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MEDICAL FEARS, COPING BEHAVIORS, AND ACUTE PAIN 

PERCEPTION IN CHILDREN WITH CANCER 

ABSTRACT 

The purpose of this study was to explore the 

r·elationship between the variables of medical fears, coping 

behaviors, and acute pain perception in 17 children with 

cancer who were encountering a painful medical proqedure. 

Children between the ages 3 and 15 years completed the Child 

Medical Fear Scale (CMFS) pr~or to having a painful medical 

procedure performed. The painful medical procedure, the 

lumbar puncture, was videotaped. The coping.b~haviors 

exhibited by_the children were observed and classified as 

active or passive behaviors. Immediately_following the 

lumbar puncture, the children rated their pain perception 

utilizing a visual analogue scale. The majority of the 

children's scores on the CMFS indicated a moderately low 

level of fear of medical experiences. The· majority of the' 

children perceived a great deal of pain during the lumbar 

puncture. Over half of the children utilized a combination 

of both active and passive behaviors.during the five phases 

of the painful medical procedure. No significant differences 

were found in the ranking of children's active or passive 

coping behaviors and their reported medical fear levels. 
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Children who exhibited passive coping behaviors reported more 

. pain than did children who utilized active coping behaviors. 

No significant relationship was found between medical fear 

levels and acute pain perception. 
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CHAPTER I 

INTRODUCTION 

The American cancer Society estimates_that there will be 

6,600 new cases of childhood cancer in 1988,- and an estimated 

1,800 deaths, about half of them from leukemia. Mortality 

rates have declined significantly from 8.3 per 100,000 in 

1950 to 3.6 in 1985, yet cancer remains .the chief cause of 

death in children between the ages of 3 and 14 (American 

Cancer Society, 1988). Advances in medical technology have 

significantly influenced the long-term survival in children 

with cancer. 

However, with more advanced technology, children with 

cancer are more frequently subjected to prolonged treatment 

programs involving stressful and painful medical procedures. 

As a part of diagnosis, treatment, and evaluation, children 

with cancer encounter various painful procedures, such as 

fingersticks, venipunctures, lumbar punctures, and bone 

marrow aspirations. Some children report their treatments.to 

be worse than the disease process itself (Zelter, Kellerman, 

Ellenberg, Dash, & Rigler, 1980). Extreme anticipatory 

anxiety and behavioral distress are exhibited by many of 

these children prior to and during the procedures (Jay, 

Ozolins, Elliott, & Caldwell, 1983). For children with 
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cancer who require repeated painful procedures, fear a-nd 

anxiety may develop due to a possible sensitization effect. 

This, in turn, may intensify the pain experienced during the 

procedu~e (McGrath & deVeber, I986). 

Children with cancer who must experience a lumbar 

puncture or bone marrow aspiration are in a stressful 

situation where fear and pain. are likely to be present. Some 

children may have pre-existing fears of medical experiences 

that they may transfer to the present situation. Other 

children may have fears associated with the pain involved in 

the procedure. These procedures involve the use of needles. 

If a local anesthesia is administrated prior to the 

procedure, then the children experience one or more 

injections even before the actual procedure begins. Both the 

puncture of the needle for anesthesia and the instillation of 

the anesthetic medication can be painful. Then the actual 

procedure, the lumbar puncture or bone marrow aspiration, 

involves a deeper penetration of a needle into the children's 

bodies which may result in sensations of acute pain or a 

feeling of pressure which is often associated with pain. 

After the needle is correctly positioned in the body, the 

needle must stay in place long enough to perform the 

necessary procedure, i.e. obtain spinal fluid, administer 

chemotherapy, or aspirate bone marrow. This time period may 

seem like an eternity to young children who may become 



fearful wondering, "Why is this taking so long?" or "Is the 

doctor getting ready to stick me again?" 

3 

The wa~ children are physically positioned and often 

restrained.dtiring:a lli~ar-pun'?ture or bone marrow aspiration 

_may cause them to appraise the situation as stressful •. 

Having a nurse physically restraining them whiie_lying prone 

or on thei·r side in a-. fetal position ma.y be·. painful and 

frightening. It may be especially· frightening when a 

physician is ·preparing to stick·· them with a needle and. they 

are unable to view wha-~. is being done. They may i~agine the 

physician has several foot-long nee<;iles with extra sharp 

points that are going to be utilized on various portions of 

their bodies. 

During a stressful medical procedure such as a lumbar 

puncture or bone marrow aspiration, children will exhibit 

some type·of coping behavior while attempting to manage the 

stress. It might be assumed that many children in this 

situation would h~ve high fear.levels and perceive a great 

deal of pai-n and thus would react with. very active coping 

behaviors, such as screaming, fighting, kicking, and biting. 

Unfortunately, children who utilize these more active types 

of coping behavior often make it difficult for the physician 

to perform ·the painful procedure properly. As a result, 

health care professionals frequently will apply more forceful 

physical restraint, which could increase fear levels and pain 

perception. 
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Studies of children with cancer who encounter stressful 

medical procedures have focused on assessing distress 

behaviors (Jay & Elliott, 1984; Jay, Ozolins, & Elliott, 

1983; Katz, Kellerman, & Siegel, 1980), assessing acute pain 

and anxiety (LeBaron & Zeltzer, 1984), and management of 

acute pain and/or anxiety (Frick & Delpo, 1984; Hilgard & 

LeBaron, 1982; McGrath &· deVeber, 1986; McGrath, deVeber, & 

Hearn, 1985; Zelter & LeBaron, 1982). studies to date have 

not assessed this population of children for other emotions 

and behaviors that may occur in relation to stressful medical 

procedures, such as pre-existing fears and coping behaviors 

used during a painful experience~ 

The purpose of this study was to explore the 

relationship between the variables of medical fears, coping 

behaviors, and acute pain perception in children, ages 3 to 

15 years old, encountering a painful medical procedure. 

Findings from this· study should add to nursing's knowledge 

base of children's responses to painful medical procedures. 

Nurses need to know if children have pre-existing medical 

fears, how painful they perceive invasive medical procedures, 

and the variety of coping behaviors used in order to plan 

more pertinent interventions, i.e. pain management programs, 

psychological preparation for events. 



·CHAPTER II 
!,.• 

REVIEW OF THE LITERATURE 

This review focuses on the three concepts that were of 

importance to this study: (a) medical fears, (b) coping 

rbehaviors, and {c) acute pain. studies of children's general 

fears have been reported in the literature for several 

decades (Angelinoj Dollins, & Mech, 1956; Astin, 1977; 

Croake, 1969; Jersild & Holmes, 1935; Yanni, 1982). However, 

very little empirical information is contained in the 

literature in regard_to one category of children's fears, 

medical fears. 

Coping behaviors that occur as a part of the coping 

process have been examined in children during hospitalization 

(Caty, Ellerton, & Richie, 1984; Deeken, 1986; Savedra & 

Tesler, 1981; Youssef, 1981), in the out-patient arena 

(Hyson, 1983), and in the dental setting (Curry & Russ, 

1985). However, studies of coping behaviors in children with 

cancer are not.discussed in the literature. 

"There is little research related to children's 

perception of acute pain or responses to acute pain. Pain 

assessment of any nature in children is difficult due to the 

subjective nature of pain, the many factors that may 

influence this sensory experience, and the sparse 
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availability of reliable and valid assessment tools {Jeans, 

1983; Katz, Kellerman, & Siegel, 1980; Lavigne, Schulein, & 

Hahn, 1986-; McGrath, 1986; Stevens,' Hunsberger, & . Browne, 

1987). 

Medical Fears 

6 

Fear has been defined as the "usually unpieasant feeling 

that arises as a normal response to ·:realistic-danger" {Marks, 

1987, p. 5). At -this point it is.important to note the 

difference between the concepts of fear and anxiety, which 

are often used interchangeably in the literature. Anxiety is 

"an emotion similar to fear, but arising without any 

objective source of danger" {Marks, 1987, p. 5). Medical 

fears was defined by Steward and Steward (1981) as fears 

arising from "any experience that involves medical personnel,· 

or procedures involved in the process of evaluating or 

modifying health status in traditional health care settings" 

{p. 70). 

Studies of children's fears have generally focused on 

the type of fears reported by children and the occurrence of 

these fears within certain age groups. As children grow 

older, they generally exhibit a decrease in fearfulness 

{Bauer, 1976; Miller, 1979). However, it has been 

hypothesized that a decrease in fears across age·groups may 

actually be a decrease in expression of fears as opposed to 

an actual decrease in experienced fears. As children grow 

older, they may utilize more control over the way they 
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exhibit fear (Winer, 1982). Also the intensity of certain 

fears vary according to the child's age (Bauer, 1976; Croake, 

1969; Miller, 1979). Researchers generally describe 

children's fears in categories of political, supernatural, 

home, and personnel fears (Miller, 1979). Very little 

knowledge exists regarding children's fears in relation to 

health care experiences. 

Astin (1977) compared the .self-reported fears of 25 

hospitalized children and 26 nonhospitalized children between 

the ages of 10 to 12. Fears were identified through 

completion of a checklist consisting of 71 items comprising 

11 categories as developed and. revised by Croake in his 

research of children's fears. Hospitalized children's most 

frequently reported fears were ranked in the categories of 

political, natural phenomena, ecological, and home. Non

hospitalized children's reported fears were ranked in the 

categories of natural phenomena, ecological,. political, ~nd 

safety. In regard to fear intensity, hospitalized children 

had more intense fears than non-hospitalized children~ 

In a study by Timmerman (1983), the fears of' 16 

children, from 10 to 12 years of age, having surgery for the 

first time were assessed. An interview method was utilized 

post-operatively to determine fears. The most· common 

categories of preoperative fears reported were loss of 

control, the unknown, injections, and pain or discomfort. 
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The self~reported medical fears of 20 school-ag.e 

children (5-8 years old) hospitalized for minor surgic-al 

procedures was examined by Wallom (1987) during a study 

testing the effects of hospital prep~ration on anxiety and 

fear levels. The _chi:ldren were'dlvided into.two groups, a 

control group and a·treatment group. The Child Medical Fear 

Scale (Broome, Hellier,_ Wils~n, Dale, & Glanville, 1988) was 

utilized to assess medical fears in both groupsbefore and 

after_ ·a preparatory· interventie>n bY., tqe ·researcher. The mean 
. . 

scores for both ·:groups -indicated· that the children had· 

moderately low fear levels both before and after the 

preparatory intervention. 

Broome and Hellier (1987) explored the self-reported 

medical fears of 84 well school-age children (5-11 years 

old) • The mean sc.ores on the Child Medical Fear Scale 

indicated a moderately low level of-fear of medical 

experiences across all age groups. Relationships between 

medical fears scores and certain sociodemographic data were 

also analyzed. Female children_tended to report higher 

l-evels of fear than males and children who had a sibling 

previously hospitalized reported higher levels of fear than 

children who had not previously had a sibling hospitalized. 

The relationship between children's fears and behavior 

during a painful·event has been explored by Broome (1986). A 

sample of 128 children_aged 4 to 7 years were interviewed and 

observed in a health screening clinic. Children who are-



higher in fear levels demonstrated-more negativ~ behaviors 

during both a low stress interview situation and an 

immunization. 

9 

There are few.instrumen'fs available for measuring 

children's fears o.f medical experiences. The four 

instruments most.frequently reported.in the literature are 

(a) the Medical Fears.Subscale of the Fear Survey Schedule 

for Children (FSS-FC) (Scherer & Nakamura, 1968); (b) the 

Hospital Fear Questionnaire (HRQ) (Melamed, Meyer, Gee, & 

Soul~,. 1976~; (c) the ~ospit6l.Fear Sqale (HFS) (Roberts, 

Wurtele, Boone,·Glnter, & Elkins, 1981); and (d) the Child 

Medical Fear Scal·e .(CMFS) (Broome et al., 1988). The first 

three instruments are'short, ranging in_length from 8 to 16 

items, and there is a possibility that they may not contain 

all the fears that children may have in relation to medical 

events. Secondly, these three instruments were developed and 

used without initial psychometric testing or subsequent 

reports of reliability and validity. Third, in most studies 

the.first three instruments have not differentiated between 

the concepts of fear and anxiety (Broome et al., 1988) •. 

The last scale listed above, CMFS, has severa·l st.rengths 

in comparison to the other scales. First, the CMFS has 29 

items that measure a variety of. concerns and fears related to 

illness and medical events.· Secondly, it was generated 

empirically rather than from the literature. One hundred and 

forty-six school-age children were interviewed about their 
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fears of experiences related to health care in order to 

generate items to measure children's fears. Third, there is 

a detailed description in the literature of its development 

and testing, along with initial estimates of reliability and 

validity (Broome et al., 1988; Broome & Hellier, 1987). 

Finally, the authors of the CMFS made a clear distinction 

between the concepts of fear and anxiety in the development 

of the tool. The CMFS is described in detail in the measures 

section of this paper. 

In summary, studies of children's fears have assessed 

the type of general fears reported by children and the 

occurrence of fears within various age groups. Self-reported 

medical fears in two populations of children, well children 

and children with minor illnesses, were reported as 

moderately low in the majority of the subjects (Broome & 

Hellier, 1987; Wallom, 1987). At present, there are few 

instruments available for measuring children's medical fears. 

Coping Behaviors 

The concept of coping has been explored and utilized 

extensively by Lazarus and his colleagues (Lazarus,. Averill, 

& Opton, 1974; Lazarus & Folkman, 1984; Lazarus & Lanier, 
( 

1978; Monat & Lazarus, 1977; Roskies & Lazarus, 1981). 

Lazarus and Folkman (1984) defined coping as "constantly 

changing cognitive and behavioral efforts to manage specific 

external and/or internal demands that are appraised as taxing 

or exceedin9 the resources of the person" (p. 141). In this 
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definition coping is a process concerned with what a person 

"actually thinks or does in a specific context, and with 

changes in these thoughts and actions across encounters or as 

an encounter unfolds" (p. 17S) •. 

Murphy and Moriarity (1976) made an extensive study o.f 

coping in children. Murphy (1962) defined coping as a 

process, "a matter of strategy, of flexible management of 

different devices for dealing with challenges from the 

environment" (p. 273). Coping behaviors were classified in 

two categories: (a) Coping I, which is oriented toward the 

self and attempts to maintain internal integration and 

emotions, and (b) Coping II, which is oriented toward the 

environment and involves efforts to deal with environmental 

stressors. Murphy and Moriarity (1976) devised the 

Comprehensive Coping Inventory consisting of over 600 items 

based on hundreds of observations of 32 children beginning at 

preschool age~ The inventory contains numerous behaviors 

utilized by children ·under stress and thus contributes to 

understanding the coping process of children. However, due 

to its length, this tool is impractical for making clinical 

assessments or evaluations. 

Two other instruments have been developed based on the 

work of Murphy and Moriarity (1976) to assess children's 

coping behaviors. Zeitlin (1980) designed an index to· 

measure adaptive behavior and to indicate coping styles. 

However, Zeitlin's instrument measured coping as a trait 
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rather than a process. This made the instrument inappropriate 

for use in measuring changes in thoughts and actions ac+oss 

situations or as a situation unfolds. 

Rose (1972) operationalfzed Murphy and Moriarity's 

definition of coping as·a process and formulated an 

assessment tool that categorized children's behaviors (.cited 

in Savedra & Tessler,. 1981). The .categories were based on 

levels· of involvement·_ in th~ .. qoping process. The categories 

were (a) inactive, (b) precoping or orienting, (c) 

cooperation, (d)_ res~sting, ana (e) attempts to control 

(Savedra & Tesler, 1981). Rose (1972) _utiliz.ed these 

categories for coding observation~! data when,she studied the 

effects of ho~pitalizatiori ~n t~e ·b~havior of 14 children 

from 18 months to 7 years of:age. All of the children 

increased in precoping behaviors while in the hospital., and 

13 out of 14 children reverted to their pre-hospitalization 

behavior or changed in a positive direction following 

discharge. 

Several investigators have utilized a revised form of 

Rose's coping assessment tool to study coping behaviors in 

children. Savedra. & Tesler (1981) used a revised .form of 

Rose's tool to study the coping behaviors of hospitalized 

school-age children. The subjects were 33 children from 6 to 

12 years of. age .·who were hospitalized for elective 

surgery. The children's predominant coping behavior before 

surgery was pre-co.ping or orienting and all children, except 



one, demonstrated attempting to control behaviors post

surgery. 
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Three graduate students have unpublished masters' theses 

in which they employed an adapted version of Rose's coping 

assessment tool in their studies. Bishop (1976), cited in 

Savedra and Tesler (1981), examined coping behaviors in 19 

children, ·who ranged in age from 2 to 5 years. For purposes 

of study, the children were divided into two groups. One 

group consisted of children whom had had corrective cleft 

palate and lip repairs and were being evaluated for speech or 

dental problems. The other group was a normal control group. 

No differences were observed between the two groups •. 

Children were more frequently observed as using pre-coping or 

attempting to control behaviors. 

stewart (1978), cited in Savedra and Tesler (1981), 

studied 11 children between the ages of 2 and 7 hospitalized 

for medical conditions. She explored how coping behaviors 

were influenced by (a) treatment and nontreatment conditions, 

(b) the presence of an interactor, and (c) the presence of 

peripheral people. During treatment, the predominant type of 

coping behavior observed was cooperating behavior and during 

nontreatment, attempting to control behaviors dominated. Pre

coping behaviors decreased and resistive and cooperating 

behaviors increased with parental presence. When a health 

care professional was present, precoping behaviors increased 

and attempting to control behaviors decreased. 
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Deeken (1986) utilized a revised form of Rose's coping 

assessment tool to examine the relationship between coping 

behaviors used by 17 .school-age children during a stressful 

event (preoperative injections) in the hospital and 

subsequent behavior changes after discharge. There were no 

significant differences found in children's 

posthospitalization behavior· scores. However, analysis of 

coping patterns before, during, and after the preoperative 

injections did reveal some interesting trends. Most of the 

children were found to behav~ in active ways prior to 

injections. At the time of injections, both active and 

passive coping behaviors occurred. Immediately after 

injections, most of the children demonstrated passive 

behaviors. 

Coping in hospitalized children has also been assessed 

by Caty, Ellerton, & Richie (1984). Based on the Lazarus 

(1980) stress and coping paradigm, an in-depth analysis of 39 

studies was completed to categorize coping strategies. The 

authors changed Lazarus• four category system to three major 

categories in order to assure that the categories would be 

mutually exclusive and representative of young children's 

behaviors. The three categories were (a) Information-Exchange 

Dimension, (b) Action/Inaction Dimension, and (c). 

Intrapsychic Dimension. The authors found that the majority 

of behaviors in the younger children were represented in the 

Action/Inaction category. As the children's age increased, 
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there were more behaviors in_the Information-Exchange 

category._ Several problems encountered in the utilization of 

the instrument we.re noted by the authors, such as difficulty 

in differentiating some behaviors and the need to clarify 

some of the subcategory definitions-in the Action/Inaction 

Dimension. 

The coping behaviors of_10 school-aged children 

hospitalized for cardiac catheterization were observed by 

Youssef (1981). Orienting behaviors were predominant during 

admission, echocardiogram, and catheterization. Self

supporting behaviors were common during the echocardiogram 

and seeking support from others was cominon during the 

catheterization. Avoidance and loss of control behaviors 

occurred more frequently during catheterization than- during 

any other period .. 

In the· outpatient setting~' Hyson (198-3) examined coping 

behaviors in 48 chilqren, ranging in age from 6 to 60 months, 

before, during, .and after examination by. a. physician. Three 

categories of behaviors were explored (a) information~ 
·:: 

seeking, (b) c·om~ort~seeking, (iDd . ("c.) autonomy. Information~ 

se-eking behaviors· were_ more common among children of all ages 

in the pre-examination period. Beginning with the period of· 

the.examination, autonomy behaviors were more frequently 

observed. Autonomy behaviors were further divided into 

instrumental behaviors and expressive behaviors. 

Ins.trumental behaviors were more predominant· in the period 
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prior to the examination and expressive behaviors were more 

common during the examination. 

A study by Curry and Russ (1985) was performed to 

identify cognitive and behavioral coping strategies in 

children undergoing stressful dental treatment. Based upon 

the literature and upon exploratory data, the authors 

developed a Behavioral Coping Observation Scale and a 

Cognitive Coping Interview. They administered these two 

tools to 30 children# 8-10 years of age, visiting the 

dentist. All children made some effort to cope. Every child 

utilized at least two cognitive coping responses and one 

behavioral coping response. The average child utilized a 

variety of coping strategies. 

children's self-reports of stressful experiences and 

coping efforts was examined by Wertlieb, Weigel, & Feidstein 

(1987)~ The Child Stress Inventory was utilized with 176 

school-age children from. families in a large health 

maintenance organization. The children in the study reported 

using a wide range of coping strategies. The most prevalent 

strategies were those with a focus on self, those oriented 

toward problem-solving rather than emotion-management, and 

those involving direct and overt action modes. 

In summary, several studies have been done to assess and 

categorize the coping behaviors of cnildren in several 

different situations. Most children utilize a variety of 

coping strategies or behaviors during a stressful 
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event (Curry & Russ, 1985; Wertlieb, Weigel, & Feldstein, 

1987). The most frequently observed coping behaviors 

manifested by children in stressful situations were (a) 

information gathering behaviors (Bishop, 1976; Caty, 

Ellerton, & Ritchie, 1984; Deeken, 1986; Hyson, 1983; Rose, 

1972; Savedra & Tesler, 1981; stewart, 1978; Youssef; 1981), 

(b) attempting to control behaviors (Bishop, 1976; Savedra & 

Tesler, 1981), and (c) cooperative behaviors (Deeken, 1986; 

Stewart, 1978). 

Acute Pain 

Pain has been described and defined by·several authors, 

clinicians, and researchers (Abu-Saad & Holzemer, 1981; 

Broome, Lillis, & Smith, in press; Carpenito, 1987; Lutz, 

1986; Melzack & Wall, 1982; Merseky & IASP subcommittee, 

1979; Schneider & Tarshis, 1980; Stevens et al., 1986; 

Tursky, Jammer, & Friedman, 1982; Young, 1978). Generally, 

definitions of pain are stated in terms of physiological 

processes, protective mechanisms, ·perceptual phenomena, 

and/or subjective experiences (Stevens et al., 1987). 

Sternbach (1968) defined pain as 11 (1) a personal, private 

sensation of hurt; (2) a harmful stimulus which signals 

current or impending tissue damage; and (3) a pattern of 

responses which operate to protect the organism from harm" 

(p. 12). McCaffery (1972) stated that pain is whatever the 

experiencing individual says it is and exists whenever that 

individual says it does. Merseky & IASP subcommittee (1979) 
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proposed that pain was "an unpleasant sensory and emotional 

experience associated with actual or potential tissue damage, 

or described in terms of such damage" (p. 250). However, for 

the young child who does not 'have the cognitive and verbal 

skills to communicate the pain phenomenon, these definitions 

may not be appropriate. 

Based on the duration of the painful experience, pain is 

generally divided into two broad categories: (a) acute pain 

and (b) chronic pain. According to Carpentio (1987), the 

time-course of acute pain is usually from one second to six 

months and it subsides when healing has occurred or the 

stimulus has been removed. Chronic pain can be persistent or 

intermittent and lasts for.more than six months. However, 

the author believes that this-time-course for acute pain i-n 

the present study is too long. Generally acute pain 

experienced during a procedure, such as a lumbar puncture or 

bone marrow aspiration, lasts from one second to several 

minute·s. 

There are three major components of an individual's pain 

experience: (a) the physiological component, which accounts 

for the sensation of pain, possibly related to tissue damage; 

(b) the psychological component, which attempts to explain 

the perception of the unpleasant sensation; and (c) the 

experiential component, which includes attributing meaning to 

the experience (Stevens et al., 1987). Within these 

components, factors such as developmental level, temperament, 
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fear levels, gender, culture, previous pain experiences, 

family relationships, and health care workers play a part in 

the chiid's perception of painful stimuli (Broome, 1985; 

Lutz, 1986; Stevens et al., 1987). 

The assessment of human pain is difficult. Since many 

factors such a~ physiological, social, and situational 

influences may modify pain perception, it makes it impossible 

to assess pain by measuring only the physical attributes of 

the noxious stimuli. Consequently, in order to measure pain 

accurately, ·the subjective experience of pain must be 

assessed (McGrath, 1986). 

Although numerous tools exist to measure pain perception 

in adults, most- of these rely on communication s-kills and 

cognitive abilities that most children have not mastered. 

Currently there.are few reliable and valid tools available 

for-assessing pain in children (Katz et al., 1980; Stevens et 

al., 1987). The assessment methods that are available 

include self-reports, projective techniques, behavioral 

observation, and physiological measures (Abu-saad & Holzemer, 

1981; Eland-, 1981; ~lennon & Weisz, 1978; LeBaron & Zeltzer, 

1984; McGrath, 1986; McGrath et al., 1985; Stevens et al., 

1987; Whaley & Wong, 1987). Each assessment_ method has both 

advantages and !'imitations. Most researchers advocate 

utilization of a_combination of me:thods to accurately_assess· 

the experience of pain in children (Abu-Saad & Holzemer, 

1981; LeBaron & _ Zel tzer, 1984; Stev·ens et al., 1987) • 
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Most children perceive pain to be negative. Ross and 

Ross (1984) interviewed 994 children, aged 5 to 12, whose 

experience ranged from being hospitalized only at birth to 

being hospitalized numerous times for serious chronic 

conditions. They found that most children thought of pain as 

"the worst thing that could happen" to them. These children 

described their pain graphically with such words as 

"pressing," "daggering," and "hammering." 

Savedra, Gibbons, Tesler, Ward, and Wegner (1982) 

conducted a study with 100 children in hospitals and 114 

children in church and private schools who were between 9 and 

12 years old to determine how they would describe pain. In 

this study, hospitalized children described pain as 

"sickening," "like a pinch," "uncomfortable," "horrible," and 

"tiring"· more frequently than non-hospitalized children. 

Non-hospitalized children described pain as "biting" more 

often than hospitalized children. Girls described pain as 

"sad," "miserable," and "like a hurt" more often than boys. 

Boys described pain as ·"cutting" more often than girls. 

Children's perception· and pain ratings of procedures and 

bodily symptoms was investigated in a sample of 150 

hospitalized children ages 3 to 18 (Wong & Baker, 1988). The 

most commonly reported painful events were venipunctures for 

obtaining blood, insertion of peripheral intravenous 

catheter, injections, stomach hurting, leg pain, removal of 

peripheral intravenous catheter, pain when moved, 
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postoperative pain, head pain and fingersticks. Bodily 

symptoms, such as postoperative pain, pain when moved, and 

leg pain, and procedures such as chest tube insertion, 

arterial puncture for blood gas specimen, subclavian line 

insertion, spinal taps, and bone marrow test were associated 

with the highest ratings of pain. T~e findings also 

suggested that (a) pain perception in children is 

individualized, with not all children universally perceiving. 

procedures as painful, and (b) children do not become 

accustomed to pain, which is consistent with the findings of 

Katz, Kellerman, and Siegel (1980). 

In a study by Zeltzer and LeBaron (1982), self-report 

measures of acute pain perception of 45 school-age oncology 

children were obtained. During the preinterven~ion rating~ 

of pain, bone marrow aspiration pain was rated significantly 

higher than lumbar puncture pain. 

In summary, researchers and clinicians in a variety of 

disciplines have attempted to define and describe pain. 

Acute pain is a type of pain that can last from one second to 

six months (Carpenito, 1987). The measurement of acute pain 

in children.is difficult. However, several different types 

of tools do exist for pediatric pain measurement including 

self-reports, projective techniques, ·behavioral observation, 

and physiological measures. Procedur~s producing acute pain 

suqh as chest tube· insertion, arterial· puncture for blood gas 

specimen, subclavian line inse;rtion, lumbar punctures, and 
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bone marrow aspirations have been associated with the highest 

ratings of pain (Wong & Baker, 1988). 

Summary 

Little information is contained in the literature 

regarding the responses of children with cancer to painful 

medical procedures. Studies of children's medical fears have 

focused on well children and ch-ildren hospitalized for minor 

illnesses. Coping behaviors have been examined in children in 

the hospital setting, in the outpatient setting, and in the 

dental setting, yet none of those focus on children diagnosed 

with cancer. Acute pain perception ratings by children with 

cancer have been reported in the literature (Zeltzer & 

LeBaron, 1982). studies assessing the relationship between 

these three variables, medical fears, coping behaviors, and 

acute pain perception in children with cancer are not 

discussed in the literature. Thus, findings regarding these 

three variables should be of interest to nurses and other 

health care professionals who plan and provide care for 

children with cancer. 



Chapter III 

THE STUDY PROBLEM 

Conceptual Framework 

Lazarus and Folkman's (1984) stress, appra·isal, and 

coping framework was adapted to form the framework for the 

pre$ent study. The concepts of fear and pain were 

incorporated into Lazarus and Folkman •·s framework for 

purposes of this study. 

Lazarus and Folkman define psychological stress as "a 

particular relationship between the person and the 

environment that is appraised by the person as taxing or 

exceeding his or her resources and endangering hfs or her 

well-being" (p. 19). · In this study, the aspect of the 

environment that forms a "particular relationship" with the 

phildren and has the potential for being a psycho~og:lcal 

stress is the painful medical procedure. The children in 

this study must cognitively appraise the painful medical 

proceaure with respect to its significance for their well

being. 

According to Lazarus and Folkman,· th,ere are two major 

forms of appraisa~ that .occur in this process: primary 

appraisal and secondary appraisal. During primary appraisal 

the children have to determine whether the painful medical 

23 
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procedure is irrelevant, benign-positive, or stressful. Of 

particular significance to this study are those appraisals 

that are judged as stressful. In Lazarus and Folkman's 

model, stressful appraisals include encounters involving 

harm/loss, threat, or challenge. 

During the primary appraisal there are person factors 

and situation factors that influence how the potential 

psychological stress is appraised (Lazarus· & Folkman, _1984). 

For the children in this study, person factors include 

beliefs, fears, developmental level, and experience. 

Situation factors include situational demands and 

constraints, resources, ambiguity of harm, imminence o.f harm., 

'and pain-producing stimulus. 

It was assumed that children in this study would 

appraise the painful medical procedure as stressful due to 

the influence of two predominant factors, fear-and pain. 

First, some of the children who had pre-existing fears of 

medical events, equipm~nt or·personnel may have transferred 

those fears to this situation and thus, viewed the present 

situation as stressful. Other children may have focused on 

the fear and pain associated with a needle. The stress

provoking and fear~provoking nature of needles in the health 

care setting for children is discussed in the literature 

(Broome, 1986; Fassler, 1985; Fassler & Wallace, 1982; Lewis, 

~978; Menke, 1981). One of the reasons children tend to fear 

needles in the health care setting is due to the pain they 
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often experience· during and after an injection is 

administered. 

In the Lazarus and Folkman model, the secondary 

appraisal is a judgment concerning what might and can be done 

in a stressful situation. ·It should be noted that the 

terminology, "primary" and "secondary" does not denote that 

one form of. appraisal is more· important than the other or 

that one form of appraisal precedes the other in time. 

When the encounter is appraised as stressful and the 

usual behavioral responses are determined to be insufficient 

to meet the demands of dealing with the threat, Lazarus and 

Folkman state that the person must utilize coping strategies. 

Coping is defined as "constantly changing cognitive and 

behavioral efforts to manage specific external and/or 

internal demands that are appraised as taxing or exceeding 

the resources of the person" (Lazarus & Folkman, 1984, p. 

141). 

Thus, in this study, children who appraise this 

situation as stressful will also make a secondary appraisal 

regarding what might and can be done about the situation. It 

is assumed that most of the children will determine that 

their usual behavioral responses to life situations will be 
I 

inadequate and that they will need to utilize coping 

strategies. In accordance with Lazarus and Folkman's model, 

coping·will be viewed as a-shifting process in which the 

children will change coping behaviors and thoughts as the 
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painful medical procedure unfolds and as the status of the 

child-environment relationship changes. The painful medical 

procedure will be divided into several phases in order to 

observe how children's coping behaviors change as appraisals 

and reappraisals are made before, during, and after the 

painful medical procedure. Also, by defining coping as 

"efforts to manage" allows the children to utilize any type 

of coping thoughts and behaviors during the process, 

regardless of whether or not they are effective in helping 

the children with mastery of the situation. The children's 

coping thoughts and behaviors may assist them to manage the 

stressful situation by minimizing, avoiding, or accepting the 

fear and/or pain present. 

The utmost importance of appraisal and coping processes 

is that they affect adaptational outcomes. According to 

Lazarus and Folkman (1984), there are three types of 

outcomes: (a) social functioning, (b) morale or life 

satisfaction, and (c) somatic health. There are numerous 

ways that appraisal and coping processes can influence these 

adaptational outcomes, both in the short-term and long~term. 

However, this study does not focus on that portion of Lazarus 

and Folkman's model. 

Variables and Operational Definitions 

Medical Fears 

Fear is an unpleasant feeling that occurs as a normal 

response to a perceived danger (Marks, 1987). Medical fears 
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are fears that result from experiences with medical personnel 

or interventions involved in evaluation or treatment in the 

health care setting. (Steward· & Steward, 1981). In this study 

medical fears are defined as feelings of "being afraid" of 

certain medically-related persons, places, events, and/or 

equipment that are perceived as a threat and that can be 

identified and communicated on a self-report tool, the Child 

Medical Fear Scale. 

Coping Behaviors 

Coping behaviors are defined as actions that are 

necessary to manage specific demands that are appraised as 

taxing or exceeding the child's resources (Lazarus & Folkman, 

1984). In this study, coping behaviors are observed actions 

of the child who is experiencing a painful medical procedure 

appraised as stressful. The painful medical procedure was 

either a lumbar puncture or a bone marrow aspiration. The 

painful medical procedure was divided into five phases in 

order to facilitate observation of behaviors. Observed 

behaviors are categorized according to the classification 

listed in the revised version of Rose's assessment tool. 

Acute Pain 

Pain is "(1) a personal, private sensation of hurt; (2) 

a harmful stimulus which signals current or impending tissue 

damage; and (3) a pattern of responses which operate to 

protect the _organism from harm" (Sternbach, 1968, p. 12). 

For the purposes of this study, acute pain is a sharp, 
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unpleasant sensation of hurt, lasting in duration from one 

second t·o several minutes, that a child can communicate to 

others on the interval rating scale, the Baker-Wqng faces 

scale. The scale shows very_happy to very sad faces that ean 

correlate with the amount of "hurt" that a child perceives 

he/she experienced. 

Research·Questions 

This study investigated the following research 

questions: 

Research Question 1 

Do children with cancer differ in medical fear levels 

from ·well children? 

Research Question 2 

How do children with cancer rate the amount of pain 

·experienced during the painful medical procedure? 

Research Question 3 

What are the predominant coping behaviors observed 

before, during and after the painful medical procedure? 

Research Question 4 

Do.children tend to use the same coping behaviors 

·throughout the en~ire painful medical procedure? 

Research Question 5 

What is the relationship between certain types of coping 

behaviors and reported medical fear scores? 
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Research Question 6 

What is the relationship between certain types of coping 

behaviors and acute pain. perception? 

Research Question 7 

What is the relationship between reported medical fear 

scores and acute pain perception? 



Des ian 

CHAPTER IV 

METHODOLOGY 

This present study is part of a larger quasi

experimental project investigating the use of a pain 

management program (Broome, Lillis, Wilson, & Bates, 1988). 

The larger study will examine how children's medical fears, 

behavior, and pain perception, and parents' state anxiety and 

behavior ch~nge after instruction in pain management 

techniques (see Appendix A). The study design uses a one 

group within subjects repeated measures design. This type of 

.design uses subjects themselves as controls and exposes them 

to more than one condition or treatment (Polit & Hungler, 

1983). The children and their parents will be followed for 

approximately 6 months. The first clinic visit is utilized 

for baseline measures prior to the implementation of the pain 

management program. During the next two clinic visits in 

which a child experiences a painful procedure, the 

effectiveness of the pain management program will be 

assessed. The present study will assess children during the 

first·clinic visit when baseline measures are obtained. 

30 
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Subjects 

The subjects in this study consisted of children who 

were (a) undergoing treatment for cancer in a southeastern 

pediatric hematology/oncology out-patient clinic between 

March and June, 1988 and (b) enrolled in a pain management 

research project. The subjects• treatment for cancer 

involved repeated exposure to a painful medical procedure, 

either lumbar punctures or bone marrow aspirations. 

Participation in the study was contingent on the children's 

assentjconsent and on the parents• or legal guardians' 

consent. 

A total of seventeen children participated in this 

study. All seventeen o·f the subjects experienced the· lumbar 

puncture as the painful medical procedure, since none of the 

children in this study experienced a bone marrow aspiration 

during the months of data collection. There were fourteen 

boys and three girls. Ages of.the subjects ranged from 3 to 

15 years old with a mean age of 6.6 years. Seven children 

were preschoolers between the ages of 3 to 5. Nine children 

were school-age between the ages of 6 to 12. One child was an 

adolescent. Of the seventeen children, twelve were Caucasian 

and five were Black. 

Three families reported ·an annual income of less than 

$10,000, four families reported annual incomes between 

$10,000 and ·$19,999, and five families reported annual 

incomes between $20,000 and $29,999. One annual family 
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income was reported in each of the three remaining 

categories: $30,000 to $39,999; $40,000 to $49,999; and 

$50,000 or more. Two families did not report annual incomes. 

Data on ·parent or legal guardian's age, education level 

and occupation were also collected. Mothers' ages ranged 

from 19 to 49 years., with a mean of 33, a median of 31 and a 

mode of 29. Fathers' ages ranged from 25 to 45 years, with a 

mean of 34 and median 32. 

Two mothers had completed eighth grade; ·three mothers 

had attended, but had not completed high school; and an 

additional eight mothers had completed high school. Three 

mothers completed college and one mother was in graduate 

school. The fathers' education levels varied slightly from 

the mothers•. One father attended high school, but did not 

complete it, and ten fathers completed high school. Two 

fathers completed college and one father completed graduate 

school. Three fathers' education levels were not reported. 

Information about parents• occupations were obtained and 

categorized as follows. Three mothers were unemployed, five 
' 

were housewives, six were blue collar workers, and two were 

white collar workers. One mother's occupation was not 

reported. One father was in the military, seven were blue 

collar workers, two were white collar workers, and one was a 

professional. Six fathers' occupations were not reported. 
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Procedure 

Permission for the study to be conducted at a tertiary 

medical center pediatric hematology/oncology clinic in the 

southeastern United States was obtained from the 

institution's Human Assurance Committee. After permission to 

conduct the study was granted by the Human Assurance 

Committee, the research project began. 

Children who were receiving treatment for cancer at the 

hematology/oncology clinic and their parents were approached. 

The.study was explained and the parent was asked to sign a 

consent form (see Appendix B). Since this research proposal 

is part of a larger study on pediatric pain management for 

oncology patients, this investigator utilized the consent 

form developed f.or the larger study. ~lso children in this 

study 7 years and older were required to sign an assent form 

which explains the purpose of the study and states that they 

wish to participate (see Appendix C). Children under the age 

of 7 were offered an opportunity to sign the assent form. 

After the parent and·child gave consent/assent, the 

following procedure.related to the aims of this study was 

followed. First, the parent was asked to fill out the 

demographic data questionnaire (see Appendix D) and the child 

was asked to answer the questions on the Child Medical Fear 

Scale (see Appendix E). Next, the painful medical procedure, 

the lumbar puncture, was videotaped. Finally, the child was 

asked to utilize the Baker-Wong faces scale (see Appendix F.) 



to rate the amount of pain felt during the·painful medical 

procedure. At the end of the data collection period the. 

child's videotaped behavior during the lumbar puncture was 

rated according to Rose's coping assessment tool (see 

Appendix G) • 

Measures 
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The four tools that were utiliz~d to collect data in 

this study are described·, in order of administration·, in the 

ensuing section. 

Demographic Data Questionnaire: A demographic data 

questionnaire·was designed by the investigator to assess 

several of the independent variables that may have influenced. 

the results of this study. On the demographic data 

questionnaire the parents were asked to indicate.(a) the 

child's birth date, sex, race, and educational level;. (b) 

parents' ages, educational. levels, and occupations; and (c) 

family income (see Appendix D). Since .this ~ame demog~~phic 

data questionnaire was utilized in the larger study of pain 

management in children with cancer, a few of the questions 

relating to that study do not apply to the present study, 

i.e. previous experience with relaxation, breathing 

exe:tcise·s, and/ or imagery. 

Child Medical Fear Scale: The Child Medical Fear Scale 

(CMFS) (see Appendix E), developed by Broome, Hellier~ 

Wilson,· Dale, & Glanville (1988), was utilized to measure the 

variable of fears of medical experiences in the subjects. The 
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CMFS is a 29-item self-report measure of medical fears·. The 

children were asked to indicate whether or not they are at 

all, ·a little,. or a lot afraid of each of the items. The 

items were scored such that the response npt at all = 1 

point, a little = 2, and a lot = 3. .There~ore, the scale 

scores can range from .29 to 87 with low scores reflecting 

children who are low in their fearfulness of medical 

experiences. 

There are few tools available to measure children's 

fears. The CMFS was chosen instead of the more commonly used 

Hospital Fear Questionnaire (HFQ) (Melamed et al., 1976) 

because no current estimations of the reliability or validity 

of the HFQ could. be found in the literature. However, the 

development and testing of the CMFS are described in detail 

in the literature (Broome et al., 1988; Broome & Hellier, 

1987). 

During the development and testing of the CMFS, two 

studies were conducted. The first study was exploratory and 

involved interviewing 146 children. The interview explored 

child~en•s concerns and fears related to illness and the use 

of the health care system. The children ranged in age from 6 

to 11 years (M = 7.3). Concerns related to four areas 

emerged from analysis (a) their bodies, (b) interaction with 

health care professionals, (c) medical procedures, and (d) 

health environment. From these themes 28 items evolved. The 

second study involved psychometric testing of the CMFS. The 
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sample population consisted·· of 84 children ranging in age 

from 5 to 7 years (M = 7.2). The. reliability coefficient of 

-internal consistency using Cronbach's alpha was 0.93_for the 

total test. Each subscale was 'correlated with the other 

three at r = 0.85 or better (p < .001); hence, the subscale 

con_figur~tions were dropped. For the present study, the 

reliability coeffic:;::ient of internal consistency using 

Cronbach's alpha was 0.87. 

In the initial studies .-by Broome et al. , ·c 1988) , a 

coe-fficient of stability (test/retest) was obtained when 22 

children from the first testing of the CMFS. were randomly 

sampled to be reinterviewed two weeks after .the first 

administration. The retest coefficient was 0.84 indicating a 

high degree of stability. A measure of criterion validity 

was obtained when the Medical Fears Subscale of the Fear 

survey Schedule for Children (FSS-Fc)· (Scherer & Nakamura, 

1968) was administered concurrently with the CMFS to-26 

children in a subsample. The correlation coefficient 

calculated between the two measures-was r ~ 0.7f (p / .001) 
. ......... 

indicating a strong posi-tive ·relationship qnd-supporting the 

assumption that children who scored high on the FSS Medical 

Fear Subscale would also score high on the CMFS. 

Baker-Wonq.Faces Scale: The Baker~Wong faces scale 

(Wong & Whaley, 1986) (see Appendix F) was utilized to 

measure the amount of pain experienced during the painful 

medical procedure, the lumbar puncture. The Baker-Wong faces 



37 

scale consists of six round faces depicting very happy to 

very sad affect·. The first face is a very happy smiling f~ce 

and the last face is a very sad, tearful face. The faces ·in 

between show varying·degrees of sadness. Each child-was 

shown the scale a-nd told that each face is for a person who 

feels happy because he/she has no hurt (painr or sad because 

he/sh~ has some or a lot of hurt (pain).. The child was asked 

to choose ·the face that best described how he/she was 

feeling. For statistical analysis, th~ faces were assigned a 

numerical value fro~ 1 to 6, with 1 representing the face 

depicti~g -no pain and 6_representing ·the face depicting the 

greatest degree of pain possible. 

This scale was cnosen to assess p~in in children because 

it was found to be·preferred by children for assessing their 

pain when comp~red to o.ther scales such ·as the ·numeric scale, 

the· glasses scale, . the~· chips scale, · and the color sca:J.e (-Wong 
' . - . 

& Baker, 1988) ~ ··Measures. of validity and reliability have. 

not been reported on the Baker-Wong faces scale since it has 

been revised to its present format. 

Rose's Coping Assessment Tool:- The coping assessment 

tool utilized in this study _was created and revised by-Rose 

(cited in Savedra & Tesler, 1981) (see Appendix G). In this 

study, Rose's coping assessment tool was used for coding what 

types of copi'ng behaviors were observed in the subjects 

.during the videotaped lumbar punctu~e procedure. Since 

observed coping behaviors in most of the subjects changed 
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throughout the lumbar puncture procedure, this painful 
0 

medical procedure was divided into five phases. Phase 1, the 

pre-procedure phase, began when the child entered the 

treatment room and ended prior to cleansing of the lumbar 

puncture site. Phase 2, the cleansing phase, began with the 

cleansing of the lumbar puncture site and ended prior to the 

insertion of the needle to instill the numbing medication. 

Phase 3, the numbing phase, began with the insertion of the 

needle to instill the numbing medication and ended prior to 

the insertion of the needle for the lumbar puncture. Phase 4, 

the LP phase, began with the insertion of the lumbar puncture 

needle and ended when the lumbar puncture needle was removed. 

Phase 5, the post-procedure phase, was the time period 

immediately following the removal of the lumbar puncture 

needle and ended when the child left the treatment room. The 

predominantly observed coping behaviors in each of the five 

phases was determined for each subject and categorized 

according to Rose's coping assessment tool. 

Rose's coping assessment tool contains categories for 

coding observational data based on definitions of behaviors 

as levels of involvement in the coping process. Specific 

coping behaviors or actions have been categorized by Rose as 

follows (cited in Savedra & Tesler, 1981): 

1. Inactive: The child is silent and .non~ 

participating. He/she may be sitting or lying 
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motionless exhibiting a blank facial expression, 

distant staring behavior, or apathy. 
I • --

2. Precoping or orienting: The child attempts to 

familiarize himself/herself with the environment. 

The behavior exhib~ted may be non-verbal and 

non-mobile, such as looking and listening .for . 

information; mobile, such as manipulating and 

exploring;. verbal, .such as asking questions; or-any 

combination of these behaviors. 

3. Active .coping: Ac'tive coping is a p1;ocess by 

which the child- deals with stressful, threatening, 

or challenging encounters by: 

a. Attempts .to control: The_child verbally or 

rionverbally displays behaviors indicating that 

he/she is offering, expressing, or suggesting· 

input •' The child acts autonomously. 

b. Cooperates: The child-exhibits behaviors 

indicating. that hejshe complies-, allows, or accepts 

the ~ituation~ The child offers no resistance to 

someone doing something to him/her. The child may 

also display behaviors indicating that he/she is 

complimenting, rewarding, or thanking the person 

doing something to him/her. 

c. Resists: The child is withdrawing, leaning, 

stepping, or turning away from the· situation 

because it is undesirable. 



d. Suspends: The child physically or verbally 

manages the stress by sensory withdrawal. The 

child avoids the situation. 
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e. Ignores: The child does not respond to any 

requests, offers or resources. - The child continues 

hisjher current activity ignoring any person who is 

attempting interaction. The child's ignoring 

behavior appears to be-de~iberate rather than 

because the stimulus is not perceived. 

f. Negates: The child exhibits behaviors 

indicating that he/she rejects, denies, or 

_disagrees .. with the situa~ion. The child may reject 

the situation by shaking hisjher head, saying "no," 

or by pushing the stressor away. 

q. Attacks: The child attempts to or actually 

displays behaviors indicating physical attack, such 

·as hitting 1 kicking, biting or verbal attack, such 

as screaming or cursing. 

Interrater reliability of Rose's coping assessment tool 

was reported by Savedra and Tesler (1981) to be 0.90 and 0.92 

among three research assistants. Content validity of this 

tool was not addressed by Savedra and Tesler, but is assumed 

because of its conceptual basis in the work of Murphy. 

Research studies utilizing Rose's coping assessment tool were 

discussed previously in the review of literature section of 

this paper. 
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Interrater reliability of Rose's coping assessment tool 

for the present study was determined by having the author and 

a research assistant watch the videotapes of the children 

experiencing the painful medical procedure and independently 

rate the coping behaviors exhibited. The research assistant 

was trained by the author who provided verbal and written 

instruction regarding Rose's coping assessment_ tool. Also, 

during training the author and research assistant viewed 

three videotapes of children undergoing a lumbar puncture 

procedure and simultaneously rated their coping behavior. The 

interrater reliability was calculated using the Heinicke 
percent agree 

formula percent agree + disagree and was found to be 0.89. 



CHAPTER V 

RESULTS 

Data obtain~d iri this study were analyzed to answer -the 

seven proposed research questions_ •. A t-test was used to 

determine if there was a significant. difference between the 

mean medical fear scores of the cancer children in this study 

and a group of well children (Broome & Hellier, 1987). 

Percentiles were calc.ulated for the Baker-Wong faces scale to 

assess acute pain perception. Frequencies of coping behaviors 

were calculated to determine the predominant coping behaviors 

in each phase of the painful medical procedure. Coping 

behaviors were also categorized as active or passive and 

frequencies were calculated in each phase. The tendency of 

children to utilize the same coping behavior over the five 

phases ·of the painful medical procedure was examined by 

cal·culating percentiles of children who exhibited only active 

coping behaviors or only passive coping behaviors. A Kruskal

Wallis one-way ANOVA was performed to determine if there was 

a significant difference in children's coping behaviors and 

their medical fear reports and acute pain perception. 

Finally, a Pearson Product-Moment Correlation was performed 

to determine if there was a relationship between medical fear 

levels and acute pain perception. 

42 
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Research Question 1: Do children with cancer differ in 

medical fear levels from well children? 

Thirteen of the 17 subjects completed the CMFS. Four 

subjects did not complete the CMFS due to their inability to 

understand the questions. The total score for the CMFS can 

range from 29 to 87. The children's scores in this study 

ranged from 29 to 59 with a mean score of 43.9 and a standard 

deviation of 10.5. This mean score was slightly lower than a 

group of well school-age children's reported medical fear 

scores (Broome & Hellier, 1987). No significant difference 

was found between the mean fear level scores of the cancer 

children in this study and the group of well children in 

Broome & Hellier's study (see Table 1). 

Table 1 

Medical Fear Scores of Cancer Children and Well Children 

Group of Children 

Cancer Children 

Well Children 

M 

43.9 

48.8 

SD 

10.5 

13.1 

t 

1.27 

p 

')>.05 

Research Question 2: How do children with cancer·rate 

the amount of pain experienced during the painful 

medical procedure? 

Sixteen out of the 17 subjects completed the Baker-Wong 

faces scale. Nine children ·chose Face #6 (56%), depicting 

the greatest degree of perceived pain on the scale. Face #5 

J. 
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was chosen by three children (18%). Face #3 was chosen by two 

children (13%). Face #2 was chosen by two children (13%). 

Faces #1 and #4 were not chosen by any of the children. 

Seventy-four percent of the children chose a face depicting 

moderate (Face #5) to gross (Face #6) lev~ls of pain. The 

mean score was 4.9 with a standard deviation of 1.5. 

Research Question 3: ·what are the predominant coping 

behaviors observed before, during, and after the 

painful medical procedure? 

The types of coping behaviors observed varied within 

each phase (see Figure 1). During Phase 1 (pre-procedure 

phase), cooperative behaviors were most frequently observed 

(29%), followed by attacking behaviors (18%). In Phase 2 

(cleansing phase), both suspending and attacking behaviors 

were most frequently observed (23.5% each). In· Phase 3 

(numbing phase), the frequency of attacking behaviors 

increased (47%) and along with suspending behaviors (29%). 
I 

During Phase 4 (LP phase), suspending behaviors dominated 

again (23.5%) even though the occurrence decreased slightly, 

wi~h inactive, cooperative, and attacking behaviors occurring 

the second most frequently (18% each). During the final 

phase (post-procedure), cooperative behaviors were again the 

most frequently observed behaviors (53%). It is important to 

note that these were the predominant behaviors manifested by 

each subject in each phase, not the only coping behaviors 

that occurred. 
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Behaviors were then grouped into larger categories of 

active or passive behaviors to det,ermine whether or not 

patterns of behaviors could be distinguished. The active 

behaviors category encompassed the behaviors of precoping, 

attempts to control, resists; negates, and attacks The 

passive behaviors category included the behaviors of 

inactive, cooperates, suspends, and ignores. These behaviors 

were grouped into their respective active or passive category 

based on the groupings by Deeken (1986), with one exception. 

In this study, resists was placed in the active category 

because the behavioral description of resistive behavior 

includes physical behaviors such as withdrawing, leaning, 

stepping or turning away from an undesirable situation. 

These types of physical behaviors require some degree of 

action. 

Both active and passive behaviors occurred in all five 

phases (see Figure 2). During Phase 1 (pre-procedure) eight 

children demonstrated active behaviors, (47%); in Phase 2 

(cleansing) the frequency of active behaviors increased to 

nine children (53%); in phase 3 (numbing) the frequency of 

active behaviors continu~d to increase to eleven children 

(65%); however, active behaviors decreased in the last two 

phases with six children (35%) in Phase 4 (LP) and four 

children (24%) in Phase 5 (post-procedure) demonstrating 

these behaviors. Passive behaviors occurred in the opposite 

direction. Passive behaviors began higher in Phase 1 with 
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nine children (53%) demonstrating these behaviors; during 

Phase 2, the occurrence of passive behaviors decreased-to· 

eight children (47%); the decrease of passive_behaviors 

continued in phase 3 with six children (35%) demonstrating 

these behaviors; however, in phase 4, passive behaviors 

increased with eleven children (65%) demonstrating these 

behaviors; and, in the final phase, the increase continued 

with thirteen children (76%) demonstrating passive behavior. 

Research Question 4: Do children tend to use the same 

coping behaviors throughout the entire painful medical 

procedure? 

The behaviors were again categorized as active or 

passive for a pattern to be discerned. Three of the children 

(17.6%) utilized only active coping behaviors during the fiv~ 

phases of the painful medical procedure. Three children 

(17.6%) utilized only passive behaviors throughout the entire 

painful medical procedure. Thus, a total of 6 children 

(35.2%) tended to utilize the same type of coping behaviors 

over the five phases. Eleven of the children (64.8%) utilized 

a combination of active and passive coping behaviors during 

the five phases. 

Research Question 5: What is the relationship between 

certain types of coping behaviors and reported medical 

fear scores? 

The Kruskal-Wallis one-way ANOVA was performed to assign 

ranks to the scores of children's coping behaviors and their 
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medical fear levels. No significant differences were noted 

in the ranking of any group of children's discrete coping 

behaviors (i.e. cooperative behaviors, suspending behaviors) 

and their medical fear levels. When the ranking of 

children's active or passive coping behaviors and their 

medical fear levels were analyzed, no significant differences 

were noted (see Table 2). 

Research Question 6: What is the relationship between 

certain types of coping behaviors and acute pain 

perception? 

The Kruskal-Wallis one-way Anova was performed to 

assign ranks to the scores of children's coping behaviors and 

their acute pain perception. No significant differences were 

noted in the ranking of any group of children's discrete 

coping behaviors (i.e. cooperative behaviors, suspending 

behaviors) and their acute pain perceptio~ ratings. When the 
\ 

ranking of children's active or passive coping behaviors and 

their acute pain perception ratings were analyzed, 

significant differences were noted in the first three phases 

of the painful medical procedure (see Table 3). Children who 

exhibited passive coping behaviors ranked significantly lower 

on their acute pain perception ratings during the pre-

procedure, cleansing, and numbing phases, indicating that 

they reported more pain than did children who utilized active 

coping behaviors. No significant differences were noted in 

the ranking of children's active or passive coping behaviors 



Table 2· 

. Comparison of .Children's Active or Passive Coping Behaviors and Their Medical Fear Repo·rts 

·Phase 1 
·A p 

. No. of Cci~es 4 9 

· ·.Mean Rank' . 9'.63 5.83 

x2 . "2.64 

p .103 

A - Active Coping Behaviors 

P- Passive· Coping Behaviors 

··Phase 2 
A p 

6 1. 

7.17 6.86 

.020. 

.· .. 885 

Phase 3 
A p 

6 7' 

8.00. 6.14 

~ ' - .740 . 

. 389 

Phase 4 
A p 

4 9 

6.50 .. 7.22 

.096 

.. 756 • 

Phase 5 · 
-A 

1 . 

12.00 

.018 

.893 

p 

12 

7.69 

01-
o. 

~~~)·. ' 



Ta.ble 3 

. . . 

Comparison of Children's Active. or Passive Coping Behaviors and Their Acute Pain Perception 

. No. of Cases 

Mean Rank 

·x2 

p 

Phase 1 
·A .. :- P 

6 10 .' . 

12:00 .•. ~ 6.40 .. 

6.36 

. 011 

A ~ Active Coping Behaviors 

. P - Passive Co'pi ng Behavrors · -

·Phase 2 
A. - p 

. '9 - 7 

11.06 - 5.21 -

. 7_:27-

.007 

Phase 3 Phase 4 
A -. p·- ·A- p 

9 7 6 . 10 

10.39 -6.07 - 9.17 - 8.10 

3.97 .231 . 

.046 .630 

Phase 5 
A_ p 

3 •,, c13, • 

12.00 7.69 

2.44 . 

- .117 

01 
....... 

/ 

;;·:~~ 

~ :;· .\ . 
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and their acute pain perception ratings during the last two 

phases of the medical event, the LP and the post-procedure 

phaseso 

Research Question 7: What is the relationship between 

reported medical fear scores and acute pain perception 

ratings? 

No significant relationship was found between medical· 

fear scores and acute pain perception ratings (r = -.19, p = 

.262). 



CHAPTER VI 

DISCUSSION 

The findings of this study can be summarized as follows: 

1. The majority of the children's scores on the CMFS 

indicated a moderately low level of fear of medical 

experiences. 

2. No significant differences were found between the 

medical fear reports of cancer children and well children. 

3. The majority of the children reported perceiving a 

great deal of pain during the painful medical procedure. 

4. When coping behaviors were categorized as active or 

passive, children tended to demonstrate predominantly passive 

behaviors during the pre-procedure, LP and post-procedure 

phases. During the cleansing and numbing phases, coping 

behaviors were predominantly active. 

5. Over half of the children utilized a combination of 

active and passive behaviors.across the five phases of the 

painful medical procedure~ 

6. There were no significant differences found between 

the mean medical fear scores of children who exhibited active 

or passive coping behaviors. 

53 



54 

7. Children who exhibited passive .-coping behaviors 
. . 

reported significantly ·mo.re pain during the p:rocedure than 

children who exhibited active coping behaviors .• 

8. No significant relationship was found between reports 

of medical fear leve·ls and acute pain perception. 

Medical Fears 

It might be expected that children with. cancer who are 

subjected to numerous pain~ul and stressful medical 

procedures would report a high-level of fear of medical 

experiences. However~ this premise was not supported in this 

study. The children in this study reported a moderately low 

level of medical fears. Currently, there is lack of 

sufficient data on acutely or chronically ill ~hildren1 s 

reported medical fears for comparison. However, comparing 

these findings to reports of well-children's medical fears 

reveals a striking similarity. Broome and Hellier (1987) 

found that well children reported a moderately low level of 

medical fears on the CMFS.- In addition, Broome (1986), 

utilizing a shorter version of the CMFS, also found that well 

children,. ages 4-7' receiving immunizations reported 

moderately low levels of medical fears. 

Numerous variables could have influenced the childrenis 

reports of medical fears in this study. First, the sample 

consisted predominantly of male subjects. ·The addition of 

more females to the sample population may have.changed the 

mean fear levels. Broome and Hellier (1987) found in their 
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study of well children that females tended to report higher 

fear levels than males. 

Secondly, the timing and location of the administration 

of the CMFS may have influenced the results. The CMFS was 

administe~ed to the children anywhere from 30 minutes to 3-4 

hours before the occurrence of the painful medical procedure 

and was administered in the playroom or waiting room. The 

playroom and the waiting room contain toys, magazines, and 

videos to entertain the children while they are waiting. 

Thus, in this nonthreatening environment that tends to 

distract the children from any thoughts of stressful events, 

they may have lower fear levels. If the CMFS had been 

administered immediately prior to the painful.medical 

procedure and. in· _the treatment .or examination room. where 

medical procedures occur, the medical fear scores may have 

been higher. 

Coping Behaviors 

The types of observed coping behaviors varied through ,I 

the course of the painful medical procedure and within each 

phase of the procedure. When behaviors were categorized as 

active or passive, a pattern emerged. The majority of the 

observed behaviors began as passive behaviors in the pre

procedure phase as the children were anticipating the 

procedure. Then many of them become increasingly more active 

in the next two phases (cleansing and numbing phases) as they 

moved from anticipating the procedure to actually 
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experiencing pain during the procedure. Finally, they 

switched to increasingly more passive behaviors again in the 

final two phases (LP and post-procedure phases) as they 

experienced the final portion of the procedure and began to 

resolve it. 

The pre-procedure phase may have been perceived by many 

of the children as a minor threat since it only involved 

entering the treatment room, climbing onto the treatment 

table, removing part of the clothing, and being positioned 

properly for the lumbar puncture. During this time, half of 

the children displayed passive (cooperative) behaviors. This 

cooperative behavior may have been related to the average age 

of the sample which was 6.6 years.· School-age children, who 

developmentally are concerned with understanding rules and 

with cooperating with others, may have been attempting to 

obey the perceived rules (Erikson, 19,63). However, the other 

half of the children responded to. the pre-procedure phase as 

a real threat and manifested attacking, negating, and 

resisting behaviors. It could have been that some of the 

children had been in the treatment room before and had 

experienced stressful and painful medical procedures and 

thus, these children made a very rapid primary appraisal of 

impending harm and pain and preceded ·to active coping 

behaviors. 

During the cleansing phase the majority of the behaviors 

exhibited were slightly more active than passive and may have 
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been related to the impending threat of pain from the needle 

as a physician actually touched their skin with an 

instrument. Beginning with this phase, most of the children 

were physically restrained by a nursing assistant and were 

unable to see what the physician was doing. Thus, the 

children may have also be fearful or angry. In fact, many of 

the children were attempting to gather information during 

this phase. They repeatedly asked questions such as "What 

are you doing?" "Are you finished yet?" "Are you going to 

stick me?" Another group of children comprising the other 

half of the sample exhibited passive behaviors. However, the 

predomi-nant passive behavior switched from a cooperative 

behavior to a suspending behavior. The passive children were 

much less verbal, active, or compliant as they appeared to 

deal with the threat by sensory withdrawal. 

During the numbing·phase, the majority of the children 

continued to be more active with attacking behaviors, such as 

hitting, kicking, and screaming, as they experienced the 

threat as painful or frightening. Hester (1979), in her 

study of children's behavior during an immunization, f.ound 

that many children reported that fighting and crying reduced 

the pain they experienced during injections. Those who did 

exhibit more active, resistive behavior in her study reported 

less pain post-injection. 

During the LP phase, when the actual event as we may 

think of it occurred, the majority of the children were 
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passive, exhibiting predominantly inactive, cooperative, 

suspending, or ignoring behaviors. The majority of the 

passive children were very quiet during this phase and tended 

not to respond to questions or comments by parents or health 

care professionals. During this phase, the threat was still 

present but the intensity of the pain should have been 

reduced drastically from the previo~s phase if the local 

anesthesia was effective. Some of these children who were 

active in their coping in the previous phases could have been 

physically or mentally exhausted from the previous phases and 

needed time to recuperate. Children with previous experience 

with lumbar punctures may have recalled that the most painful 

part of the procedure was over and that they did not need to 

utilize more active coping during this less painful phase. 

Other children may have been in a passive state of 

reappraisal as they were waiting to see if further pain would 

be incurred during the procedure. 

During the post-procedure phase, a large majority of the 

children were passive using cooperative behaviors. The 

children appeared to recover quickly from the threat after 

the needle was removed. The children's verbalizations and 

interactions increased as the nursing assistant cleansed the 

betadine off the procedural site, as they redressed, and as 

they exited the treatment room. At this point many of them 

were talking about the rewards that they had been promised 



when the lumbar puncture procedure was finished, such as a . 

sticker or a trip to a fast food restaurant. 

In contrast to these findings, two other studies found 

active behaviors of orienting self to the situa_tion or 

attempting to gather information to dominate prior to a 

painful procedure (Deeken, 1986; Savedra & Tesler, 1981). 

However, these studies involved a different population and a · 

different event. They did not focus on children who-have_ 

cancer who are repeatedly subjecte_d to various- painful 

procedures, but- rat~_er on chiidren who wer·e hospitalized for 

minor surgical procedures. Also. it is. important to. rtot:,e -_that 

the present·· study only reported the most· frequent behavior· 

that was manifested by each subject.in each phase, not the 

only coping behaviors_ that occurred. Some of the children in 

the present study did attempt to gather information about the 

impending medical procedure prior to its occurrence; however, 

it was not the most frequently occurring behavior observed. 

During th~ painful procedure,· differences were again 

found between the present study and Deeken•s study. The 

majority of Deeken•s chil~J:;"en receiving a pre-operative 

injection displayed mixed behaviors of precoping and 

negating. In this study, the majority of the children 

utilized active behaviors, such as attacking during the 

numbing-phase and more passive behaviors during the LP.phase. 

It could be that the children with cancer perceived more pain 

or. fear during the numbing phase and reacted by using more 
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active behaviors. One difference between the children 

receiving injections in Deeken•s study and the ones in this 

study could be the number of injections they received during 

the stressful procedure they experienced. The pre-operative 

injection generally consists of one or two injections wh_ereas 

local anesthesia injections prior to a lumbar puncture can 

consist of from one to four injections, thus resulting in 

more pain. Also the medication in the local anesthesia may 

result in more of a burning or stinging sensation than some 

of the pre-operative injections. The location of the 

injection could also affect the child's appraisal of the 

event. Children receiving a preoperative injection in the 

leg can usually see what is occurring; however, children 

encountering a lumbar puncture cannot see what is occurring 

behind their backs. This could create additional fear and 

result in more active, resistive behaviors. 

However, some similarities were found post-procedure 

with the children in Deeken•s study. Passive. behaviors of, 

suspending were the most frequently observed coping behaviors 

in the present study and in Deeken•s study. At this point, 

the painful procedures were finished and.both groups may have 

perceived less of a threat and need to respond in an active 

manner. 

Eight of the 17 children utilized the same. type of 

coping\behav:ior, either .all active or passive, throughoJ,It the 

entire event. The remaining nine. children changed their 
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coping behavior from active to passive or vice versa, one or 

more times during the painful procedure. According to 

Lazarus and Fol-kman ( 1984) , coping thoughts and actions 

change from the anticipatory to the outcome stages of a 

stressful event due to the changing nature of the person

environment interaction. Even those children who utilized all 

active or all passive behaviors during the five phases of the 

event utilized different types of active or different types 

of passive behaviors throughout the painful procedure. 

Acute Pain Perception 

All of the children in this study perceived the medical 

procedure, the lumbar puncture, as painful. ·However, the 

intensity of perceived pain varied from "hurts jU:st a l·ittle 

bit" to "hurts as much as you can imagine." Over half of the 

subjects did rate the lumbar puncture with the highest degree 

of pain depicted on the pain scale.· The perception of pain 

is very individualized. Wong and Baker (1988) found 

variability in children's pain ratings of lumbar punctures in 

that children did not always report them as·painful events. 

On a scale ranging from o to 5 in their study, the mean pain 

perception rating of a lumbar puncture was 3.9. In Zeltzer 

and LeBaron's study (1982), children with cancer reported a 

mean pain perception rating of a lumbar puncture as 3.7 on a 

scale ranging from 1 to 5. The children in the current 

sample had a mean rating of 4.9 on a 6 point scale for the 

lumbar puncture. The variable of parental absence or presence 
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may have influenced pain perception in some cases. Also, the 

physician performing the procedure may have influenced the 

pain perception since three different physicians performed 

the lumbar punctures during the course of this study. One 

physician's technique couid have resulted in more pain than 

another. 

Relationship between medical fears. coping behaviors and 

acute pain perception 

No significant differences were found between children 

exhibiting active or passive coping behaviors and their 

medical fear levels. No significant relationship was found 

between medical fears and acute pain perception. It could be 

that some of the children with cancer had moderately low fear 

levels regarding the items on the Child Medical Fear Scale, 

but may have been more fearful of a painful procedure such as 

lumbar puncture. Thus, when the children entered the 

treatment room and the occurrence of the painful portion of 

the procedure drew nearer, medical fear levels, may hav.e 

increased for some_of the children and they responded with 

active behaviors. If children's medical fears had been 

assessed in the treatment room immediately prior to the 

event, fear levels may have been higher and then differences 

between the medical fear levels of active and passive

children's coping behaviors may have been evident. Also, ·a 

significant relationship may have occurred between higher 



medical fear levels and high ratings of acute pain 

perception. 
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A significant relationship was found between coping 

behaviors and acute pain perception in the first three phases 

of the painful medical procedure. Children who exhibited 

passive coping be~aviors reported more pain than did children 

who utilized. active coping behaviors during the pre

procedure, the cleansing, and the numbing phases. This. is 

consistent with the findings of Hester (197_9). In her study, 

many children reported that fighting and crying reduced the 

pain they e~perienced during inj~ctions. Those that did 

exhibit more active behavior in Hester's study, reported less 

pain post-injection~ 

Summary 

Children in this study reported moderately low levels of 

medical fears. This may have been influenced by the 

predominantly male gender of the sample or by the timing and 

location of the administration of the CMFS. No significant 

differences were found between the mea·n scores of children 

with cancer and well children. 

The majority of the observed coping b~haviors began as 

passive behaviors as the. children were anticipating the 

painful medical procedure. Then many of them·become 

increasingly more active as they moved from anticipating the 

procedure to actually experiencing it during the cleansing 

and numbing phases. Finally, they switched to increasingly 
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more passive behaviors again as they experienced the final 

two phases, the LP and.post-procedure phases, and began to 

resolve it. Over half of the children changed from active to 

passive coping behaviors or vice versa, one or more times 

during the procedure as the appraisal of the .child-

. environment interaction changed. 

Pain intensity ratings varied, but over half of the 

children rated the lumbar puncture with the highest possible 

pain rating. Children who exhibited passive coping b~haviors· 

reported more pain than did children who utilized active 

coping behaviors during the pre-procedure, the cleansing and 

the numbing phases·. 

Recommendations For Further Study 

The following are recommendations for further study 

based upon the findings and conclusions of the present study: 

1. Collect data for a longer period of time in order to 

increase the sample size and further validate the results. 

2. Lengthen the data collection period in order to include 

children that have bone marrow aspirations performed and then 

compare and contrast th~ finQ.ings.with this.study. 

3 • Administer the CMFS: :tool closer to the time of · the 

painful meqical procedure to determine if fear levels 

increase closer to the actual procedure. 

Implications. for Nursing Practice 

Implications for nursing practice were determined ·based 

on the findings in this study. First, pain management 
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interventions and :programs need to be provided_for children 

with cancer who must experience lumbar punctures. A pain 

management program consisting· of desensitization procedures, 

guided imagery, hypnotic-like suggest'io.ns, · relaxation 

training, cogni~ive ,information, and mentally restr1:1ct~ring 

negative sensations was found-to reduce pain, anxiety, and 

distress behaviors for children. _with leukemia undergoing 

lumbar punctures (McGarth & deVeber, 1986). The use of 

hypnosis was found to sign~ffcantly reduce pain in children 

with cancer during a lumbar puncture (Zeltzer & LeBaron, 

1982). These techniques and others such as filmed modeling, 

play therapy and music need further investigation to 

determine which interventions would be most effective in 

reducing pain perception. in children with cancer. 

Secondly, all children need to be provided with pain 

management intenrentions to assist them with pain reduction. 

Often nurses and other health care professionals tend to 

assume that children who exhibit passive types of behaviors 

are not experiencing much pain and thus would not benefit 

from pain management interventions. However, in this study 

the children who exhibited passive coping behaviors reported 

higher levels of acute pain perception than the children who 

exhibited more active coping behaviors. Thus, the need for 

pain management interventions for this group of children was 

indicated in this study. As for children who tend to exhibit 

very active coping behaviors and make it difficult to perform 



lumbar punctures properly, the use of pain management 

techniques may help reduce the pain they perceive and thus, 

their need to respond with very active coping behaviors. 

Third, when children attempt to gather information prior 

to or during a painful medical procedure by asking questions 

such as "What are you doing?", they are utilizing precoping 

or orienting coping behaviors to manage the psychological 

stress. They need nurses to provide them with prompt 

information to prepare them for the impending painful 

procedure. However, these children need more than just a 

prepackaged preparatory speech delivered to them prior to 

their first experience with the procedure. These children 

need information throughout the procedure each time it 

occurs, especially when they are positioned in such a way 

that they cannot see what the physician is doing. They need 

the nurse to provide step-by-step information as the 

procedure unfolds regarding what is occurring and what is 

going to occur. 

Fourth, nurses need to examine their use of restraining 

techniques during ·painful procedur.es to determine if they are 

necessary and/or effective. If a child's behavior becomes 

more active after being restrained, then this could be an 

indication that he/she is perceiving an increase in pain or 

possibly fear. When this occurs other interventions should 

be considered, such as pain management techniques or in some 

cases, mild sedation. 
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Finally, rewards or prizes should be given to children 

at the end of painful medical procedures regardless of the 

type of coping behaviors that they exhibited. It is not our 

job as nurses to judge whether or not children are behaving 

in positive or negative ways during painful procedures. This 

appeared to be an important part of· the post-procedure phase 

for the children who were. told that they would receive a 

prize or reward. Immediately after the lumbar puncture 

procedure was completed, both the children who displayed 

active and passive.coping behaviors focused their attention 

on their prize and not on what had just occurred. 



REFERENCES 

Abu-Saad, H., & Holzemer, w. L. (1981). Measuring 

children's self-assessment of·p~in. Issues in 

Comprehensive Pediatric Nursing, 2, 337-349. 

American Cancer Society (1988). cancer Facts & Figures-

1988. New York: American Cancer Society. 

Angelino, H., Dollins, J., & Mech, E. v. (1956). Trends in 

the "fears and worries" of school children as related to 

socio-economic status and age. Journal of Genetic 

Psychology, 89, 263-276. 

Astin, E. w. (1977). Self-reported fears of hospitalized and 

non-hospitalized children aged ten to twelve. Maternal

Child Nursing Journal, .§., 17-24. 

Bauer,. D. (1976)·. An .exploratory study of developmental 

changes in children .. ~ s · fears~ Journal of Child 

Psycholo9y and Psychiatry, 11·,. (59-7~. 

I ' 
vBroome, M. E. (1985). The child in pain: A model for 

assessment and intervention. Critical Care Quarterly, 

lt(1), 47-55. 

Broome, M. E. (1986). The relationship between children's 

fears and behavior during a painful event. Children's 

Health Care, 14(3), 142-145. 

68· 



~oome, M. E., & Hellier, A .. S.· (1987r. School-age 

children • s fears of medical. expertences. Issues·· .in 

Comprehensive Pediatric ~urs.ing, 10, 77-86. 

Broome, M. E., Hellier, A., Wilson, T., Dale, s. & 

69 

Glanville, c .. ( 1988) . . Measu~ing ch~ldren •.s . fears of 

medical experiences. · I'n c.· Waltz & -·0. Strickland 

(Eds.), Measurement of nursing outcomes (Vol. 1). New 

York: Springer. 
/. 

/Broome, M. E., Lillis, P. P., & Smith, M. c. (in press). A 

meta-analysis of research on pain management 

interventions with children. Nursing Research. 

~roome, M. E., Lillis, P. P., Wilson, M. T., & Bates, T. A. 

(1987). Effectiveness of a Pain Management Program for 

Pediatric Oncology Patients (American Cancer Society 

Institutional Research Grant No. 147). Medical College 

of Georgia. 

Carpenito, L. J. (1987). Handbook of nursing diagnosis 

(2nd ed.). Philadelphia: J. B. Lippincott. 

Caty, s., Ellerton~ M. L., & Ritchie, J. A. (1984). Coping 

in hospitalized children: An analysis of published case 

studies. Nursing Research, 33(5), 277-282. 

Croake, J. (1969). Fears Of children. Human Development, 

12, 239-247. 

Curry, s. L., & Russ, s. w. (1985). Identifying coping 

strategies in children. Journal of Clinical Child 

Psychology, 14(1), 61-69. 



70 

Deeken, J. c. (1986). The relationship between coping 

behaviors used by hospitalized school-age children and 

their posthospitalization behavior. Master's thesis, 

Medical College of Georgia, Augusta, GA. 

Eland, J. (1981). Minimizing pain associated with 

prekindergarten intramuscular injections. Issues in 

Comprehensive Pediatric Nursing, ~' 361-372. 

Erikson, E. H. (1963). Childhood and society. New York: 

Norton. 

Fassler, D. (1985). The fear of needles in children. 

American Journal of Orthopsychiatry, 55(3), 371-377. 

Fassler, D., & Wallace, N. (1982). Children's fears of 

needles. Clinical Pediatrics, 21, 59-60. 

Frick, s. B., & Delpo, E. E. (1984). Play toreduce anxiety 

in children after·bone marrow aspiration. Journal of 

the Association of Pediatric Oncology Nurses, ~(4), 

17-18. 

Glennon, B., & Weisz, J. R. (1978). An observational 

approach to assessment of anxiety in young children. 

Journal of Consulting and Clinical Psychology, 46(6), 

1246-1257. 

Hester, N. K. (1979). The preoperational child's reaction to 

immunization. Nursing Research, 28, 250-255. 



Hilgard; J., · & LeBaron, s. (198 .. 2). Relief ·of anxiety and 

pain in children and adolescent~ with cancer: 

Quantitative measures and clinical observations. 

International Journal of Clinical and Experimental 

Hypnosis, 30(4), 417-442. 

71 

Hyson, M. c. (1983). Going to the doctor: A developmental 

study of stress and coping. Journal of Child Psychology 

and Psychiatry, 24, 247-259. 

Jay, s. M., & Elliott, c. (1984). Behavioral observation 

scales for measuring children's distress: The effects of 

. increased methodological rigor. Journal of Consulting 

and Clinical Psychology, 52(6), 1106-1107. 

Jay, s. M., Ozolins, M., Elliott, c. H., & Caldwell, s. 

(1983). Assessment of children's distress during 

painful medical procedures. :Health Psycholoqy, 2. ( 2) , 

133-147. 

Jeans, M. E. (1983). The measurement of pain in children. 

In R. Melzack '(Ed.), Pain Measurement_ and Assessment, 

New York: Raven Press. 

Jersild, A.; & Holmes, F. (1935). Chiidren•s fears. Child 

Development Monographs (20). New York: Teachers 

College. 

Katz, E. R., Kellerman, J., & Siegel, s. (1980). Behavioral 

distress in children with cancer undergoing· medical 

procedures: Developmental considerations. Journal of 

Consulting and Clinical Psychology, 48(3), 356-365. 



72 

Lavigne, J. v., Schulein, M. J., & Hahn, Y. (1986). 

Psychological aspects of painful medical conditions in 

children. I. Developmental aspects and assessment. 

Pain, 27, 133-146. 

Lazarus, R. (1980). The stress coping paradigm. In L.A. 

Bond & J. c. Rosen (Eds.), Competence and coping during 

adulthood (pp. 28-69). Hanover, NH: University Press of 

New England. 

Lazarus, R., Averill, J., & Opton, E. (1974). The psychology 

of coping: Issues of research and assessment. In G.V. 

Coelho, D. A. Hamburg, & J. E. Adams (Eds.), Coping 

and adaptation (pp. 249-305.). New York: ·Basic. 

Lazarus, R. s., & Folkman, s. (1984)~. Stress, appraisal. and 

coping •. New York: Springer. 

Lazarus, R., & Launier, R. (1978). ·stress-related 

transactions between person and environment. In L. A. 

Pervin & M. Lewis (Eds·.), Perspectives in interactional 
. ~ 

psychology (pp. 32-44). New York: Plenum. 

LeBaron, s., & Zeltzer, L. (1984). Assessment of acute pain 

and anxiety_ in children and adolescents by self-reports, 

observer reports, and behavior checklist. 

Journal of Consulting and Clinical Psychology, 52(5), 

729-738. 

Lewis, N. (1978). The needle is like an animal: how children 

view injections. Children Today, Z(1), 18-21. 



73 

Lutz, w. J. (1986). Helping hospitalized children and their 

parents cope ·wi:th painful proc-edures~ Journal of 

Pediatric Nursing, £(1), 24-32. 

Marks, I. (1987). Fear. phobias. and rituals: panic, 

anxiety. and their disorders. New York: Oxford 

University. 

McCaffery, M. (1972). Nursing management of the patient with 

pain •. Philadelphia: J. B. Lippincott. 

McGrath, P.. ·(1986). The measurement of human pain. 

Endodontics & Dental Traumatology, ~' 124-129. 

McGrath, P., & deVeber, L. L. (1986) •. The management of 

acute pain evoked by medical procedures in children with 

cancer. Journal of Pain and Symptom Management, £(3), 

145-150. 

McGrath, P. A., deVeber, L •. L., & Hearn, M. T. (1985). 

Modulation of acute pain and anxiety for pediatric 

oncology patients. Abstracts of the American Pain 

Society, 106, 93. 

Melamed, B. c., Meyer, R~, Gee, c., & Soul~, L. (1976). The 

influence of time and type of preparation on 

children's adjustment to hospitalization. Journal of 

Pediatric Psychology, £(4), 31-37. 

Melzack, R., & Wall, P. D. (1982). The challenge of pain. 

New York: Basic Books. 

Menke, E. (1981). School-aged children•s·perception of stress 

in the hospital. Children's Health Care, ~' 80-86. 



74 

Merskey, H. (Chairman) and International Association for the 

study of Pain subc,onunittee ·(1979). Pain ·terms: A list 

with definitions ~nd notes on usage. Pain, ..§., 249-252. 

Miller, s. (1979). Childrens' fears: A review of the 

literature with implications for,nursing research and 

practice. Nursing Research, 28(4), 217-223. 

Monat, A., & Lazarus, R. (1977)• Introduction: Stress·and 

coping - some current issues and controversies. In A. 

Monat & R. Lazarus (Eds.), Stress and coping: An 

anthology (pp. 1-11). New York: Columbia University 

Press. 

Murphy, L. B. (1962). The widening world of childhood. New 

York: Basic Books. 

Murphy, L. B., & Moriarity, A. E. (1976). Vulnerability, 

coping and growth. New Haven, CT: Yale University.· 

Polit, D. F., & Hungler, B. P. (1983). Nursing Research: 

Principles and Methods (2nd. ed.). Philadelphia: J. B. 

Lippincott. 

Roberts, M. c., Wurtele, s. K., Boone, R. R., Ginther, L. J., 

& Elkins, P. D. (1981). Reduction of medical fears by 

use of modeling: A preventive application in a general 

population of children. Journal of Pediatric 

Psychology, ..§., 293-300. 



Roskies, E., & Lazarus, R. (1981).. ·copingtheory and.the 

teaching of coping skills. In P. o. Davidson & s. M. 

Davidsdn (Eds.), Behavi·oral medicine: Changing health 

lifestyles (pp. ·3~8-69) • · ·New York: Brunner -& Mazel. 

75 

Ross, D., & Ross, s. (1984). Childhood pain: The school-aged 

child's viewpoint. Pain, 20, 179-191. 

Savedra, M., Gibbons, P., Tesler, M., Ward, J., & Wegner, c. 

(1982). How do children describe pain? A tentative 

assessment. Pain, 14, 95-104·. 

s·avedra, M., & Tesler, M. (1981). Coping strategies of 

-hospitalized school-age children. Western Journal of 

Nursing Research, d(4), 371-384. 

Scherer, M. W., & Nakamura, C. Y. (1968). A fear survey 

schedule for children (FSS-FC): A factor analytic 

comparison with manifest anxiety (CMAS). Behaviour 

Research and Therapy, Q, 173-182. 

Schneider, A.M., & Tarshis, B. (1980). An introduction to 

physiological psychology (2nd ed.). New York: Random 

House. 

Sternbach, R. A. (1968). Pain: A.psychophysiological 

analysis. New York: Academic Press. 

Stevens, B., Hunsberger, M., & Browne, G. (1987). Pain in 

children: Theoretical, research, and practice dilemmas. 

Journal of Pediatric Nursing, ~(3), 154-166. 



76 

steward, M. & Steward, D. (1981). Children's conceptions of 

medical procedures. In R. Bibace & N. Walsh (Eds.), 

Children's conceptions of health, illness·and bodily 

function (pp. 67-84). San Francisco: Jessey-Bass. 

Thomson, E. (1972) •. Preop visits- for the nurse- for the 

patient. AORN Journal, 16, 75-81. 

Timmerman, R. R. (1983). Preoperative fears of older 

children. AORN, ~~ 827. 

Tursky, B., Jammer, L. D., & Friedman, R. (1982) .· The pain 

perception profile: A psychophysical approach to the 

assessment of pain report. Behavior Therapy, 13, 

376-394. 

Wallom, L. (1987). The effect of hospital preparation on 

anxiety and fear levels of school-age children. 

Master's thesis. Medical Coll~ge of Georgia, Augusta, 

GA. 

Wertlieb, D., Weigel, c., & Feldstein, M. (1987). Measuring 

children's coping. American Journal of orthopsychiatry, 

57(4), 548-560. 

Whaley, L. F., & Wong, D. L. (1987). Nursing care of infants 

and children (3rd ed.). st. Louis: c. v. Mosby. 

Winer, G. A. (1982). A review and analysis of children's 

fearful behavior in dental settings. Child Development, 

53(5), 1111~1133. 



Wong, D. L., & Baker, c. M. (1988). Pain in chi+dren: 

Comparison of assessment scales. Pediatric Nursing, 

14(1), 9-17. 

Wong, D. L., & Whaley, L. F. (1986). Clinical handbook of 

pediatric nursing (2nd ed.). st. Louis: c. v. Mosby. 

77 

Yanni, M. I. Y. (1982). Perception of parents• behavior and 

children's general fearfulness. Nursing Research, 

31 ( 2 .) 1 7 9-8 2 • 

Young, J. z. (1978). Programs of the brain. London: Oxford 

University. 

Youssef, M. M. ( 1981) • Sel.f-control behaviors of school-age 

children who are hospitalized for cardiac diagnostic 

procedures. Maternal-Child Nursing Journal, 10,- 219-

284. 

Zeitlin, s. (1980). Assessing coping behavior. American 

Journal of Orthopsychiatry, 50, 139-144~ 

Zel ter, L., Kellerman, J., Ellenberg_, L., Dash, J., & Rigler, 

D. (1980). Psychological effects of illness in 

adolescence. II. Impact of illness in adolescents-

. crucial. issues and cop_ing styles. Journal of 

Pediatrics, 97, 132-138. 

Zelter, L., & LeBaron, s. (1982). Hypnosis and nonhypnotic 

techniques for reduction of pain and anxiety during 

painful procedures in children and adolescents with 

.cancer. Behavioral Pediatrics, 101, 1032-1035. 



Appendices 

··~· 

78 



Appendix A 

Abstract 

Effectiveness of a Pain Management Program 

For Pediatric Oncology Patients 

M. E •. Broome·,, ·P. P. Lillis, M. T .• Wilson, & T. A. Bates 
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The purpose of this study was to examine the 

effectiveness of a non~pharmacologic pain management program 

in·reduci-ng a child and hisjher parent's distress during 

painful cancer diagnostic procedures and treatments. 

A one-group within s~bjects repeated measures design was 

used to test the hypotheses that children with cancer would: 

(a) report less fear of medical procedur~s,. (b) exhibit less 

distress behaviors during painful procedures, and (c) report 

a decreased perception of pain following a pain management 

program. 

The convenience sample of 20 pediatric oncology patients 

and their parents consisted of five females and fifteen males 

between the ages of 3 - 15 years, who were being treated in 

the outpatient clinic of a university-based pediatric 

oncology service. Baseline measures of fear and anxiety, 

behavior and pain perception were obtained prior to pain 

management instruction and reassessed at two subsequent 

visits in which the child had a bone marrow aspiration, 

lumbar puncture, or IV chemotherapy. The Child Medical Fear 

Scale (child fear), Spielberger State/Trait Anxiety 
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Questionnaire (parent anxiety), Baker-Wong faces scale (child_ 

pain), a~d videotaping .(child and parent behaviors during 

procedure) were used ·to obtain the baseline and subsequent 

measures over a 6 - 8 month period of time. Each parent and 
'\ ·,' 

child was taught the pain management pro,gra:m which consisted 

of.relaxation, breathing, and imagery techniques at the 

second visit. An audiotape with image~y and relaxation 

exercises and written breathing instructions were provided 

for the parent and child to use to practice at home. The . 

parent was contacted by phone to answer questions, clarify 

instructions, and encourage practice. To date, six children 

have complete dat·a set for three visits-, six children have 

data collected over two. visits, and eight have baseline data. 

Correlations of selected variables with different 

measures of parent and child response will be performed. 

Repeated measures ANOVA techniques will be used to determine 

if the pain management program produced significant decreases 

in child fear, behavior, and pain perception and in parent 

anxiety and behavior. Completion of the data collection for 

the study is expected February 1989. 

*Funded by American Cancer Society Institutional Grant, No. 

147. 
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Appendix B 

·Page 1· ·of 5 

Consent Form 

The Effectiveness of A Pain Management Progra~ 

For Pediatric Oncology Patients. 

Marion E. Broome, R.N., Ph.D. 

-Medic.al Colleg~ f;ft Geor9ia 

' I have been ·asked·· to participate and· al~~w my child to 

~;>articip~;te in a res~arqh. study of a pai~ . management program 
. . . . . 

for pedi~tric oncology patients., ·This . study is de.signed to 
. . 
. . 

examine the ef:fect~ of ··a pain · managem.ent program consisting 

of relaxation and breathing exercises on children undergoing 

the following painful procedures: bone marrow aspiration, 

lumbar puncture, or intravenous chemotherapy. I Understand 

that my child.and I have been asked to part~cipate in this 

study because my child experiences procedures :thought to be 

somewhat painful while undergoing evaluation and/or treatment 

at the hematology/oncology clinic. I understand that my 

child and I are one of 30 families to-participate in this 

study. My child and I will participate iri this.study.during 

this clinic visit and for the next 2 clinic visits when my 

child has a bone marrow aspiration, spinal tap, a~djor 

intravenous chemotherapy. I understand that this study is.in 

addition to treatment and it will not affect my. child'' s 

treatment. 
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Page 2 of 5 

During the visits my child and I will be asked to do the 

following: . 

Visit 1: I will be asked to fill out a questionnaire 

about how I feel at·that moment (calm, tired, etc.). My 

child will be asked to answer questions on a questionnaire 

about how afraid he/she is of such things as shots. Although 

in two hundred interviews of .. this type previously done·, no 

child became ups.et, there is the possibility that some 

children may think the questions are frightening.· If my 

child becomes overly upset (cries, refuses to answer 

questions, etc,) at any time, the interview will be 

discontinued and my child's physician will be notified. My 

behavior and my child's behavior during the spinal tap, bone 

marrow aspiration, or intravenous chemotherapy will be 

videotaped. Finally,_ my child will be asked to rate the 

amount of pain that h~/she felt during the painful procedure 

after the procedure is over. Hejshe will do this by picking 

one of 5 faces that reflect relaxation or tension. 

Also at Visit 1, my child and I will be taught 

progressive relaxation techniques and deep chest and 

controlled shallow chest breathing~techniques by one of the 

investigators. This will take approximately 30-45. minutes. 

My child and I will be given an audiotape and recorder with 

the relaxation and breathing instructions and a written 

description of the techniques to use at home for practice 
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sessions. We will be asked to learn the techniques and 

practice them 10-15 minutes daily. 

Between visits 1 & 2, I will be contacted by phone at 

home by one of the investigators to answer any questions I 

might have. 

Visit 2: My child and I will again be asked to answer 

questions on the same questionnaires used in the previous 

visits. ·My -child and I will be asked to demonstrate the 

relaxation and breathing techniques. My behavior and my 

~hild's behavior during the spinal tap, bone marrow 

aspiration,· or intravenous chemotherapy will be videotaped. 

Again; my child will ~e asked to ra-te the amount of pain that 

hejshe felt during-the painful procedure. 

Visit 3: My child and I will be asked to answer 

questions on the same questionnaires used in the previous 

visits. My behavior and my child's behaviors during the 

spinal tap, bone marrow aspiration, or intravenous 

chemotherapy will be videotaped. My child and I will be 

asked how often we practiced and how useful we thought the 

techniques were-. Again, my child will be asked to rate the 

amount of pain that he/she felt during the_painful procedure. 

There are no-physical risks involved in this study. 

There is a possible psychological risk. My child may become 

upset by answering questions or by being videotapeq. If this 

occurs, the interview or videotaping will be immediately 
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discontinued and my child's physician will be notified. I 

understand that the Medical College of Georgia assumes no 

obligation to pay any money or provide free medical care in 

case this project results in harm to me or my child. 

I understand that the possible benefits of this study 

are that I may feel less anxious, and my child may perceive 

less fear and pain during the treatments that hejshe receives 

for his/her disease. 

I understand that what we say on the questionnaires and 

how we act on the videotapes are confidential. Our names 

will not be on any papers or videotapes used in this study-

only numbers will be used for identification purposes. All 

questionnaires and videotapes will be kept in a locked 

cabinet and will be destroyed at the end of this study. If 

the results of this study are published, we will not be 

personally identified. 

I understand that our participation in this study is 

strictly voluntary. We may withdraw from this study at any 

time and it will in no way affect the medical care my child 

receives. Neither I nor my child will be paid or charged for 

participating in this project. I understand that my doctor 

may ask me to stop participation in the study for my safety. 

I understand that Dr. Marion Broome, who can be reached 

at will answer any questions I have at any 

time about the study and procedures. If I have any questions 
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about the rights of research subjects, I may cali Dr. George 

Schuster at 

I have read this consent form and it has been explained 

to my satisfaction. I hereby consent to participate in this 

study and consent for my child to participate. 

*Parent or Guardian's Signature Date 

Witness Signature Principal Investigator 

\· 

*The undersigned hereby verifies that.hejshe,is the natural 

parent andjor· legal guardia·n of 

and a~ such has legal authority to consent to the study as 

outlined. 
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Assent Form 

·The Effectiveness of a Pain Management Program 

For Pediatric Oncology Patients 

Marion E. Broome, R.N., Ph.D. 

· Medical College of Georgia 

Oral Explanation 

, I would like to know if relaxation and special ways of 

breathing will help children feel less afraid and feel less 

hurt when the doctor has to do the test when he sticks a 

needle in their back or in their arm. 

Today and the next 2 times that you visit the clinic, I 

would like for you to answer questions about the things in 

the clinic that frighten you. I would also like for you to 

tell me how much pain you felt during your painful .test or 

treatment. In addition, I would like to videotape (take 

pictures) you and your momjdad while the doctor sticks the 

needle in your back or arm. 

Also today, I would like to tea9h you special ways to 

relax and breath. You can use the special relaxing and 

breathing whenever you come to the clinic and have things 

done that hurt. I would like for you and your mom or dad to 

practice these special ways of relaxing and breathing at 

home. 



To Child 
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Page 2 of 2 

1. I want to learn special ways to relax and breath. 

2. I want to answer questions about things children are 

afraid of when they are in the clinic. 

3. I want to tell you how much pain I feel during the 

painful test or treatment. 

4. I will let you videotape me while the doctor does the 

test when he sticks the needle in my back or arm. 

If the child indicates, YES, l_et him/her place an x in this 

box 0 

If the child indicates, NO, let himjher place an x in this 

box 0 

Date _ Child's Signature 
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Appendix -D 

Demographic Data Questionnaire 

Dear Parent, 

Would you please fill out the following questionnaire 
about your child and yourself? 

Thank you, 

Marion Broome 
Prinicipal Investigator 

1. Birthdate: 2. Sex: M ---
3. Race: White Black Other -------------------
4. Grade in School: 

----------------~-------

5. Has your child ever had any experience with: 
Relaxation: Yes No ------Breathing Exercises: Yes No ----Imagery:· Yes No ___ _ 

6. Mother's Age: 

7. Highest Grade Mother Complet~d in School: 

8. Mother's Occupation: 

9. Father's Age: 

10. Highest Grade Father Completed in School: 

11. Father's Occupation: 

12. Family Income: 0-$9999_. ---
$10,000-19,000 ---------$20,000-29,999 _____ __ 
$30,000-39,999 ____ _ 
$40,000-49,999 ---------$50,000 or more ____ _ 

F-:-----
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Append:ix E 

Chii'd Medical.Fear scale 

Directlons to child.: I am· going to ask you some questions 

about things that·you.think of when you think·about being 

slck, seeing a doctor· or going to the hospital.· . ·I want you 

to ·tell me how afraid you are of ea~h of the statements I 

make - for instance if'I- say "I· am afraid of throwing up if 

I'm sick." I want you t6_ tell-me if you are not at all 

afraid, a little afraid or a lot afraid of throwing upwhen 

you are sick. OK? Do you have any ques·tions before we 

begin? 

1. I am afraid of hurting 
myself. 

·2. I am afraid of going to 
the doctor's office. 

3. I am afraid of getting 
a shot. 

4. I am afraid the doctor 
will tell me something 
is wrong with'me. 

5. I am afraid of seeing 
blood come out of me. 

6. I am afraid of going to 
the hospital. 

7. I am afraid of having my 
finger stuck. 

8. I am afraid the doctor 
will not tell me what 
he/she is going to do 
to me. 

Not at all A little A lot 



9~ I am afraid to ~hrow up. 

10. I am afraid of tying down 
on the table in the ·· 
doctor •·s office. 

11. I am afraid of the doctor 
or nurse looking in my ear. 

12. I am afraid of missing 
school if I'm sick. 

13. I am afraid I will cry 
when I get hurt. 

14. I am afraid if I·went 
to the hospital I'd have 
to stay a long time. 

15. I am afraid of the doctor 
or nurse listening to my 
heart. 

16. I am afraid my friends/ 
family will catch 
something I have if I'm 
sick and play with them. 

17. I am afraid I might die 
if I go to the hospital. 

18. I am afraid of h.aving the 
doctor or nurse look down 
my throat. 

19. I am afraid the doctor will 
tell me what to do. 

20. I am afraid I will see lots 
of blood if I go to the 
hospital. 

21. I ~m afraid of having my 
temperature taken using a 
thermometer. 

22. I am afraid the nurse _will 
tell me something is wrong 
with me. 
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Not at all-- A Little A lot 



23. I am afraid of being away 
from my family if I go to 
the hospital. 

24. I am afraid of taking 
medicine. 

25. I am afraid the nurse ·will 
not tell me what he/she is 
going to do. 

26. I.am afraid of the 
doctor putting a wooden 
blade in my mouth. 

27. I am afraid the nurse 
will tell me what to do. 

28. I am afraid I might have 
to have an operation if 
I go to the hospital. 

29. I am afraid I will get 
behind in school work if 
I'm sick. · 
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Not at all A little A lot 
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Appendix F 

·Baker-Wong Fa~es. Scale 

F.aces Rating Scale. Explain to the child :that each face is 

for a person who feels happy _because he has no pain (hurt) or 

sad because he has some or a· lot of pain. Face 1 is very 

happy because he doesn't hurt at all. _Face 2 hurts just a 

little bit. Face 3 hurts a little more. Face 4 nurts.even 

more. Face 5 hurts a whole lot, -but· Face· 6 hurts as much as 

you can imagine.· Ask the chifd to choose the.· face that best 

describes how he is feeling. 

. ' 

. ' . 

®®®®®@ 
1 2 3 4 5 6 



A 
silent, non-participating, 
motionless, , .. -

Appendix G .. 
Coping Assessment Tool 

8-
familiarizes with environment, 

vacant stare; blank expression, apathy 
looking or listening for information; 
manipulating or E:)Xploring, asking questions 

c 
offers, expresses, _ 
suggests, gives . . 
suggests alternatives;· 
automomous, non-directed 

.G 
does not respond, 

·continues current activity, 
·deliberate lack of · 
interaction 

D 
complies, allows, 
offers no resistance, 
agrees with~ thanks, 

·. compliments, congratulates 

H 
. rejects or denies, 

E 
leaving situation,· 
leans, turns, 
steps away, 
may cry 

says "no" or shakes head, 
pushes nand or obJect away' 
may cry 

-F 
sensory withdrawal, 
accepts or rejects. 
conditional or tentative~ · 
may cry 

.· I 
·screaming or loud crying, 
curses,· 
physical attack 

I.D 
w 




