acute pain at relatively low rates
(e.g., Brown et.al.1986; P.A.McGrath,1990; Ross & Ross,1984a). However, research
evidence has been equivocal. Conceptual anomalies, such as trait versus process
approach, differences in classifying coping strategies, and methodological variations
have contributed to the divergence in research conclusions. For instance, both Branson
& Craig(1988) and Ross & Ross(1988) suggested that the wording of the questions may
have resulted in underestimation of the use of spontaneous self-management (i.e., the
wording created a response set directed toward other help rather than self-help).
Recent findings suggest that children spontaneously employ a variety of coping
strategies,and higher numbers of children may do so than earlier reported (Branson &
Craig,1988; Branson,McGrath,Craig,Rubin & Vair,1990; Curry & Russ,1985; Bennett-
Branson & Craig, in press).

Curry & Russ(1985) constructed categories of coping which they had integrated
from reviewing the adult coping and cognitive-behavioural literature. Children’s
coping responses to dental treatment were then assessed using both direct observation
during the procedure and a post-procedure semi-structured interview with each child,
then were analysed in terms of the a priori categories. Coping categories were
subdivided into behavioural and cognitive, and three behavioural and six cognitive
categories of coping strategies were identified. Every subject (n = 30 children, aged 8-10
years) reported using at least two cognitive coping strategies and was observed

eliciting at least one behavioural coping strategy during treatment, and the average
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child in the sample employed a varied repertoire of cognitive and behavioural coping
strategies (Curry & Russ,1985).

Brown et al.(1986) utilized an imaginally reconstructed (dental) pain situation
alongside other imaginal non-painful stressful situations and documented children’s
written responses from a large sample (n = 487) of “healthy”school children aged 8 - 18
years. Coping strategies arising from the dental pain situation were classified post-hoc
into either coping strategies or catastrophizing cognitions.

The coping strategies described by the children were categorized as: positive self-
talk (e.g. I can take this); attention diversion; relaxation, deep-breathing; and thought-
stopping. Positive self-talk was used most often by all age groups, and its frequency of
use increased with age. Catastrophizing cognitions were: focussing on negative affect
or pain (e.g. this hurts); thoughts of escape or avoidance; fear of unlikely consequence;
fear of response to dentist or vice versa (e.g. what if he’s a meany?). Focussing on
negative affect or pain was the most frequent catastrophizing reported by all age
groups. Across all of the age groups, 37% of the sample were classified as copers, and
twice as many 16-18 year olds reported predominantly coping cognitions as did 8-9
year olds. Older children reported using a greater number of different types of
strategies.

There are several issues in relation to the Brown et al.(1986) study. Firstly, these
authors assumed that certain coping strategies were successful or unsuccessful. For
example, the strategies labelled as coping were assumed to be successful and the
strategies labelled as catastrophizing were assumed to be unsussessful when no
outcome measures were reported. This error has been maintained in subsequent
reviews (e.g., Siegel & Smith,1991). Coping outcome has been inferred from the type of
strategies reported but the effectiveness of coping strategies can only be demonstrated
through their association with good or poor outcome. “At any age, active coping strategy
use does not necessarily imply adaptive outcome” ( Craig & Bennett-Branson,in press,p.14).

The findings of Brown et al.(1986) werehowever, an important illustration that
children do use catastrophizing cognitions as has been demonstrated in the adult
literature. The finding in the adult literature has been that the use of catastrophizing
coping strategies is associated with less effective coping with chronic pain (Williams &
Keefe,1991). However, to date there has been little documentation of the effectiveness
of children’s spontaneous strategies for coping with pain, although some
documentation of outcomes of coping strategies utilized to manage hospitalisation
stressors noted that less successful outcome was associated with catastrophizing
(Siegel,1988).

Secondly, utilizing only written responses across a wide age range of children
without any verbal back-up must be questioned in view of children’s cognitive and
academic capabilities. It is misleading to compare responses that require written
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construction of children aged 8-9 years, with children aged 14-16, or 16-18 years.
However, younger children’s construction of oral language is far in advance of what
they are able to construct in written responses. For this reason, Ross & Ross(1984)
suggested that oral language responses should always be utilized where children are
required to construct answers. It is possible therefore that the less advanced written
expression skills of the younger children led to underreporting of their coping
strategies in the Brown et al.(1986) study.

The studies by Brown et al.(1986) and Curry and Russ(1985) provided initial
classification systems that are representative of the sorts of cognitive and behavioural
coping strategies that have been documented as being utilized by children
experiencing acute pain. However,because the starting point of the classifications has
been the adult coping literature, it is possible that important facets of children’s coping
with pain are not being documented. Varni & Walco(1991) have cautioned against the
tendency to apply downward the perception and experience ofadults to children. One
strategy that does not fit easily into the above classification systems is that of fantasy,
although it could possibly be construed as diversionary thinking within the Curry &
Russ(1985) classification. The use of fantasy has been documented as a coping strategy
that children spontaneously utilize by both Ross and Ross(1984a),and Siegel(1981,as
cited in Siegel,1988).

As part of a semi-structured interview investigating children’s experience of pain,
Ross & Ross(1984) tapped into children’s self-initiated coping strategies. Only 213 out
of 994 children aged between 5 and 12 years reported using such strategies. Distraction
with internal or external activities was used by 93 children, and physical procedures
such as clenching one’s fist were used by 91 children. Only 29 children used the variety
of strategies including thought-stopping, relaxation/imagery, and fantasy.

Bennett-Branson and Craig(in press) utilized a classification system which was
integrated from previous research (Branson & Craig,1988; Brown et al.1986; Curry &
Russ,1985), which consisted of five cognitive strategy subtypes, seven behavioural
strategy subtypes, and four varieties of catastrophizing cognitions. The findings were
that children can generate at least one behavioural strategy in response to an open
question, and many children generated more than one (mean of 2.28 strategies).
Endorsement of supplied examples of behavioural strategies was higher than
generated examples of behavioural coping. The mean number of cognitive coping
examples generated was 1.02, and mean endorsement ofcognitive strategies was 3.12.
The mean number of catastrophizing thoughts generated by the children was 1.05.

All children were experiencing in- vivo post-operative pain (24 hours after surgery),
and most had tonsillectomies. Coping outcome was measured in terms of multiple
components and several key relationships were found. The stronger the perceived self-

efficacy, the less pain was experienced. A greater number of catastrophizing thoughts



was positively related with higher pain component scores. Also, increased behavioural
coping frequency was positively related with increased severity of pain. Possible
interpretations of this relationship were that children employ a greater variety of
strategies when the sensory component of pain becomes more severe, or that better
copers may successfully employ fewer strategies(Bennett-Branson & Craig, in press). It
is important to note that other factors were involved in this relationship. Complex

age/develpmental relationhips were also found, and are discussed below.

CONCLUSION

Conceptual and classification aspects of children’s strategies when coping with pain
have been discussed. The review of studies shows that findings remain equivocal about
the rate of children’s use of coping strategies in response to acute pain, although recent
research suggests that most children can generate one or two behavioural strategies,
and many children can generate a cognitive strategy (Bennett-Branson & Craig,in
press). Similar contextual factors are likely to impact on the children’s use of coping
strategies, as they impact on their perception and experience of pain. These are

discussed in the next chapter.

4



18

CHAPTER THREE

Factors that Influence the Use
of Coping Strategies when Children
Experience Pain

COGNITIVE DEVELOPMENT

It is clear from the foregoing that the child’s level of cognitive development is likely to
influence both appraisal and the use of coping strategies. As noted previously,
appraisal has rarely been addressed, but the evidence reviewed above found a

developmental progression in:

(1) children’s definitions of pain (Gaffney & Dunne,1986);
(2) children’s reports of the causality of pain (Gaffney & Dunne,1987);and
(3) the pain descriptors and symptom reporting of children (Wilkie et.al.,1990), all of

which appear to impact on appraisal.

Age-related differences in appraisal were also documented by Bennett-Branson &
Craig (in press), although there was an uneven gender distribution in their sample of
subjects. Children aged 10 years or over (mostly girls) described their post-operative
pain in a qualitatively different manner, including more complexity of detail than the
younger children, and were more likely to include affective or evaluative words or to
provide an analogy explaining the quality of the pain experienced. Craig and Bennett-
Branson(in press) supported the view that developmental shifts in children’s
understanding of pain impact on both appraisal and the type of strategies that children
naturally employ when coping with pain

However, there is inconsistency in the findings, especially in relation to the type of
coping strategies children utilize. For example, Savedra and Tesler(1981) found no
statistically significant patterns in coping strategies by age group (6-9 years and 10-12
years) in children hopsitalised for surgery, in contrast to La Montagne (1984;1987), who
did find age-related effects on coping strategies, with older children using more active
modes of coping. The body of research on painful procedures has provided beginning
evidence that a developmental progression occurs in children’s spontaneous utilization
of coping strategies. Younger children at the Piagetian pre-operational cognitive
development stage (Piaget &Inhelder,1969), have been found to use predominantly
behavioural coping strategies (Reissland,1983). As children’s cognitive development
progresses through the concrete operational stage, and on to formal operations, an

increasing use of cognitive coping strategies has been found (Brown et.al.,1986; Curry
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& Russ,1985; Reissland,1983). The convergence of this finding occurred in spite of the
use of different methodologies, and different classification of coping strategies.

Recently therefore, the consensus has been that, as children progress through their
cognitive development,they supplement (but do not replace) the predominant use of
behavioural coping strategies with an increasing use of cognitive coping strategies
(Craig & Bennett-Branson,in press). However, Bennett-Branson and Craig,in press)
documented an intriguing finding when they found that the above described age
differences in predominant coping strategies emerged in children’s generated
responses to an open-ended question, but not when children were asked to endorse
their use of cognitive coping strategies as supplied by the interviewer. Explanations
offered for this finding were: that younger children use cognitive coping strategies but
lack the memory retrieval or verbal production ability to generate for the interviewer
examples of their cognitive coping; or, alternatively that the lack of age differences in
the supplied response situation reflected a response bias, e.g.a desire to please adult
researchers (Bennett-Branson & Craig, in press). Therefore, although it seems likely that
children use an increasing frequency of cognitive coping strategies as their cognitive
development progresses, the inherent problems of research with children may have
distorted this finding. Again, all of the research pertains to acute painful episodes,
either painful procedures, or post-operative pain, and it is possible that children who
experience long-term pain will offer alternative insights.

In terms of coping outcome, the developmental trends do not always suggest that
youger children are more vulnerable. For example, younger children reported less
distress, were perceived by their parents to be in less distres9s, and returned to normal
activities more quickly following tonsillectomy and adenoidectomy than did older
children and adults (Leikin et al.1988). This trend was also documented by Bennett-
Branson & Craig (in press), and these researchers suggested that as the medical
literature offers no clear pathophysiological reason to expect greater pain in older
children and adolescents following tonsillectomy, it is possible that variations in coping
processes are involved. The appraisals of older children and adolescents may have
incorporated all of the unpleasant after-effects of surgery, such as
nausea,disorientation, taste of old blood, in their characterisations of pain, and

therefore perceived themselves to be in greater pain than younger children.

MEANING ASCRIBED TO THE PAIN

The importance of the meaning that the child ascribes to the pain was first documented
by Beales et al.(1983), and bears direct relevance to children who experience long-term
pain. Older children with juvenile chronic arthritis, aged 12-17years, unanimously
reported the sensations they experienced “reminded them” of their disabling condition

and unpleasant internal pathology. Thus, they were more inclined to interpret diffuse



joint sensations as pain. The majority of younger children in the study, aged 6-11 years
described similar sensations but did not appear to associate the joint sensations with
anything markedly unpleasant. This finding has clear implications for children coping
with the recurring pain of any chronic illness. It seems that older children have the
cognitive capacity to include consideration of internal pathology and the degree of
harm that may be reflected by their pain, as well as having an awareness of the
possible consequences of the pathology that is brought to their attention by the pain.
Pain may then be experienced more intensely, for instance the pain arising from cancer
and its treatment (Beales,1979, cited in Lavigne, Schulein & Hahn,1986).

COGNITIVE STYLE AND TEMPERAMENT

Appraisal of the painful stressor is also influenced by cognitive style (Lazarus &
Folkman,1984). For instance,Leikin et al.(1988) proposed that Type A behaviour
patterns originated in childhood and found that children identified as exhibiting Type
A behaviour underreported a wide variety of symptoms, including pain. This was not
likely to be effortful coping but an inherent tendency to suppress symptoms which
impacts on appraisal.

The issue of whether children exhibit global coping styles,or more situation-specific
coping strategies, is unable to be resolved because of the lack of cross-situational
research investigating children’s coping strategies (Siegel &Smith,1991). At present, the
situation- specific model described above, with a developmental overlay, seems to
represent the most useful integration of the literature. However, Lazarus &
Folkman(1984) noted that there is both stability and change in coping. That is, although
coping is a situation-specific process, individua