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ABSTRACT 
 

Background: Pain is a frequent experience during childhood. Paediatric Chronic pain (PCP) is defined as 
recurrent or continuous pain for more than 3 months. It can affect virtually all aspects of the child’s and 
family’s life and is also a burden on the medical healthcare system. Wide scale access to effective 

psychologically based pain management treatments remains a challenge for many children who suffer with 
pain. The aim of the study was to look at the impact of psychological interventions on the management of 
Paediatric Chronic Pain in terms of pain intensity and functionality in children and adolescents visiting a 

tertiary care setup in Haryana. 

Methodology: The study followed a single arm pre-post design. The sample consisted of 18 children and 
adolescents in the age range of 8-14 years, with at least one parent. After baseline assessment with Visual 

Analogue Scale (VAS) and Functional Disability Inventory (FDI), weekly one-hour sessions for 8 weeks 
were provided during the intervention phase consisting of Pain Neuroscience Education (PNE), relaxation 
training, parent training in operant strategies and cognitive strategies. This was followed by a post 
intervention assessment. 

Results: there was a reduction of more than 50% in the post-intervention ratings on measures of pain 
intensity and functionality (significant at p<.001 compared with pre-intervention data)  

Conclusion: Following a psychotherapeutic management process of PCP results in pain reduction and 

increased functional capacity in children and adolescents. 
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INTRODUCTION  

Every child will experience pain at one time or another, either as a primary concern or as a manifestation of 

an underlying medical or psychological condition. This is best understood within a biopsychosocial 

framework [1]. Pain treatment is considered an obligation under the right to health as a basic human right 

as stated by the international human rights law and the International Association for Study of Pain (IASP) 

[2-3]. When the same pain recurs or persists over a period of at least 3 months, this is considered to fall 

beyond the point of expected natural healing and is categorized as Chronic Pain [4]. It has a staggering 

prevalence of 20%-35% world over with headache, recurrent abdominal pain and lower limb pain being the 

most common [5-10]. Despite this paediatric pain remains under diagnosed and consequently undertreated 

[11]. Literature data show that children with chronic pain often encounter significant delays between their 

initial pain complaints and the time they eventually consult a psychologist, which is surrounded by various 

barriers [12]. This could be because attitudes towards pain depend on culture and religion among other 

factors [13]. Asian cultures believe showing pain to be a weakness and children in pain may have been taught 
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not to express their concerns. Supernatural beliefs and visit to faith healers are also a common practice. Also, 

in low to middle income countries like India, when available, specialized care for pain tends to be clustered 

around cities and are therefore unavailable to rural and suburban communities. There is a dearth of research 

in the Indian context on paediatric pain and more so with respect to the interventions for the same. In view 

of the above, the aim of the present study was to study the impact of psychological interventions on the 

management of Paediatric Chronic Pain in terms of pain intensity and functionality in children and 

adolescents visiting a tertiary care setup in Haryana. 

 

 

METHODOLOGY 

Study Design  

The study followed a single arm pre-post intervention design conducted at a tertiary care hospital in Haryana 

between January 2019 to December 2019. 

 

Participants: 18 children and adolescents in the age range of 8-14 years with at least one parent. Participants 

with medical conditions explaining chronic pain and comorbid conditions like seizures, mental retardation, 

conduct disorder, autism or significant problem behaviour reported by parents were excluded.  None of the 

participants were on regular medication for the reported symptoms of pain. Ethical guidelines were followed; 

assent was taken from all the children and adolescents and informed consent was taken from their parents.  

A total of 101 paediatric referrals (age range 8-14 years) were received from paediatricians and psychiatrists 

during the one-year period. Of these, 43 were diagnosed cases of PCP. Among these, 21 reported recurrent 

abdominal pain, 14 reported headache and 8 reported chest pain as the primary symptom. At the time of the 

baseline assessment, the sample consisted of 43 children with one parent or both parents. This was followed 

by weekly one-hour sessions for 8 weeks. At the time of the post intervention assessment, the number of 

participants reduced to 18 with one or both parents due to some participants dropping out (Figure 1). 
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Figure 1: Flow Diagram showing recruitment of study participants 
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Treatment Outcome Measures 

 

Pain Intensity: Visual analogue scale (VAS) has been well-researched and validated for children 8 years of 

age and older [14-16]. It is a 10-cm visual analogue, in the shape of a thermometer, anchored with the terms 

“no pain” and “worst imaginable pain” at the end points were used to assess highest, lowest, and average 

pain intensity on a 0-10 scale. On the VAS average pain intensity scores were calculated across each 

assessment period. 

Functionality: Functional Disability Inventory (FDI) [17-18] is a 15-item self-report inventory (with child 

and parent forms) assessing difficulty with the performance of daily activities in home, school, recreational, 

and social domains during the past 2 weeks. Items are rated on a 5-point Likert scale, ranging from 0 to 4 

(“No Trouble” to “Impossible”) and summed to create a total score (range 0-60) with higher scores 

indicating greater pain-related disability. The FDI may be used to assess health-related activity limitations 

among youth in both community and clinical populations. It has been reported to have high internal 

consistency, moderate to high test-retest reliability, moderate cross-informant (parent-child) reliability, and 

good predictive validity [18]. 

 

Procedure 

A structured assessment interview was conducted with the child/adolescent and parent [4]. Treatment 

content was grounded in the Cognitive Behavioral approach and the Self Determination Theory (SDT) [19]. 

The application of SDT to psychotherapy is particularly relevant because a central task of therapy is to 

support the client to autonomously explore, identify, initiate, and sustain a process of change. According to 

this theory, all individuals strive for and need autonomy (the need to feel free and self-directed), competence 

(the need to feel effective), and relatedness (the need to connect closely with others) in order to fl ourish and 

grow.  

Based on the review of the most common outpatient intervention frameworks cited over the past 15 years, 

highlighting how a variety of skills and strategies may be applied in helping children, adolescents, and 

parents in the management of pediatric pain, the following interventions were included- pain neuroscience 

education, relaxation strategies, operant strategies for parent training and cognitive skills training.[20] These 

were mutually inclusive of each other. Each session commenced with the child rating his/her pain on a 

Visual Analogue Scale (VAS) for the previous week.  

Session 1 involved the assessment of the following areas: pain history (onset, frequency, intensity, duration, 

interference), medication review, emotional functioning (cognitive-affective responses to pain, pain 

catastrophizing), physical functioning and lifestyle factors (activities of daily living, activities with family, 

peers and school functioning), sleep, family relationships, school functioning and peer relationships. FDI 

was also conducted.  

Session 2 involved a discussion of the assessment results and pain neuroscience education. The aim was to 

make the child and family understand that not all pain is due to tissue damage or muscle injury. It could be 

due to extra sensitive nerves which could be a result of faulty cognitions about pain. 

Session 3 and 4 consisted of relaxation training for the child/adolescent (diaphragmatic breathing, 

progressive muscle relaxation) and their parent along with parent training in operant strategies to encourage 

normal activity during pain episodes of the child and reinforcing it, eliminate status checks (asking time and 

again if the child was fine), reduce response to pain behaviors (giving pain killers) reinforce use of pain 

management skills (e.g. relaxation), point system, increase positive and encouraging words; decrease 

complaints, warnings and commands.    

Session 5-7 reinforced coping skills including progressive muscular relaxation and deep-breathing exercises, 

and cognitive strategies like detective thinking, thought stopping, positive self-statements, continuum 

techniques and exposure-based exercises.  

Session 8 was devoted to relapse prevention training, in which children were taught problem solving 

strategies for dealing with pain that might arise in future high-risk situations (e.g., when studying for 

examinations or when participating in social activities).  
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The training process was accomplished through a combination of verbal and written instructions for both 

parent and child, within-session demonstrations and practice of techniques, and specific weekly homework 

tasks. 

 

RESULTS  

 

Table 1: Sociodemographic and clinical characteristics of the participants 

 

Age Mean = 10.8 years 

SD=1.84 

Sex  Male= 12 

Female =6 

Accompanied by  Mother= 12 

Father= 3 

Both parents=3 

Type of PCP  Recurrent Abdominal Pain (RAP)= 10 

Headache =7 

Chest pain =1 

Chronicity  Mean= 9.6 months  

SD= 5.75  

 

 

Sociodemographic characteristics are shown in Table 1. Mean age of the participants was 10.8 years. They 

were primarily male and mostly accompanied by their mothers for treatment. The mean duration of 

chronicity of pain was 9.6 months and RAP was the most commonly reported complaint amongst the 

participants.  

 

Table 2: Descriptive statistics for treatment outcomes 

 

Outcome Pre-intervention Post-intervention 

VAS Child rating 7.05 (0.72) 2.66 (0.84) * 

Parent rating 6.50 (0.98) 2.33 (0.84) * 

FDI Child form 2.50 (0.53) 1.32 (0.34) * 

Parent form 2.36 (0.61) 1.30 (0.32) * 

 

Means and SDs for pain intensity (VAS) and functionality (FDI) at pre-intervention and post-intervention 

are shown in Table 2. As shown, most of the participants endorsed moderate pre-treatment pain intensity 

and moderate to high activity limitations. The benchmark for treatment success in paediatric trials for several 

decades has been typically defined by a reduction in pain of 50% or greater at treatment completion or short-

term follow up as compared to baseline [2]. In the present study there was a reduction of more than 50% in 

the post-intervention ratings on the VAS and scores on the FDI (significant at p<.001compared with pre-

intervention data) 

 

DISCUSSION 

 

As opposed to existing research, there was a male predominance in all 3 categories of pain [22]. This could 

be due to greater stigma attached to bringing a girl child for psychological treatment, especially in the state 

of Haryana which is notorious for its lop-sided sex ratio and access to health care for females. It was also 

found that RAP was the most reported symptom among the participants. It is defined as recurring episodes 
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of abdominal pain severe enough to interfere with a child's usual activities, but not having an identifiable 

organic pathology. Previous studies have found RAP to be a common paediatric complaint affecting an 

estimated 10%–15% of school-age children [23-24]. 

The VAS has been widely used as a valid and reliable measure of pain intensity with children. The measure 

has been shown to correlate highly with parental and clinician estimates of pain and is sensitive to the effects 

of psychological interventions designed to reduce pain [25]. In the present study it was found that at pre-

intervention assessment, the participants reported moderate pain on the VAS (M= 7.05) and so did the 

parents (M= 6.5). Post the intervention phase, there was a significant reduction in pain intensity. Logan and 

Simons in their study with 40 adolescents and parents found that 4 weeks CBT resulted in reduced pain 

intensity, negative mood/self-esteem, and improved school functioning at post-treatment [26]. 

The Functional Disability Inventory (FDI) is one of the most widely used measures of functional impairment 

among children and adolescents with chronic pain. In a consensus statement on measures recommended for 

use in clinical trials in paediatric chronic pain, the FDI was recommended for assessment of physical 

functioning outcomes [16]. It has been used with a wide range of paediatric pain conditions in children and 

adolescents 8-18 years of age [27]. 

Despite the financial burden, most of these children had visited multiple medical specialists and undergone 

invasive medical investigations prior to being referred for psychological intervention. As a result, they and 

their families frequently presented with considerable frustration regarding lack of clear explanation for the 

persisting pain and dissatisfaction with prior health care evaluations and interventions and the amount of 

time given in listening to their concerns. Certain strategies have been found to be useful in engaging the 

reluctant child/family [28]. The present study found empathizing with their distress, stating the belief that 

pain was real, enquiring about physical symptoms, acknowledging the patient’s views, and encouraging 

experiment with an alternative explanation of pain to be useful in encouraging the child and his parents 

towards accepting a biopsychosocial view of pain. It was important to reflect with them that till now they 

had been told what their symptoms were not, but psychological interventions would involve a collaborative 

effort to find what the symptoms mean. 

It is important to appreciate that assessment is an ongoing endeavour in any psychotherapeutic process and 

has major implications for formulation and management. The children and their family members use their 

own common-sense formulations to solve the problem of chronic pain. Most of the time, their formulations 

are based on the obvious facts related to the immediate past. They may accept the first available explanation 

and if it is accepted by significant others, then there is no looking beyond [29]. In the present study, certain 

common-sense formulations revolved around supernatural beliefs, visit to faith healers, and previous 

labelling by medical professionals of the pain being all in the head, which led to the denial of seeking 

psychological treatment for pain. 

With respect to interventions, the evidence for effectiveness is strongest for CBT which has been evaluated 

in RCTs for over three decades. It is an Evidence Based Practice (EBP). But in the Indian context, the real-

world issue is not one of efficacy; rather it is one of access. In the present study, a major area of concern for 

most parents and children was absenteeism from school. Thus, focus of treatment was to improve children’s 

functioning and reintegration into their daily activities (e.g., school, and social activities) despite their pain. 

Emphasis was placed on normalization, practice, and the maintenance and promotion of change. Thus, the 

outcome evaluation was based on a functional restoration approach.  

Pain Neuroscience Education (PNE) has been found to be the most important part of any pain management 

program in multiple researches. It is described as an educational intervention that clearly explains “the 

neurobiology and neurophysiology of pain and pain processing in the nervous system”[30]. Research 

suggests that restructuring cognitions about pain through PNE can produce immediate and long-term 

improvement in pain severity, physical activity, fear, and catastrophic thinking [31-33]. Additionally, it can 

prepare the child for cognitive-behavioural strategies and how they can effectively reduce pain and restore 

function. Various studies have shown, through the use of PNE, reductions in pain [34], improved function 

[35], decreased fear of movement [36] and less catastrophizing [37]. In the present study, the aim of PNE 

was to make the child and family understand that not all pain is due to tissue damage or muscle injury. It 

could be due to extra sensitive nerves which could be a result of faulty cognitions about pain. The goal was 
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to change their perception of pain which resulted in greater sense of competence in the children and their 

families, in the context of SDT.  

Relaxation strategies form the backbone of all lot of our work in mental health as it aims at the mind body 

homeostasis. Benefits include slowed heart rate, increased blood flow to muscles, reduced muscle tension, 

greater sense of efficacy in coping and hopefulness for trying out other cognitive strategies. The basic 

techniques used were diaphragmatic breathing, progressive muscle relaxation and imagery. The children 

maintained a star chart for the same which in turn increased their sense of autonomy (with respect to SDT). 

The decreased physiological state of arousal that resulted from the practice of different relaxation-based 

strategies also served to diminish pain and its emotional symptoms associated with it. This is also supported 

by previous studies [38-39]. 

It was seen that many parents did not view psychological treatments favourably mainly because they focused 

on finding a medical “cure” for chronic pain in their children and consequently viewed psychological 

treatments as undesirable and unnecessary. Parent training into operant principles was the mainstay of 

treating PCP and sense of relatedness through therapeutic alliance was found to be important for this. 

Sessions with parents focussed on encouraging normal activity during pain episodes of the child and 

reinforcing it, eliminate status checks (asking time and again if the child was fine), reduce response to pain 

behaviours (giving pain killers) reinforce use of pain management skills (e.g. relaxation), point system, 

increase positive and encouraging words; decrease complaints, warnings and commands.   Research on 

intensive interdisciplinary pain treatment examining the effects of including parents in children’s treatment 

found that parents made reductions in protective parenting responses (e.g., more encouragement of normal 

activity) [40], in their own emotional status and coping efforts (e.g., reduction in depressive symptoms less 

pain catastrophizing, and improved psychological flexibility) [41-42], and decreased protective and 

monitoring, responses during treatment (e.g., fewer instances of checking in about symptoms and more 

recognition of children’s positive behaviours) [43]. 

Challenging the child’s and the family’s beliefs, worries and fears about pain and its recurrence were dealt 

with through core cognitive strategies like detective thinking, thought stopping, positive appraisals, and 

exposure-based exercises. Positive self-statements were provided in written format which assisted the 

children to cope positively with pain. These techniques are widely applied, as persistent negative thinking, 

referred to as ‘catastrophizing’, is commonly associated with chronic pain and can contribute to increased 

pain and disability. Modifying catastrophic thinking—for children with pain and their parents—helped to 

foster adaptive recovery [44-45].  

This process of management resulted in children reporting greater self-efficacy in managing pain, improved 

school attendance, reduced impairment in activities requiring physical exertion and reduced pain 

catastrophizing. Family members reported reduced behaviours of protection and monitoring towards the 

child, better involvement in daily chores and improved interpersonal relationships.  Our study was limited 

by a high dropout rate and lack of long term follow up. 

 

CONCLUSION 

 

The study concludes that adhering to a psychotherapeutic management process of PCP results in pain 

reduction and increased functional capacity in children and adolescents. PCP is a global issue and requires 

consistent research-based efforts on our part in its management. Accessibility remains a major issue for 

children and their families from rural and suburban areas. We can contribute by engaging in efforts to 

integrate psychosocial interventions, not only for chronic pain but across the spectrum of health problems, 

into routine health care. Psychologists are well poised to play central roles in health care teams and 

organizations confronting the problem of chronic pain, as clinicians, researchers, administrators, and 

policymakers. 

 

 

REFERENCES 

1. Schwartz GE: Testing the biopsychosocial model. The ultimate challenge facing behavioral medicine? J 

Consult Clin Psychol 1982;50(6):1040–53.  



Dang and Chahal: Psychological interventions in Pediatric Chronic Pain 
 

358 

 

 Indian Journal of Mental Health 2020;7(4)  

2. Lohman D, Schleifer R, Amon JJ. Access to pain treatment as a human right. BMC Med 2010; 8:8  

3. Merskey H, Bogduk N:  From Classification of Chronic Pain. Descriptions of Chronic Pain Syndromes and 

definition of Pain terms. 2nd edition. Seattle, WA: IASP Press; 1994. 

4. Palermo TM. Cognitive-Behavioural therapy for chronic pain in children and adolescents. Oxford university 

press; 2012. 

5. Goodman JE, McGrath PJ. The epidemiology of pain in children and adolescents: A review. Pain 1991;46: 

247–64. 

6. King S, Chambers CT, Huguet A, MacNevin RC, McGrath PJ, Parker L et al. The epidemiology of chronic 

pain in children and adolescents revisited: A systematic review. Pain 2011;152:2729–38.  

7. Stanford EA, Chambers CT, Biesanz JC, Chen E. The frequency, trajectories and predictors of adolescent 

recurrent pain: A population-based approach. Pain 2008;138:11–21. 

8. Huguet A, Miró J. The severity of chronic pediatric pain: An epidemiological study. J Pain 2008; 9(3):226–36. 

9. Perquin CW, Hazebroek-Kampschreur AA, Hunfeld JA, Bohnen AM, van Suijlekom-Smit LW,Passchier J et 

al.  Pain in children and adolescents: A common experience. Pain 2000;87(1):51–8. 

10. Roth-Isigkeit A, Thyen U, Raspe HH, Stöven H, Schmucker P. Reports of pain among German children and 

adolescents: An epidemiological study. Acta Paediatr 2004;93(2):258–63. 

11. Mathews L. Pain in Children: Neglected, Unaddressed and Mismanaged. Indian J Palliat Care 2011; Suppl 

1:70-3.  

12. Cucchiaro G, Schwartz J, Hutchason A, Ornelas: Chronic Pain in Children. A Look at the Referral Process to 

a Pediatric Pain Clinic. Int J Pediatr 2017;8769402.  

13. Peacock S, Patel S. Cultural Influences on Pain. Rev Pain 2008;1(2):6-9.  

14. Stinson JN, Kavanagh T, Yamada J, Gill N, Stevens B. Systematic review of the psychometric properties, 

interpretability and feasibility of self-report pain intensity measures for use in clinical trials in children and 

adolescents. Pain 2006;125(1-2):143–57.  

15. Von Baeyer CL. Children’s self-report of pain intensity: what we know, where we are headed. Pain Res Manag 

2009; 14(1):39–45.  

16. McGrath PJ, Walco GA, Turk DC, Dworkin RH, Brown MT, Davidson K et al. Core outcome domains and 

measures for pediatric acute and chronic/recurrent pain clinical trials: Ped IMMPACT recommendations. J 

Pain 2008;9(9):771-83. 

17. Walker LS, Greene JW. The functional disability inventory: Measuring a neglected dimension of child health 

status. J Pediatr Psychol 1991;16(1):3958-63.  

18. Claar RL, Walker LS. Functional assessment of pediatric pain patients:  Psychometric properties of the 

Functional Disability Inventory.  Pain 2006;121(1-2):77-84 

19. Ryan RM, Deci EL. A Self-Determination Theory Approach to Psychotherapy: The Motivational Basis for 

Effective Change. Can Psychol 2008; 49 (3);186–93. 

20. Coakley R, Wihak T. Evidence-Based Psychological Interventions for the Management of Paediatric Chronic 

Pain: New Directions in Research and Clinical Practice. Children (Basel) 2017;4(2):9.  

21. Eccleston C, Yorke L, Morley S, William AC, Mastroyannopoulou K.  Psychological therapies for the 

management of chronic and recurrent pain in children and adolescents. Cochrane Database Syst Rev 2003; 

(1):CD003968. 

22. King S, Chambers CT, Huguet A, MacNevin RC, McGrath PJ, Parker L et al. The epidemiology of chronic 

pain in children and adolescents revisited: A systematic review. Pain 2011;152(12):2729–38.  

23. Apley J. The child with abdominal pains. London: Blackwell Scientific Publications; 1975. 

24. Apley J, Naish N. Recurrent abdominal pains: A field survey of 1000 school children. Arch Dis Childhood 

1958;33:165-70. 

25. Varni JW, Walco GA, Katz ER.  Assessment and management of chronic and recurrent pain in children with 

chronic diseases. Pediatrics 1989;16:56-63.   

26. Logan DE, Simons LE. Development of a group intervention to improve school functioning in adolescents 

with chronic pain and depressive symptoms: A study of feasibility and preliminary effi cacy. J Pediatr  Psychol 

2010;35:823–36.  

27. Guite JW, Logan DE, McCue R, Sherry DD, Rose JB. Parental beliefs and worries regarding adolescent 

chronic pain. Clin J Pain 2009;25(3):223-32. 

28. Bothwell R. Cognitive behaviour therapy for psychosomatic disorders. CME March 2003;21(3):147-53.  

29. Grover N, Dang P. Empty Nest Syndrome vs Empty Nest Trigger: Psychotherapy Formulation Based on 

Systemic Approach - A Descriptive Case Study. Psychol Stud 2013;58(3):285–8.  

30. Louw A, Diener I, Butler DS, Puentedura EJ.  The effect of neuroscience education on pain, disability, anxiety, 

and stress in chronic musculoskeletal pain. Arch Phys Med Rehabil 2011;92:2041–56.  



Dang and Chahal: Psychological interventions in Pediatric Chronic Pain 
 

359 

 

 Indian Journal of Mental Health 2020;7(4)  

31. Lee H, Mcauley JH, Hübscher M, Kampe SJ, Traeger AC. Does changing pain-related knowledge reduce pain 

and improve function through changes in catastrophizing? Pain 2016:157: 922–30.  

32. Moseley GL, Nicholas MK, Hodges PW. A randomized controlled trial of intensive neurophysiology 

education in chronic low back pain. Clin J Pain 2004;20: 324–30.  

33. Moseley GL.  Evidence for a direct relationship between cognitive and physical change during an education 

intervention in people with chronic low back pain. Eur J Pain 2004;8:39–45.  

34. Moseley GL. Combined physiotherapy and education is efficacious for chronic low back pain. Aust J 

Physiother 2002;48(4):297–302.  

35. Van Oosterwijck J, Meeus  M,  Paul L,  De Schryver  M, Pascal A,  Lambrecht  L et al.  Pain physiology 

education improves health status and endogenous pain inhibition in fibromyalgia: A double-blind randomized 

controlled trial. Clin J Pain 2013;29(10):873–82.  

36. Téllez-García M, De-La-Llave-Rincón AI, Salom-Moreno J, Palacios-Ceña M, Ortega-Santiago R, 

Fernández-De-Las-Peñas C.  Neuroscience education in addition to trigger point dry needling for the 

management of patients with mechanical chronic low back pain: A preliminary clinical trial.  J Bodyw Mov 

Ther 2014;19(3):464–72.  

37. Meeus M, Nijs J, Van Oosterwijck J, Van Alsenoy V, Truijen S.  Pain physiology education improves pain 

beliefs in patients with chronic fatigue syndrome compared with pacing and self-management education: A 

double-blind randomized controlled trial.  Arch Phys Med Rehabil 2010;91(8):1153–9.  

38. Carroll D, Seers K. Relaxation for the relief of chronic pain: a systematic review. J Adv Nurs 1998;27(3):476-

87.  

39. Myrvik MP, Campbell AD, Butcher JL. Single-session biofeedback-assisted relaxation training in children with 

sickle cell disease. J Pediatr Hematol Oncol 2012;34:340–3. 

40. Sieberg CB, Smith A, White M, Manganella J, Sethna N, Logan DE. Changes in Maternal and Paternal Pain-

Related Attitudes, Behaviors, and Perceptions across Pediatric Pain Rehabilitation Treatment: A Multilevel 

Modeling Approach. J Pediatr Psychol 2017;42:52–64. 

41. Weiss KE, Junghans-Rutelonis AN, Aaron RV, Harbeck-Weber C, McTat E, Luedtke C, Bruce BK. 

Improving distress and behaviors for parents of adolescents with chronic pain enrolled in an intensive 

interdisciplinary pain program. Clin J Pain 2019;35:772–9.  

42. Kemani MK, Kanstrup M, Jordan A, Caes L, Gauntlett-Gilbert J.  Evaluation of an Intensive Interdisciplinary 

pain treatment based on acceptance and commitment therapy for adolescents with chronic pain and their 

parents: A nonrandomized clinical trial. J Pediatr Psychol 2018;43:981–94.  

43. Pielech M, Wallace DP, Fitzgerald M, Hoffart CM.  Parent Responses to Child Pain During Intensive 

Interdisciplinary Pain Treatment and 1-Year Follow-Up. J Pain 2018;19:1275–84.  

44. Law EF, Fisher E, Fales J, Noel M, Eccleston C.  Systematic review and meta-analysis: Parent and family-

based interventions for children and adolescents with chronic medical conditions. J Pediatr  Psychol 2014;39: 

866–86. 

45. Wojtowicz AA, Greenley RN, Gumidyala AP, Rosen A, Williams SE.  Pain severity and pain catastrophizing 

predict functional disability in youth with inflammatory bowel disease. J Crohns Colitis 2014; 8(9):1118-24. 

 

 

************************************ 

 

Acknowledgements – Nil 

Conflict of Interest – Nil 

Funding - Nil 


