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CHAPTER 1

INTRODUCTION

Pain is a complex phénomenon. Melzack and WwWall
(1983) differentiate between three distinct types of pain.
One type, referred to as transient pain, is of relatively
brief duration and has little consequence. For example,
transient pain woulq typicaliy result from a stubbed toe
or the prick of a néedle.' Acufe pain, an intense pain of
longer duration, is usually the result of tissue damage
and stimulates changes in the autonomic nervous system.
Patients with acute pain generally experience anxiety
related to the meaning and severity of the pain, however,
medical intervention usually alleviates the pain and the
patient recovers. A third type of pain, chronic pain, is
medically distinct from acute pain in that it persists in
spite of all healing attempts (Bonica, 1974). In the
literature, chronic pain has been defined as pain which
has a minimum duration of 3 months. Physiological models
which emphasize the identification and subsequent
treatment of the underlying physical cause of pain are
normally effective for acute pain but are frequently
ineffective for patients with chronic pain. Chronic pain
patients quickly become frustrated in their search for an
effective treatment because "doctors are in the
unfortunate position of not havihg much to offer"

(Sternbach, 1974, p. 8). In addition, there is the

1
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inherent risk of addiction to narcotics and repeated
unsuccessful surgery. Melzack and Wall (1983) conclude
that multiple physical and psychologicai causes 1interact
to cause chronic pain states. As traditional
physiological interventions have proved to be relatively
ineffective in the alleviation of chronic pain, many
clinicians have turned to psychology for assistance in the
treatment of chronic pain.

An estimated 86 million people in the United States
suffer from éome form of chronic pain (Bonica, 1988). The
cost of chronic pain to the American society has been
estimated at 40 billion dollars annually by the National
Institute of Health (Aronoff, Evans, & Enders, 1983). 1In
spite of numerous etiologies which have been associated
with chronic pain, many have noted the similarity of the
personal, social and medical problems which confront these
patients (Turk, 1979; Turner & Chapman, 1982). There is
no doubt: that chronic pain patients are faced with
extensive adjustive demands. Turk (1979) comments on the
extent of these demands:

All chronic illnesses represent assaults on
multiple areas of functioning, not just the body.
Patients with various chronic illnesses may face
separation from family, friends, and other sources of
gratification; loss of key roles; disruption of plans
for the future; assault on self-images and self-

esteem; uncertain and unpredictable futures;

2
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distressing emotions such as anxiety, depression,

resentment and helplessness; as well as such illness-

related factors as permanent changes in physical

appearance or in bodily functioning. (p. 291)

Despite the problems which are common to chronic
pain, some patients do not allow their pain to interfere
with their everyday 1life and succeed at making
satisfactory adjustments. | These individuals do not
frequent the offices.of heaith care providers to seek
alternative treatments for their pain, although the pain
that they experience is assumed to be no less severe.
Theré has been some mention of these people in the
literature, (Sternbach, 1974; Turk, 1979; Turk,
Meichenbaum, & Genest, 1983), but little is known about
the factors which may influence their adaptive process.
An examination and comparison of both individuals who have
been able to cope successfully with their pain and those
making less satisfactory adjustments may help to clérify
important factors in the coping process. This specific
issue is particularly important in the area of childhood
chronic pain.

Within the past two decades, the amount of research
related to pain has increased substantially. However, the
overwhelming majority of studies involving human subjects
focus on adults and there is a lack of systematic research
in the area of childhood pain. In a literature review
from 1976 to 1975, Eland and Anderson (1977) found a total

of 1,380 articles on pain, of which a mere 33 were related
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to childhood pain. The vast majority of the 33 articles
dealt with the @iagnosis of specific diseases and provided
minimal information on the non—medical‘assessment and
treatment of pain or behaviours which may result from
pain. Since 1975, there has been an increase in the
number of investigations related to pain in children, but
the area remains neglected relative to adult pain
reseaxch.

There are two major reasons for increasing the
current knowledge about childhood and adolescent pain
patients (Jeans, '1983). The first reason is that our
understanding of adult pain currently dictates the
assessment and treatment of children's pain. This may
lead to inadequate assessment and treatment of pain in
children, as the experience of pain appears to be related
to different stages of cognitive development (Beales,
Holt, Keen, & Mellor, 1982 (a); Bibace & Walsh, 1980;
Perrin &-Gerrity, 1981). In other words, children in
different developmental stages have been found to have
different perceptions of pain and illness.

A second reason for investigating childhood pain is
that future research may enhance our current knowledge of
the development of chronic pain in adulthood. Several
researchers have hypothesized that past experience and
early learning have a significant impact on the
development of chronic pain (Apley, 1975; Melzack, 1973).

One group of children who experience chronic pain
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experience chronic, intractable, benign (i.e., not
malignant) pain which is present most of the time in
various levels of intensity (Turk et al., 1983). These
children have suffered from pain which does not respond to
treatment for a minimum of three months. The pain
experienced by these children may affect their
participation in normal, everyday activities, such as
going to school and playing with peers. However, the
effects of this t&pe éf pain on the children themselves,
as well as on their families, have not been well
documented.

Thus, there appears to be a relative lack of research
in three major areas related to chronic pain: 1) factors
discriminating between those individuals who successfully
adapt to their pain and those individuals who do not; 2)
childhood pain in general; and 3) the role of the family
in the development and perpetuation of non-coping and
coping behaviours exhibited by chronic pain patients. The
purpose of the present study is to investigate children
with chronic intractable benign pain in an attempt to
determine family interaction factors that are correlated
with the ability to cope adequately with chronic pain as
well as those factors related to the development of non-
coping behaviours. Specifically, the study will examine
whether the mother-child interaction within the family of
é child who is not coping adequately with his/her chronic
pain isdifferent from that of a family in which the child

is coping adeqgquately. In addition, child persoconality and
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family characteristics will be examined.

In order to provide the reader with the necessary
background information, a number of relevant research
areas will be reviewed. The following literature review
begins with an overview of the methods which are currently

available to assess pain in adults and children.

The Assessment of Pain in Adults

The assessment of pain is complicated by the fact
that pain is primarily a phenomenological event. That is,
it is virtually impossible to know what someone else's
pain feels like because pain is an individualized
experience. Moreover, a person's report of his experience
of pain may be influenced by factors other than the
sensory input, such as his interpretation of and meaning
attributed to the pain (Beecher, 1959). However, a
variety of different methods have been developed in an
attempt to assess clinical pain. Four technigues which
are currently available to assess adult clinical pain will
be examined briefly.

In the clinical setting, measurements of pain have
relied on verbal reports and behavioural descriptions.
One method of pain measurement, referred to as an
adjective scale, simply requires individuals to choose an

adjective, such as mild, moderate or severe which best

6
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describes the intensity of their pain (Kremer, Atkinson, &
Ignelzi, 1981).

Another method, the Visual Analogue Scale involves a
10 cm. straight line with the ends labelled as extreme
limits of pain experience. An individual is asked to draw
a vertical line at the point on the line which describes
his/her pain. The scale has been acknowledged as a
reliable, sensitive measure éf the intensity of clinical
pain (Carlsson, 1983; Kremer ét al., 198l). However, both
the Visual Analogue Scale and thé adjective scale are
restricted to the unidimensional measure of pain
intensity, and provide no information on other qualitative
aspects of pain perception.

The McGill Pain Questionnaire has been found to be a
highly reliable and valid multidimensional meésure of
clinical pain in adults (Melzack, 1975). The
questionnaire contains a list of adjectives which describe
sensory gualities (e.g., throbbing, shooting, cramping),
affective gqualities (e.q., suffocating, terrifying,
tirxing), and evéluative aspects (e.g., mild, distressing,
excruciating) of pain. An individual is instructed to
choose the words which best describe his current
experience of the pain. The questionnaire yields two
overall indices, a pain rating index and a present pain
intensity measure. The questionnaire is widely used in
clinical research with adult pain patients.

Recently, there has been an attempt to measure
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behaviours which are the result of pain, rather than pain
itself. Keefe and Block (1982) developed an observational
method to assess pain behaviours. A significant
relationship was found between ihdividual ratings of pain
intensity and the observation of discrete behaviours, such
as grimacing, sighing, and guarded movement, (xr=.71,
p<.8l). The study demonstrates the concurrent validity of
observing everyday discrete behaviours to measure pain.

It shduld bevnoted that three of the four methods
available to assess adult pain are primarily verbal in
nature. For this reason, the methods developed to assess
pain in adults have not always been appropriate for use in
the assessment of childhood pain. As a result, different

measures have recently been developed to measure childhood

pain.

The Assessment of Pain in Children

The assessment of childhood pain is complicated by
children's limited facility with language. However, a
number of verbal and nonverbal techniques, which will now
be examined, have been developed.

The Visual Analogue Scale is a self-report technique
which has been used successfully with children as young as
5 years of age (Beales, 1982; Scott, Ansell, & Huskisson,
1977). The concurrent validity of this scale has been
indicated in studies conducted by Vair (1981l) and Abu-Saad
and Holzemer (198l) which revealed systematic changes in

children's scores following surgery.
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Another self-report technigque, the pain diary,
requires a child to record the intensity of his/her pain
four times a day, on a scale from 08 (no pain) to 5 (pain
such that I can't do anythiﬁg). In addition, the chiid is
asked to record the following: other symptoms felt at the
time, such as nausea or dizziness; any medication taken
for the pain since the last recording; and possible causes
for the degree Jf the pain, guch as fatigue or physiéal
exertion. A number of measures can be derived from the
diaries, such as an index of overall pain intensity, peak
intehsity and the number of pain free days. The pain
diary has been used successfully to measure headaches
(Collins & Thompson, 1979). In addition, the inter-rater
reliability of pain diaries was demonstrated in a recent
study by Richardson, McGrath, Cunningham, and Humphreys
(1983). This study revealed a high concordance between
parent and child diaries.

Nonverbal technigues have also been developed to
assess pain. For example, Stewart (1977) developed a
bain—colour scale which requires individuals to pick the
colour which corresponds to the intensity of their pain.
Children were found to describe severe pain as being red.
However, the potential usefulness of this technique
depends upon the findings of future research. .

Another nonverbal approach to childhood paid
assessment is the use of projective techniques. Scott

(1978) asked children between the ages of 4 and 16 to pick

9
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out the colour, texture (e.g., sandpaper, terrycloth),
shape (e.g., round, 3jagged), pattern (e.g., zig-zag,
square patterné), and quality (e.g., on, off) which best
described cartoons depicting a child hitting his thumb
with a hammer and receiving an injection. Although there
were a few significant results in the study, Scott
concluded that they could easily have occurred by chance.

Hester (1979) developed a matching technique which
equates the number Qf poker chips with the degree of pain.
That is, 1 chip represented a little bit of hurt and 4
chips represented the most hurt. In a sample of 44
children ranging in age from 4 to 7 years, Hester found a
significant correlation between the number of chips chosen
and a child's verbal - response to injection, (r=.453,
p<.002).

Earr .(1983) notes that pain is also expressed by
nonverbal reactions, such as facial expression and degree
of physical activity. However, the majority of techniques
of pain measurement in children assess the intensity
and/of the meaning of pain. One recent study (McGrath,
Goodman, Johnson, Schillinger, Dunn & Chapman, 1984)
describes the development and validation of an
observational method of measuring pain in the post-
operative setting. However, there has been no attempt to‘
develop an observational method to assess pain behaviours
in children with chronic pain similar to that developed by.
Keefe and Block (1982) for adults.

In conclusion, it has only been within the past

10
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decade that psychoiogists have attempted to develop
techniques to assess childhood pain. Currently, the
Visual Analogue Scale and the pain diary are the two
methods most frequently uséd in research with childhood
pain pa£ients. However, édditional research 1s needed to
determine the reliability and validity of many of the
recently developed techniques.

Studies which assess paﬁn in chronic pain pétients
have revealed a numﬁer of psyéhosocial and family factors
which are influential in the expression of pain. Prior to
an examination of these studies, it seems important to
look at the more general developmental issue of children's

understanding of illness and pain.

Children's Understanding of Pain and Illness

The findings of the six major studies which have
investigated childrén's understanding of pain and‘illness
will be {eviewed.

Campbell (1975) interviewed 6 to l2-year-o0ld children
énd.their mothers to investigate their understanding of
illness. The results indicated a systematic developmental
trend. Young children defined illness in terms of
feelings (e.g., "It feels bad."), while older children,
although not ignoring feelings, made reference to specific
diseases and the effects of the illness on everyday
activities. With increasing age, children's definitions

of illness were found to become more diverse and ¢to

11

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



correspond more closely with that of a typical adult.

Two recent studies suggest that the developmental
progression in'the understanding of illness is roughly in
accordance with Piaget's stages of cognitive development
(Bibace & Walsh, 1980; Perrin & Gerrity, 1951). Healthy
school age children were interviewed in both studies. The
majority of children in Piaget's pre-operational stage
thought that magical phenomenon and/or the breaking of
rules caused illness. Definitions given by children of
this age frequently included external signs of illness
(e.g., "You have to stay in bed."), and recovery was
expected to occur automatiéally by following a set of
rules for ill people (e.g., "You get better if you drink
chicken soup."). Concrete operational children understood
that illness is caused by germs but had a limited
understanding oi how germs cause illness or the role of
interﬁal physiqlogy in healing. It was not until 11 or 12
years of age that children understood the complexity of
illness. For example, children of this age could
typically explain several interrelated causes of illness
and discuss how the body responded differentially to a
specific cause.

| The development of the concept of pain has also been
investigated. Jeans (1983) asked healthy children to draw
a picture of pain and to discuss their pain experiences
and methods of coping. Her results indicated that
children initially describe pain as a predominantly

physical concept and begin to include psychological

12
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aspects, such as feeiings of sadness, at approximately 11
years of age. Coping strategies developed in a parallel
fashion, with younger children using physical techniques
(e.g., rubbing, resting); and older children using
psychological strategies (e.g., distraction).

Children who have had more experience with pain
appear to develop their undepstanding of illness and pain
in a similar manner. - In a séudy of hospitalized 9 to 12
year-old children, younger subjects attributed the cause
of illness to physiéal events while older subjects
included a psychological view (Savedra, Gibbons, Tesler,
Ward, & Wegner, 1982). Beales et al. (1982a) found that
children with juvenile chronic arthritis, below 1l years
of age, were primarily concerned with the immediate,
physical results of their illness (e.g., knees ache), and
were less aware of the internal pathology. These children
were not found to regard their condition as significant as
long as it did not interfere with play activities. In
contrast, children between the ages of 12 and 17
understood their condition as a manifestation of internal
pathology and were aware of the long-term implications of
the disease. The condition was looked upon as a disaster
when a child reached puberty and began to examine its
implications for fulfilling adult goals, such as
education, marriage and careers.

The above studies indicate that children's

understanding of and reaction to illness and pain are

13
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related to their age level. That is, with increasing age
children become aware of the potential long-term effects
of illness and their definitions of illness become more
complex. This being the case, theories related to the

development of illness behaviour will now be examined.

Theories of the Development of Illness Behaviours

The sick role was first described by Parsons (1951)
as the set of behaviours and expectations that are
associated with being sick in a given society. F&r
exampie, in the North American society, the sick role
would include behéviours such as staying in bed during the
day, visiting doctors and complaining when one feels ill.
People who feel 1ill are usually excused from normal
obligations, such as attending work or school, and
typically receive sympathy and understanding from
significant others. However, Parsons emphasized that the
sick role is a conditionally legitimate state which is
only perﬁitted if the individual does not enjoy it and
feels obligated to cooperate with others to get well as
soon as possible. In addition, Parsons stipulated that
remaining in the sick role depends on physical and/or
medical evidence of real illness.

People who assume the sick role exhibit an increased
rate of illness behaviour. Mechanic (1961) described
illness behaviour as the different ways in which people
perceive, evaluate and act on physical symptoms. For

example, complaining, moaning, grimacing or being off sick
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from work or school because of illness are typical illness
behaviours.

Chronic pain patients who are not coping adequately
and whose pain is not re;éted to organic pathology are
often assumed to have taken on the sick role
illegitimately, as there is no known physical or medical
cause for their pain. Relative to the amount of disease,
a disproportionate amount of;illness and pain behaviours
are exhibited by these patients} For adults, a common
pain behaviour which is used in the evaluation of chronic
pain' treatment is work absence (Aronoff et al., 1983).
Similarly, school absence has been suggested as a useful
criterion of how well children are coping with pain of
unknown organic origin (Green, 1983).

There is a lack of information about the process of
bgcoming a chronic pain patient (Sternbach, 1974), and the
factors underlying the ability to cope with pain.
However, four major theories have been formulated in an
attempt to explain the development of chronic pain that
is independent of organic disease.

One major theory which takes a psychiatric
peispective of the development and maintenance of pain
behaviours emphasizes three possible gains that the pain
patient may acquire by remaining in the sick role. An
individual may reduce intrapersonal conflict or stress
when he/she engages in illness behaviour; this is referred

to as primary gain. Secondary gain refers to the

15
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interpersonal advantages that a person in pain may
receive, such as sympathy and attention from others (Kolb,
1973). Finally, someone other than the pain patient may
receive advantages from the patient's 1illness behaviour,
which is referred to as tertiary gain (Bokan, Ries, &
katon, 1981). Bokan et al. (198l) emphasize that
significant others such as spouses, parents or even health
care professionals may meet their own emotional or
'material needs by inducing or maintaining pain behaviours
in others.

A number of researchers contend that specific
personality traiés are associated with chronic pain.
These individuals have attempted to differentiate between
people with pain who cope and those who do not by
examining personality ¢traits. For example,
hypochondriasis and depression, as measured by the
Minnesota Multiphasic Personality Inventory (MMPI), have
been found to be characteristic of adult non-coping
chronic pgin patients (Sternbach, 1974). However, whether
these personality traits are the cause or the resul£ of
chronic pain remains a controversial issue.

Proponents of the operant theory contend that the
illness and pain behaviours exhibited by patients who: are
not coping adequately with their pain are the result of
three basic learning processes: 1) direct, positive
reinforcement of illness and pain behaviours; 2)
avoidance learning in which an individual's illness or

pain behaviours allow him/her to avoid unpleasant

16
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situations or responsibilities; and, 3) vicarious
learning, where an individual witnesses other people
reinforced for illness behaviour (Fordyce, 1976; Melamed &
Siegel, 1975; Wooley, Blackwell, & Winget, 1978).

The fourth and finai theory i1s concerned with the
family's role in promoting and maintaining illness and
pain behaviours for which there is no known organic cause.
Families of these patients ha&e been described by Minuchin
(1L974) as being-"charadterized by enmeshment,
overprotectiveness, rigidity and a lack of conflict
resolution". (p. 242) The family members are assumed to
be overly involved with each other and with the care of
the ill member. The illness is believed to provide a
family focus which permits the family to avoid
confrontation and conflict.

The four theories describe a number of different
féctors which may bé important in the development gf pain
behaviour, however, there is a common assumption upon
which all four theories are based. That is, unlike acute
pain, chronic pain behaviours are not directly related to
organic pathology, but are often influenced by the pain
patient's psychological, family and physical environment.

This assumption has been supported by empirical research.

Research Related to the Development of Pain Behaviour

The four major theories previously discussed assume
that psychosocial factors are influential in the

development of illness and pain behaviours. A number of

17
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studies have supported this assumption. Cultural
differences have been found to be related to an
individual's ability to tolerate pain (Weisenberg, 1977)..
For example, Zborowski (1969) reported that an
individual's reaction to and attitude towards pain was
influenced by ethnic origin. His study revealed that "01ld
Americans" (i.e., individuals whose ancestors had lived in
the United States for more than three generations) react
to pain by withdrawal and only cry out or complain when
alone. In contrast, individuals of Jewish or Italian
origin were found'to complain frequently and seek support
and sympathy openly. The cross-cultural variations infer
that underlying attitudes are an important determinant of
differences in pain tolerance and expression. Several
researchers have assumed that cultural differences reflect
a process of observational learning and as a result haQe

investigated the influence of modelling in this area.

Modelling Influences

In the laboratory setting, studies of induced pain
have demonstrated the significance of modelling on adult's
experience and expression of pain. Subjects in a study
conducted by Craig and Weiss (1971l) were asked to rate the
intensity of incremental shocks while observing the rating
of a confederate model. The model's ratings were
ostensibly in response to the same shock levels that the
subjects were receiving. The results indicated that

18
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subjects exposed to a 'tolerant' model (i.e., one who
showed less discomfort than the subject in response to
increasing shock levels) had an increased threshold for
pain in comparison to subjects exposed to an ‘intolerant!
model (i.e., one who showea signs of more discomfort than
the subject to shock levels). In another investigation,
subjects exposed to 'tolerant' models showed no increase
in autonomic measures of distress (Craig & Neidermayer,
1974). In addition; Craig, Best, and Reith (1974) found
that subjects simulated model's reports of increasing
discomfort even though they were receiving constant levels
of low intensity shocks not normally perceived as painful."
The above studies demonstrate the significant influence
that a model has on adult's experience and expression of
pain in a laboratory setting.

Modelling processes have also been shown to modulate
péin experience and expression 1n various ﬁatural
settings. In an attempt to determine the origins of
children's uncooperative and fearful behaviour during
dental examinations, Shoben and Borland (1954) found that
the most influential factor was the experience and
attitude of one's own family toward dental care.
Similarly, Johnson and Baldwin.(1968) reported that
children's behaviour during tooth extractions was directly
related to their mother's level of anxiety. That 1is,
children of mothers with high levels of anxiety were more
uncooperative and fearful than those whose mothers were

less anxious.
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Exposure to models who displayed realistic reactions
and coping responses to painful circumstances has recently
been demonstrated as an effective therapeutic technique in
the treatment of children's fears of dental care, surgery
and injections (Melamed, Haweé, Herby, & Glick, 1975;
Melamed & Siegel, 1975; Vernon, 1974).

Turkat.(1982) investigated the role of parental
modelling in the etiology of diabetic illness behaviour.
Twenty-seven diabetic adults were divided into two groups
on the basis of reported parental behaviour when 1ill.
Subjects whose parents avoided work, chores, or other
activities when ill were referred to as the avoidant-model
group. The non-avoidant model group reported that their
parents did not alter their activities when ill. Both
groups were required to provide retrospective and current
information about their own illness behaviour. Results
suggested that modelling is an important factor in
differential behavioural reactions to similar medical
pathology as the avoidant model group was significantly
less likely to meet responsibilities when ill.

The research in this area has consistently
demonstrated that exposure to both experimental and family
models significantly affects subjects' reports of and
reaction to pain. Thus, observational learning appears to
be a significant factor in the determination of whether an
individual will exhibit adaptive coping responses o

inappropriate, non-coping pain behaviours when confronted
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with experimentally. induced or acute pain. Similarly,
there has been a small amount of research related to the
role of the chronic pain patient's family in the

development and perpetuation of pain behaviours.

Family Determinants of Chronic Pain Behaviours

Health care providers have recently begun to show an
interest in the role of the family in the development and
maintenance of chronic.pain. »Engel (1959) first described
'pain-prone patients' as individuals who had experienced
an unbappy childhood which included physical and emotional
abuse, rejecting fathers and punishing mothers. In a
retrospective study, Merskey and Boyd (1978) compared the
emotional adjustment of chronic pain patients with and
without an organic basis for their pain. Although there
were similarities between the two groups, patients with no
organic basis for their pain reported significantly more
evidence of an unhappy childhood than did patients with
organically based pain. However, the results of the study
are questionable as they are based on retrospective data.

The author is aware of ohly two studies which have
investigated the role of current family factors in adult
chronic pain pétients. Swanson and Maruta (1980)
administered a gquestionnaire to 10¢ chronic pain patients
and a primary family member to determine their respective
view of the pain problem. Subjects independently answered
guestions related to their perception of the pain problem

(i.e., duration, location, severity and influence of the

21

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



pain on other functions, such as sleep, sex life, work,
etec.). In genéral, a high level of agreement between
patieﬁts and their families was found. Interestingly, at
a 1 year follow-up, patients whose relatives least often
agreed with their perception of the pain problem were
doing significantly better than those whose families®
perception was similar. The authors concluded that,
although communication about the adjustive demands of the
pain problem is important, it should not dominate the
family's life.

Block, Kremer, and Gaylor (1980) demonstrated that a
spouse's reaction influences the extent to which a chronic
pain patient will display pain behaviours. Prior to a
taped structured interview, pain patients were informed
that their spouse and a neutral person would individually
observe a specified portion of the interview. Chronic
pain patients who reported that their spouses wére
relatively non-solicitous in responding to pain behaviours
reported significantly lower pain levels when they thought
their spouse was observing than when they thought a
neutral observer was present. Results suggest that
significant family members can serve as a discriminative
cue for a pain patient to alter his/her report of pain
level. The findings support Fordyce's (1976) operant
model that pain behaviours can become a function of
reinforcement contingencies.

Both of the previous studies suggest that a patient's

.
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family may play an important role in the maintenance of
chronic pain behaviour in adults. That is, significant
others can have‘an effect on whether an individual with
chronic pain develops adaptive, coping behaviours or non-
adaptive, non-coping behaviours. Studies related to the
role of the family in childhood chronic pain have also

been conducted.

Family Determinants of Chronic Pain Behaviours in Children

A number of studies have been conducted on a specific
type of childhood chronic pain, the recurrent abdominal
pain‘syndrome. For example, Oster (1972) reported that
children with abdominal pain were more likely to have
parents with a history of similar pain problems than
children without abdominal pain. Apley (1975) found a
similar family pattern of pain-related illnesses in a
sample of 11006 school children. In addition, those
children with pain that could not be attributed to organic
pathology were more likely to have a family history of
pain syndromes than children with organically-based pain.
However, Christensen and Mortensen (1975) found that
children's pain behaviour was related to current parental
attitude towards pain rather than to past histories of
pain. The incidence of children's complaints was related
to concurrent parental symptoms but was not related to
parental abdominal pain during chilahood.

Apley (1975) concluded that the reinforcement of pain

behaviours and parental preoccupation with their
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children's state of health were important psychological
processes in the development of the recurrent abdominal
pain syndrome.- However, it 1is imporﬁant to note that
family similarities in pain experience may reflect genetic
predispositions as well as social learning processes.
Apley (1975) indicated that it was difficult to separate
the role of constitutional and social factors, as
abdominal pain which resulted from organic dysfunction
also recurred in families. Therefore, it appears that
social learning as well as biological factors may be
influential in the development of recurrent abdominal
pain.

‘Very little research has been conducted on how
families or the children themselves cope with chronic
pain. Beales, Holt, Keen, and Mellor (1982b) investigated
the qoping styles of 75 families in which one child
suffered from the pain of juvenile arthritis. The results
indicated. that both parents exert a major influence on how
children cope with their pain. The non-coping styles
referred to as overdependence, denial, and withdrawal were
found to occur most frequently in children whose parents
used similar styles. However, the validity of the study
is guestionable as the coping styles were determined by
the unblinded, subjective judgement of the principal
investigator.

In conclusion, the above studies indicate that there

is a relationship between the presence of pain complaints
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in family members and the incidence of chronic pain in
children. The implication of the research is that
environmental factors play a role in the development of

chronic pain behaviour in children.

Summary

A number of general conclusions can be drawn from the
literature reviewed to this point: (1) with increasing
age, children's knéwledge of Ehe concepts of pain and
illness develops fromla belief in magical causes and
physical alleviation technigues to an understanding of
numerous interrelated causes and the use of'psychological
as well as physical interventions; (2) the four maﬁor
theories which attempt to explain the development of
chronic pain are based on the assumption that a patient's
psychological, physical and family environment are
iﬁfluential in thé process of becoming a chronic pain
patient; (3) observational learning has been shown to be
an inflﬁential factor in a person's reaction to
experimentally induced and acute pain; and (4) there is
preliminary evidence that an individual's family plays a
significant role in the maintenance of chronic pain

behaviours.

The Present Study

The present study was based on the research related
to family determinants of childhood chronic pain. This

research suggests that individuals who are not coping with
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their pain have or have had parents with a history of
pain-related illnesses who may have modelled pain
behaviour and/or reinforced the development of chronic
pain complaints (Apley, 1975; Christensen & Mortensen,
1975). The implication of these findings is that the
families of children who are coping successfully with
their chronic pain communicate differently than the
families of children who are not coping. However, the
majority of the studies in this area include only non-
coping chronic pain patients and, as a result, we can only
speculate about the family interactions of those
individuals who are coping with their pain. Do family
meﬁbers of é child who is not coping adequately with
his/her chronic pain communicate different messages (i.e.,
messages which reinforce the non-coping pain behaviours)
than family members of a child who is coping successfully?
This precise issue has not been dealt with in the
literature.

It was the principal purpose of the present study to
investigate this phenomenon by observing mother-child
interactions when the adolescent was placed in a pain-
oriented situation (i.e., doing physical exercises). In
addition, information about the adolescent's perception of
the family situation and the mother's perception of the
adjustment of the adolescent was obtained by having them
complete the Family Adaptability and Cohesion Evaluation

Scale and the Personality Inventory for Children,
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respectively.

In view of the fact that the study was conducted in a
laboratory, an important issue was whether or not a
family's behaviour in.a clinical setting was
representative of their behaviour at home. There is a
paucity of research on this question, and the few studies
which have compared individual's behaviour across the two
settings have yielded conflic;ing results (OfRourke, 1963;
kapoport & Benoit, 1975; Riskin & Faunce, 1972; Zangwill &
Knisker, 1982). In the present study, it was not possible
to deal directly with the issue of representativeness by
compéring subjects' behaviour in the laboratory with their
behaviour at home. However, the temporal stability of the
observed mother-child interaction was examined. Although
temporal stability by no means proves representativeness,
it is an important concern as it would be difficult to
contend that observed behaviours represent a regular
pattern of mother-child interaction without some degree of
consistency in behaviour across time.

Finally, although clinicians assume that the degree
of pain experienced by individuals who are coping is the
same as that felt by people who are not coping, there is
no empiricial evidence that this is indeed the case
(Sternbach, 1974). Furthermore, intensity of pain may
have been a confounding variable in the present study.
For the above two reasons, subjectslwere asked to provide
an index of the intensity of their pain. In addition,.

subjects were asked how long they had been suffering from
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the pain in order to provide an indication of the pain's
duration.

In order‘ to avoid problems .associated with
confounding disease and pain, the study excluded those
adolescents who had a serious diseasé underlying theirx

pain and focused only on those who had chronic intractable

benign pain.

Hypotheses

The author was not aware of any study which compared
the intensity or duration of the pain experienced by
coping and non—coéing chronic pain patients. However, the
literature assumes that the two groups experience the same
intensity of pain (Sternbach, 1974; Turk, Meichenbaum, &
Genest, 1983).

(1) It was expected that there would not be a
significant difference between the mean pain
intensity level, mean peak intensity, mean pain free
dayé or mean duration of pain reported by the coping
and non-coping groups.

In the present study, it was expected that, when
placed in a pain-oriented situation (i.e., doing 15
minutes of physical exercises), non-coping adolescents
would react differently than coping adolescents.
Specifically, non-coping adolescents were expected to
communicate their inability.to complete the required
exercise tasks at a higher rate than adolescents who were
coping with their chronic pain.
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