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; ABSTRACT
The -need -for an injection may precipitate dnxiety and

anticipation of 'pain. This common feacti@n perhaps “is -the result

“of early childhoodjetperiehces’ahd one that need not develop 1f
/ - . °

steps are taken to .reduce the pain of .injections during

childhood. There‘aré hany;effective strategies for pain control

.

which have been developet with adult subjects but: not. assessed
for use with children, The purpose of this study was to assess
rhe va}ue“.of two strategies (suggestion and distraction) in

reducing injec@ion pain in children.

. The study was conducted in community health «clinics in
conjunction® with ongoing iémunization programs. Two . hundred-

chiidren receivﬁng routine diptheriaﬁpertussisrté%anus immuniza-
e A o - g -
tions were enrolled in the study and randomly assigned to one of

» .

‘the treatment groups.  After receiving their expe}imenta} treat-

ments from the researcher, the children were aSked by the

T

research ég;istantgffor their subjective report of pain -using a

,»
. Y
visual analogue scale. . :
The treatment ‘groups consisted ofs (1) distraction alone,

(2) disgraction with suggestion, (3) suggestion alone, and (4).no

distraction'o; suggestion.  The subjects in all four groups wore

&

. the héadphonesQ ‘A,gedbnd control group was' added £o determine if

1 IS . - X
the ‘headphoneS/;presented’ a novel distracting stimulus with

analgesic properties. .
AL,

r

3 -
. s



A 2 x 2 ANOVA found a saignificant main effec: for

: k)
distraction. Neither the ma1g effect of suggest:on nor the
suggestion x distraction interactions were Ssignificant. The

Headphone Control and the No Headphpne Contra: Rroups were

compared using ANOVA. There was no significant ditference 1n

s

pain response for the two groups. A standard multiple regressinn
determined that having received distraction and the location ot
clinic attended contributed most to the variance accounted for in

the mult{;ie .regression. Age was found to be significantly
, g ,

different across clinics. Younger children reported greater pain

from injections than older children and were less distracted by

music.

The results of ‘this study supported the use of music

disttaction in the reduction of pain in children receiving

injections. The 1implications of these findings for clinicians

~
.

and researchers were 'discussed. .
B . »

.
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=usi1c Distraction to Relieve Pain :n Children

~ ) , B
Busen-towler-Kerry
~ University ot Alberta
The study of pain 1s not new Lo % lentlsts. Although much
. »
knowledge has beer acquired dnasimportant technological advances

achieved, many individuals still sufter from acute and chronfc
pain. In a recent review of the.paln literature (see Appendix
A), 1t was suggested that children may be among those who Thave
been helped very 1little by advances in -paln resea;<h. < Most
research investigéies the aduit in pain. Therefore, the present
study wishes fo explore strétegies for reducing pain in children.

Pain is a complex sensory. event ~ which 1s  highly
individualized (Jacox, 1979; Melzack, 1973; Turk, Melchenéaum
& Genest,‘1983). The perception of pain 1is related to
physiological and psychological contexts in which (pain occurs,
tMelzack &’Wail, 1965). That is, i; AEpends on the intensity,
location = and duratjon of the noxious stimuli and also on many
psycho-social and situational factors (Beecher, 1959; Melzack &
Wall, 1982).{ These_psycho—sociél and situational»factors, which
include age, sex, g nda;,‘culture, attitude and’ﬁasé experiences
may modify péin by éltering its perceived strength or
unpleasantness (Zborowski, ‘1952; Beechér, 1959; Lazarus, 1966;
Wolff & Langley, 1968; Melzack & Wall, _1982).. Because theseb
factors vary, péin elicited by a constant noxious sgimulus will

1

not be perceived in the same way across individbals nor within
* Ny

- . e
the same individual across time.
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+

Scrent:itic  explorations o! pain have led 9 controversv,

- " -~
Une  long standing debate concerns which ot three  thegries  hest
@

-~

explains the mechanisms of pain. iwo oider theories (Specificity
and Pattern) have been (ombined and extended to produce the third

theory (Gate-Control). This latter theorv, proposed by Melrzack

w .

and  Wall (19653 1is now, generally tavoured by researchers.

Melzack and Wall (1965) proposed that sensory _1nﬁut passes

-

through the cells of  the substantia gelatinosa ‘where a
- . * ‘

hypothetical gate 1s located. The gate, which 1s in{luenced by

o

activity in small-diameter and large-diameter ' peripheral nerve
fibers, acts by modulating both ascending and descending 1mpulses
For example treatment strategles such as hypnosls and distraction

are postulated to close the gate on. descénding fimpulses while

"

arcotics are *responsible for Aaffecting both« ascending and
scending impulses.
Not all. aspects of the Gate-Control theory are accepted

especially some physiological assumptions that postulate that the

-~
’

gating activity 1is modjfied by the amount of activity in the

Q’" »
large-diaheter and small-diameter fibers (Wall, 1978). However,
the  psycholegical  assumptions of this theory have made
significant contributions - to the understanding of paradoxical

»

pain- and, the development of creati$e approaches in pain
managemept (Turk, Meichenbaulm & Gepest 3 1983). Mos‘
éignifican@ly, the‘theory has resulted in pain now being regarded
as a multidynensionai construct (rather than as it was formerly,

as a physiolggiaal éntity only).

'



Recognition of the multidimensional nature ot pain has
broadened the approach to paln measurement. The - literature

describes three basic approaches for the measurement of  pain.

These are: \(e) measurement of autenom:c¢ changes, (2) behavioural

observations, gand (3) subjective reports. Ot these the selt-

“~ . .

report 1s reliable, valid _and most often used with adults
i . .

(S[ernba&k, Murphy, ‘Timmermans, Greenhout & Akeson, 1974;

a

Bourbonnais, 19Y81; McGuire, 1984). When children are research

-

subjects, wuse of * self-report for measuring pain may be more
difficult’ because of their level ot cognitive development

(Beyers, 1984). s
h ¢
Obtaining a meanﬁngful, objective and reliable measure of

\

pain in adult and @%ijdren sgpjects is important for many

reasons. First, good measures provide an indication of the

dégree of individﬁag's éuffering, which Is important in clinical

practice. Second, they provide a means for evaluating the

> o

efficacy of various treatmgﬁts.‘ Finally they provide the
potential for‘increasingidh;~knowledge of pain.

. . \ ,
Over the past three decades there has been - an increased
o i e 1

interest in the study of pain in adilts. The same trend may only
. / .

“

w

be  begihning for children. AS' mentioned researchers and

. . . T . N ' . )
clinicians now recognize that factors suth as age, gender,
culture and s#uational factors affect the adult - perception of

* g - B : ’

npaggﬁ - Unfortunately, the effects of these factors on pain among
cpildren are not o0 well docimented.  "As with adults, pain 1in
AN

d&lldgen is a complex sensory event¢5> One could expect that, as
. Q ~ B e

N .

‘.
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(hildren  develop, their patterns of pain behaviour and  thenr
percept ions ot patn change, probablyv as a  coNsequesdce  of
~

maturat lon and Increasing experlence with pain. However
additi1onal resecarch 1s needed to evaluate all areas ot childrens’
paln (Eland & Anderson, 1977; McCaffery, 1977; Abu-Saad, 1981
Bever, De Good, Ashley & Russel, 19873; T‘fk(}ra(h, Cunningham,
Goodman & Unrah, X98A5. : .

Part ot the increased interest in adults’ pain has led 1o
the development and testing ot the so-called "psychological”
treatment  approaches. Examples ot these strategies 1nclude,
preparatory 1nformation (Johnson & Leventhal, 1974); 1magery
(Blitz & Dinnerstein; 1971); hypnosis (Hilgard, 1979); relaxation
(Knowles, 1981); and distraction (Barber & Cooger, 1972). These
strasegies have been studied in a more limited way with children.
(Wolfner & Visintainer, 1975; Berstein, 1965; LéBay,P Holton,
Tewell & Eccles, 1975; Corah, Gale, Pace & Seyrek, 1981). \

There are advantages Lé using psychological treatment
stratégies since they pose iittle hazard to the patient.
Furthermore; in the «e¢linical setting, nurses using these
strategiégfhave the O§portun;ty to exercise judgement independent
of the physician—in-charge: On the other haqd, disadvantaées
have beén néhed for several of the psychological strategies. Some/'

[
are regarded.és impractical in the clinical setting owing to time
required for patient preparation (e.g., imagery, biofeedback).
Others (e.g., hynposis, biofeedback) require special skills of

the clinician. One psychological strategy that does not have



these dlsadvantages 1s distractlon. [t can be recommended as a

sate, simple and 1nexpensive to employ 1n clinical  settings,

particularly with children. ( Yohnson, 1977;. Venham, Goldstern,

Gaulin-Kremer, Peteros, Cohan &‘}‘alr'banks“M 1951; Melzack & Wall,
1982 ; Wentworth-Dolphin, 1983).

Researchers across disciplines have been devising and
assessing different distraction strategies for children,
including: playing video ping-pong (Cohah, Gale & Illig, 1979);
word association tasks (Gardner, Licklider & Weiss, 1960);
viewing childrens' television programs (Venham, Goldstein,
Gaulin-Kremer, Peteros, Cohen & Fairbanks, 1981); and listening
to music (Corah, Gale, Pace & Séfrek, 1981).

Music, as a distraction has been studied predominantly in
dentistry. It seems to be a very effective portaﬁle and
}nexpenslve distraction strategy to employ with children 1n the

dental operatory (Hewitt, 1967; Corah, Gale, Pace & Seyrek, 1981;

Venham, Goldstrein, Gaulin-Kremer, Peteros, Cohan & Fairbanks,

.

1981). , ’ K3
Research evaluating the efficacy of music distraction is
often flawed with.respect to control of demand characteristics .
across groups. Few dentai studies incorporate a placebo conérol
condition (Melzack, Weisz, & Sprague, 1963; Wardle, 1983)
afthough there are exceptions (see for example Hewitt, 1967).
Although the powerful placebo effect of suggestion has been well

documented (Beecher, 1959; Melzack & Wall, 1982; Turk,

Meichenbaum & Genest, 1983),' few dental studies have controlled

L 4



for the eftect of suggestion (Gardner & Licklider, 199597 Corah,
Gale, [111g, 1979). In addrition, single or  double-blind
techniques are 1ntrequently used to control the ettects  of
experimenter blas. This bias may pose a rival to the hvpothesis
that music 15 an efficacious distraction for pain 1t demand
characteristics dl{tered systematically ACrouss treatment
conditions.

Even with the‘methodologi(al weaknesses, dental research has
suggested that music 1s efficacious with children. Well-
control led reséar(h, however, should be undertaken to deterwine
the value of mu51(,distractloh 1n other ¢linical settings and tor

{

other pain conditions. The present study was undertaken with
o N
this goal in mind. Music, as a distraction strategy, was studied

children receiving regular pre-school diptheria-pertussis-
tetanus immunizations (DPT).
. A . 8

Because the subjects 1n this study are children, several

s

_amportant factors relevant to children should be discussed. Age
“ has beea identified.igkthe literature as a f&ctor influencing the
f:perceptioh of pain. The éajority of studies evaluating pain as a
function of age have used small samples with adult subjects, and
in those studies where children were included in the sample they

were older children (Schludermann & Zubek, 1962; Haslam, 1969; -

Woodrow, Friedmann, Siegelaub & Collen, 1972). Therefore, the
g
effect of age on pain in children is uncertain.

As age is related to the level of cognitive development,

using vyoung subjects introduces potential measurement problems.



Nevertheless, several researchers  have reported  that v Sueal

analogue scales have: been used successtully to measure childrens'
subjective report of pairn (Abu-bdaad & Holzemer, 1981;  Ekland,
1981; Bevers, 1984). These scales can easily 9“ adapted  tor
ditferent levels of cognitive development that children possess.
There ‘do not appear to be studies evaluallng gender
difterences on pain pe ception among children. The eftects  of
gender on pain are worthy of study, particularly since males and
females are treated differently even shortly after birth (tein,
1978; Yussen & Santruck, i978). This mav result 1n differential
responses to pain for boys and girls. For example bovs may be
encouraged not to cry during painful procedures :
Finally, an  1mportant tactor known to 1nfluence the
perception of pain is the "powertul placebo' described by Beelher
(1955). The efféEL of suggestion has become recognized as a
significant factor 1in all aspects of pain research (Beecher,
1955; Melzack, (1961); Melzack & Wall, 19653 Turkd Meichenbaum &
Genest, 1985). Yet, the éffect of suggestion on khildren in pain
s not-dogumented. -
The present investigation intends to study the effect of
music distraction upon cﬁildren receiving a short, painful
stimulus from an injection. It is hypothesized that music
distraction will reduce the pain of injections. This
investigation Qill also describe the relationship of suggestion,

gender and age upon pain response. Specific hypotheses will be

presented following a description of the procedure. .



¢

Method
Subjects. One  hundred male  and 100 female ;ub]e(ts
participated 1n this studyv. These volunteer subjeots were among
those who attended <linics located 1n the Ston% Plain, Lac 5St.

-

Anne and Sturgeon Health Regions. ’

The c¢riteria tor subject selgction 1ncluded:

- aged 4 1/2 to 6 1/2 years;

0

no history of chronic diseases;

- only routine immunizatlon 1njections experxe;ced in the

past; |

- S£Oke English, as did parents or legal guardians;

-~ ¢hild willing to participate 1in the study;

- parent or guardian wilking té give consent (See

Appendix B for consent form).

At the clinics, the health chart for each potential subject
was reviewed to ascertain that the first three critefia were met.
Satisfying the other two criteiﬁa was determineda~ from "contact
7/
with parents and children. Subjects satisfying the criteria were
randomly assigned fo e§perimenta1 groupslwith the restriction
that equal numbers of boys and girlsvbe in each group.

v .

Materials. . Music distraction was delivered through
headphones that covered the entire outer ear. The musfic was
chosen’ for 1its uniqueness and for having sounds of children

laughing and singing along with a male vocalist (Neil Diamond, "I

am the Lion").



In this study pain was measured by self-report using 4
4-point visual analogue scale (Figure 1). The scale consisted ot
four 1dentical Dboxes ot a neutral (olJuf. The ftar right box
represented maximum palin and the far left box represented  no
pain.

Procedure. At each c¢linic, Experimenter 1 greeted potentaial
sub jects and parents or legal g?ardlans. The studv was explained
to the‘parent.or legal guardian in the absgnce of the child and
group assignment was not revealed. Before the study and 1n the
presence of the parents, subjects were introduced to the pain
measurement scale. This was done to asSesskkompfehenslon of the
‘concept of pain by lookiqg for variation in response to three
different stimuli. Threé vignettes were presented that asked the

'

child to report how much pain might result from falling in the
- L]
snow, scraping their knees and being bitten by a mosquito. The(,

vignettes can be found in Appendix B. '
After tﬁe preparation session, Experimenter 1 then randomly
\ ‘*
assigned the subject to group (thus there was a partial blind for
Experimenter 1I). The group assignment was not shown to
immunizatipn nurse, parent or child (thus there Qas a double-
blind for parent, subject and nurse). The nurse then prepared
and positioned the subject for .the immunization injection.
Experimenter 1 then proceeded with the designated in£ervention

and indicated to the nurse by a nod that the 'injection could be

administered. ¢



Immediatelv tollowing the assigned 1ntervent 1on,
Experimenter 11 asked the subject for a Self—rcpotr ot pain
resulting from the 1njection. Experimenter Il was blind to the
treatment assignment . Parents were present during the procedure
but they had been asked not to prompt the child. Parents did not

4
have  any face-to-face c¢ontact with the Child during thg

I
intervertition and the final assessment. -
Experimenter 1 returned and asked several open ended
questions of the subject to assess degree of attentiveness. - The

Nl

questiohs were:
1. do you.remember;belng told anything;
2. did you wear headphones;
3. did you hear aqytﬁing;
4. what did you hear; and
5. did you like what you heard?
;' Five 1interventions assessed in this study resulted from
3

combinations of suggestion and music distractions Two control

ggoups were used consisting of headphones and ng,headphones. )

The five groups included:

‘1. . Distraction Only Group_- Headphones were placed over the
subject's ears and music was delivered at a set volume. |

2. Combined Group - The following suggestion was given to

the subject: "Before I put these headphones over your ears I am

going to do something to help you when you have your ’needle."\

Then the subject was treated identically to the Distraction Only

Group.

L4



5. Quggestion Onlv Group - The same suggestion used  tor
the Combined Group was given 1o the subject. Headphones were
then placed over the subject’'s ears but no music was plaved -as
the equilpment was not turned on.

4. Headphone Control Croup - The headphones were placed

over | the subject's ears but no suggestion and no mus i

distraction were administered.

=

5. No Headphone Control Group - Headphones were not placed

over the subject's ears and no suggestion or music distraction

were administered. ¥
Design. This study employed a 2 x 2 VFactorial design

* D]
(distraction x suggestion). A music distractihg stimulus was

elither present or absent -and suggestion was either present or
absent. Subjects.in groups one through four wore headphones. A

fifth group (No Headphones Control Group)-was included to assess
. &
for novelty effects from headphones. The dependant measure was

reported pain from immunization injection.

.

v

Hzgotheses.

P

1. Subjects receiving the music distraction will rep:;f

C

o

less pain than those subjects who do 'notﬂ receive mu
distractionAkmaiQ iffect of digtréction). i

2. Subjects ‘receiving suggestion will rebgrt less pain
than. those who do not recgive suggestion (main effect of
suggestion). « 3 :

3. Subjects who receive combined suggestion and music

distraction will report less pain than those subjects from other



A g

groups who di1d not recerve this comblnation,

4. Subjects 1n  the Headphone Control Group will report

less paln than subjects in the No Headphone Control Group.

14
5. Bed ause Age [JdNnge was .restrx(ted, paln response will
have a low correlation with age. -~
6. Bovs will report less pain than girls. %
) Results
The data analyses are ﬁﬁresented_ as tollows: (1)

\
characteristics of the sample, (2) effects ot distraction and

- .“ Mf -
suggestion, and (3) factoers affecting paxnzé%spunse.

Characteristics of the Sample: ) o

}
The sample <consisted of 100 males and 100 temales, who

attended regional Alberta® health clinics loceted in Stony Plain,

Spruce Grove_and St. Albeft; These clinics, located 1n "bedroom

-

e _
boroughs” ' npeéar metropolitan Edmonton. Table 1 ~ describes the

~ -

characteristics of subjects across clinics. The data included in
!

this table is as follows® mean age of subjects, gender responses
Eo each vignette, response to the injections, the subject's
family birth order, time of day the injection was administered,
had the subject received a Measles, Mumps and Rubelia (MMR)
immunization in the past month, énd group assignment.

Analysis of Variance was used to compare clinics for‘ sub ject
ages. Age differed significantly across clinics (Table, 2:
ANOVA; F = 52.72, df = 2, 197, p < 0.05). - Post-hoc comparisons

(Duncan and Modified LSD p = 0.05) demonstrated that subjects at

the St. Albert clinic were significantly younger than at the



other two clinlcs. The mean age of the Hu.  Aibert ~ubjects was
61.31 months (Standard deviation, 5.84) compared to HX.05 months
(Standard deviation, 2.95) at  Stony Plain and 68935 months
(Standard deviation, 3.9%4) at Spruce Grove. —_—
.

. Although random assignment of subjects was used, a Chi-square
analys1s was used to confirm .reatment assignments d1d not ditter
significantly as a function of clinic. Because ot the small

number of subjects at one ¢tlinic and as age was not significantly
dlfferen% for two clinics, Spruce Grove and Stony Plain we T e
collapsed for the purpbse of the Chi-square analys:s. No

significant difference 1in group assignment acruss clinlcs  was
N |

~

found for Spruce Grove and Stony Plain compared to St. Albert.

A Chi-square analysis also determined that there was 1o

.

significant difference in gender across’clinics.

Effects of Distraction and Suggestion

A standard multiple regression was performed to determine
what variables contributed significantly to the predictfon bof
pain. Variables 1included in the analysis were: sub ject's
birthorder, time of day injection was administered, wﬁether the
‘subjects had previous Meaéles, Mumps and Rubella immunization
(MMR), pain rating given for three vignettes, gender, clinic
attended, age and treatment assignment. The amount of variance
accounted for was 197 (TableIB). Having . received distraction
and the location of the clinic attended contributed most to the

variance accounted for in the multiple regression analysis.

r
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‘aracteristics of arple Ly (2

G
Stomy Plain Sprce Grove  St. Albert
Mean Age (1n conths) 68.53 H8.03 A1.31
Standard Deviation 2.95 3.% .1
Sub jects 19 117 e
Male . 7 33
remale 12 S7 31
Vignette Mean Pain Response
#] (talling on snow) .225 170 L0
#2 (talling on sidewalk) 1.70 2.93 2.76
#3 (mosquito bite) .66 .915 LB
Mean [njection Pain Response 1. 1.35 1.95
Standard Deviation 1.18 1.12 1.06
_A
Frequency of Birthorders t
First born 7 91 7
Second born 6 19 X
Third born 3 6 7
Fourth barmn 2 1 0
Fifth born 1 0 0
Time of Day Injection Administered
AM. 16 80 51
P.M. 3 37 13
Frequency of MR Immnization
Had . 1 8 11
Did not have 18 109 53
Frequency of Group Assigrment
Distraction Only 6 19 15
Suggestion (hly/ Cambined 3 14
Distraction and Suggestion 3 23 VS
Headphone Control 4 22 14
7

No Headphone Control 03 0




Age by llin.
Degrees Mean
Hource ot Freedom Squar )
Between Groups !z 1005, 734 520772 L0060
Error 197 19.07
TOTAL 199
Mean Standard Standar d
Group n Age Deviation Error
Stony Phagn 19 68.53 2.95 0.68
Spruce Grovy. 117 68.03 3.54 0.33
St. Albert 64 61.31 5.84 0.73
L4
TOTAL 200 +65.93 5.38 0.38
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Maln Pesponse

Standard:sed

Regression
Veariabie Coest f 1o 1ent '. 9
Birs haorder BV ST, RN .0
Distraction with
Sugrestlon -.9659 -3.95%4 GO0
Gender L4 1.072 s
Clinic 2 - 4517 A -2.095 L -6
MMR - . 069K - 189 o))
Time ot Day -.3114 -1.890 .06
Headphone Control - L4277 -1.4%30 .07
Clinic | -. 8087 -2.9532 .01
Age -.0158 \ -.888 .38
Distraction -.6952 -2.786 ' L01
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Ao :
A 2 x / ANOVA compared the ftour groups recelving oombinations
‘ b N
g \
of distraction and suggestion. A signifrcant main  ettect  was
a 4
tound tor d!étra(tlon. Padin responses were signilgcantly lower

when distractjon was used compared to no distraction (Table 4:
M

ANOVA; F = 3.95 df = 1, p < 0.05). Neither the main effect of

suggestion nor the suggestion x distraction -interactlon were
) <

signtficani.

All Sﬁbjects whd received distraction (Dlsf:a(t}on.Only and
Comhined groups) werelgnalyzed separately to determine wh%gher
clinic: gender or age pfedicted §ugcessful distraction. Suﬁjecis
were grouped according to paln response 1nto successful (pain
scale respdnse ‘=‘O or 1) or unsuccessful (pain resbonse =2 or

3). Age was significantly different for the two "succesg" groups
f" o v
(Table S:  ANOVA; F = 3.50, df = 1, 78, p < 0.06). futPects in
sI -

the successful group, on the average, were older than SdBjects 1n

the unsuccessful” group. o

Chi-éaﬁare ,analysis found no significant relationship

between distraction success group and gender. However clinic was
: 2
related to success of distraction (Table 6: x = 6.86, df, 2, p

< 0.05). The Stony Plain clinic had a greater than expected rate
- ” .
of success with distraction and the St. Albert clinic had a less

than expected rate of success.

'

Because.of the potential effect of age on pain response, a 2 x
'

~

” anaFysis of covariance was performed with age as the ceovariate. -~

oo . . . T s .
¢The main effect of distraction.was again significant but neither
L4
"y :

the main effect of suggestion nor the suggestion x distraction
# - - '



fable 4

Fttect of Distraction and Suggestion on Pain

. Degrees ot Mean

Sopr ce Freedom Square | b p
Distraction 1 4.90 £ 3,95 L0469
Suggest 1on 1 .40 0.32

' ¢
Distraction® x : X
Suggestion 1 1.25 0.99
Error 156 1.24
TOTAL 159 1.26

Mean Pain Standard

Group Response Deviation n
Combined Distraction: 1.07 1.02 40
and Suggestion ‘
Distraction Only & 1.35 1.14 40
Suggestion Only 1.60 1.13 40
Headphone Control 1.60 1.15 40

No Headphone Control 1.95 1.13 40

,
-~




Table 5
[he Ettecy of the Su
[/

\

ARe on

Coess of

Distraction

s

Degrees of Mean
Source Freedom Squar e 3 p
Between Groups ] B 1073.88 3.50 .06
Error 78 29.71
TOTAL 79

Standard

Group Mean Age Deviation n
Su%essiul 66.69 5.23 49
Low/unsuccessful 64.135 5.79 31




* [able 6

Success ot

Distraction

Cline Successtul Not Successtul Total
T

Stony Plain Qi () Q
B 5.9

Spruce Grove 25 17 42
29.7 16,73

™

St. Albert 15 14 249
17.8 1.2

Total 49 31 18]

chi-square = 6.86, dt = 2, p :_0.03

* Actual frequency

*#* Fxpected frequenc y‘



Fttect

ot

Table

/

Distraction and Suggestion on Pain

with Age as the Covarilate

Degrees ot Mean

Source "reedom Square 3 P
Covariate

Age l 10.52 4.92
Main Eftects

Distribution 1 5.15 4.773 .0 38

Suggestion 1 0.40 .34
Interaction 1 1.15 (.98
Error 155 1.78
TOTAL 159 1.26




o
[able B

Frequency ot Paln Response Choloe by Vignette

No Some More Wor st
Vignette Pain Pain Pain Pain N
1 (talling 164 34 2 0 200
1n snow)
2 (talling 2z 10 73 115 . 200
on si1dewalk)
3 (mosquito 67 101 32 0 200

bite)




Table 4

Clinic by Pain

Degrees ot Mean

Source Freedom Square b p
Between Clinics 2 9.76 £.99 L0009
Error 197 1.22
TOTAL 199

Mean Pain Responses '
Clinic Mean Standard Deviation n
Stony Plain 1.05 1.18 19
Spruce Grove 1.33 : 1.11 117
St. Albert 1.95 1.06 64




1nteract1on were signitioant {(Table 7 ANOVA: B = 4.3, 4t =

The Headphone control and the No Headphone control groups were
compared using ANOVA, Results demonstrated that pain  respouses
were not significantly different tor the two control groups.

tactors Affecting Pain Response

Clinic. Since the multiple regression indicated that the
location of clinic attended contributed to the pain response, the
relationship of «c¢linic and pain was further examined. rain
responses differed significantly across clinics (Table 91 ANOVA;
F=7.99, df = 2, 197, p L»U.OS). Post-hoc comparisons (Duncan,
Moditied LSb, p = 0.09) derfonstrated that the pain Yesponses ot
subjects attending St. Albert were signlfiéantly higher than

subjects attending the other two clinics.

Pain Rating in Response to Vignettes. The results of first

order correlations, between pain response and vignettes were as
follows:
Vignette 1 - (falling in snow) r = .005

Vignette 2 - (falling on sidewalk) r = -.051

Vignette 3 - (mosquito bite) r .081

These results demonstrate that the presentation of vignettes
prior the ‘'subject's injection did not significantly affgct thé
final pain response. Table 8 reVegls the frequency of pain
response choice by vignette.

Gender.QJ A 2 x 2 x 2 ANOVA (gender x distraction x

»

suggestion) was conducted for pain response. There was no main



ettect of gender nor suggestion, Tt drstnan Lion was slaiics ans

Two-way and  three-wav  Interadctions  were oot tognd Sy
signifilcant. By 1ncluding gender in the 1111(‘11\51,\ ot Trealoer

1
effects, the sample size tor each cell was reduced tion 40) o 20
This had the ettfect ot reducing the power, thereby increasiog the
risk ot a Type 1 error. In short, 1t mav be erroneocus to tall to
reject the null hypothesis. Only bv 1ncreasing the sample s17ze,

would there be certainty that gender hdd no etfect.
Discussion

The purpose of the present study was to evaluate the
R

effectiveness of music distraction for <children receiving
lmmunization 1njections. The results supposted the hypothesis
that music distraction reduces reported pain. Further dnggyals

revealed that success of distraction was related to age of the
children and clinic attended. The finding that younger subjects
were distracted less by the music than the older subjects was
surprisiﬂf/pgkticularly since researchers have assumed that young
children are distractable (Eland & Anderson, 1977; Jacox, 1977;
Hester, 1979; Whaley & Wong, 1983). However as children become
fore fearful they may become less distracted. Nevertheless,
observations made during the study subported the wuse  of
distraction as an acceptable treatment for children. For
example, several pg:ents whose ch#ldren were in either the
Distraction or Combination groups, comme?ted that they had never

seen their children so relaxed during an injection. In addition,

several subjects in the pilot study, who were back at the clinics



R . . oy N bogs
T el T He g \A\A./ i ec U lons [errjraesmleny D e Ml g VLA IS RS et MBS

Lot it 1t helped reduce 1noection pain. Froaile . oit o wis
Observed  that there seemed 1o be g long Latency to startle with
subijects  1n the dlh{{d((;fyhx'ﬂ combination  groups. [hese
- - i .
observations provide  somé degree support for  music being’ an
-
eftective distraction stralegy. The tinding that  clinic  was
- ’ :
» .
T 1
related 1o success of distractlon was urprising. The  sample

collected trom one <linitc (the one which was  signlticantly
difterent from the others) was small (19 subjectsy 9 assigned to
the distraction only or combined group). Theretére, the tinding
that c¢linlc 15 related to success i distractlon mav be spurlous
(due to the small sample size).

»

In this study, the etfect of suggestion (a placebo) did not
signiticently redu;e reported p;;n from injectlons. However the
combined distraction and suggestion group had the lowest mean
pain scores (although not ’signiflgantly ditferent trom the
Distraction only group) thus hinting at some added benefit ftrom
suggestion.

There may be several reasons why suggestion did not produce a
significant result. First data collected to determine the degree
of attentiveness of subjects to the interventions revealed that
67 of a possible 80 subjecgs receiving suggestion and the
combination of suggestion with distraction remembered the
researcher telling them something pr}or to their injection.
Interestingly, 32 subjects said thag/{he,xesearcher was going to

e

do something so the injection woukld not hurt.. The remaining 35

’



subjects responded Wit The suggest oD toateme ' s
Although 67 subjects sard they heard the suggest ion, Tl i
In which the staltement was pressnted Ly the researsher ma 1
have bheen strong enough. Second,  the literature evalaal ing " he
.
etticacy ot imagerv and hypnosis reports that Phes  suc eSS o!h
) )
these two strategles depends largelv on the  positive  rappor:
her Dehuster

established between the patient and <linicilan (5Stac

’

Bauer, lahuda & Schultz, 1979). In this studv, the subjects dyd
not know the researcher prior to thelr 1njection, theretore  the
development ot a good rapport was difficult. The subiects may
not have trusted the researcher enough to respond positively o
the placebo. Finally, 1t 1s possible that young children do not

respond to suggestion at all.

Because the researcher was not certaln how WweAaTr1ng

.

headphones would affect the Sub)e(ts, a second control group (no
headphone control) wa: added to ;he design of this study. From
ralking to the subjects, <children 1in this age -group were
certainly afamilar with wearing headphones. The result. which
demonstrated that there was no novelty effect .from wearing
headphones was therefore not surprising.

This stud; observed that the younger the child the more pain
reported * from injections. This - is an important tinding

considering -the many myths about the inability of very' young

children to perceive or remember past painful experiences (Eland

& Anderson, 1977; McBride, 1977; Beyers, 1984). This study shows

.

the inaccuracy of this belief.
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fee sa1wnatl drfterences ages Oy Cllng b et
1t tending St Albera  clinie were significantiyv vounger T han

3 s N\ — \ ' N
at The uller LWt fintes., varliatlion in palin can aiso e
attributed o proceduaral and envirdnmental ditterences a7 he

clinlos.

Stony Plaln and Spruce Grove dere phvsically smaller « linios
than St.  Albert. [he ¢hildren were 1n those <linics only to be
glven 1mmunlizat 1ons., The <linics were never verv congested with
clrents. By  contrast there was much more activity at  the St
Albert <linic. The high noise level at this ¢linic may have had
the ettect of 1ncreasing the child’'s level of anxiety which would
also Increase  the amount ot paln  experienced oltner X
Visintainer, 19795; Melzack & Wall; 1982).

Another difterence was that the nurses at Stony Plain  and
‘Spruae Grove were often acquainted with the subject or parent
prior to the immun¥zation whereas the same was-noc observed at
St. Albert. Prior exposure of the child to the nurses (perhaps
under less threatening circumstances), may have reduced the
child's level of anxiety. For example, less crying behaviour,
which is an indicator of effects of anxiety on pain, was observed
during the immﬁnizations at Stony Plain and Spruce Grove clinics
as compared to St, Albert.

The gender of subjects was balanced in the design of this

study because research had not investigated gender differences
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r during paintul proceduares by ¢ RIERE ~ Tha IS

he  resuits of this study —urgest bt cung o hiradren o .
reaﬁp(md to  thls social blas since gender  difterences ot oo
signifrcantly  afttect  the trcal parn  Tresponses. i oaddrtion,

there were no gender differences observed associated with @ rving.

Interestingly, some nurses 10 the studv  reported  a-ing
crving and other behaviours as  indicators ot pain. Teeveral
children exhibited behaviors that some nurses believed 1o be
indicative ot pain and then reported little or nc pawn trom the
1njection. When contronted with this 1nconsistancy between thelr
perception ot the <child's pain and the hild's tinal  pain
response, they assumed that the child did not understand the pain
measurement scale.

The reports of pain given by children 1n response to  the
third vignette about mosquito bites caused several nurses to
question the often used strategy of telling children that an
-injection will "only hurt like a mosquito bite". Another concern
was the use of the vignettes prior to the injectioﬁ. They felt
these vignettes would affect the final pain responses. The
purpose ~of the vignettes was to determine whether the subjects
understood the pain measurement scale. Also they served as a
means of eliminating subjects who displayed a response bias. T;e
result of the first order correlations demonstrated - that : the

response to the vignettes did not significantly affect the pain

response to the injection.
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.
thin study provide health care professionais with emplnacoas adta
o improve the gquallty of patlent cdre.

Recommendations for Future Studies

Due to the lack ot 1esearch in the area of (hildren’s  pain
tere s a need for further sfudles. Research 1s needed to
dispel the mvths about children and paln and to provide empirical
data ftor improving clinical practice. As a result or this study

-
several specitic recommendations tor future research can be made.

1. The success of music distraction has been established 1n
one  clinical setting {Slth one  noxious stimulus. Therefore
studles 1n ditterent settings with ., varlety of noxious stimuli
.
such as ITumbar punctures, veni-punctures, pre-operative

injections are necessary to establish the value of mus1ec

distraction in reducing pailn.

«

2. Becguse younger subjects in this study had less

successful responses to dis}raction than older subjects, further

N
studies are needed to determine whether this finding is true with

all distraction strategies and other pain relieving techniques.
3. Due to the lack of research ¢n the influence of

placebos with children, ‘studies should be encouraggd in this

area. . N



4. Since  younger children in this study  reports=d  more
overall pain, r1esearch 15 needed to detall the relationship
between age and pain 1n children.

Implications for Nursing Practice

The goals of a professional nurse are to previde quality
care and comfort to patilents. To meet these nursing goals
& .
requires clinically based research. As a result ot this studv
1

there are several implications for improving nursing practice
N

wh£ch will be discussed. Before proceeding, 1t 1s necessary to
recognize that although several hypotheses failed to be subportvd
by tliis étudy, these findings also make a significant
contribution to the existing body of knowledge about children and

pain. Secondly, the results of this study have implications not am

. { Ui(
only for nurses but for all health care professionals, such 4s &

laboratory technicians, phlebotomists, child lifev workers,
phys%q}ans, etc. who care for chilgrgn.

This study providés evidenﬁe that a safe, simple and
effective  strategy - exists which reduces injéction pain;
Therefgie health carelprofessionals in a variety of clinical

s *

: o . _ )
settings should be encouraged to utilize this strategy whenever

possible. . . .
]

Because the results Jf this study revealed that younger

children- reported more pain from injections than older children
# : . :
there jfﬂre several recommendations which will be made for

improving practice. First, nurses should become more sensitive

to the special needs of their younger patienis. This can be

i



achleved by talking to chaldren in language  they under stand,
malntalnlng ¢ non-threatening environment prior to and during  a
.

proc edure such as  an anjection, and allowing the child  some
chorce.  For example 1n what location do vou want vour 1njectlon.
. . . b -

Secondly, since  some Communlty Health Clintcs stdrt thelr  pre-

¢

school 1mmunizations with children aged 4 1/2 .years, pessibly an
view of the results ot this study these clinics could re-consider
their policy and start with screening programs with childien aged
9 vears and older. Thirdly, alvhough 1t 1s probably more
convenient  to have mass 1mmunization programs restricting  the

-

numbers being screened thereby reducing the noise level 1n  these
(linl(% may have posit1ve effects on patients.

Due to range of responses obtained from the'lhst vignette,
the pain from a mosquito bite should never be related to the pailn
of an injection. Suggesting that the pain of a mosquito bite 1s

similar to that of an injection may have the effect of setrting

children up to perceive more pain than previously anticipated.

In conclusion, because the majority of nursing text books
offer little or nothing on the subject of pain, nursing curricula
ought to be revised to include courses on pain. The resylts/ of
this study could be used in courses dealing with the care of

children.

L

(9]
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Pain 15 a universal experience that can be intense or  omiid,
chronte or acute, disabling or annoviag.  The potential that parn

has  tor creating protound phvsical and mental eftects expiains
our ongolng scarch to detine,  explain and control paln. Yet n
spite ut the research generated by the [,.)he)m)m(*non ot paln, many
people  continue  to buitv; trom and/or become  1ncaPacitated by
patn.
This paper reviews the pain literafitre 1n order to  develop
an overview of pain lnterventions and an understandlr‘lg ot ithe
dilemmas ot pain. Toplcs covered 1n this review inclyde history,
ot pain 1ntervention, theories of paln mechanisms, factors
influencing pain, measurement of pain and treatment '‘strategles.

History of Pain Interventions

Alleviating paln 1s not a recent concern. For example, 1n

the Book of Genesis, on Babylonian clay tablets, in the Egyptiqp
1

papyri which dates back to 1550 B.C:, on tablets from Mycenae,
»

and on Persian records carved in leather are found references to
pain and the methods thought to alleviate it (Dallenback, ‘1939;
Merskey, 1980; Turk, Meichenbaum & Genest, 1983).

A brief historical review will be presented to demonsprate
how views about the mechanismé of pain influence the strateéies

used to treat pain. The earliest view was that demons were

responsible for pain and disease. When primitive man could not
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considered  quall

healers  would conduct ritual acts, utter spell- and give

. dyer IR
potlons to paln sutferers 1n an attempt Uo exorc Ise e demons

paln. Graduallv the functions ol the healing mother were  taken

A

he the ant - demon.
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over by the medicing, gadn who was considered
e R\
‘ 1

>d bv the medicine men  trequently involved

The rituals perfor
wrestling  with and beating the patient to drive bux the demons
(Dallenback, 1939). ,

Eventually pain became attributed to punishment intlicted by
the deity. The medic1ne man was replaced bv the pagan priest who
employed natural remedies as well as pravers at the shrine ot the
deit1es 1n Babylonia, Egypt, anc 1ent Greece and Rome  (Merskey,
1980). Charms and sacrifices were also used to appease the Gods.
With the coming of Christianity, these pagan rites disappeared.
Later, pain was relieved by prayer and the laving on of hands by
the clergy. However pain in some instances was also considered
to be a punishment for sins and a trial for the saint (Merskey,
1980) .

In addition to prayers, the clergy of the Middle Ages also
used natural remedies, primarily plants, for the relief of pain
(Dallenback, 1939, Shapiro,h 1963;. Many of these plants were
fortuitous found to have analgesic'properties. Knowledge of
the value of plants in pain relief probably was passed down from

primitive. man to the medicine man, the pagan priest and clergy.
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Moree peeceent o DoUesratogres coontalils any examples ol LRttt
and desperate  atiempts T adleviale parn suchoas o purglineg,
Hirstering, bleeding, polsoning, leeching and sweating (Merskev,

PNy Tk, Me-1c hesnnhaum & Genest ) TR Althourh «onsidered
croade by oour modern standards and having  lrttle phvsiologioa:
bhasls, some  of  these primitive treatment  strategles  such as

trephining, toman baths and ritual acts had some Timited sucoess
(Me-lzack & Wall, 198.7).

irephining, tor example was used to relieve  headactie  and
stxfmgv‘ behaviour  considered  to be caused by "lie prescace
demons.  That the headache subsided was due lews to the release of
demons  than  the reduction of 1ntracranlal  pressure. I'n other
cases, a reduction of pain atter thils treatment, may he attributed
to a placebo ettect as described bv Beecher (1455). o

The, discovery of general anaesthesia 1n 1846, was  d
significant milestone 1n the alleviation of surgical pain. Before

"

anaesthesia, the surgeon had no time to operate cautiously; ‘and
the best surgeon was"tﬁe fastest surgeon (Dallenback, 1939).
Prior to the discovery of anesthesla, other methods, had to be
used to coﬂtrol the patient and/or the pain. For example, the
simplest method >was to strike the patienté, knocking them
unconscious. A common practice in the battlefield was to place
ice around a limb before amputating it (Dallenback; 1939).

Another technique noted in records dating back to 2500 B.C.,

involves applying pressure over nerves to produce numbness (Turk,
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T
rnsensihiliitv s that operations coubd e performed (Meree
Lusy) .
The  use ot drugs derived from plan: U proaodace 1L Ees i
can  he traced bhack to primitive rultures, Considered o he g

old as agriculture, alcohol was the first analgesic known 1o man
(Dailenback, 1939) . Early records also describe  the  pain-
é?ﬂlrvxng etfects of such plants as the poppv, hemp qnd\ henbane
(Turk, Mei1chenbaum & Genest, 1983).

Drugs «<ontinue to be used today 1n the treatment ot paln.
[nterestinglv the majority of prescriptions written- tor pair
reliet come ftrom the aspirin and Qprium fam;ly ot compounds
(Melzack & Wall, 1982). Acetysalicylic acid  was tirst
introduced as an antipyretic, 1t was only later that 1ts

" analgesic p?bperties were discovered, while opium by the middle
of the sixteenth century was well established as an analgesic
(Turk, Meichenbaum & Genest, 1983). ‘§%

Although drugs have been used quite successfully in the
treatment of pain (Melzack & Wall, 1982; Turk, Meichenbaum &
Genest, 1983), some chronic pain patients cannot be managed
solely with drugs. These patie;ts frequently become candidates
for surgical interventions in the management of their pain. As
discussed previously surgical-interventions in the treatment of

pain  are not a recent development. However with the

technological advances which have occurred these surgical
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rurrentiv developing and testing the effectiveness pL devices
whiroh electrioally o stamunlate nerves  rgather ot loan rgioalily
destrov them (wWall, 19807 Melzack, 9% Turk, Merchenbaum 4
Lenest 19%73). Should  these  devicoes, which  can he  elther
surgloallyv  cmplanted or left on the  skin surtace, DIoOve
13 (3K

successtul  another alternate strateg can be otfered to patients
tor the treatment of thelr paln.

With the development ot the Gate-Control theorv in 1965 new
treatment strategles have emerged to modulate sensory 1nput such
ds  broteedback and prepatory 1nformation. [n addition this
theorv provided a scilentitic explanation for some older ftorms of
treatment thereby making them more acceptable. LExamples of these

older forms of treatment include "relaxation, imagery, counter-

irritation and distraction.

Pain Theories
The development of theories oi pain have influenced the
strategles employed to alleviate pain. Melzack and Wall (1982)
have provided us.‘with thorough reviews of pain theories.

Actually, they describe two old but popularly .held theories

(Specificity and Pattern) and develop a third (Gate-Control).

This section describes the three theories.
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Specificity Theory

! According to Melzack and Wall 1982), the Specrticity theory
was the @arliest of the sclentitic theories tor pain. The theorv
holds that specitic cutaneous pain receptors  channel 1mpulses
direetly to the brain along specific puxﬁ fibers and  pathwavs.
It also maintains that the area attected by the stimulus 1s

directly related to the amount of pain experienced.
R L)
The «c¢linical implication of this theory is that pain can be
L]

eliminated by removing the noxious stimulus or by blocking the
pathway to the brain through surgical techniques such as
cordotomies, cortical lesions, ner;e'blocks or drugs with local
pharmacological action (White & Sweet, 1969).

The analgesic technqiues which resulted from this theory

L3 .
ignofed the psychological component of the pain experience.
’ ‘o

Consequently, these techniques did not always meeL- with the
anticipated level of success (Melzack & Wall, 1965; 1982).

Nonetheless many of these techniques remain prominent among the

strategies used today by the medical profession to relieve pain?

(Nathan, 1963; Loeser{ 1972; Mitchell, 1973; Melzack & Wall, 1982).
. . -
There are two major limitations to this” theory,  First, the

~

theory doés not recognize that the amount and quality of perceived
pain is influenced gy a number of psychological variables such as .
early éxperiences (Melzack & Scott, .957); cultural attitudes
(Zborowski ;- 1952; Wolff & Langley; 1968); and the expectation of
. pain (Wolfner & Visintainer, 1975). Secoﬁd, the Specificity

\

theory cannot; explain persistence of pain in patients whose pain

!
/
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tracts  have  been blocked o severed nor paradoxical disorder s

N

such as phantom limb,  causalygla and neuralgla (Melzack & Wall,
1982) . Consequently, people suttering trom such unexplained pain
have  been treated as 1t they were  suffering  trom  thought

disorders.

Nurses  may  be no more sophisticated 1n managing  pairn  than
phyvsiclans. VAIIh()ugh advocatigg a holistic 'appro‘d( h to patient
care, nurses  treat. patients 1n pain as though adhering 1o the
Specifirc1rv theory. This contradiction between what 1s protessed
and  what 1s przﬁtl(ed Is substantiated by a lack of nursing
research  on analgesic strategies with psychological  bases. Ihe
lack ot research may be attributed to the traditional role ot the
nurse as the helpmate of the physician or to the tact that nurses’

education- has been guided by the medical model where the

Specifivity theory has been dominant.

Pattern Theory ’

| The 'Pattern theory is a group of theories which emerged to
provide a physiological explanation for clinical]pain syndromes of
neuralgia, causalgia and phantom limb that could not be accounted
for by the Specificity theory. It is based on the concept of
stimulus intensity and gentral summation proposed by Goldschnieder
in 1894 (Melzack & Wall, 1982). In its simplest interpretation
the Pattern theory proposes that the pattern of nerve impulses
that elicit pain are produ;ed py the summation of sensory input
within the spinal cord (Melzaék & Wall, 1982). -Thus pain is’

experienced when the total output of cells located in the dorsal



horn  of the spinal cord exceed a o
l‘)t)r>);

Although the Pattern theorv explarned paradoxical disorders,
1t had o major "limitation. Like the Speciticity theorv,  the
Pattern theorv did not recognize the 1mpact  of  psvchologroal
varlables 10 the pain experience. [he Pattern theorv has never
tecelved  the same support from researchers and  cliniclans  that
has been accorded the Specificityv theorv, primarily because 1t
did not lead (Q the development ot any new tvahnlqucb to  reduce
or alleviate pain. Nevertheless, like the Speciticity theory,

-1ts  contribution has been valuable 1n unlocking the mysterv  of

pain.

Gate-Control Theoryv

Building ~on concepts advanced by the Speciticty and Pattern
theories, Melzack and Wall (1965) developed the Gate-Control
theory. This theory postulates that activity in the large tibers
modulates afferent activity in the small fibers (the 'pain

fibers™"). This modulation process is controlled by inhibitorv

cells located in the substantia gelatinosa of the dorsal horn

(Melzack & Wall, *1965; Iggo, 1974; Wall, 1980). These cells are

N é oo

also described as the central mechanism and as a result of their
modulating effect, pain can be increased or decreased. Thus,

psychological influences over pain can be explained by this
1

mechanism.
*

Although there is some evidence for the anatomical assumption

of large and small-fiber ipteractions in the dorsal horn* (Wall,
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1075 wall, JURO), the major (ritlcisms agalnst the Gate-Conta

theory  have been related to 1ts hvpothetical  neurophvsiological

mechanism (Wall, 1978) . Conceptually, however this theory
remalns  strong due to 1ts lintcal predictions, As  well, the
Gate -Control theory, 1n 1ts  recognitilon ot psvchological
varilables 1n  the experlence of  pain  has resulted an the

development  of  a number of new pain relief strategles  such as
blo-teedback, preparatQry information  which are etfective
alternatives and supplements to pharmacology and surgery 1n the
treatment of pain (Johason & Leventhal, 19745 Cox, FtPreudlich,
Mever , 1975; Clum, lLuscomb & Scott, 1981;  Ahles, Blanchard &
L&venthal, 1983).

Factors Influencing Pain

The experience of pain 1s recognized as a complex phenomenon
which 1s mediated by the interaction of a variety ot
physiolo#ical, psychological and sociocultural tfactors. Maost
-researchers and clinicians have accepted these factors as major
determinants of pain (Zborowski, 1952; Beecher, 1959; Lazarus,
1966 ;\Wolff & Langley, 1968; Melzack & Wall, 1982).

Beecher's (1956) description of seriously woundegf;§oldiers

who were without pain, underscored the importance of all the
dimensions of pain. As a result of Beecher's work subsequent
research has been conducted to determine how factors such as age,

gender, culture, anxiéty, and the individual having some control

over the dituation affect the experience of pain.



;

Reseatchers are uncertaln about the 1nfluence of age on pain
becsuse  evidence has not supported a relationship  between  the
two. For example, using a saline 1njection to 1nduce pain, wolt!
and  Jarvik (1964) reported that men were able to tolerate  more
pain with 111('reas‘1ng age. wWomen were found to tolerate less paln
with age. Clark and Mehl (1971) reported that older bub]:(tﬁ h?d
ditficulty discriminating between the sensation of heat and pain
induced by radiant heat on their forarms. Although the majority
ot research studies on the 1nfluence of age on pain support tgv
posiflon that adults tolerate more pain with 1ncreasing age

(Schudermann & Zubek, 1962; Haslam, 1969; Woodrow, Friedman,

Seigelaub & Collen, 1972), this position is not conclusive.

Few studies have been conducted with c¢hild sub jects
evaluating the effects of age on pain. In studies where children
were used, they were often grouped with older subjects

(S¢hludermann & Zubek, 1962; Halsam, 1969; Woodrow, Friedman,
Siegelaub & Collen, 1972) thereby limiting the results.
Cender (

Some studies have indicated differences in pain tolerance
between male and female subjects (Petrie, 1960; Wolff & Jarvick,
1964; Woodrow, Friedman, ‘Siegelaub & Colleﬁ, 1972).. =~ A
limitation of these studies is small sample sizes. As well, no
attempt appears to have been made to make the groups comparable
with respect to racial origin, socio-economic status and other

[}

variables which may affect the pain experience. The reporteg
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tindings ot these  studies mav b

yeo gt tributed  more  to soctral
learning rather than entirelyv to gender.

Yoo ostudy seems to have been done which has as 1ls  maln

objective the determination ot gender ditterences tor children an

pain. Fvidence 1ndicates that emotilonally expressive behaviour,
1nc luding pain behaviour is soclally-learned. Theretore,
additional studies are needed to confirm  whether gender

ditferences aftect children's responses to pain.
Culture

Considerable research 1s avarlable describing ethnocultural
difterences on pain expression (Zborowsk:i, 1952; Zola, 1966;
Wolft & Langley, 1968; Woodrow, Friedman, Siegelaub, & Collen,
1972). The results of these studies reveal that cultural traits
predispose subjects to tolerate ditterent levels ot pain. For
example, the Irish and Eastern Europeans have been found to
tolerate more pain than Italians and Jews. Yet, like gender,
cultural differences likely affect children's pain experiences,
but due to a lack of research there are no data available
describing when these factors or how these factors affect young
children.
Anxiety

The relationshib be£weqp anxiety and pain has been documented
in the literature (Hodges & Spielberger, 1966; Staub & Kellet,
1972; Wolfer & Visintainer, 1975; Melzack & Wall, 1982). The

tendency to define a situation prior to experiencing it modifies

. ¢
Rre response to the actual <ituation (Wolfer & Visfn&qgner,-1975;

-
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Melzack & wWall, 1952 ). Theretore modifying anxiel v assoc lated
with the experience ot pain  1s  considered an 1mpor tant
theoretical basis tor & number ot pain relleving  strategles.

Decreasing an 1ndividual's anxiety about a situatlon willi 1n turn
reduce pain experilence (Melzack & Wall, 1982).
Control

Allowing a subject to have some control over the parnful
situatlon 1s an extenslon of the anxiety reduction strategy
(Lazarus, 1966). It has been suggested that a lack of control
1ncreases anxlety which results in increased pain (Bowers, 1968
Staub, Tursky & Schwartz, 1971). Adult subjects, glven control
over the intensity and timing of shocks tolerated higher Jlevels
of shock as compared to the no-control subjects (Staub, Tursky &
Schwartz, 1971). This has been confirmed with clinical research
(Keeri-Szanto, - 1979) Post-surgical adult patients who were
permitted to control the administration of their .own narcotic
medication reported less pain and required fewer narcotics than
control'group‘subjects.

Although control and anxiety have been shown to affect the
experience of pain.with adults, there remains little research
available evaluating the effect of these factors with child
sub jects.

Other Factors

In addition to those factors mentioned there are , certainly

, -

other factors affecting the experience of pain. These include

psychiat:}c disease states (Malmo & Shagass, 1949; Malmo, Shagass



& Davis, 1951),  soclo-economic status (Hollingshead & Redlioh,

.
195%) and tamily size (Gonda, 1967 . Beo quse there are only g
tew studles evaluating the ettects of these factors on the  paln
experlence, the results are not conclusive and additional studies
are required.

The Iitterature has establi1shed that phvsiologrcal,
psvchological and 50(1ogultural factors 1nfluence the experience
ot pain. This knowledge has led to the development of 1mproved
pain rellcvlnglstrategies. Therefore 1n evaluating the efticacy

of any pain relieving strategy one must acknowledge the complex

phenumena of pain.

Pain Measurement

There are three basic approaches for the measurement of
experimental and c¢linical pain. These are: (1) measuring
autonomic changes, (2) observing behaviour, (3) asking tor
sub jective reports.

The literature evaluating clinical pain relief strategies
describes the need for all pain measures to address and satisfy
the criteria of reliability and validity (Wdodeforde & Merskey,
1972; Sternback, Murphy, Timmermanns, Greenhoot & Akeson, 1974;
Harris & Rollman, 1983; McGuire, 1984). Measurement techniques

for pain are briefly reviewed in this section.

Measuring Autonomic Changes
.
Autonomic responses are often measured by heart-rate,

respiratory.rate, galvanic skin response and pupil sizé. Using

these measures to infer pain is not without problems (Abu-Saad &,
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Holrzemer ' 1951, Jeans, 14985, Foroeexample, feap, oanxet st
anger  resull In o arousal stales =similar o Thone caused by paln
( Johnson, 197 7). Theretore studles using aulonomlc IeSpones as
the dependent measure o! pain show weak construct validiov., Many

researchers agree that a more reliable and valid measure ob parn
1s achleved with observations ot voluntarv behaviour rather than
involuntary responses (Woodtorde & Merskev, 1972: Woltt, [y
Reading, 1983; McGuire, 1984).

Behavioural Obgervations

(

The underlying premise 1n using behaviour as a measure ot
pain, 1s that pain 1s expressed through non-verbal behaviours
(Abu-Saad & Holzemer, 1981; Jeans, 1983; McGrath, Cunninghanm,
Goodman & Unrah, 1984; McGrath, Johnson, Goodman & Schillinger,
1984). These 1nclude paralinguiﬂti( vocalization, locomotor
activity and changes in facia expressions.

Most studies measuring paih with behév1oura1 observations
have been conducted with children useg as sub}ects. This
measurement method may be chosen when childreg's developmental
levels limit their ability to report pain. One behavior which
has been measured is crying (Abu-Saad & Holzemer, 1981; McGrath,
Cunningham, Goodman & Unrah, 1984). Although in research, .the

.
presence or - absence of «crying has been 'measured using tape
recorders and étopwatches, it is also a guide under less
controlled conditions for parents and clinicians in detecting

pain in young children.
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Sealers  whitehr have categories Por crving, Daln vocalizatlons,
distortion  obf  the tace and muscle rigrdity (Katy,  Kellerman &
.
Selgel . 1980; 0 McGrath, jotinson,  Goodman & Schrllinger, 1984
Howesve g this  measurement method has  limitatlons, due to U he
ntroduction  of svstematl ic bias. A- 10 w1ll torms ot social
1 N .

Judgement, g decislion about paltia 1s  subject to errors  of

recognition (Abu-Saad & Holzemer, 19815 McGrath, johnson, Goodman
& Schillinger,  19%4), Behaviour can be misinterpreted by the

percelver  as a4 tesult ot cultural mntluences on paln  response
*

(Zborowskl, 19959; Wwoltt & Langley, 1961%).
Self-Reports
Due™to the subjective nature of the paln  experience, selbt
rep&rls are the most common measures ot pain for both children
and adults (Ohnhaus & Adler, 1975; Downie, Leatham, Rhind,
Wright, Branco & And;rson, 1978; Hester, 1979; Reading, 1980;
Dixon & Bird, 198l; Beyer,g 1984). Visual analogue scales have
been widely used as a subjective rating scale in clinical trials
directed at establishing the efficacy of some treatment
'strategies (Sternback, Murphy, Timmermans, Greenhoot & Akeson,
1979; Ohnhaus & Adler, 1975; Downi¢, Lentham, Rhind, Wright,
Bronco & Anderson, 1978; Reading, 1980). This scale is used
frequéntly because  =bf its sensitiwity, .simplicity,
reproducibility agg universality (Huskisson,- 1974; Reading,

1980). .
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managed by children aged five and over (oot

- - 3 : 077 . [ 1 ey
1977 bu- Saad & Holzemer, 19X Ohnhaus & Adler, 19750 Heading,

1980 Dixon & Bird, 19%]: Harrrs & Rollman, 19%9). However |
despite the successtul record of visual analogue scales | very tew
studles have utilized thls measurement strategy  with  <haildren
(Scott, Ansell & Huskisson, 1977; Abu-Saad, 19%1; Bever, 1984).
The visual analogue scales can easilyv be  adapted  tor
ditterent  levels of cognitive ability, For example,  vouny
children between the ages of two through tive have ditticulty
integrating two abstract concepts such as amount ,of  parn  and
\
<)b)ects of 1ncreasing size meant to represent 1nc reasling amount s
of pain (Lefrancois, 19Y82). Theretore developing a  visual
analogue scale with just one abstract concept would be suited to
this group of subjects.
Researchers have had to devise many creative visual analogue

scales to obtain subjective reports of pain from children. Eland
(1981) developed a color scale originally Aesigned b; Stewart
(1977). Usingkythis stategy, children were asked to rank-order
colors ‘according to their prior pain experiences. Following a
new painful experience each child was asked to select a color-

which represented their pain, thus providing a rating based on a

personalized pain rating scale.

.
:
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e concreter nature of thre Task, o oongv ocohildren toar vears o oand
oider  were abhle to o use this strategy. Bevers (19R4)  developed
anot her Pat oy scaale called the TOuctier Tt o ldren ":rm t O
twerlve vears old. [he poster format ot this pastrument @ oonslste
Ot numertloal scale (O-100) for those who can count. For those
who cannot,  s=i1x  photographs of a4 child’s  tace representing

ditterent levels of paln are substituted tor the numbers.
Although each ot the visual analogue scales mentioned above
have been used 1n research, none have heen used extensivelv with
large samples.  In addition, each ot these scales has an yrpm
problem with response bias (Woodtorde & Merskey, 1972; Wwoltt,
1980) . For  example there are no checks to determine whether
children are picking thelr favorite colour, nusber, or ploture
instead of rating their pain experlence. [t also does not appear

that the researchers have attempted to detect response bilas.

These checks could take the form of a series of questions to

¢

¢oRffrm that subjects are understanding the concept of pain. The

‘measurement of pain is difficult in both «<¢hild and adult

sub jects. Without an accurate measure it 1is difficult to

v
determine the efficacy of treatment interventions.

Treatment Strategies

The relief of pain has traditionally been a goal of nursing
aﬁd medicine. There has been much research evaluating the

efficacy of various treatment strategies. Although the
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Physivioglical Interventions
D,

The  speciticity theorv,  thourh linadegaate 1 i x !
known  paln  phenomena, resulted o the  development ol 1y
phvsiologically-based trealment Strategles. Pxamplens ot

physilological treatment strategles include nerve blocks, sy
or chemical destruction ot spinal nerves, cordotomies and  locad
+ b

anaesthetlcs. These strategles are directed at interrupting e

nerve pathway by surgically cutting the nerve, destroving 1t with
chemical substances or blocking 1t with local unalgvnld (Nathan,
1963; Ballantine, Cassidy, Flanagan & Marno, 1967; Laser, 1972).
The 1ndication for destroying a nerve pathway 1s 1ntractable
or chronic pain. Local and regional blocks are also wused tor
1ntractable ‘or chronic pain. These 1nterventions are similarly
used 1n treating acute pain such as obstetrical, post-operative
.and multiple trauma pain (Loeser, 1972). |
The success of physiological strategies varies considerably,
due in part to the ‘patients selected. or example, the
terminally-ill may die before long-term effecys can'be evaluated
and others may suffer side-effects such as such as limb numbness,
paraplegia, loss of anal and urethral sphincter control ..
Despite the potential risks involved in thesé. physiological'
»

interventions, they often remain the only recourse for some

8

patients. Nursing has a role in the management and care of these
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additional benefit 1s that these strategles provide an g crnatlve

to 1nvasive  medlcal  lnterventlions such as o osurgery and o drugs.
Fxamples ot psvchologioal Stratedles 1n¢ fade s preparatory
tntormation, 1magfﬂ v, hypnosis, reelaxatlion  and  distraction.

Ihese strategies overlap considerably and are hvpothesized to use
4 central mechanism which « loses the gate, thereby blocking  the
lransmission of pain impulses . (Melzack & Wall, 1982). The gate
1s ¢ losed by e1ther reducing anxiety, distracting attention or 4
combination of the two.

Anxiety Reducing Strategies. Preparatory 1nftformation 1s an

example of a frequently used strategy to reduce a patient's
anxiety about medical procedures. Generally preparatery
information stratégies consist of sensory  and/or procedural
informat ion (Johnson & Leventhal, 1974; Wolfner & Visintainer,
1975; Johnson, Kirchoff & Endress, 1975; Peterson & Shigetomi,
1981). Sensory information involves explaining to the patient
what different sénsations they will experience; while procedural
information involves telling the patient only what will happen

during the procedure.



A (onsistent tranding with adult subjects 1s that 1nstruction
alone or combined sensory and procedural Instruction 1s oore
effective 1n reducing anxiety and pain than procedural
. S
information alone (Johnson & Leventhal, 1974; LlLanger, Janis &

o . ®
Wolter, 1977; Wernick, Jaremko & Taylor, 1981). Similar results

have been  reported 1in studi‘th ¢hild subjects who were

‘experiencing removal of orthopedic casts (Johnson, Kirchhotf &
Endress,- 1977) and injections (Hedberg & Schlong, '1973).

Although the results of preparatory information have been
. :

\
\
generally positive, other researchers such as Shipley et al.

N : .
(1979) have documented that subjects who characteristically cope
with threatening situations by seeking out information, benetit

significantly from the combination of sensory and procedural

instruction.. However those subjects who cope with threatening

situations with denial do not show any significant treatment

effect from sensory-procedural instruction.

’

In 1light of these/fiﬂdings and® the reported efficacy of

.

patient preparation programs, future studies should *examine

-« -

interaction of treatments and subject toping. strategies for both

children and adults. This type of research woqld assist with
identifying subject$ who could not benefit from preparatory
. e

interventions.

Distracting strategies. Examples of . psychological

strategies which distract attention from the painful situation

-

will be discussed wunder the following headings: imagery,

hypnosis, relaxation and distraction.
. . )
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1. Imagery

Use  of  amagerv to relieve pain recognizes  the role ot

)
~—

attention 1n the perception of pain.® When patients with pain
r

utilize 1magery successfully, they redirect thelr attention away

trom noxious stimuli by 1magining something, more pleasant,

thereby achieving a state of relaxation. Because the

eftectiveness ot imagery is reported to be enhanced when preceded

by relaxation, both are frequently used simultaneously (Blitz &

Dinnerstein, 1971).

\

J

The literature describes nﬁmerous éxamples of 1magery
techniques with bbth child and adull subjects, but no studies have
demonstrated that any  one of these teghnlqu;s is bétter at
reducing pain. Rather the etficacy ot imagery has been reported
to depend upon the manner in which the therapist presents ghe
technique to the patient and the amount of patient _involvement.
These findings certainly imply that the success of imagery may be
dué in part to a placebo effect (Beecher, 1959), which 1is
influenced by tihe expectancies of the therapist (Stacher,
Schuster, Bauer, Lahoda & Schultz, 1975). Because suggestion

» .
influences ®he pain experience, all studies evaluating pain relief
stratégies must incoporate techniques to control éxperimenter
expectancies. However, singe it wés not clear in the majority of.
tﬁese studies whether adequate contro; techniques were built into

the designs, significant results may be due in part to rival

hypotheses.
‘,‘?

~
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In conclusion, the etfectiveness of mmagerv in redacing paln

.

. .
depends  1n large part upon the patlent’'s abirlity to  concentrate

on Images. Thus the patient who has a vivid 1magination would be
A}

expected to benetit the most from lmagery. The major weakness ot

imagery 1s  the time commitment required to teach and  rehearse

this strategy with patients making 1t cost-1netfective and not
practical 1n all clinical situations.
2. Hypnosis

Hypnosis is described as a learned siate ot selective
concentration together with a st%ong suggestion (Flher, 1974 ).
Although the mechanisms of hypnosis remain debatable, there are
two feat®res of hypnoéis which are important in understanding its
psychological contributions to pain control. First the literature
has documented that not all people can be hypnotired (Barber,
1963; Spanos, Horton & Chaves, 1975). Approximately one third of
the population will respond to hypnosis (Barber, 1963). A second
feature is‘fhat the therapist must establish a good -rapport with
ﬁhe patient and present a convincing rationale for the use of
hypnosis. Both ‘features suggest that individuals who are
susceptible to hypnosis respond to‘the demand characteristics of
the therapist.

While hypnosis appears to be a successful and interesting
psychological strategy with ad;lts (Barber, 1963; Hilgard, 1975)
and. children (Berstein, 1965; Ca;dner, 1974; LaBaw, Holton,

Tewell & Eccles,_ 1975), the procedure has limitations. As with

placebos, the repeated use of-hypnosis makes it less effective



over time (Melzack & Wall, 1982). Hypnosis like imagery requires

constderable time tor  training both the subject  and the

°

hyproetst,  bul since onlv one third of the population 1s able to
reach deep hypnotic states, this strategy like imagery does  not
dappear practical 1& the majority ot (I}nl(dl s1tuations.

3. Relaxat1on

( Although there 1s no single detinition of relaxation, 1t 1%
usually described as mental and physical freedom trom tension. A
variety ot techniques designed to achieve a state of r$1axatxon

)

are discussed in the literature (Flaherty & Fitzpatrifk, 1978
Reeves & Shapiro, 1982; Clum, Luscomb.& Scott, 19Y82).

Relaxat ton techn1Que; have been effective in relieving
tension headaches (Cox, ‘Freudlich & Mever, 1975; Blanchard,
Theobald, Williamson, Silver & Brown, 1978) and post-operative
pain (Copp, 1974). In addition many childbirth education»classes
teach pregnant women a form of relaxation (Lamaze, 1970
Davenport, Slack & Boxlan, 1974; Cogan, Henneborn &lKlopfer,
1976). However, since relaxation techniques may be used 1in
combination with other strategies, it is not known , how much
relaxation _alone contributes to the relief of labour pa;n.

t

There is a need to evaluate the effectiveness of relaxation,

f

particularly where children are the subjects. As in studies
° 4

assessing imagery and hypnosis, the literature indicates that

before relaxation techniques can be taught, the clinician must

establish a good rapport with the patient (Flaherty &

F}%zpatrick, 1978; Knowles, 1981; Turner & Chapman, 1982; Clum,

£



1982). Thus relaxation has 1."(: same limitation as hvpnosis  and
pagery.
4, Distraction

As mentioned previously, all the psy(holdg1<al strategles
discussed thus far 1nvolve some form of distraction. This 1s not
surprising particularly since the literature has supported the
proposition that if attention is focused on a paintul stamulus,
pain wi1ll be perceived more intensely (Melzack & Wall, 1965,

1982).

Inri??;iduals often devise their own distraction strategles by
directing their attention to games, books, radio and watchlng.
television in an attempt to reduce thelr pain. For example, a
young child's interest in play post-operatively may not represent
an absence of pain, rather play may be an attempt at wusing
distraction to reduce or eliminate pain.

Because the literature reveals that certain individuals are
known to enter aversive situations with their own distraction
strategies, it is reasonable to assume that in research studies-
some subjects assigned to the no-treatment control groups may

1
actually be using their own distraction stfategy. On the other
hand, a number of studies have provided evidence  which
demonstrated that some sgbjectslin the treatment groups failed to
use the distraction Strategies provided to them by the Tesearcher

(Barber & Cooper, 1972; Scott & Barber, 1977; Avia & Kanfer,

1980). The point is this; it is often not clear whether subjects

-

t

adhere to the prescribed treatment. Therefore researchers should



devise and  1ncorporate checks i1nta therr studiles to  determine
whether  the  control  subjects actually were "untreated"  and
whether the treatment subjects used the assigned stxdtegy.

Research conducted 1n both laboratory and clinical settings
provides support tor the effectiveness of distraction as a pain
rellet strategy (Barber & Cooper, 19725 Clum, lauscomb & Scott,
1981; Corah, Gale, Pace & Seyrek, 1981; Ahles, Blanchard &
Leventhol, 1983; Farthing, Venturio & Brown, 1984). Moreover
distraction has been recommended as an effective strategy for
patients of any age who are experiencing pain that gradually
increases (Melzack, Weisz & Sprague, 1963; Melzack & Wall, 1982).
Examples of successful distraction strategies discussed in the
literature include; counter-irritation, which also has a

i
physiological explanation (Melzacg, Guite & Gonshoir, 1980),
white noise (Barber & Cooper, 1972), 'cognitive tasks (Gardner,
Licklider & Weiss, 1960; Girodo'& Wood, 1979) and music (Corah,
Galg,‘Pace & Seyrek, 1981; Rozzano, 1981).

By far the majority of research about distraction comes f}om
the discipiines of psychology and dentistry. Psychological
studies are frequently conducted in laboratory seftings (Barber &
Cooper, 1972; McCaul & Haugtvedt, 1982; Fathing, Veﬁturino &
Brown, 1984). Dental distraction studies conducted in clinical
séttings-have been prompted by a concern abaut long term effects
of éhildren's' fear of dentists. The’result of these studies

demonstrate that children respond well to distraction strategies

by reporting less pain. Of all the distraction strategies



dent1sts evaluated, music was reported to be the most elfective
ard  simplest  strategy to use with ('Ehlldxvn 1in the dental
operatory.

The weakness with dental studies generally 1s their tailure
to incorporate placebo control groups to assess sub ject
expectancies (Gardner & Llelider, 1959;. Corah, Gale & 1Illig,
1979; Wardle, 1983). Single or double-blind techniques to.
minimize or eliminate experimenter bias are infrequently used or
reported (Gardner, i959; Howitt, 1967; Corah, Gale & Illig, 1979;
Corah, Gale, Pace & Seyrek, -1981; Venham, Goldstein, Gaulin-
Kremer, Peteros, Cohan & Fairbanks, 1981). Consequently few of
these studies are sensitive enougﬁ to infer with any measure of
confidence that distraction reduces pain. Rather,, the reported

-
success of’ distractionmin these studies may be the result ot
distraction, placebo effects or other rival hypotheses.
Therefore future controlled studies are needed to evaluate music

distraction.

Conclusion and Suggestions for Future Study™

From a historical review, the need to define, explain and
ultimately to control pain is not a recent concern. Yet despite
the rapid advangfs\vhich have occured o;er the past décades many
questions about pai reméin unanswered as evidenced by the many
who continue to suffigr and/or become disabled from paih. To date
“the ma jority of re§garch in the study of pain has been conducted
by the disciplines of medicine and ﬁsychology. Nursing, although

involved in the care of patients in pain, has not been active in

-
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this darea of research.

Perhaps the most significant contribution to the study o
pain  has been the development of the Gate-Control Theorv by
Melzack and Wall 1n 1965. Not without ‘eﬁltations, the Gate-
Control Theory has done much to 1ncrease awareness that pain 1s a

.
multidimensional phenomena. In addition this theory  Thas
introduced a variety of new treatment strategies (bioteedback,
imagery, preparatory 1ﬁforma[ion) while validating many forms of

:
old folk medicine (acupuncture, massage, hypnosis).

Despite the advances in the treatment of pain the study of
children with pain has not been adequately researched.
Consequently many health care professionals are guided 1n the
care of children in pain more by m;ths than by empirical facts.
The excuse most frequently cited 'for this lack of research is the
problem of pain measurement with childrén. However sufficient
evidence exists demonstrating that reliable and vdlid subjective
responses of pain can be elicited from children. The most

<

frequent and successfully used technique to evoke this subjective

-~

1%
response from children is visual analogue scales.
zhe profession of dentistry has been concerned about the

long-term effects of children's fears of dentists. To reduce

" this fear, which is often caused by painful procedures such as

injections,. dentists have devised and assessed a variety of

distraction strategies. Unfortunately other health care
> .

disciplines, like nursing, have not been equally interested in

£
R

evaluating the efficacy of strategies such as distraction in the

. a
[



clinrcal setting.
Because the long-term etfects ob parn on voung «chiidren have

not  been 1dentitied, and since myths  frequently  continue o

-©
influence the care ot children 1n pain, there 1s g need for

additional  research 1n this area. Nurses ought to bhe  activel:

tnvol ved 1n'th15 research because ot thelr roles on the health

care team. As well, strategies, such as distraction allow nurses
(%9

to practice 1ndependent of the physicilans.

In summary, the literature reveals that there has been o

tremendous surge of interest in the study of pain over the past

» .
several decades. Numerous pain clinics have been opened,

national and anternatlonal pain socletlies have been formed, as
well a journal dealing exclusively with pa1ﬁ 1s published. Yet,
the most common symptom responsible for people to seek out health
care services remains the least understood. Because nurses tend
to have the most contact with the paitient in pain, they are 1in a

unique position to make significant contribution in evaluating

pain relief strategies.
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"Cohsent Form

Study: Musi¢ Distraction to Relieve Pain in thildren

. ¥ . .
Investigator: Susan Fowler-Kerry

Faculty of Nursing
University-of Alberta
" Phone:  432-6251

This study 1s an ilaves® "gation of the effectiveness of mus i
A

Al

-
dtstraction andfor suggestlon to reduce pain trom needles. hhe

? .
needle 1s the one given during your ‘Flld s smriunilzation at  this

»

health « linfc. : ‘ -
1. No needles other than the one scheduled will be given.
. .
2.  You may withdraw you child fronf this study-at any time with
no ‘donsequences. b
3. Your child also has the right to withdraw from this studv at
any time withoul consequences.
i 3 .
b The information gathered in this study will be contidential
and anonymous. . . ‘ ~
. L
5. Your child may be 1n a control group where he/she may not

receive music distraction and/or suggestion..

"
~

o

I give consent for my child to participate .in the study titled

. N

?Mﬁsié Distraction to Relieve Pain in Children'".

(Signature of Parent/GuarEian) . (Date) .

. (Witness)
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Now (calling the hayid by frrst game)  vord o oaze Contaiide

plaving 1n "he snow. You notice a big pirle of fIdtty, white

Snow 50 vou Jump o in 1t. How much do ovou think 1t wWoulf fhoare
’ »

to jump 1n the snow’ Point to rthe box which shows how much

4
1t would hurt (holding up the pain measurement scale ).
Y 4 ' .o

VICNETTE 2
Now (calling the ¢hild by tirst name) vou are (HJIs)(jf“ 1n e
summer -t ime pldylng and running and all ot o  sudden vou
trip and fall d<zwn on the sidewalk scrapping vour hands and
knees really hard. How much do vou think this would hurt”

Point to the box which shows how much 1t would hurt (holdiog
up the pain measurement scale). , .
'3
VIGNETTE 3 BN S
Now (calling the child by first name) it's sﬁmmer—time and
yquA h;ve been’ outside playing' Af bedtime you notice a
mosquito bite right here (point to {‘e posterior aspect of
the child's right hand). How much do you think this
\mosquito bité would hurt? Point. to tﬁe box which shows how
I “ .

much it would hurt (holding up the pain\measuremeng scale).

-
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subiect Ethics Review of your proposal: '"Music Distraction to Relieve Pain
’ in Children"
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,Relieve Pain in Children', has been approved for ethical clearance by the
Ad Hoc Ethics Review Committee. You may proceed with the research and

"submission of ycur grant proposal for funding.
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JM: jm v _ {9nnetta MacPhail, Phnp., F.ALAN,

————

¢

&

cc: Or. S. Stinson, Associate Dean
Graduate Education & Research Development



