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ADOLESCENTS’ ACUTE BLUNT TRAUMATIC INJURY PAIN EXPERIENCES

Margie Crandall, R.N., Ph.D.

University Of California, San Francisco, 1998
Abstract

For the over 600,000 children and adolescents admitted

to the hospital each year with trauma related injuries, the

majority experience unintentional blunt injuries and endure

injury pain as well as pain related to subsequent care and

procedures. Clinical and research data indicate adolescents
experience acute unrelieved injury pain, are at risk for

under-treatment of acute pain, and may continue to suffer

with chronic unresolved pain.
Since little is known about adolescent blunt traumatic

injury pain, a grounded theory approach incorporating
interviews, case records, and pain measures (i.e.,

Adolescent Pediatric Pain Tool and Temporal Dot Matrix) was

the research method used to develop and hypothesize about

conceptual relationships between adolescents' pain

perceptions and complex social interactive factors
influencing that pain experience. Case records and recalled
perceptions of pain at the scene, in the emergency room, and

hospital settings as well as present pain perceptions were
examined.

For the thirteen subjects (11-17 years) experiencing
multiple sites of blunt unintentional injury, the majority
recalled their worse pain at the scene and in the emergency



room, with high intense pain persisting into the hospital
setting. Based on constant comparative analysis grounded in

interviews, case records, and pain measures, the proposed
theory was that the actions of adolescents to manage their

acute pain was internal control that was either promoted or

threatened by their perceived intensity and experience with

pain, physical losses, and actions of the staff.
Subcategories for internal control included behavioral

and cognitive actions, learned passivity, and loss of
Subcategories for pain intensity were level of

PhysicalControl.

pain intensity and experience of time with pain.

losses included both actual and potential losses of self and

others. Staff actions included helpful and unhelpful
subcategories of attitude, knowledge, and availability.

Similarities exist between previous research and

adolescents' pain descriptions, actions recalled to manage
their acute pain, and expectations of and reliance on the

staff for pain relief. However, the unique contextual
influences of blunt traumatic injury involving various
settings, social losses of others involved in the accident,
and functional consequences influenced adolescents' actions
to manage their pain by altering emotions and pain
experiences.
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CHAPTER I

The study Problem

O tio

Blunt traumatic injury occurs when outside physical

forces exceed one or more of the body tissue's elastic,

tensile, or compressive strengths and is commonly associated

with soft tissue and musculoskeletal injuries (Widgelt &

McCormack, 1988). Automobile and bike related accidents are

common causes of adolescent blunt trauma (National Pediatric

Registry, 1996). Although blunt traumatic injuries are a

common cause of adolescent pain, little is known about

adolescents' pain experiences resulting from blunt traumatic

injury.

Purpose of the study

The purpose of this study is to describe the subjective

acute blunt traumatic injury pain experience of adolescents,

between the ages of 11–17 years, at the scene of the

accident, in the emergency room, and in the hospital

setting. A descriptive exploratory research design was

developed to hypothesize about conceptual relationships

between the adolescents' pain perceptions and the complex

social interactive factors influencing that experience of

pain. Since little is known about adolescent pain, in

particular acute blunt traumatic injury pain, this study

will contribute to health care providers' knowledge
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about adolescent pain experiences, as well as the assessment

and management of this type of pain.

Statement of the Problem

Clinical observations and research findings suggest

that hospitalized adolescents continue to experience

moderate to severe unrelieved acute pain from a variety of

medical and surgical conditions (Alex & Ritchie, 1992;

Branson, McGrath, Craig, Rubin, & Vair, 1990; Johnston,

Abbott, Gray-Donald, & Jeans, 1992). Adolescents'

unrelieved acute pain is partly due to inadequate analgesia

and health care providers' lack of knowledge about

adolescent acute blunt traumatic injury pain (Friedland &

Kulick, 1994; Johnston, et al., 1992; Schechter, Allen, &

Hanson, 1986; Selbst & Clark, 1990). Increased knowledge

and awareness about adolescent pain are necessary to improve

pain management.

A major factor influencing inadequate pain management

is the paucity of adolescent pain research. In addition,

the prevailing descriptive knowledge of adolescent pain is

based on study samples that included adolescents as part of

a larger study without any clearly delineated adolescent age

groups. Research specific to the stage of adolescence

characterized by their growing cognitive understanding and

independence, social adjustments with family and peers, and

physical changes is needed to better understand the



interface between the biological, social, and psychological

aspects that influence an adolescent's pain experience.

Although blunt traumatic injury is a common cause of

acute pain in adolescents, no studies were identified that

specifically addressed an adolescent's blunt traumatic

injury pain experience. Only a few acute pain studies

included adolescents experiencing blunt traumatic injuries

as part of larger samples (Abu-Saad, Pool, Tulkens, 1994;

Aradine, Beyer, & Tompkins, 1988; Beyer & Aradine, 1988;

Johnston, et al., 1991; Schechter, et al., 1986; Selbst &

Clark, 1990). Adolescents' unique cognitive, emotional,

social and physical developmental influences on their pain

experiences warrant pain studies specifically addressing

this age group (Elkind, 1967, Erikson, 1963; Pulaski, 1980;

Tanner, 1962).

Specific Aims of the study

The specific aims of this study are:

1. Describe adolescents' recalled pain experiences in

three different contexts, namely: at the scene of

the accident, in the emergency room, and in the

inpatient hospital setting.

2. Describe adolescents' perceptions of present pain.

3. Examine and hypothesize about conceptual

relationships between adolescents' perceptions of

pain, their described actions and interactions

with others (i.e., family, friends, health care



providers), and conditions influencing pain

outcomes within each of the three contexts.

significance

Childhood injury is the second leading cause of

hospitalization among children (Division of Injury Control,

Center for Environmental Health and Injury Control, Center

for Disease Control, 1990). It is estimated that

approximately 600,000 children are admitted to the hospital

each year for trauma related injuries (Guyer & Ellers,

1990). The majority of injuries are unintentional, happen

on the road away from the home and require transport to an

emergency room, and occur twice as often in males as

compared to females (National Pediatric Trauma Registry,

1996). Common short-term disability outcomes are functional

with limitations in walking, bathing, feeding, and dressing.

The most common age groups experiencing blunt traumatic

injury are school age children and adolescents (National

Pediatric Trauma Registry, 1996). This finding is

consistent with other data that show that the adolescents

between the ages of 11-14 years cited trauma as the most

frequent etiology for their pain (Gaffney & Dunne, 1986).

Blunt trauma accounts for 94.3% of pediatric trauma

(Dandrino-Smith, 1991). Common multiple sites of injury

involve the head, musculoskeletal system, and thoracic

abdominal regions and require emergent hospitalization. In

addition, subsequent to the blunt traumatic injury,



individuals experience additional pain associated with

diagnostic and therapeutic procedures. Therefore, acute

pain associated with blunt traumatic injury involves

cutaneous, somatic, and visceral types of pain.

Although no qualitative studies were identified that

described the acute blunt injury pain experience of

adolescents, both acute and chronic pain has been reported

with adolescents who have experienced musculoskeletal and

head injuries (Casey, Ludwig, & McCormick, 1986; Hope &

Cole, 1992; Hougaard & Thomsen, 1989; Lanser, Jennekens

Schinkel, & Peters, 1988; Lanzi, Balottin, Degostini,

Pezzotta, & Spanu, 1985; Maffulli & Fixsen, 1990). Several

studies (Johnston, et al., 1992; Schechter, et al., 1986;

Selbst & Clark, 1990) suggest that children who have

experienced traumatic injury are at risk for under

treatment of acute pain and may continue to suffer with

chronic unresolved pain. In addition, the relationship

between the previously described short-term functional

disability outcomes associated with blunt traumatic injury

and an adolescent's pain experience has not been fully

explored.

Research Questions

There is one research question with four collaries

emanating from the study aims:

1) What are the conceptual relationships between

adolescents' actions, interactions with others,

*-*



and conditions influencing pain outcomes at the

scene, in the emergency room, and in the hospital

setting?

A-1. What are the adolescents' recalled acute

blunt injury pain experiences within each

of the three contexts?

A-2. What are the adolescents' present pain

experiences in the hospital setting?

A-3. What are adolescents' perceptions of their

actions and interactions with others

influencing their acute pain experiences?

A-4. Are there documented factors influencing

the adolescents' pain experiences,

management, and consequences?

Assumptions

There are four assumptions related to adolescents' pain

experiences:

1)

2)

Adolescents can report their past and present

pain.

Adolescents are capable of reporting multiple

dimensions of their pain including the intensity

of pain, location and extent of pain, quality of

pain, and actions and interactions that diminish

or aggravate the intensity of their pain.



3) Adolescents are capable of identifying

consequences resulting from their pain

experiences.

3) Adolescent pain experiences are complex, resulting

from unique differences in development,

personality, coping, and past experiences which

are influenced by social and physical contexts.

Definition of Terms

Blunt traumatic injury is the result of outside

physical forces exceeding one or more of the body tissue's

elastic, tensile or compressive strengths (Widgelt &

McCormack, 1988). Blunt trauma produces injury, first to

the outer body shell and then to the inner contents

(Templeton, 1993). Common sites of blunt injury include the

head, musculoskeletal system, and thoracic-abdominal regions

with resulting soft tissue and skeletal damage requiring

emergent hospitalization.

Pain is an unpleasant sensory and emotional experience

associated with actual or potential tissue damage, or

described in terms of such damage (International Association

for the study of Pain, 1979).

Action and Interaction are the person's strategies

directed at managing, handling, carrying out, and responding

to a phenomenon such as pain as it exists in context or

under a specific set of perceived conditions (Strauss &

Corbin, 1990, p. 104).



Experience is a person's perceptions, evaluation, and

behavioral responses to a symptom (pain) (The University of

California, San Francisco School of Nursing Symptom

Management Faculty Group, 1994).

Consequences are outcomes of the person's

action/interactions (Strauss & Corbin, 1990, p. 97).

Conditions may either be causal and lead to the

occurrence or development of the phenomenon such as pain; or

intervening such as events, happenings, or incidents that

facilitate or constrain a person's action/interaction

strategies (Strauss & Corbin, p. 96).

Scene is the context from the time of injury through

transport to the emergency room.

Emergency room (ER) is the entry to the hospital where

emergent care is performed to stabilize patients prior to

transfer to specific hospital areas.

Hospital is an institution providing emergent, acute,

and chronic care to patients. Various levels of care are

performed to monitor and provide supportive interventions to

promote patient recovery.

tat §

The small sample size, single site for research, and

subjective nature of an adolescent's pain are limitations

affecting the generalizability of the study's findings.

The study is limited to the subjective reporting (i.e.,
between one to eleven days post injury) of 11-17 year old



hospitalized adolescents who experienced multiple blunt

traumatic injury regarding pain intensity, sites of pain,

quality of pain, actions to self-manage pain, and personal

preference and opinions about their pain experiences.

In addition, the findings are not necessarily

representative of all 11-17 year old blunt traumatic

multiple injury patients because institutional conditions

including health care providers' pain assessments and

management practices may vary. However, given similar

conditions, there may be commonalities between this study's

findings and other settings that help us to understand this

phenomenon.

Bummary

Since little is known about adolescent pain, in

particular blunt traumatic injury pain, a descriptive

exploratory research design was used to study adolescents'

acute blunt traumatic injury pain. Because pain is a

complex subjective phenomenon, conducting the study from the

adolescent's perspective provides critical insight to base

health care practice on patient perspectives and their

satisfaction.
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CHAPTER II

Review. Of The Literature

Introduction

Various pain models (Ahles, Blanchard, & Ruckdeschel,

1983; Ahles & Martin, 1992; Gildea & Quirk, 1977; Karoly,

1991; Mathrews, McGrath, & Pigeon, 1993; McGrath & Brigham,

1992; McGuire, 1987, 1992, 1995; Melzack & Wall, 1965, 1982;

Ross & Ross, 1988; Thompson & Varni, 1986; Thompson, Varni,

& Hanson, 1987) propose that a person's pain experiences are

complex and multidimensional including both individual

characteristics of the person experiencing the pain and

social or interactional influences.

More specifically, pediatric and adolescent models

(i.e., representing various developmental stages) suggest

that pain experiences consist of individual characteristics

such as demographics, personality factors, personal goals,

knowledge and expectations, and social learning about pain

(Gildea & Quirk, 1977; Karoly, 1991; Mathrews, et al., 1993;

McGrath & Brigham, 1992; Ross & Ross, 1988; Thompson &

Warni, 1986; Thompson, et al., 1987; Varni, 1983). The

adolescent's individual personality characteristics are

intricate and involve coping style, locus of control, self

efficacy, state-trait anxiety, psychiatric conditions, and

self esteem. Interactional factors that influence the

adolescent's pain experiences are interactions with family

members, interactions with peers, interactions with teachers
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at school, and interactions with health care providers. A

critical factor underlying all aspects of adolescents' pain

experiences is the level of their development.

In order for health care professionals to provide

effective interventions to relieve pain, an understanding of

the adolescent's pain experience through assessment and

measurement, and knowledge of influencing factors and

management strategies is needed. The following sections

describe current knowledge about adolescent pain including

developmental concepts; assessment and measurement of acute

pain; factors influencing pain experiences, pain management,

and outcomes; and pain experiences associated with blunt

trauma. In addition, based on the paucity of research

specifically addressing adolescent pain and/or pain caused

by blunt traumatic injury, studies of acute pain that

included adolescents as part of larger samples are reviewed.

Review of Adolescent Pain Research

Developmental Concepts

Adolescence is a transition from childhood to adulthood

with developmental changes in cognition, social and family

interaction, and physiological and physical changes (Elkind,

1967; Erikson, 1963; McGrath & Pisterman, 1991; Pulaski,

1980; Tanner, 1962). Although development plays a major

role in adolescents' understanding, description, and coping

with pain, the Piagetian cognitive developmental model has

been the only developmental framework applied to children's
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and adolescents" understanding of pain (Gaffney & Dunne,

1986; Gaffney & Dunne, 1987; Harbeck & Peterson, 1992;

Hurley & Whelan, 1988).

These studies (Gaffney & Dunne, 1986, 1987; Harbeck &

Peterson, 1992; Hurley & Whelan, 1988) propose that

children's concepts of pain develop in a similar systematic

and predictable sequence consonant with Piaget's theories of

cognitive development. For example, while children in the

preoperational stage describe their pain using sensory words

and identify only external physical causes for their pain,

children in the operational stage are able to identify

multiple pain dimensions and attribute pain to both external

and internal causes. Although beginning during the

operational stage, adolescents in formal operations commonly

understand the moral, psychological, and physiological

aspects of pain.

The developmental influences of the adolescents'

progressive independence from family and reliance on peers

for social support and values and the hormonal changes

associated with their physical and biological changes on

their pain experience have received little to no attention.

For example, the stress of social readjustments and changes

in relationships adolescents experience with parents and

peers likely influence their pain experiences (i.e., parent

availability, parent-adolescent interactional struggles,

importance of peer interaction and acceptance, and their
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appearance to others). In addition, during adolescents'

tumultuous hormonal changes and subsequent maturing sexual

development, new types of pain are experienced (i.e.,

menarche) and social role expectations change, influencing

perceived and expected pain behaviors and experiences

(McGrath & Pisterman, 1991).

Assessment and Measurement of Adolescent Acute Pain

The most significant contribution to adolescent pain

research is the development of valid tools to measure both

subjective reports of pain intensity as well as multiple

dimensions of an adolescent's acute pain experience

(Aradine, et al., 1988; Hester, 1979; Hester, Foster, &

Kristensen, 1990; McGrath, deVeber, & Hearn, 1985; Pothmann,

1990; Savedra, Tesler, Holzemer, & Brokaw, 1995; Savedra,

Holzemer, Tesler, & Wilkie, 1993; Savedra, Tesler, Holzemer,

Wilkie, Ward, 1989; Savedra, Tesler, Holzemer, Wilkie, Ward,

1990; Scott, Ansell & Huskisson, 1977; Szyfelbrin, Osgood, &

Carr, 1985; Tesler, Savedra, Holzemer, Wilkie, Ward, &

Paul, 1991; Tyler, Tu, Douthit, & Chapman, 1993; Wilkie, et

al., 1990). Although the different instruments have varying

levels of substantiated evidence supporting their clinical

use, all instruments have a minimum of construct validity or

generalizability psychometric testing. Instruments are

specifically designed for adolescents to measure location

and extent of pain, intensity of pain, quality of pain, and

temporal patterns of pain.
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In addition, assessment involves communicating with and

observing the behaviors of others. Adolescents have the

cognitive abilities to understand physical causes of pain,

interpret physiologic and psychological aspects of pain,

report multiple sites of pain, and attribute positive and

negative meaning or value to their pain experiences (Gaffney

& Dunne, 1986, 1987; Harbeck & Peterson, 1992; Hurley &

Whelan, 1988; Ross & Ross, 1984; Savedra, Gibbons, Tesler,

Ward, & Wegner, 1982; Savedra, et al., 1989; Savedra, et

al., 1990; Schultz, 1971; Wilkie et al., 1990). For

example, adolescents described the body's malfunctioning as

a physical cause for pain; psychological components of pain

were described as depression, worry, and anxiety; and

physiological pain descriptions involved knowledge that

nerves transmitted pain to the brain for interpretation.

In addition, adolescents may view pain as punishment

or may attribute positive meaning or value to their pain

through an understanding of its preventive and diagnostic

benefits (Gaffney & Dunne, 1987; Savedra, et al., 1982).

While pain was viewed by some early adolescents as

punishment relating to disobeying God, the doctor, or being

careless, other adolescents reported pain as a warning that

something was wrong with their bodies and prevented body

damage.

Although not specific to adolescent blunt traumatic

injury pain, adolescents' acute pain experience may involve
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multiple sites (Savedra, et al., 1989; Savedra, et al.,

1990). Using a body outline, Savedra and colleagues (1989)

reported adolescents marked multiple pain sites including

their primary pain site, intravenous infusion sites, tube

placement sites, and sites that appeared to be related to

gastric motility or immobility.

Factors Influencing Adolescents' Pain Experience

Both individual characteristics and interactions with

others influence an adolescent's pain experiences (Abu-Saad,

1984; Bennett-Branson & Craig, 1993; Bradshaw & Zeannah,

1986; Brown, 1972; Favaloro & Touzel, 1990; Foster & Hester,

1989; Fowler-Kerry & Lander, 1991; Gaffney & Dunne, 1986;

Gil, Ginsberg, Muir, Sullivan, & Williams, 1992; Johnston,

Abbot, Donald, & Jeans, 1992; LaMontagne, Johnson, &

Hepworth, 1991; Lander & Fowler-Kerry, 1991; Ross, Bush, &

Crummette, 1991; Sargent, 1984; Savedra, et al., 1982;

Schultz, 1971; Tesler, Savedra, Ward, Holzemer, & Wilkie,

1988; Wilkie, et al., 1990). Individual characteristics

include the adolescent's self-efficacy, level of anxiety,

age, gender, pain memories or previous pain experiences, and

pain knowledge. Interactive influences include the

adolescent's ethnicity, family context, environmental

Context, and interactions with health care providers.

Individual characteristics • Self-efficacy is a

person's perception of his/her capabilities or view of self

in specific situations (Bandura, 1977) and is associated
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with adolescent pain. Bennett-Banson & Craig (1993)

reported that in a sample of adolescents who were

experiencing postoperative pain, significantly weak to

moderate inverse relationships were found between self

efficacy and affective distress r = -. 62, p < .001) and pain

experience r = -. 31, p < . 05). These findings suggest that

an adolescent's self-efficacy ratings correlated with the

type of behavior expressed and the quality of his/her pain

experience.

Hospitalized adolescents' fear of acute pain both

preoperatively and postoperatively may influence their

anxiety and affect their pain experience (Stevens, 1986).

Similar to self efficacy, two studies (Gil, et al., 1992;

Lander & Fowler-Kerry, 1991) found a weak relationship

between state anxiety and reported present acute pain

intensity r = .27, p < .05) and procedural pain intensity

r = .33, p < .001). Therefore, it appears that self

efficacy and anxiety have an effect on pain perception, but

the individual consequences may be minimal compared to the

effect of other factors or the cumulative effect of multiple

factors having strong correlations. Therefore, other

factors (e.g., age, personality, and social influences) may

account for more variability in pain intensity and provide a

better understanding of the relationships between pain

intensity with other factors.
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An adolescent's age may influence his/her level of

anxiety associated with pain and ability to describe pain.

Adolescents' self reports of pain intensity, expected pain

intensity, level of affective pain, and state anxiety

associated with the same acute pain procedure decreased with

age r = -. 27; r = -. 20; r = - .22; r = -. 24, p < . 01) (Lander

& Fowler-Kerry, 1991). Older children were less anxious,

expected less pain, reported lower pain intensity scores,

and had less affective pain; perhaps suggesting a wider

repertoire of coping strategies and growing understanding

and tolerance of their pain concurrent with and subsequent

to diagnostic procedures.

Several studies (Savedra, et al., 1982; Savedra, et

al., 1989; Schultz, 1971; Tesler, et al., 1988; Wilkie, et

al., 1990) reported that as the age of the adolescent

increased there was a corresponding increase in his/her

ability to describe pain, including an increasing awareness

of the psychological components of pain. In addition,

Gaffney and Dunne's (1986) study of Irish children between

the ages of 5–14 years noted that self-identifying physical

trauma as a cause of pain increased significantly

(p < .0001) with age. Thus an adolescent's age appears to

be directly linked to his/her developing cognition and

social experiences that may influence his/her pain

etiologies, pain perceptions, descriptions, and tolerance.
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Study findings are inconsistent regarding the influence

of gender on the adolescent's pain experience. Some studies

(Savedra, et al., 1982; Savedra et al., 1989; Schultz, 1971;

Tesler, Wegner, Savedra, Gibbons, & Ward, 1981; Tesler et

al., 1988; Wilkie et al., 1990) reported that girls self

identified more coping strategies for dealing with pain,

marked significantly more pain sites than boys (p < . 03),

and chose the pain words "crying," "frightening,"

"miserable" and "sickening" more often than boys. Boys

identified most frequently with "brave behaviors."

Although Fowler-Kerry and Lander (1991) found no

significant differences in children and adolescents' self

reports of affective and sensory pain associated with

venipuncture, statistically significant differences existed

with anticipatory pain. Male subjects were more likely to

underestimate venipuncture pain. Differences in sample

sizes, types of pain experienced (i.e., single outpatient

procedure versus acute pain associated with surgery or

illness), and measures (i.e., single measure of intensity

and affect vs. open-ended questions and descriptions) may

account for the discrepancy in the gender findings.

Adolescents' memories of past pain experiences

influence their pain experiences. Several studies (Beyer,

Berde, & Bournaki, 1991; Lander, Hodgins, & Fowler-Kerry,

1992; Levy, 1960) suggest that pain memory recall can occur

as early as six months; that three to seven year old
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children are able to recall and rate past pain events; and

that 5-17 year old children and adolescents have the ability

to reliably recall both sensory pain intensity and affective

aspects of past procedural pain experiences. However,

adolescents may more reliability recall the affective

aspects of their pain than pain intensity (Lander, et al.,

1992).

The greater reliability of recall for affective versus

sensory pain may be explained by type of scale used. At the

two-month follow-up to recall previous pain, children and

adolescents are more likely to provide accurate recall using

a nine-point scale (i.e., affective scale) versus a 0-100mm

scale (i.e., VAS pain intensity scale).

The adolescent's ability to integrate memory of past

pain experiences is reported in Alex and Richie's (1992)

study of the pain experience of children and adolescents who

were hospitalized for surgery. Early adolescents' cognitive

evaluation of pain was described as "miserable," and many

adolescents were described as integrating the present pain

experience with memories of past pain.

The influence of an adolescent's pain knowledge and

understanding of his/her acute pain experience has not been

reported. Adolescents view postoperative pain preparation

as helpful because they then know what to expect (Bennett

Branson & Craig, 1993). However, adolescents perceive less

understanding and knowledge of their pain experience
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compared with more factual understanding and information

about their surgical experience (Alex & Richie, 1992).

Lastly, adolescents experience significant biological

and physical changes (Tanner, 1962) as a result of the

hormonal changes that occur during this developmental stage.

Although pain experiences are influenced by these biological

changes, such as dysmenorrhea associated with adolescent

development and hormonal changes (Klein & Litt, 1981), no

studies to date have investigated the relationship between

an adolescent's pain experience and the physiologic changes

that occur during adolescence.

Interactional influences. Preliminary research

findings suggest that ethnicity has an influence on an

adolescent's pain perceptions based on quality of words

chosen to describe pain and learned social pain behaviors

(Abu-Saad, 1984; Brown, 1972; Sargent, 1984). Abu-Saad

(1984) reported that children between 9-12 years from

Arabian, Asian, and Latin-American backgrounds describe pain

differently. Arab-American and Latin-American children were

more likely to use sensory words to describe pain, while

Asian-American children tended to use more words in the

evaluative domain. However, Abu-Saad (1984) did not report

the statistical significance of her findings. In addition,

a few descriptive reports (Brown, 1972; Sargent,

1984) associate African and Chinese children's pain

behaviors of stoicism as learned social behaviors.
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Similar to ethnicity, the influence of the family on an

adolescent's pain experience is poorly understood. Two

studies (Bennett-Branson & Craig, 1993; Gil, et al., 1992)

suggest that the family environment is particularly

important when examining an adolescent's acute pain

experience and analgesic use. While Bennett-Branson and

Craig (1993) focused on parental reactions to adolescents'

pain experiences, Gil and colleagues (1992) used the Family

Environment Scale (Moos & Moos, 1986) consisting of 10

subscales (i.e., cohesion, expressiveness, conflict,

independence, achievement orientation, intellectual

cultural orientation, active-recreational orientation,

moral/religious emphasis, organization, and control) to

categorize family relationships and their effects on

adolescent surgical pain.

Significant but low correlations were found between

family environment and the experience of acute surgical pain

in adolescents (Gil, et al., 1992). Adolescents from

families described as experiencing high conflict (i.e., poor

organization and lack of mutual commitment and support) had

significantly r = .31, p = < .05) higher pain intensity

ratings compared to adolescents from supportive or

Controlling families. Adolescents from controlling

families, compared to adolescents from supporting or

conflicting families, had significantly r = .28 p = <. 05)

higher affective pain ratings and made more frequent demands



for patient controlled analgesia during the lock-out

intervals r = -. 31, p = <. 04). Higher levels of trait

anxiety in the parents were associated with higher levels of

state anxiety in their children.

Parental ratings of their adolescent's average, least,

and present pain intensity, estimates of affective distress,

and estimates of perceived helpfulness were correlated with

the adolescents' self-reported ratings of pain intensity,

affective distress, and helplessness (Bennett-Branson &

Craig, 1993; Gil, et al., 1992). In addition, parental

anxiety was inversely correlated with the adolescent's

rating of self-efficacy and frequency of cognitive coping.

However, although moderate to strong correlations existed

between parental ratings of their adolescent's pain

intensity, all other significant correlations were weak to

moderate associations including affective distress,

perceived helplessness, and parental anxiety.

Other researchers (Savedra et al., 1982; Tesler, et

al., 1981) have reported that hospital settings influence

early adolescents' (between 9-12 years) descriptions of

their pain and coping with their pain. Hospitalized

adolescents expressed more emotions of crying and

nervousness in response to acute pain and identified fewer

coping strategies, as compared to non-hospitalized

adolescents. Greater emotional distress and anxiety of

hospitalized adolescents may be explained by their perceived
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greater exposure to and risk associated with painful

situations. In addition, studies (Denholm, 1990; Savedra,

et al., 1982; Tesler et al., 1981) have identified that the

absence of an adolescent's pets, peers, and needs for

privacy influence the adolescent's distress with

hospitalization and/or pain.

The assessment and management of pain are the work of

healthcare providers (Fagerhaugh & Strauss, 1977). Since

adolescents may not ask the nurse for help with their pain

and rely on the knowledge of the nurse to manage their pain

(Alex & Richie, 1992; Favaloro & Touzel, 1990), the nurse

needs to initiate pain assessments. Adolescents'

developmental struggles for independence, inexperience with

new contexts and relationships, and egocentric perspectives

are possible explanations for their dependence on the nurse

to initiate their pain management (Elkind, 1967; Erikson,

1963).

A few studies (Favaloro & Touzel, 1990; LaMontagne, et

al., 1991), using small samples of postoperative children

and adolescents, reported moderate but significant

Correlations r = . 62, p < . 001; r = . 61, p < .003) between

an adolescent's self-report of pain intensity and nurses'

ratings of an adolescent's pain intensity. The experience

of the nurse and the level of pain intensity reported by the

adolescent were factors influencing the strength of the

correlation. Compared to more experienced nurses and lower
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reported pain intensity, adolescents who reported higher

pain intensity (i.e., greater than 25mm on a 0-100mm scale)

and nurses who had less than one year of experience were

associated with lower correlations r = .33, p < . 05) between

adolescents' self-reported pain intensity and nurses'

ratings of their pain intensity.

Other researchers have attempted to identify

multidimensional assessment factors used by nurses to

legitimize adolescents' pain. Several studies (Bradshaw &

Zeannah, 1986; Foster & Hester, 1989; Ross, et al., 1991)

reported that while some nurses provided little rationale

for their pain interventions, others nurses' pain

assessments of adolescents were influenced by the setting,

perceptions of the seriousness of the adolescent's illness,

and expected pain trajectory. The nurses' assessments of

physiologic parameters and verbal and body language were

factors that influenced their legitimization of the

adolescent's acute pain experience. It appeared that the

most experienced nurse, having greater than 10 years of work

experience compared to the least experienced nurse with less

than 4 years of experience, used a broader range of criteria

to assess pain (Bradshaw & Zeannah, 1986).

In addition, nurses who rely on adolescent pain

behaviors to assess their pain intensity may be misled.

Although not specific to adolescents, a few pediatric

studies (Beyer, McGrath, & Berde, 1990; Schechter,
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Bernstein, Beck, Hart, & Scherzer, 1991) noted discrepancy

between pain self-reports and behaviors with some children

identifying high pain scores and displaying little or no

pain behaviors. These findings addressing nurses'

assessments of children and adolescent pain (Beyer, et al.,

1990; Bradshaw & Zeannah, 1986; Favaloro & Touzel, 1990;

Foster & Hester, 1989; LaMonagne, et al., 1991; Ross, et

al., 1991; Schechter, et al., 1991) raise questions about

the sole reliance on behavioral measures to assess and

manage pain and the importance of subjective pain reports.

Interestingly, similarities exist, when adolescents'

perceptions of nurses' pain-alleviating factors are compared

with the nurses' perceptions. Both adolescents and nurses

report that the administration of medication, presence of

parents, repositioning, distraction, and providing a quiet

environment are helpful to alleviate acute pain (Alex &

Richie, 1992; Gadish, Gonzales & Hayes, 1988; Tesler, et

al., 1981). However, only a few studies (Savedra, et al.,

1982; Schultz, 1971; Tesler, et al., 1981) describing

adolescents' perceptions of pain have reported the

importance of the nurse's attitudes toward the hospitalized

adolescent and the quality of the interpersonal relationship

between the nurse and adolescent as influencing and

diminishing the distress associated with the adolescent's

pain experience. Adolescents reported that helpful nurse
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interactions were demonstrated by caring behaviors, and the

nurse's presence of "being there."

Although unhelpful interactions were not specifically

reported (Alex & Richie, 1992; Gadish, Gonzales & Hayes,

1988; Tesler, et al., 1981), Alex and Richie's (1992)

descriptions of adolescents' recommendations to nurses

provide insight about unhelpful staff strategies. These

unhelpful staff actions may be interpreted as lack of

information about pain, lack of sensitivity for assessment

of distress cues, and unavailability.

Adolescent Pain Management

Current knowledge about the management of adolescent

pain includes a better understanding of cognitive and

behavioral strategies including the adolescent's use of

patient controlled analgesia. Expanding cognitive

development in adolescents is associated with increasing use

of cognitive coping strategies (Band & Weisz, 1988; Bennett

Banson & Craig, 1993; Brown, O'Keef, Sanders, & Baker,

1986). The adolescent's cognitive coping style is generally
viewed by researchers as a process of self-regulatory

abilities involving the capacity to developmentally

understand the cause of painful sensory experiences, and the

capacity to interpret or reframe their meaning as

nonthreatening to one's self-control, thus determining the

quality of the perceived pain experience (Bush & Hawkins,
1991).
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Studies of acute procedural pain (Branson, et al.,

1990; Stevens, 1989) report adolescents' use of self

initiated cognitive strategies to cope with pain, including

distancing, inaction, self-control, seeking social support,

calming self-talk, focused attention, thought stopping, and

positive cognitive reappraisal. Although the sample size

was small (N = 17), the number of strategies identified by

adolescents to manage their pain was influenced by the type

of question asked of them. Adolescents identified more

strategies when supplied with choices versus open-ended

questions.

However, the use of cognitive strategies by healthcare

providers to change an adolescent's pain experience have

been limited to chronic cancer populations. A few studies

(Hilgard & LeBaron, 1982; Kellerman, Zelter, Ellenberg, &

Dash, 1983) using hypnosis were done with chronically ill

children experiencing frequent acute painful procedures and

reported reductions in adolescents' pain perceptions.

Additional studies (Alex & Richie, 1992; Savedra, et

al., 1982; Tesler, et al., 1981) with hospitalized and non

hospitalized children and pre-adolescents (ages 7-12 years)

described the following self-reported behavioral pain coping

strategies: taking medicine, resting/lying still, sleeping

or trying to sleep, eating, drinking, use of distraction,

talking to someone, and immobility. The adolescent's

deliberate behaviors to reduce pain by self-seeking
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analgesia for acute traumatic pain have not been studied.

However, the adolescent's postoperative use of a patient

controlled analgesia pump (PCA) compared to traditional

nurse administered methods may illustrate differences

between the adolescent's self management of pain versus the

response of the nurse to an adolescent's pain.

Studies of adolescent administration of analgesia using

a PCA device compared to traditional nurse administration

(Vines, Serafin, Wilk, & Arnstein, 1991; Webb, Stergios, &

Rodgers, 1989) reported differences in analgesic use.

Adolescents using PCA devices administered more

postoperative analgesics when compared with the doses

administered by the nurse. In addition, when adolescents

used the PCA device, a wide variability in the amount of

self-administered narcotic occurred among individual

adolescents (Tyler, 1990). Adolescents' self-seeking use of

analgesia for acute pain using a PCA device were highly

variable and differ from traditional nurse administered

methods (Tyler, 1990; Vines, et al., 1991; Webb, et al.,

1989). Although no significant differences in pain

intensity and comfort measures were reported (Vines, et. ,

1990) between adolescents using the PCA and adolescents

receiving nurse administered analgesics, most adolescents

preferred having self-control over their analgesic

administration and pain management (Tyler, 1990; Vines, et

al., 1991; Webb, et al., 1989). No complications were



29

reported (i.e., respiratory compromise) and adolescents did

not medicate themselves to the point of complete analgesia,

but retained some level of pain.

Adolescent Acute Pain Outcomes

In general, both hospitalized and outpatient

adolescents experiencing acute pain, not specific to blunt

traumatic injury, have reported emotional distress and

functional consequences associated with pain (Alex & Richie,

1992; Johnston, et al., 1992; Pantell & Goodman, 1983;

Savedra, et al., 1982; Schultz, 1971; Tesler, et al., 1981).

Adolescents' descriptions of emotional distress include

fear, anxiety, anger, worry, helplessness, and sadness.

Unrelieved pain in adolescents has functional

consequences including immobility, fatigue, exhaustion, and

nausea (Alex & Richie, 1992; Johnston et al., 1992;

Savedra, et al., 1982; Tesler, et al., 1981). The

interrelationships among these pain consequences and

outcomes affecting self-care ability, quality of life,

emotional status, health service utilization, length of

stay, and comorbidity/morbidity are undetermined.

Adolescent Pain Experience Resulting from

Blunt Traumatic Injury

The acute pain associated with blunt traumatic injury

is Commonly associated with both soft tissue and bone injury

(Yates & Smith, 1984). Soft tissue injury may involve the

tendons and extra-articular ligaments, joints, muscles, and
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bursae. Fracture pain originates from the periosteum as

well as soft tissue. Acute pain may become chronic due to

structural instability, nerve damage, and arthritic changes

that may produce a variety of pain syndromes and

neuropathies (Casey, et al., 1986; Cousins, 1994; Hope &

Cole, 1992; Hougaard & Thomsen, 1989; Lanser, et al., 1988;

Lanzi, et al., 1985; Muffulli & Fixsen, 1990; Olsson &

Berde, 1993; Yates & Smith, 1984).

Although musculoskeletal injuries are commonly

associated with blunt trauma, the adolescent experiences

other potential sites for pain. Based on the nature of the

blunt traumatic injury and related diagnostic and

therapeutic procedures, potential etiologies for acute pain
may be similar to the cutaneous, somatic, and visceral types

of pain associated with surgery (Bennedetti, Bonica, &

Bellucci, 1984; cousins, 1994; Fields, 1987). More

specifically, subsequent to the blunt traumatic injury,

individuals may experience additional pain associated with a

variety of diagnostic and therapeutic procedures including:

1) skeletal pinning and/or application of traction or casts;

2) radiologic tests, nursing care, and rehabilitation
activities which may require movement; 3) frequent blood

tests; 4) wound management; 5) chest tube insertion; or 6)

abdominal surgery.

The physiologic mechanisms associated with acute pain

following blunt traumatic injury and the associated
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diagnostic and therapeutic procedures occur as part of the

body's normal response to tissue injury and may result from

nerve damage (Fields, 1987; Kelly, 1985; Levin & Taiwo,

1994; Lewis, 1942). More specifically, tissue injury

involves a dual pain sensation that is associated with acute

musculoskeletal trauma (Yates & Smith, 1984).

The immediate sharp pain is due to the distortion of

subcutaneous, perivascular, and periarticular nerve

plexuses. Similar to procedure pain, the acute delayed

injury pain is believed to be due to tissue injury and

inflammation and may be confounded by the physical

distention of a joint or fascial compartment by blood or

tissue exudate (Yates & Smith, 1984). Fluid pressure causes

chronic ischemia with associated muscle contraction

resulting in severe pain (Fields, 1987). The physiologic

injury inflammatory response is associated not only with

painful stimuli, but is associated with infectious processes

in children and adolescents who have experienced blunt

trauma (Krause et al., 1994).

Influences of Blunt Traumatic Iniury Experiences

Despite studies (Bijur, Kurzon, & Hamelsky, 1991;

Casey, et al., 1986; Wesson, et al., 1992; White, 1991)

reporting relationships between children and adolescent

blunt traumatic injury, family conflict and emotional

distress, the family's influence on adolescents' acute pain

experiences resulting from blunt traumatic injury is

*
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unknown. However, psychological behavioral disturbances

(i.e., major scholastic difficulties, rage attacks, and

episodic depression) are reported in children and

adolescents after minor and major physical trauma lasting an

average of 19 months (Basson, et al., 1991).

Although a few studies (Basson, et al., 1991;

Ravenscroft, 1979) described the psychological adjustment

that adolescents and families experience after an acute

traumatic injury, pain is noted as a minor part of the total

injury experience. Basson and colleagues' (1991) study of

behavioral disturbances in adolescents following post

traumatic physical injury reported no relationship between

pain and subsequent behavioral disturbances after hospital

discharge. However, these findings were based on a

retrospective chart review with a prospective parental

follow-up after the child's discharge.

Outcomes

Findings from several studies (Johnston, et al., 1992;

Schechter, et al., 1986; Selbst & Clark, 1990) suggest that

children who experience traumatic injury are at risk for

under-treatment of acute pain and may continue to suffer

with chronic unresolved pain. However, no studies were

identified that were specific to blunt traumatic injury pain

and outcomes. In addition, the relationships between short

term functional disabilities associated with blunt traumatic
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injury and an adolescent's pain experience have not been

fully explored.

Summar

A review of the research on acute pain in adolescents

suggests that: 1) the primary pathophysiological pain

mechanism for the adolescent experiencing blunt traumatic

injury is soft tissue and bone damage associated with

cutaneous, somatic, and visceral types of pain; 2)

adolescents can describe the multiple dimensions of acute

pain and can reliably recall both sensory and affective

aspects of acute procedural pain; 3) although adolescents

experiencing acute pain utilize self-initiated behavioral

and cognitive coping strategies, they may assume that the

nurse knows about their pain and rely only on the initiative

of the nurse to relieve their pain despite variable

correlations between the adolescent's subjective pain

intensity and the objective reports from nurses; 4) the

adolescent's nonverbal behaviors associated with acute pain

may not correlate with his/her subjective reports of pain

intensity; 5) functional consequences of pain may occur in

an adolescent who is experiencing acute pain; and 6) gender,

age, state anxiety, self efficacy, pain memories, pain

knowledge, parental/family characteristics, ethnicity, as

well as healthcare providers are potential factors that may

influence the adolescent's pain experience.
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Identification of Gaps in the Literature

To date, the paucity of adolescent pain literature

suggests that little is known about the adolescent's acute

pain experiences; in particular blunt traumatic injury pain.

Specific studies addressing the influence of hormonal

changes during adolescence on the physiologic dimension of

acute pain and the influences of the adolescent's peers,

past pain experiences, pain knowledge, self-esteem, and

trait anxiety on the adolescent's acute pain experience were

not found. In addition, few study samples were comprised of

adolescents experiencing similar contextual pain etiologies.

Yet, although blunt traumatic injury pain is a common

cause for acute adolescent pain and studies suggest that

children and adolescents experiencing blunt traumatic injury

received inadequate analgesia and were less likely than

adults to have their pain treated, no studies were

identified specifically addressing the adolescent's acute

pain experience associated with blunt traumatic injury.

Qualitative work that specifically elicits adolescents'

perceptions of their pain experience is needed to provide

direction for future research. Healthcare professionals'

understanding of adolescents' pain experiences will provide

adolescents more developmentally sensitive pain assessments

and effective (i.e., as perceived by the adolescent) pain

alleviating interventions.
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CHAPTER III

Methodology

Introduction

Since little is known about adolescents' blunt

traumatic injury pain experiences, to study this problem a

qualitative method using the grounded theory approach to

build theory was chosen. There was a fit between grounded

theory's approach to study the social processes of a

phenomenon and the social processes influencing adolescents'

blunt traumatic injury pain experiences. This chapter

describes the design utilized, the theoretical underpinnings

of the method, basic assumptions, distinguishing

characteristics, strengths and limitations, the theory's fit

with the research question, and the study's method.

Research Design

Grounded theory is a qualitative method of doing

research that uses a systematic set of procedures to develop

an inductively derived theory from data about a phenomenon

(Strauss & Corbin, 1990). Barney Glaser and Anselm Strauss

developed the grounded theory method (Strauss & Corbin,

1990). Although Glaser and Strauss are both sociologists,

the philosophical approach underlying their research methods

differed (Glaser & Strauss, 1967; Strauss, 1987; Strauss &

Corbin, 1990). While Glaser was influenced by quantitative

methodological approaches, Strauss favored qualitative

research methods. The merging of their different
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methodological approaches is reflected in their acceptance

of combining quantitative and qualitative research methods

to inductively build theory (Strauss & Corbin, 1990;

Strauss, Schatzman, Butcher, Ehrlich, & Sabshin, 1964).

oret Unde Of © ounded eory Method

Grounded theory's major underlying theoretical

perspectives are related to symbolic interactionist beliefs.

Although many scholars including John Dewey have contributed

to the symbolic interactionist approach, George Herbert Mead

laid the foundations for the philosophy and theory of

symbolic interactionism (Blumer, 1969).

Symbolic interactionists believe truth is a social

construct embedded in the process of human action and

interaction and that trustworthy science requires orderly

inquiry in order to understand the subjective experience

particular to a phenomenon from the perspective of those who

experience it (Blumer, 1969; Campbell, 1995; Dewey, 1934;

Hacking, 1983; Strauss & Corbin, 1990). The symbolic

interactionist approach to the study of human action and

interaction involves disciplined analysis of the

researcher's observations and data in order to develop

categories, propositions, and theories about human actions

and interactions (Blumer, 1969).

Basic Assumptions of the Grounded Theory Method

Based on the theoretical underpinning of symbolic

interactionism, the assumptions of grounded theory are as
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follows: 1) social phenomena (i.e., central idea or event

about which actions/interactions are directed or related)

are about the process of human action and interaction; 2) a

person's actions/interactions are purposeful strategies

directed at managing, or responding to a phenomenon and are

related to specific conditions and consequences; 3) all

human actions/interactions are located within a set of

interactive conditions representing links between the

person's social and physical environment and influences from

the larger society; and 4) a rigorous systematic analysis of

data grounded in the field is needed to develop theory

(Strauss & Corbin, 1990).

pistinguishing characteristics of grounded Theory

Grounded theory's systematic approach to building

theory has three key distinct characteristic coding features

that uniquely guide both the data analysis and

conceptualization. These features include a three-level

coding system, a paradigm model, and a conditional matrix

(Strauss & Corbin, 1990).

The three coding procedures open, axial, and selective

reflect progressive levels of theory development. The

purpose of the three-level procedure is to first expand the

data (open coding) followed by the reconceptualization of

data into categories (axial coding) to identify a core

category around which a core theory is built (selective
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coding). The reconceptualization of data is framed within

the paradigm model and conditional matrix.

The paradigm model links subcategories to form main

categories by analyzing five factors that influence the

identified phenomenon (Strauss & Corbin, 1990). All five

factors of the paradigm model relate to the phenomenon and

are: 1) the causal conditions leading to the phenomenon; 2)

the context surrounding the phenomenon; 3) the more general

and broader intervening conditions affecting the phenomenon;

4) the person's action/interaction strategies in response to

these conditions; and lastly 5) consequences of the person's

action/interaction. The paradigm model exists within a

conditional matrix. See Appendix A for definitions of the

factors comprising the paradigm model (Strauss & Corbin,

1990).

The third distinguishing coding feature associated with

the grounded theory approach is the conditional matrix.

Basically, a conditional matrix is an analytic aid (i.e.,

diagram or table) that helps the researcher to consider the

wide range of conditions and consequences related to the

phenomenon under study. The matrix or diagram helps the

researcher to both distinguish and link levels of conditions

and consequences to the phenomenon (Strauss & Corbin, 1990).

Strengths and Limitations

In contrast to most other qualitative approaches,

grounded theory's major strength is its clearly delineated
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three level orderly coding process that guides theory

development from data about a complex social phenomenon.

However, grounded theory's rigorous coding procedures to

analyze data may actually restrict the researcher's

development of theory from data (Glaser, 1992; Kools,

McCarthy, Durham, & Robrecht, 1996; Robrecht, 1995;

Schatzman, 1991). Grounded theory's complex analytical

coding procedures may narrow the researcher's theoretical

sensitivity (i.e., insight and ability to give meaning to

the data) with the researcher forcing data to develop a

theory, not letting the theory emerge from the data.

Rationale for choosing the grounded Theory Approach

The complex nature of the adolescent's subjective pain

experience, the lack of descriptive subjective adolescent

blunt traumatic injury pain studies, and the limited

knowledge regarding blunt traumatic injury pain support the

use of a grounded theory method. Pain is a phenomenon which

has a process (Fagerhaugh & Strauss, 1977; Strauss,

Fagerhaugh, Saucek, & Weiner, 1987). The conditions framing

this process are the following: 1) the causal conditions

for an adolescent's pain are the blunt traumatic injury and

subsequent related diagnostic procedures; 2) the context of

pain is sudden and unexpected, associated with physical and

emotional losses, and results in hospitalization

(Ravenscroft, 1979); 3) although presently unknown,

potential intervening conditions may include an adolescent's
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past pain experiences, an adolescent's perceptions of

present physical and emotional losses, and the interactive

influence of the staff's knowledge and beliefs about pain;

4) an adolescent uses strategies to manage his/her pain and

is active in his/her pain management (Branson, et al., 1990;

Stevens, 1989); and 5) consequences of adolescents' actions

toward pain and interactions with family members, peers, and

healthcare providers are influenced by causal, contextual,

and intervening conditions which are poorly understood to

date. This theoretical knowledge has implications for the

current management of adolescent blunt traumatic injury pain

and provides direction for future studies.

Method

Research setting

Data collection took place at a west-coast university

hospital designated as a Pediatric Adolescent Trauma Center.

Subjects were interviewed in their hospital rooms at various

locations including the Trauma Nursing, Pediatric Acute,

Pediatric Special Care, and Adolescent units.

Subjects

In order to develop concepts relevant to the research

question, convenience sampling based on inclusion criteria

was pursued until theoretical saturation was reached. All

subjects selected fit specific inclusion criteria, namely:

1) all were between 11-17 years; 2) conscious without

cognitive impairment as indicated by Glascow Coma Scale
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score equal to 15; 3) English speaking; and 4) had

experienced a blunt traumatic injury. Subjects were

excluded if there was a known cognitive disability (i.e.,

developmental disability, head injury, or grade level not

appropriate to age), spinal cord injury, chronic illness

associated with pain, or they were unable to cope with the

research task as determined by the subject.

Age and cognitive ability were limited to ensure the

adolescent was able to describe his/her pain experience.

The wide adolescent age range enhanced the number of

adolescents available to recruit and potentially allowed for

age-related comparisons. Every effort was made to recruit

adolescents from varying ethnic backgrounds.

It was not feasible to obtain adequate comparison and

subsequent conceptualization between the small number of

adolescents experiencing spinal cord injury and adolescents

experiencing the more common soft tissue and skeletal

injuries. Adolescents with other pain syndromes related to

chronic illness were excluded to avoid confounding an

adolescent's pain experience associated with blunt traumatic

injury. Although males are twice as likely as females to

experience blunt traumatic injury, projected available

subjects supported gender comparisons.

The sample of subjects (N = 11) provided a pool of data

that generated, based on the paradigm model and comparative

analysis, categories and dimensions related to the
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phenomenon of blunt traumatic injury pain. One subject was

excluded from the initial data analysis, due to a difference

in the nature and context of injury. This subject had a

series of minor sports injuries later requiring a direct

admit to the hospital. Therefore, this subject did not

experience the context of a sudden blunt trauma requiring

emergent care.

However, theoretical sampling included two additional

adolescents. Further sampling was pursued to strengthen

theoretical findings by filling in dimensional gaps

identified between categories and to verify findings with

subjects. Sampling with theoretical saturation was

completed when no new or relevant concepts were identified

from the data, the paradigm factors were identified along

with variation and process, and the relationships between

categories were validated (Strauss & Corbin, 1990).

In addition, for the purpose of comparative analysis,

all subjects were classified according to injury severity

and type of pain intensity. Subjects' injury severity

included three levels of increasing severity which were

complex, serious, and critical classifications. Criteria

for type of injury severity classification was the

following: 1) complex: subjects who experienced multiple

sites of injury but no fractures or surgery; 2) serious:

subjects who experienced multiple sites of injury including

fractures and/or required surgery; and 3) critical: subjects
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who experienced multiple injuries including fractures, and

required surgery and resuscitation.

For each of the three settings (i.e., scene of the

accident, emergency room, and hospital), adolescents'

reported or marked pain intensities were categorized into

either a low or high intensity level. The high pain

intensity level included adolescents who reported pain

intensities between "medium to worst." The low intensity

level referred to adolescents who reported pain between

"little" and "medium." Pain intensity categories were

derived from interviews, the Word Graphic Rating Pain

Intensity Scale from the Adolescent Pediatric Pain Tool (In

the hospital setting, the Word Graphic Rating Scale was used

once to measure adolescents' present pain intensities.), and

the Temporal Dot Matrix.

Adolescents were categorized into one of two categories

(i.e., low or high pain intensities) based on statistical

findings of adolescents' pain reports from the Word Graphic
Rating Scale (Sinkin-Feldman, Tesler, & Savedra, 1997).

Sinkin-Feldman and colleagues (1997) reported adolescents do

not conceptualize equidistance between words on the Word

Graphic Rating Scale. For example, the phrase on the scale

little pain is statistically closer to no pain. However,
statistically significant interval distances exist between

little pain to medium pain and medium pain and large pain,
but not large pain to worst pain.
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In addition, since adolescents' marked and reported

pain intensities decreased in the hospital, if adolescents

(n = 6) marked their pain intensities on the temporal dot

matrix and their changing pain intensities represented both

pain intensity categories (i.e., low and high), the pain

intensity category with the greater observable duration of

time marked by the adolescent on the temporal dot matrix was

chosen. The categorization of adolescents' pain intensities

was done once for each of the three contexts to further

dimensionalization of data for comparative analyses.

Human Bubjects Assurance

The Human Subjects Committee at the University of

California, Davis gave approval for this study. To protect

subjects' anonymity, data were secured in a locked drawer

and informants were assigned numbers which were kept

separate from the numbered data.

The study risks to subjects were minimal. Subjects did

not become fatigued or emotionally upset during the

interviews and may actually have had therapeutic benefits by

providing them an opportunity to discuss their pain

experience.

Data collection strategies

For this research, the principal methods of data

collection utilized were interview and document review. To

enhance the conceptualization of an adolescent's recalled

and current blunt traumatic injury pain, The Adolescent
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Pediatric Pain Tool (APPT) and The Temporal Dot Matrix were

both incorporated into the interview (see Appendices B and

C).

Subjects were recruited into the study when they were

physiologically stable and cognitively capable of being

interviewed. Therefore, subject recruitment varied between

one to eleven days after their injury because of differing

levels of injury severity. The study was explained to both

the parent(s) and subject. Subjects were informed that they

could refuse to participate, that they could cease

participation at any time, and that refusal to participate

would have no effect upon their care. Subjects were assured

that information received in the course of the study would

be treated confidentially. Because of legal matters

surrounding the accident, one subject's parent refused to

participate in the study.

Assent from the subject and consent from the parent was

obtained (see Appendix D). In addition, the Patient's Bill

of Rights was provided to both the parent and subject.

Although parents and subjects were given the option to have

the parent stay during the interview, most parents choose to

leave the adolescent's room during the interview. Only one

parent chose to stay. However, due to a hearing loss, she

was unable to hear clearly.

In-depth interviews included both open-ended and

quantitative questions. In order to support subjects to
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tell their own stories, initial questions directed them to

recall what they first remembered about their accident.

Questions were directed by who, what, when, how, and where

in regard to the traumatic event, important events perceived

and initiated by subjects, and events surrounding blunt

traumatic injury pain.

If subjects stated they could not recall events,

subjects were asked what they were doing, where they were

going, and/or who they were with just prior to the accident.

This approach was always successful in encouraging their

memories of events and related action/interaction

strategies. If subjects required additional prompting to

transition through the various contexts to recall specific

events about the scene, emergency room, or various hospital

settings, questions were context directed.

All subjects discussed their pain experiences as part

of their stories. After subjects completed their stories

about pain, two pain instruments--the APPT, and the Temporal

Dot Matrix—-were introduced as part of the interview.

Using the APPT, subjects were instructed to use a red

pen and indicate the location and extent of their current

pain on the body outline, draw a line to indicate their

current intensity of pain on the Word Graphic Rating Scale,

and to circle or highlight words that described their

current pain. In addition, subjects were informed that they

could add words not found on the word list. Next, using the
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Temporal Dot Matrix, subjects were instructed to draw their

temporal pattern of pain intensity starting from their first

remembered pain through to their present pain.

Following completion of the APPT and Temporal Dot

Matrix, using the pain instruments, subjects were asked to

tell about their identified pain. Descriptions of contexts

and conditions influencing changes in the intensity of their

pain were consistently described.

Interviews were audio-taped. Interviews took

approximately 45 minutes to 1 hour. The investigator needed

to return a second time for a few subjects to complete their

interviews due to their intervening therapies or visitor

activities.

Healthcare documents from the scene of the accident,

emergency room, and hospital settings were reviewed either

prior to or after the interviews depending upon chart and

subject availability. To identify pain assessments and

management strategies of the staff, specific sections of the

chart were reviewed, including nursing, medical, and

physical therapy narrative notes, and medication

administration records. When appropriate, the patient

controlled analgesic record was reviewed. The medication

administration record documented the date, time, analgesic

type and dose administered to the subject, and the subject's

response to the analgesia. The patient-controlled analgesia

record included type and concentration of analgesic, number



48

of incremental and actual dosing attempts made by the

subject, and the subject's subjective numeric pain intensity

SCOIre.

Instruments Incorporated Into 8tudy

Interview de and process. Although the interview

process was dynamic based on the subject's stories,

consistent approaches were used to guide each interview.

All subjects were asked to describe what they recalled from

each context followed by questions of who, what, when, how,

and where regarding events perceived as important to the

subject. When pain was described, subjects were asked what

caused their pain, their actions and interactions to manage

their pain, and the consequences of their pain.

After a few stories were analyzed, additional questions

were specifically added to the interview to encourage

subjects' descriptions of their stories. Subjects were

asked to describe their pain using the APPT and the Temporal

Dot Matrix. In addition, since all subjects reported their

pain experience as a unique new experience, subjects were

asked to reappraise the effectiveness of their actions to

manage their pain. See Appendix E for a copy of the

interview guide.

Adolescent and Pediatric Pain Tool (APPT). The APPT

is a self-report multidimensional pain tool containing a

body outline, a Word Graphic Rating Scale and a qualitative
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descriptive word list (Savedra, et al., 1995; Savedra, et

et al., 1989; Savedra,

et al., 1990). All three

al., 1993; Savedra, et al., 1990;

Tesler, et al., 1991; Wilkie,

measures were tested concurrently. A multi-ethnic

convenience sample (i.e., White, Chinese, Filipino,

Hispanic, Black, and other) representing well and

hospitalized subjects between the ages of 8-17 years

= 958) and threeoccurred at seventeen community schools (n

hospitals (n= 230).

Psychometric properties of the three components of the

tool has had considerable reliability and validity testing

(Savedra, et al., 1993; Savedra et al., 1989; Savedra, et

al., 1990; Tesler, et al., 1991; Wilkie, et al., 1990).

Reliability is moderate to high for the qualitative

descriptive word list, body outline, and Word Graphic Rating

Scale (Savedra, et al., 1993; Tesler, et al., 1991; Wilkie,

et al., 1990).

Based on children and adolescents' reports from the

literature, content validity is reported for the word list

generation. Well and hospitalized children and adolescents

described familiarity and use of the words to describe pain

(Savedra, et al., 1995; Savedra, et al., 1990; Wilkie, et

al., 1990). Although the original word list did not include

a temporal word category, later psychometric tests for

content validity were done (Savedra, et al., 1995). Content

validity for the Word Graphic Rating Scale to measure pain

:
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intensity is supported by the majority (47%) of subjects who

preferred this pain measurement instrument to four other

pain measures (Tesler, et al., 1991). No clumping of pain

intensity ratings along the word intervals was reported,

thus supporting the measure's sensitivity as a continuous

scale.

The APPT psychometric testing included both concurrent

and construct validity. Evidence for the body outline's

concurrent validity is provided by strong agreement between

the research assistant's observations and medical record

documentation with subjects' reported pain sites (Savedra,

et al., 1993; Savedra, et al., 1989; Savedra et al., 1990).

Construct validity is moderate to strong for the

sensory, affective and evaluative word list, body outline

and Word Graphic Rating Scale (Savedra, et al., 1990;

Tesler, et al., 1991; Wilkie, et al., 1990). Factor

loadings suggest moderate correlations between the 43 words

from the list to the sensory, affective, and evaluative pain

Categories.

Further support of the APPT's construct validity is

offered by the following: 1) in relation to surgical

recovery, subjects experiencing pain reported decreasing

mean word scores for both sensory and affective words

(Wilkie, et al., 1990); 2) in relation to surgical recovery,

there were significant decreases in number of pain words

chosen, reported intensity of pain, and number of body areas

º



51

marked (Savedra, et al., 1990; Tesler, et al., 1991); and 3)

moderate to high correlations were reported between

the Word Graphic Rating Scale and four other pain intensity

scales (Tesler, et al., 1991).

Although the instrument has no strong gender, age or

ethnic bias, age and gender did influence how some subjects

used the word list and body outline (Savedra, et al., 1995;

Savedra, et al., 1993; Savedra, et al., 1989; Wilkie, et

al., 1991). An adolescent's age may influence his/her

choice of words and understanding of the right/left reversal

of the body drawings. All 16 year old and older subjects

understood the right/left reversal of the body drawing.

Older adolescents chose the words constant (p = . 04) and

continuous (p = .0002) more often than younger subjects.

Gender differences did affect the words chosen, the

number of pain sites marked on the body outline, and pain

intensity. Girls selected the words "crying,"

"frightening," "miserable," and "sickening" more often than

boys. However, boys chose "steady" (p < .02) more often

than girls. When using the body outline, girls marked more

pain sites than boys (p = . 03). Although girls reported a

higher pain intensity (p = . 03), this was only statistically
significant on postoperative day one.

Therefore, the generalizability of the APPT as a tool to

measure pain is appropriate for similar culturally diverse

hospitalized adolescents experiencing acute pain. However,
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the researcher must maintain an awareness of age and gender

influences on adolescent's use of both the body outline and

word list. Hospitalized subjects identified an additional

48 words that were not on the word list; this supports

having a blank space for adolescents to add their own words.

Although the APPT's clinical utility was supported by

subjects' willingness to complete the tool, some variation

in tool completion between subjects did occur (Savedra, et

al., 1993; Savedra, et al., 1990). Although completion of

the APPT did not take longer than seven minutes, a subject's

refusal or inability to complete the APPT (i.e., sleeping,

physically unable, or unavailable) occurred during the first

and second postoperative day. The body outline was more

readily completed than the word list.

In addition, support for once a day data collection was

warranted as no significant difference was found between two

separate morning and afternoon pain measures (Savedra et

al., 1990). Although not specifically normed with

adolescents experiencing blunt traumatic injury pain, the

APPT's extensive psychometric testing with multi-ethnic

hospitalized adolescents experiencing acute pain support

this tool's acceptable fit to measure the adolescent's

intensity, location, extent, and quality of pain associated

with blunt traumatic injury.

Temporal Dot Matrix. The Temporal Dot Matrix is a

measure of pain intensity, duration, and patterns (savedra,

à
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et al., 1995). The dot matrix is 5 inches by 3 3/8 inches

containing 11 dots on the Y-axis and 21 dots on the X-axis.

Descriptive intensity words range from no pain on the bottom

to small, medium, large, and worst pain extending along the

Y-axis. Time-related words extend along the X-axis.

Content validity for using the labeled Temporal Dot

Matrix for subjects between the ages of 8-17 years

experiencing acute pain is supported (Savedra, et al.,

1995). Subjects stated they preferred pain intensity and

time-related identifying markers along the Y and X-axis.

All subjects (N = 97) successfully completed the Temporal

Dot Matrix, with the majority (96%) depicting one of six

common temporal categories. These graphic depictions of

pain intensity patterns were steady decrease, steady

increase, ongoing sharp increases and decreases, stair-step

increase and decrease, steady increase and decrease, and

Constant.

Since both the APPT and the Temporal Dot Matrix were

normed with children as young as eight years, the tools were

able to capture and account for adolescent's emotional and

cognitive regression caused by traumatic injury. Therefore,

the tool compensates for 11-17 year old subjects' contextual

anxiety or stress and subsequent potential cognitive

limitations.

Chart review. The type of transport, the date,

etiology, type of injury, and associated loss of others
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known to the subjects involved in the accident were recorded

(see Appendix F). When available, the subjects' data were

collected from each of the three contexts and included the

following: 1) Glascow Coma Scale score (GCS) ; 2) chief

complaint; 3) complaint of pain, location, and intensity

(i.e., a narrative description); 4) staff interventions

including pharmacologic and nonpharmacologic pain actions

and subject's response; 5) vital signs including blood

pressure, heart rate, and respiratory rate; 6) length of

time in each context; and 7) a section for additional

Comments.

During analysis, it became apparent that subjects'

vital signs were effected by factors such as stress and

physiological consequences to injuries and interventions.

Therefore, vital signs were not included in the analysis due

to subjects' individual variability caused by multiple

factors such as anxiety and stress subsequent to the

suddenness of injury and differing levels of injury severity

including hypovolemic shock.

Demographics. Demographics included subject's gender,

age, ethnicity, language spoken, grade in school, previous

hospitalizations and injuries, ongoing health problems,

living arrangements, relationship of person filling out form

to subject, and parental/caregiver education, occupation,

and income level (See Appendix G).
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Analysis Processes and operations

Subjects' taped recorded interviews, case records, and

self reported pain measures (i.e., APPT and Temporal Dot

Matrix) comprised the data. Although different analytical

strategies were used for the different data sources, each

data source contributed to the study's descriptive and

theoretical findings. Interviews and the APPT word list

descriptions were analyzed for concepts relevant to

adolescents' blunt traumatic injury pain experiences.

Individual adolescent case records were reviewed identifying

contexts, injury diagnosis, level of alertness (i.e., GCS),

adolescents' pain complaints, staff interventions, and

amount of time adolescents spent in each context.

The APPT's quantitative analysis included counting the

number of pain sites marked by each subject, identifying

their intensities of pain by matching the adolescent's

markings either directly to a pain intensity word or between

two words depicting a range of pain intensity, the counting

of individual words according to type of pain quality group
(i.e., sensory, evaluative, affective, and temporal) and

Counting the total number of words. The temporal dot matrix

was analyzed for frequency of similar pain intensity

patterns, variations of pain patterns, and factors

influencing adolescents' pain experiences.

Constant comparisons of data derived from various

sources were performed. For example, case records provided
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data to develop different levels of injury severity.

Different intensities of recalled pain, derived from the

Temporal Dot Matrix and the APPT's Word Graphic Rating

Scale, were compared to levels of injury severity. In

addition, the case records provided comparative data. This

data included levels of alertness, injury sites, and

concepts that were later developed into properties for the

category of staff actions. The APPT's quantitative findings

provided data for multiple comparisons between subjects'

number of injury sites, number of pain words, and current

pain intensity with their age, gender, and timing of their

interview post injury. However, the descriptive social

characteristics of loss were unique to interview findings.

Regardless of data source, there was a constant search

for similarities, differences, and patterns to stimulate

questioning, theory development, and direct sampling.

Throughout data analysis, there was systematic writing of

memos and development of diagrams articulating the

analytical process, so that others could view how decisions

were made and conceptualizations were derived from the data.

In addition, other grounded theorists were asked to

participate in the analysis of the data. Last, theoretical

verification of developing conceptualizations was verified

with subjects. These process strategies encouraged
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researcher creativity and accuracy of the study's findings

(Glaser, 1978; Hutchinson, 1993; Schatzman & Strauss, 1973;

Strauss & Corbin, 1990).

Open coding. Interviews were rigorously reviewed and

labeled for contexts (i.e., scene of the accident, ER, and

hospital) and concepts relating to the central phenomenon of

blunt traumatic injury pain. Next, to develop categories,

there was a search for common concepts through multiple

comparisons between both subjects and contexts.

This early stage of coding identified properties (i.e.,

common attributes or characteristics pertaining to a

category) of categories which were later dimensionsalized

(i.e., process of breaking down the property along a

continuum) to identify conditions and variability ( Strauss,

1987; Strauss & Corbin, 1990). Therefore, the construction

of categories was made according to its properties and

dimensions (Charmaz, 1983; Stern, 1985; Strauss & Corbin,

1990).

Axial coding. Further development of categories was

accomplished by examining the data a second time and

reconstructing it by using the paradigm model and

conditional matrix to link related subcategories to

categories (Strauss, 1987; Strauss & Corbin, 1990).

Although open and axial coding are two distinct analytical

processes, during category development there was an

interrelationship between these two processes. For example,
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during axial analysis new categories were identified.

Therefore, open coding strategies were integrated into the

axial coding process to develop these new categories.

The aim of axial coding was to specify categories based

on relating conditions which involved complex analytical

processes. First, the analytical process involved

organizing the developing categories according to subjects'

perceptions of causes of their pain, perceived actions and

interactions, influencing conditions, and consequences.

Next, comparisons of the reorganized categories

connected by factors from the grounded theory paradigm were

performed for both individual and whole sample subjects

(i.e., all subjects' categories). These comparisons were

done for each of the three contexts (i.e., scene of the

accident, ER, and hospital). Whole sample analysis

according to each context encouraged expanding developing

Categories by combining different properties from each of

the three contexts into one category. Once all properties

were combined, subcategories evolved.

Similar and varying conditions affecting the causes,

contexts, and subjects' actions and interactions resulting

in consequences were considered (Strauss & Corbin, 1990).

From this process, conditional influences were identified,

patterns emerged, and a certain amount of integration

occurred. In addition, during this stage of analysis, the

adequacy of subjects' pain management measures were
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determined. The adequacy of pain management was based on

subjects' perceptions, chart reviews of subjects' documented

pain assessments, analgesic dosing and timing, and the

hospital standards for acute pain care. The hospital

standards of acute pain care were derived from The Agency

for Health Care Policy and Research (AHCRP) national

guidelines for acute pain management (Acute Pain Management

Guideline Panel, 1992) (see appendix H).

Selective coding. The aim of selective coding is to

unify all categories to a core ( Strauss & Corbin, 1990).

The core category serves multiple functions for grounded

theory: 1) it is the central phenomenon with which all

other categories are integrated; 2) it provides variation;

3) it integrates the theory, rendering it dense and

saturated; and 4) it provides for theoretical completeness,

because it accounts for much of the variation in a pattern

of behavior with as few concepts as possible (Strauss,

1987).

The density (i.e., categories well-developed with

conceptual linkages) and validity of the developing theory

involved multiple processes or steps. First, the strategy

used to identify the core category was identifying the story
line. This involved writing a short paragraph

conceptualizing a descriptive story about the adolescents'

blunt traumatic injury pain experiences. The descriptive

story was analyzed and it was determined that one of the
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developing categories was abstract enough to encompass all

that was in the story. This finding became the core

category.

Second, once the core category was identified (i.e.,

internal control), using the paradigm model and conditional

matrix described earlier, the core category was aligned with

the other previously identified categories (i.e., pain

intensity and experience of time, physical losses, and staff

actions). Categories relating to the core category were

considered subsidiary categories to the core. A

hypothetical statement regarding this new realigned

relationship between the core and subsidiary categories was

made. Review of interviews and theoretical notes supported

and validated the statement depicting relationships between

the core category to the subsidiary categories. Thus, the

statement was grounded and validated in the data.

Third, in order to facilitate the developing theory's

density and saturation, the dimensional relationships (i.e.,

intervening conditions connecting core to subsidiary

categories) between the core and subsidiary categories

needed to be strengthened. Therefore, comparative analyses

between the core and subsidiary categories within each of

the three contexts were performed. Dimensional

relationships between the core and subsidiary categories

were identified. This analysis forced further density

development and relabelling of the categories.
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Next, general statements that conceptualized these

relationships about the three contexts were compared against

the interviews and theoretical notes to check for density,

validity, and gaps in dimensional relationships. Gaps were

identified and data were sampled further to strengthen a

statement's hypothetical relationship and obtain theoretical

saturation. Theoretical saturation and verification of

findings were reached and the proposed theory was verified.

Summar

Grounded theory is a method for theory building.

Therefore, the study's internal and external validity were

controlled in the analysis by writing detailed memos

describing the actual strategies for collecting, coding, and

analyzing data with concurrent review and input from other

grounded theory researchers. There was consistent use of

the constant comparative method, pursuit of a full range of

data variation, and the ability to demonstrate that the

hypothesis was repeatedly occurring in the data. There was

compatibility between interviews, case reports, and self

reported measures of pain (i.e., APPT and Temporal Dot

Matrix) and theory.
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CHAPTER IV

Descriptive Findings

Introduction

This chapter describes the adolescents' demographics,

injury characteristics, and descriptive findings from open

and axial coding analysis. During the open coding of

interviews, all adolescents consistently identified pain as

an important aspect of their blunt traumatic injury

experience. To develop the relevant concepts of pain into

categories, comparative analyses of both individual and

group adolescent data were done according to the scene,

emergency room, and hospital contexts.

Description of the Bample

The adolescents (N = 13) retained for data analyses

(see Table I-1) represented diverse ages, genders, ethnic

groups, living situations, and socioeconomic status (SES).

The thirteen adolescents' mean age was 14.23 years, with a

standard deviation of 2.45 and a range of 11-17 years.

Gender representation was near equal with six females and

seven males. Adolescents described themselves as African

American, Latino, Asian, of mixed race, and White.

The majority (n = 11) of adolescents lived with both

parents or their mother. One adolescent lived with her

paternal grandmother and another adolescent lived with his

father. Reported maximum income per year ranged between

$10,000 to more than $100,000. However, the majority
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(n = 8) of parents reported a maximum income of $60,000 or

less. The parents of three adolescents did not indicate

their income.

Two 17 year old males experiencing serious and critical

injuries were recruited near the study's completion for

theoretical sampling. These two adolescents are included in

the demographic and injury characteristic descriptions.

However, because these two subjects were purposefully

recruited to provide specific data with subsequent change in

interview questions, compared to other subjects, data were

not as complete. Therefore, they were not part of the

coding analysis process.

Ulry C ct 3.

Adolescents' injury characteristics included both

physical and social qualities. Physical qualities consisted

of circumstances surrounding the injury, injury severity,

types of injuries, and adolescents' level of alertness at

the time of the injury. Level of alertness was particularly

important because of this study's focus on adolescents'

recalled experiences beginning at the scene of their

injuries. Since adolescent blunt traumatic injuries

Commonly involve others known to the adolescent, social

characteristics were included that addressed this aspect of

their experience.

Physical in acteristics. Adolescents

experienced multiple painful injuries of varying severity
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that were frequently a result of automobile accidents (see

Table I-2). Although the majority of injuries involved

automobiles (85%), two injury circumstances were caused from

a sport-related event and a work-related accident.

Based on data from medical case records, adolescents

were classified into one of three injury levels representing

increasing severity of injuries: complex, serious, or

critical. Complex severity included adolescents with

multiple sites of injuries, no fractures or surgeries, and

had pediatric trauma scores between 9 and 12. Serious

severity included adolescents experiencing fractures and/or

surgery and had pediatric trauma scores between 7 and 10.

Critical severity included adolescents requiring

resuscitation with pediatric trauma scores between one and

five.

Based on this classification, the majority of

adolescents (54%) experienced serious injuries involving

fractures and surgery. Fewer adolescents (46%) experienced

either complex soft tissue injury, or critical injuries

requiring resuscitation at the scene or in the emergency

room. Only two adolescents (15%) had documented alcohol

intoxication influencing the circumstances of the accident.

Adolescents' level of alertness varied among the three

contexts (see Table I-3). At the scene, adolescents

experienced various alterations in their level of alertness,
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with the majority (77%) of the adolescents experiencing a

loss of consciousness (LOC).

Adolescents reported confusion using phrases like

"didn't know what was going on," "like a dream," "like her

head was broken," and "thinking really blank or nothing."

Confusion was associated with and without recalled or

documented loss of consciousness. In addition, adolescents

experienced differing types of memory loss or "black-outs.”

Adolescents described memory losses as having three

dimensions labeled initial, intermittent, and selective.

There was initial memory loss immediately after the

accident, intermittent memory loss associated with

occasional "black-outs," and selective memory loss where

specific sensations or feelings were not recalled. Memory

losses were always associated with loss of consciousness.

Complete memory loss occurred with three adolescents due to

alcohol intoxication and/or the sequelae related to their

closed head injury. Only one adolescent, who was not a risk

for closed head injury, reported being alert and not

Confused.

In the ER setting, more adolescents described being

aware of what was happening to them and how they were

feeling. However, alterations in their level of alertness

were due to continued sequelae from the closed head

injuries, confusion and anxiety reactions to both the

suddenness of their injuries, new settings and subsequent
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procedures, and the continued effects of alcohol and/or

medications provided for conscious sedation.

In the hospital setting, all adolescents reported

alertness. However, while in the intensive care area, one

adolescent (i.e., subject 3) perceived some initial

confusion presumably due to his closed head injury and pain

management.

Social characteristics. Interviews provided variable

data regarding the potential and actual social losses of

others known to adolescents involved in the accident (see

Table I-4). The majority of adolescents (62%) did not have

a family member or friend involved in the accident.

However, five of the adolescents did have a friend or family

member (s) involved in the accident.

Adolescents' perceived injuries of others were either

minor not requiring hospitalization, complex requiring short

hospital stays, or significant causing permanent cognitive

impairment. All adolescents reported that the loss or

recovery of others involved in the accident with them

altered their affect and/or pain experience. These social

influences were later incorporated into the data analysis.

For example, during selective coding comparative analysis,

social losses were considered conditional influences on the

adolescents' pain experiences and their actions to manage

pain.
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Blunt Traumatic Iniury and Pain characteristics

Based on data from multiple sources (i.e., interviews,

medical case records, the APPT, and the Temporal Dot

Matrix), comparative analysis of adolescents' pain

characteristics were done according to context. These

characteristics included their first memory of pain, worse

pain perceived, injury severity, and pain intensity (see

Tables I-5 and I-6). At the scene, despite perceived and

documented loss of consciousness, confusion, and/or memory

alterations, nearly all adolescents (82%) recalled memories

of their pain starting at the scene of the accident that

continued in the ER and hospital settings.

In all three contexts, adolescents described the causes

and quality of their pain. At the scene, sensory and

evaluative words used to describe their injury pain were

"hurting," "a lot of pain," "bad," "everything hurted bad, "

"hurt so much," "unbearable," "couldn't move," "worse pain,"

"felt all the pain," "miserable," "horrible," "real sore, "

and "uncomfortable." In the ER, adolescents used sensory

and evaluative words to describe their injury and procedure

pain as "bad," "very sore," "they cut me open," "hurt to

poke needles in me," "hurts," "unbearable," "a lot of pain, "

and "bothering." In the hospital, using the APPT,

adolescents chose multiple sensory, affective, evaluative,

and temporal words to describe their injury and procedural,

as well as pain associated with their immobility, health



68

status, and reaction to injury. The quality of words chosen

by adolescents is later described within the quantitative

measures descriptions. At the scene and ER versus the

hospital setting, the interview approach, open versus

structured, influenced the number and type of words chosen

to describe their pain.

In addition, almost all of the adolescents (91%)

recalled that their worse pain occurred either at the scene,

in the ER, or in both contexts. Compared to the scene, in

the ER, some adolescents described their worst pain because

they were more cognitively aware. In the hospital setting,

a few adolescents experienced recurrences of their perceived

"worst" pain. Recurrences of perceived worst pain were due

to morphine sulfate withdrawal symptoms, adolescents

"thinking" about their pain, and injury related procedural

Consequences.

In the hospital, at the time of their interviews, the

majority of adolescents (64%) perceived high intense pain,

with many adolescents (36%) reporting high intense pain from

the time of their accident through to their interviews (see

Table I-6).

In all three settings, the majority of adolescents

(67%) with serious injuries had observable patterns between

their level of injury severity and persistent high pain

intensity (see Table I-6). At the time of their interviews,

despite similar interview ranges post-injury for adolescents



69

categorized with complex level of injury (n = 3) (i.e.,

interviews one to two days post injury) and adolescents

categorized with serious level of injury (i.e., interviews

1-5 days post injury), the majority (67%) of the complex

injury group reported a low intensity of pain in contrast to

the majority (57%) of serious injury group reporting

persistent high intense pain. Although samples are small,

this finding provides some support for the idea that the

seriousness of injury influences adolescents' perceived pain

intensity. Comparisons with the critical group were not

done due to the small sample (n = 2) and the interventions

that impacted on their memories of pain across settings.

Although adolescents' perceptions of pain intensity were

variable, in all three contexts a pattern of serious injury

level and persistent high pain intensity rating was

observed.

Adolescents' Interactions with staff

Adolescents' interactions with staff members were

influenced by their time spent in each context, the staff's

routine interventions, and the staff's assessments and

management of their pain (see Table I-7). Compared to the

ER and hospital settings, adolescents spent the least amount

of time at the scene with the emergency medical staff. At

the scene of the accident, the staff's work focused on the

emergent physiologic stabilization of the adolescent. Pain

was assessed to determine a diagnosis. No analgesics were

7
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provided and only one adolescent discussed the need for

analgesia pain management.

In the ER, the staff's work focused on diagnosis and

stabilization; therefore, adolescents experienced more

invasive procedures. Adolescents' documented pain

assessments varied from no assessment to vague pain

assessment parameters (i.e., "feels better"). For the

majority of adolescents (64%), analgesics were given only

for procedural pain management, and if analgesics were

provided for general injury pain (n = 2) the dose was

frequently inadequate. Three adolescents described pain

management with analgesics and conscious sedation.

The adequacy of pain management was based on

adolescents' descriptions (i.e., when available from

interviews and/or the Temporal Dot Matrix pain intensity

duration pattern), calculations of their starting dose per

kilogram of body weight, and frequency of analgesic

administration. Regardless of the adolescent's weight,

titrating analgesics for effect based on a starting dose

(i.e., kilogram of body weight) is recommended by this

setting's pain service pharmacist (Mark Holtzman, personal

communications, June 1, 1998). Calculations for their

starting doses per kilogram of body weight were based on

pediatric dosing recommendations from the Acute Pain

Management: Operative or Medical Procedures and Trauma

Clinical Practice Guidelines (1992).
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For example, while in the ER department for six hours,

one 17 year old experiencing a radial fracture received one

dose of Demerol 25 mg intramuscularly. He weighed 59 kg.

Based upon the recommended starting dose of .75 mg/kg, his

minimum starting dose was 45 mg. He received almost half

the recommended starting dose. He was in the ER for

approximately two and one-half hours before an analgesic was

provided for his injury. He stated that he "sat there for a

little bit waiting for the doctor to come by and one of the

ladies gave me some Demerol to see if it would dull the

pain. It didn't really dull the pain but it made me

drowsy." Nursing notes indicated his pain was better.

Another 15 year old experiencing a thoracic 11 wedge

fracture, fractured finger, chest wall contusion, and soft

tissue injury to his neck received Tylenol 650 mg (unclear

of route of administration) and morphine sulfate 5 mg

intravenously. His weight was 80 kg. Morphine's

recommended starting dose . 1 mg/kg would equal a minimum

starting dose of 8 mg. This adolescent described his

analgesic pain management as follows: "When I was

downstairs [ER] I think they gave me Tylenol. And then they

gave me morphine I think. It didn't really help." Nursing

notes documented he "feels better." In the ER, adolescents

pain management was inadequate because staff members'

provided infrequent analgesic intervention and did not

administrator appropriate analgesic starting doses.
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In the hospital context, the staff's work focused on

supporting the adolescent's recovery and independence. The

staff's documented pain assessment parameters and analgesic

pain management was variable (see Table I-8). Although the

staff's documented pain assessment parameters continued to

be inconsistent (i.e., behaviors such as "asleep," vague

responses such as "good" or "minimal relief, feels better,

decreased pain," and numeric 0-10 values), the numeric 0 to

10 pain intensity scale was frequently used by nursing to

assess adolescents' pain. The physicians' ordering of

inadequate analgesic dosages and frequencies as well as

infrequent administration of analgesics by the nurses were

observed in chart reviews.

The few adolescents (n = 4) who received PCA as a

method for their pain control described having control over

their analgesia as "helpful." While using the PCA, two

adolescents reported their present pain intensity as a

"medium" amount of pain, and another adolescent described

his pain between a "little to medium" amount. Numeric

values for pain intensity were consistently documented on

the PCA flow sheet because of flow sheet parameters.

Rationale for which subjects received the PCA was unclear.

However, not all adolescents described adequate pain relief

using the PCA.

Five days post injury, an 11 year old female who had

experienced serious injuries described that her PCA was not
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providing her with adequate pain relief. She described

frequent interrupted sleep and high pain intensities. Based

on her weight, her incremental dosing appeared appropriate.

She did not have a basal continuous infusion. She said:

They put that button thing in [PCA]. It [sleep)

doesn't really help cause I wake up like every hour.

Yeah, something wakes me up or I wake myself up. My

pain now is like a 5 or 6. Um, it [when she moves her

leg) hurts a lot - like a 7 or 8. Having control of

that button and the medicine makes it a lot better. I

try to move my leg on my own.

Based on case report analysis, the nurse was the

primary person responsible for assessment and management of

pain. Physicians' record notes only briefly documented

pain, if at all. Physical therapy notes mentioned

occasional pain in reference to the adolescent's potential

ability to ambulate. These descriptive staff actions were

later incorporated into categories during axial and

selective coding for comparative analysis to analyze

conditional influences on adolescents' pain experiences.

Quantitative Measures

Both the APPT and the Temporal Dot Matrix were analyzed

and findings were incorporated into the conceptual analysis

starting with open coding.

Adolescent Pediatric Pain Tool. At the time of

adolescents' interviews, the APPT provided both quantitative
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and qualitative information. This information included

adolescents' perceptions of their pain intensity, number of

sites of pain, and number and type of words chosen to

describe their pain at the time of their interview (see

Table I-9). Data derived from the APPT contributed to the

comparative analysis describing blunt trauma injury pain

characteristics and to the development of concepts used in

the data analysis.

The time of the interviews post-injury ranged between

1-11 days. The majority (73%) of adolescents were

interviewed one to two days after their injury. Adolescents

were interviewed at later times post-injury either due to

the availability of the researcher or to the sequelae

associated with the adolescent's injury severity and

subsequent care.

Adolescents perceived their current pain intensities at

time of their interviews from between "a little" to "large"

amount of pain. The majority (64%) of adolescents chose

their current pain intensity to be between "a little" to

"medium" or a "medium" amount of pain. Three adolescents

chose "little" to describe their current amount of pain.

One adolescent, nine days post-injury, described his pain as

ranging between a "medium to large" amount of pain.

Descriptive statistics of pain words (see Table I-10)

and nonparametric comparisons between words and gender and

pain intensities were done. The majority of words chosen by
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adolescents were sensory words. Common sensory words chosen

by at least six adolescents were "aching" and "sore."

Two adolescents did not choose affective words to

describe their pain. One adolescent, an 11 year old female,

was a passenger in a car and suffered complex injuries. The

other adolescent, a 17 year old male, was the driver of the

car and experienced critical injuries. Adolescents choosing

affective words identified the words "awful," "killing, "

"dizzy," "frightening," and "sickening."

Evaluative words chosen by adolescents included

"uncomfortable," "uncontrollable," "mad," "bad," "annoying, "

"miserable," "horrible," and "terrible." Temporal words

included "never goes away," "continuous," "always there,"

"constant," "consistent," "comes and goes," "on and off,"

"once in a while," "sometimes," "continues for awhile,"

"every once in a while," and "comes on all of a sudden."

Adolescents chose temporal words that described persistent,

intermittent, and unpredictable pain experiences.

Since the initial data analysis suggested potential

gender and pain intensity influences on number of words

chosen by adolescents, gender and pain intensity comparisons

were done. Females chose a mean number of 20.8 words, with

a standard deviation of 8.47 and range between 9–34 compared

to the male mean of 18.6, with a standard deviation of 5. 77

and range between 12–26 words. No significant difference

was found in number of words chosen according to gender
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(Wilcoxon Rank Sum Test, p > 0.05). When adolescents' pain

intensities were categorized into low and high pain

intensity groups, there was no significance between the

number of sensory, affective, evaluative, and temporal pain

words chosen and intensity of pain (Wilcoxon Signed Rank

Test, p > 0.05). Small sample size and lack of specificity

of nonpararmetric analysis may account for the insignificant

findings.

However, unlike the low intensity group, the high

intensity group identified their pain as "pounding,"

"burning," "stings," "tight," "like a pin," "pressure," and

"sharp." Although similar pain words were chosen by

different adolescents, the words' meanings varied. For

example, the word "shocking" for one adolescent referred to

the suddenness of her sensory pain, while for others,

shocking described either their psychological reaction to

the suddenness and sequelae of the injury or fear of their

pain.

Furthermore, pain words chosen by adolescents described

multiple aspects of their blunt traumatic injury pain

experience. Adolescents chose words to describe pain

specific to their injury and procedure sites; as

consequences of their injury experience, present health,

analgesics, and hospital sheets; and the controllability of

their pain. Pain words such as "uncomfortable," "horrible, "
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"terrible," and "uncontrollable" were identified to describe

their general pain.

Pain words specific to injury sites characterized

cutaneous (i.e., burning and sharp), referred visceral and

somatic (i.e., diffuse and achy), and nerve injury (i.e.,

numb) pain commonly associated with blunt trauma (see table

I-11). Two adolescents, referring to their extremity

fractures (i.e., radial and femur), recalled the most words

to describe their injury pain. Compared to other

adolescents, the extensiveness of their fractures, and

timing post injury may explain the difference in number of

words chosen.

Two adolescents chose words to describe their

procedures. Wearing a neck brace was described as

"horrible," "real uncomfortable," and "miserable," and the

removal of a chest tube was "weird" and "unusual" pain.

Reactions to procedures and present health became part of

the adolescents' pain experiences. The word "frightening"

described an emotional reaction to future surgery, the word

"sickening" described an empty stomach or hunger, and the

Word "hot" referred to a fever. In addition, adolescents

described their immobility caused by their pain as

"annoying," "hot," "miserable," being "caged-in," and

"confined."

Last, one 17 year old male differentiated his current

controllable pain from uncontrollable pain. "Pain is not

*
º
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horrible because that is terrible. Pain now I can handle.

The pain is not making me groan or scream." Only one

subject added a new word to the APPT to describe his pain.

He added "like sand paper" to describe the feeling he

perceived when his previous surgical site rubbed against the

sheets.

At the time of interview, adolescents reported a mean

number of 10.1 sites of pain, with a standard deviation of

8.75 and a range between 5-35. Adolescents recalled 1-3

sites and 1-6 sites of pain at the scene and emergency room,

respectively. In the hospital, the greater number of

recalled pain sites was likely due to the use of the APPT.

Adolescents perceived that pain intensity decreased over

time but not their pain locations.

Temporal Dot Matrix. The temporal dot matrix provided

data about the adolescents perceived pain intensity starting

from their first memory of pain through to current pain

intensity perceptions as well as identified factors

influencing changes in perceived pain intensity (see Table

I-12). As instructed, adolescents drew various patterns of

pain intensity representing their first memory of pain to

current perceived pain intensity. No observable patterns

were noted between adolescents' drawn temporal intensity

patterns and level of injury severity.

Generally, adolescents perceived a decreasing trend to

their recalled pain intensity with their current lower pain
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intensities occurring around the time of the their

interview. Therefore, during most of their post blunt

traumatic injury experience, adolescents usually perceived

experiencing high intense pain or pain between worse to

medium amount of intensity. Adolescents frequently

identified the scene of the injury and the emergency room

with increases in their pain intensity.

In addition, adolescents identified influences that à:both aggravated and helped decrease their pain intensity.

Influences on pain intensity that decreased pain were

analgesics, presence of parents and friends, "not thinking

about it [pain]," "lying still," "sleep," "brushing hair"

and "teeth" or personal hygiene, and stabilizing fractures.

Influences on pain intensity that increased adolescents pain

perceptions were movement, procedures, and fear of surgery

and potential loss of vision.

While the APPT analysis provided meaning about the

influences blunt traumatic injury had on adolescents pain

experiences (i.e., reaction to injury, immobility, etc.),

the Temporal Dot Matrix validated adolescents' interviews,

recalled APPT pain intensities, and provided additional

concepts (i.e., fear of surgery, presence of friend, etc.)

to the data analysis. In all three contexts, adolescents

who described their Temporal Dot Matrix pain intensity

patterns identified multiple and variable concepts

influencing their pain intensity.
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Developing categories

Although open and axial coding were distinct analytical

processes, during analysis there was interchange between

them. This complex process of interchange was particularly

evident during the initial stages of axial coding. In

contrast to the latter stages of axial coding associated

with subcategory identifications and dimension expansions,

the initial stages continued category and property

identification and appeared to overlap with open coding.

Open coding

Interviews, case records, APPT data, and Temporal Dot

Matrix were rigorously reviewed, contexts (i.e., scene of

the accident, ER, and hospital) were identified and concepts

relating to blunt traumatic injury pain were labeled.

Interviews were coded using provisional constructs and "in

vivo" labels. Developing concepts included the following:

1) dimensions of pain involving intensity, multiple

locations, and quality of pain; 2) causes of unrelieved pain

including injury sites, movement of injured extremity,

procedures, and staff actions; 3) adolescent actions of

immobility, sleep, withdrawal, crying, screaming, calmness,

positive thinking, distraction, and thought stopping to

manage pain; 4) consequences of pain including loss of

mobility and subsequent self-care; and 5) conditions

encompassing level of cognitive alertness (e.g., confusion

and memory loss), fear for actual and potential losses
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(e.g., life, external physical control, being alone,

mobility, self image, and life style), acceptance of pain,

previous injury pain experiences, and presence of

family/friend (s).

Case records provided initial data about staff's

documented perceptions of adolescents' level of alertness,

pain sites, injury characteristics, time spent in each

setting, and staff actions. Comparative analysis between

case records and recalled interview data revealed

adolescents' described memory losses and confusion were not

recorded consistently in their case records. In addition,

the previously described levels of injury severity used for

comparative analysis were derived from case records.

While the analysis of the APPT's data included number

of pain sites, pain intensity, and number of pain words were

comparatively analyzed and previously described, the

qualitative analysis of adolescents' descriptions of pain

words were grouped according to "in-vivo" concepts of

general pain, specific pain sites, symptoms of fever and

hunger, fear, and reaction to injury as well as provisional

concepts of uncontrollable pain, and immobility. The

Temporal Dot Matrix analysis provided both descriptive

findings described earlier identifying different settings

(i.e., scene, ER, and hospital) and factors (e.g., presence

of familiar people, not thinking about pain, immobility,

movement, sleep, personal hygiene, fear, and potential loss
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of vision) influencing adolescents' pain intensities and

were later integrated into developing categories.

In summary, interviews, case reports, and the

subjective pain measures (i.e., APPT and Temporal Dot

Matrix) analyzed during open coding provided descriptive

data findings as well as data for comparative analysis to

develop categories. Injury severity characteristics, level

of alertness, contexts of first pain and worse pain

memories, pain intensities, number of pain sites, quality

and meaning of pain, and developing concepts labeled to

represent adolescents' causes of pain, actions/interactions,

consequences, and conditions were derived from an

integration of all four data sources. These developing

categories were expanded during axial coding.

Axial coding

Although open coding provided foundational thinking for

the developing categories, axial coding further expanded the

categories by identifying subcategories and dimensions.

Expanding the developing categories' properties and

dimensions was encouraged by linking identified categories

to similar factors comprising the grounded theory's paradigm

model (see Figure 1) for comparative analysis (Strauss &

Corbin, 1990). Individual and whole sample comparative

analysis was done according to each context.
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Figure 1

Grounded Theory's Parad Model

Causal Conditions → Phenomenon → Context - Intervening

Conditions - Action/Interaction Strategies - Consequences

Individual analysis considering the three contexts

(i.e., scene of the accident, ER, and hospital) was done for

each adolescent. First, individual adolescent analysis was

done according to each context (see Table I-13 for example)

which was followed by whole sample analysis according to

context (see Table I-14). Organized according to the

factors comprising the grounded theory paradigm, individual

analysis according to each of the three contexts was

directly linked or grounded in each adolescent's interview,

case record, and subjective pain measures. The process of

individual and whole sample context comparisons identified

patterns and variations (i.e., conditions) for developing

Categories.

In the initial analysis, the categories of actions,

interactions, helpful, not helpful, supportive, and non

supportive were developed to add dimension or depth and

variability to the data (see Table I-15 for definitions).

Adolescents' actions and interactions with others frequently

changed their perceptions of pain intensity and emotional

reactions to their blunt traumatic injury pain. During
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selective coding, relationships between the helpfulness or

supportiveness of specific actions/interactions were more

defined.

During context comparative analysis from the group

adolescent data, aligned according to each context,

categories were related to subcategories, there was

continued verification with the data, and continued

variation identified between categories within similar

contexts and between contexts (see Table I-16 for an example

illustrating the hospital context). This process provided

further abstraction of the data and identified both common
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as well as variations of categories, subcategories, and C2
dimensions for all three contexts. —l

Previous categories became subcategories to a more !--
abstract concept and variations within and between C/D
categories continued to define the dimensions of categories. C_2
Considering the phenomenon of blunt traumatic injury pain ->
and the three contexts (i.e., scene of the accident, ER, and

hospital setting), individual and context analyses findings

for causes, actions/interactions, intervening conditions,

and consequences were described.

Causes. Regardless of context, consistent causes of

pain were the developing categories of injury sites,

movements relating to specific injuries, and various types

of procedures (see Table I-14). Compared to the scene of the |
accident, in the ER and hospital contexts adolescents

7
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recalled twice as many procedures causing them pain. In the

hospital, more causes for pain (i.e., touch, pain

management, and environment) were described with movement a

more common cause of pain. Thereby, injuries, movement,

procedures, pain management, environment, and present health

became the growing number of subcategories for causes of

pain.

The subcategories developed density due to growing

number of properties. In addition, dimensions to

subcategories were developing more abstractness. To

illustrate this, movement had the dimensions of immobility,

an action to control the cause of pain, and mobility, an

action associated with recovery and subsequent ambulation or

independence.

Actions/interactions. Regardless of context, all

adolescents identified immobility as an action to manage

pain with fewer (n = 5) adolescents recalling actions of

overt distress (i.e., screaming, crying, physical resisting

of staff actions). However, adolescents recalled actions to

manage their pain varied in their helpfulness. At the scene

and ER, the few helpful actions recalled were immobility,

being calm, trying not to fight it, not thinking about it,

and sleep. Helpful actions in the hospital included

immobility, patient controlled analgesia, being warm,

watching TV, being calm, looking ahead, thoughts of going

home, resting, taking a shower, brushing their teeth and
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hair, sleeping, crying, fresh air, trying not to fight it,

immobility, and holding on to something during painful

procedures.

In all three contexts, adolescents perceived non

helpful actions to manage their pain were sleeping,

inability to do self care, movement and walking, thinking

about their pain and accident, worry about their future

surgery, family members or friends involved in the accident,

and being alone. Adolescents' described their sleep being

interrupted by pain; therefore they did not recall sleep as

helpful. The overt behaviors of screaming and crying were

not helpful at the scene and ER; however, they were helpful

in the hospital.

Regardless of context, self-initiated actions or

strategies fit with the developing behavioral and cognitive

categories. The conceptualization of subjects' actions were

categorized into behaviors or cognitive actions reflecting

the investigator's theoretical sensitivity to coping

concepts previously reported in the literature (Ahles &

Martin, 1992; Bush & Hawkings, 1991; McGuire, 1995; Ross &

Ross, 1988; Tesler, et al., 1981).

Behaviors, responses easily recognized by others,

included movement or restricting movement and verbal

communication. Behaviors were a response to pain or

unconscious or deliberate action to control or reduce their

pain.



87

Subjects' cognitive actions involved their self

regulatory ability to alter their perceptions of pain by

reframing their meaning of pain as non-threatening to one's

self control, thus determining the quality of the perceived

pain experience (Bush & Hawkings, 1991). Cognitive actions,

not obvious actions to others, included thought stopping

(trying not to think about the pain), distraction (thinking

about things other than the pain), positive thinking

(interpreting the situation in a more positive way),

sleeping, and exerting emotional control.

In all three contexts, adolescents described the

actions of family members, friends, and healthcare providers

as important. Adolescents' perceived interactions included

the categories of staff actions with the subcategories of

attitude, knowledge, and availability, as well as the

presence of familiar people. Staff, family members, and

friends' actions of support and non-support were two

separate, developing dimensions of their actions toward the

adolescent. These developing dimensions of staff and family

actions provided variation in the data for comparative

analyses. Adolescents always perceived the presence of

supportive familiar people and staff as helpful.

Adolescents perceived that supportive staff were nice,
kind, caring, provided analgesics, were available, were

flexible, were aware of causes of pain and respected those

Causes, talked to them, listened, told them what was
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happening, and held their hand. Non-supportive interactions

were family conflict; hitting bumps during transport from

the scene of the accident to the ER; movement of their

injuries; lack of analgesics administered to them;

procedures performed on an injured area; and staff members'

unavailability and subsequent lack of information, rushed

behaviors, telling them to calm down, and actions of

inflexibility and non-collaboration (i.e., staff actions

that did not consider the patient's perspectives regarding

his/her care).

Intervening conditions. As previously described, an

adolescent's level of alertness and staff, family members,

and friends actions were factors impacting their blunt

traumatic pain experience. Level of alertness and

interactions with staff actions varied according to context.

At the scene of the accident and in the ER, level of

alertness or memory losses and or confusion influenced

recall of pain.

Based on previously described case records and as noted

in the individual analysis example and developing categories

(see Tables I-13 and I-16), an important developing

influence on adolescents' pain perceptions was the staff's

actions. specific to each of the three contexts, staff

actions (e.g., procedures, analgesic management, attitude,

and knowledge) influenced adolescents' blunt traumatic

injury pain experiences.
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Different dimensions of physical losses were developed

(see Table I-16). The category of loss had the developing

subcategories of mobility, self-care, self-image, life

style, and pain-free life. This category had the dimensions

of actual and potential loss of self and others. The

contributions that loss had on adolescents' pain experiences

were more defined during the selective coding process.

*>-
*

adolescents recalled histories of previous pain experiences, rº.
In addition, regardless of context and even when

adolescents perceived their pain was novel and intense.

This intensity and level of pain was new to them. In the

hospital, adolescent perceptions of decreasing pain

intensity impacted their self-awareness, their ability to

perform self-care, and their emotions. Adolescents

previously consumed by pain recalled that as their pain

intensity decreased they became concerned with their

feelings of hunger and self-image, were able to perform

their own external self-care, and had feelings of

"calmness." Therefore, potential influences on adolescent

pain experiences included the categories of level of

alertness, interactions with staff, family members, and

friends, physical losses, changing pain intensity, and time

or experience with pain.

Consequences. Consequences of unrelieved pain were

specific to recalled number of sites, intensity of pain, and

Words used to described pain. Initial consequences to



adolescents' and staff's actions included: 1) adolescents

perceived experiencing their "worse" pain that slowly

decreased in intensity, 2) multiple sites of pain, 3)

changes in emotional affect, and 4) acceptance of their

pain.

Summary

Although injury characteristics varied among

adolescents, memories of pain were common to the scene. In

fact, at the scene and in the ER, adolescents frequently

perceived and recalled their worst pain experiences related

to these two contexts.

Throughout the process of category development there

was an alternation between open and axial coding. In

addition, the verification of developing categories

continued to be grounded in adolescents' interviews, case

records, and subjective pain measures (i.e., the APPT and

the Temporal Dot Matrix). There was an analytical movement

between inductive category development from the data and the

Category's deductive verification back to the data.

Comparative analysis between the interviews and two pain

measures (i.e., the APPT and the Temporal Dot Matrix)

provided validation of developing concepts and expanded the

Conceptual data.

During axial coding, similar and different categories

developed specific to each of the three contexts.

Categories expanded into subcategories with dimensions and
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variation. Common to all contexts were the developing

categories including adolescents' behavioral and cognitive

strategies for pain management, staff attitude, knowledge

and availability, and the supportive presence of family and

friends. The categories of pain acceptance, physical

losses, pain intensity, and pain experience were less

developed, with little variation. The next stage of

analysis, selective coding, continued categorical

development and identified relationships between categories.
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CHAPTER V

Theoretical Findings

Introductions

This chapter describes how the previously developing

categories were further conceptualized. This last stage of

analysis or selective coding of the data involved five steps

(i.e., explicating the story, relating the subsidiary

categories around the core by means of the paradigm,

relating the categories at the dimensional level, validating

those relationships against the data, and filling in

categories), with each stage building on the other until a

theory was derived describing adolescents' blunt traumatic

injury pain experiences.

Selective coding Process

Explicating the story

Explicating the story about adolescents' blunt

traumatic injury pain experience forced a more abstract

revision of the previously identified categories, and

facilitated the identification of the core and subsidiary

categories. Based on findings from Chapter IV, the

following story was generated from the analyses.

In all three contexts the main story was about the

adolescents' perceptions and management of unrelieved

constant or unpredictable intense pain. Although the

majority of adolescents recalled their worst pain at the

scene of the accident and in the ER, in the hospital setting
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many adolescents also recalled intense pain. At the scene

of the accident and in the emergency room, consequences of

their mild closed head injuries and the staff's conscious

sedation interventions altered their level of alertness and

there was memory loss. Therefore, from the scene of the

accident through to the hospital setting, at the time of

adolescents interviews, fewer adolescents recalled

persistent intense pain.

Their intensity of pain was new or novel to them.

These adolescents had never experienced this severe an

injury or pain. Causes for their persistent intense pain

were their injuries, frequent painful procedures, and

inadequate analgesic management. In order to receive help
to manage their traumatic injuries and pain, adolescents

surrendered external physical self-control or care to

others. Therefore, adolescents turned inward to internally
manage or control their intense pain through their

behaviors, thoughts, and emotions. The goal was to manage
pain in order to maintain control of self. In each of the

three contexts, the conditions of level of alertness, actual

and potential physical losses of self and others, and type
and quality of interactions between family/friends, and

healthcare providers appeared to influence adolescents' pain
perceptions and emotions. To illustrate this story,

detailed descriptions and exemplars are provided.
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Adolescents' interview exemplars supporting the theoretical

story. One sixteen year old female (56 kg) experiencing
serious injuries and confusion at the scene of the accident

described how her intense pain perceptions persisted until

the time of her interview. Staff actions influenced her

pain experience.

In the ER she did not receive any analgesics. In the

hospital setting on her first day, the staff administered

morphine sulfate 4 mg intravenously (IV) four times, varying

in frequency between two hours to eight hours. The staff

documented she had good pain relief. During her second day,

the staff decreased the morphine sulfate to 2 mg IV and

documented her pain intensity between 5-10 on a 0-10 pain

scale. Her hospital analgesic management was inadequate

based on dose, frequency of administration, and her case

record self-reports. Using the Temporal Dot Matrix, from

the time in the ER through to her interview in the hospital,
she identified a high intensity of pain. In addition, her

pain altered her emotions and scared her. She said:

Yeah, it first starting hurting in my throat. In the

ambulance. I was scared. I tried to see what was

wrong with me, cause my tummy was hurting a lot. They
[ER staff] tried to take blood from me. It hurted.

They gave me stuff to make me go pee [foley catheter].

And it hurts my stomach. And now [in the hospital] my
neck and back hurt. They said there's something wrong

*

<■ .
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with my neck. That's why I have this thing [cervical

collar], cause it hurts. My tummy still hurts.

Adolescents' perceptions of their present sudden acute

blunt traumatic injury pain were powerful and novel to them.

Their pain was confounded by their fears of new contexts and

physical losses (i.e., loss of independence, and potential

loss of their lives), as well as their vulnerabilities to

staff for pain relief. Adolescents used behavioral

immobility to manage their intense novel pain.

A 14 year old male (120 kg) experiencing critical

injuries (i.e., closed head injury, multiple fractures

involving the pelvis, clavicle, skull, and face, pulmonary
contusion, and spinal nerve compression subsequent to an

automobile accident) and documented alcohol intoxication,
first became aware of his pain in the pediatric intensive

care unit. He described his first four days in the

hospital. In the pediatric intensive care unit, morphine

sulfate 4 to 8 mg every one to four hours and Versed 1 to 2

mg every one to two hours IV were ordered. During his first

two days he was administered morphine sulfate 2 to 8 mg five

to six times in 24 hours. The nursing staff documented that

he reported his pain intensity levels between 2-4 on a 0–10

pain intensity scale. On day three he received morphine

sulfate 2-3 mg IV five times. It was documented by the

staff that he reported no pain relief or minimal relief of
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pain. No changes in dosing were made until he was admitted

to the trauma nursing unit (TNU).

In the TNU, documented assessments of pain were 5 to 6

on the pain scale and his morphine sulfate was increased to

5 mg with subsequent documentation that he was sleeping and

it helped. On day four, his analgesic was changed to

Vicodin, two tablets every 4-6 hours as needed. He was

administered three doses in 24 hours and he reported pain

intensities between 3-7. He said:

I remember waking up in the hospital and seeing a whole

bunch of doctors around me and they told me to calm

down. I put my hands up to them and they said go tie

his hands and they tied my hands to the bed and the

doctor told me to calm down. The second time I woke

up, it was different [he knew he was in the hospital

and that he had a car accident]. It was real scary. I

didn't know if I was going to live or not. I sat there

cause I couldn't talk cause I had a tube down my

throat. When they finally pulled the tube out, my

throat was like really sore. My throat was really sore

and dry. It felt like they did some type of surgery on

it. I could barely talk. It just hurt. The first

four days I been here, man, I didn't feel good at all.

A lot of pain. My pelvis was broken in three spots.

And that was really painful because when they'd switch

me [moved from bed to stretcher for procedures or
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tests], you know every little movement would just hurt,

very, very, just painful. It just felt like somebody

was burning me. And I couldn't move or do nothing

about it, cause if I moved more, it'd just hurt more,

so I'd just sit there and take the pain. I'd just

probably cry a little bit and sit here and take the

pain. I felt like I was never going to walk again.

The pain is horrible sometimes. But as soon as they

brought me down here [trauma unit), especially the time

they gave me real food, I thought everything is going

pretty good. I'm alright at least, but I felt like I

couldn't walk. I was like, dang, I'm gonna be

paralyzed.

In addition, intense pain was not always predictable.

For example, in the hospital a 17 year old male who had

experienced critical injuries described his reaction to a

morphine sulfate physiologic withdrawal. In the surgical
intensive care unit he received a continuous morphine
sulfate drip. When he was transferred to TNU, he was

provided morphine patient-controlled analgesia. Later,

these analgesics were changed to Vicodin. During this

transition of analgesic management (i.e., from morphine

sulfate to Vicodin), he described his reactions to what he

called "withdrawal symptoms from morphine." He did not

expect to have this type of pain and described it as one of

his worst pain experiences:

>º
Crº.
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I had a really strange night and morning, you know, the

withdrawal symptoms, I guess, or something. I had this

severe hot flash, starting the evening just a couple of

nights ago. I guess either the night before or last.

Hot flashes constantly. Every five minutes I would

wake up, really big hot flash, and then I'd be

shivering cold and hot flash and then cold constantly

the whole night. I had a really bad stomach ache and

those two things were what really bothered me the most

I think out of everything that's gotten to me. That

[morphine withdrawal] and the chest tube [removal].

Adolescents' altered level of alertness (i.e.,

recovering memory loss and confusion) influenced their

ability to recall their pain experiences. For example, a

sixteen year old adolescent female, who was a passenger
involved in an automobile accident, experienced serious

injuries, mild closed head injury, and loss of consciousness

at the scene. Starting at the scene of the accident, she

described her recovering memory and subsequent pain

perceptions. These changes in her level of alertness

influenced her perceptions of high intense pain. She

recalled staff actions at the scene (i.e., cutting her

clothes off in the ambulance), but had no memories of pain.

Using the Temporal Dot Matrix, she recalled high intense
pain starting in the emergency room and persisting up to the
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time of her interview in the hospital (i.e., two days post

injury). She said:

That's all I remember [i.e., cutting off her clothes]

being in there [ambulance], for that short time, and

then when I got here I didn't remember when I got off

the truck or anything. I was really thinking of nothing

[ER]. When I woke up I saw like some people, but I was

laying in the bed and they were giving me all kinds of

tubes in my body. Well, I never felt anything and then

I started feeling a lot [pain] when getting there [ER].

In the emergency room, it was the IVs that were making

me hurt. And then when I got in the room [hospital.] I

started getting shots and they put the IV in my arm

better and that's when it started hurting really. My

cuts hurt.

Regardless of context, adolescents perceived that

supportive family members and friends helped them with their

pain through altering their emotions and perception of pain

intensity. A 13 year old male experiencing complex injuries
(i.e., sternal contusion and closed head injuries) from a

motocross accident described the important influence his

family had on his emotions and pain intensity:

I wanted to see my family. I could hear their voices.

When they'd wake me up my mom would be there. Being

with my family helped me a lot. My pain went down to a
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medium pain and like seeing my parents helped me with
that.

Adolescents perceived that supportive and non

supportive staff actions influenced their pain experience by

either changing their perceptions of their pain intensity

and/or changing their emotions involved in managing their

cognitive internal control actions. For example, a 17 year

old male, who experienced a closed head injury, torn

thoracic aorta, hemothorax, and facial and finger fractures,

described how the attitude of the staff helped him manage

his pain. "There were a couple of doctors in particular,

like the one who took my stitches out. He was really gentle

about it and really concerned and careful and all the nurses

really seemed to care and all that."

In contrast, an 11 year old female involved in an

automobile accident who experienced complex injuries (i.e.,

closed head injury, eye laceration, dental fracture, and

bilateral iliac abrasions) described staff behaviors that

did not help her manage her pain. At the scene of the

accident, she was the only adolescent that discussed her

need for analgesics to manage her pain. She said:

Well at the scene, it was like my worse pain, kind of,
because that's when I first woke up and I was

conscious. I wasn't unconscious and I felt all my pain

and the doctors weren't treating it or anything.

That's when my worst pain was.
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As described in Chapter IV, regardless of context, all

adolescents recalled actions that appeared passive and not

overt to others. The actions recalled by adolescents were

internal. There was a holding still of their bodies, their

minds, and their emotions (i.e., calmness). In each of the

three contexts, adolescents described behaviors as "just

staying there," "being still," "sleep," "tried not to fight

it [pain]," "rested and stayed in bed," "just lay there,"

"do nothing," "don't move," and "be quiet."

This frequently reported behavioral stillness was

complemented by their use of thoughts that were not visible

to others, including thought stopping, positive thinking,

distraction, and sleep. As one 17 year old male stated, "I

guess I just tried to focus on being myself and being with

my family and just moving on from whatever I just went

through and things like that." Another 11 year old female

stated "I was just laying there and putting everything out

of my mind, and then made myself go to sleep." Their

actions of positive thinking, thought stopping, and use of

sleep helped them get through their blunt traumatic injury

pain experiences.

Last, adolescents (n = 3) specifically described

staying calm as a way to emotionally manage their pain. A

seventeen year old male described the importance of being

calm to manage his pain. "Just stay calm and just roll
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along the way it [pain] goes. Don't fight against it. Just

let it go smoothly."

Adolescents' willingness to surrender their external

control to the staff was illustrated by an adolescent

describing her reaction to having the staff cut off her

clothes. "I didn't really care. Just as long as they make

me feel better or something [manage her pain], and stuff

like that."

Adolescents accepted their pain. For example, a 13

year old male who had experienced a complex injury (i.e.,

sternal contusion and closed head injury) described the need

to accept the pain: "Um it's gonna hurt but you just gotta

do it [get through the pain]. It will end, it will end.

Just got to deal with it."

In summary, adolescents' pain actions were frequently

internal, not obvious to others, and there was a willingness

to surrender external control to others to get help.

Physical losses, recovery of losses, family members and

friends, and staff actions all altered adolescents' pain

experiences by either changing their perceptions of pain

intensity and/or perceptions of comfort and calmness. These

exemplars substantiated the initial story.

Identifying the core category. Although I had several

cognitive struggles in conceptualizing the data to a more

abstract level, my main struggle was determining the core

Category. Since the focus of this grounded theory research

à2
º
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was about the pain experience of adolescents, particularly

their actions/interactions to manage their pain, a strong

developing category was chosen that captured the predominant

behavioral and cognitive actions described by adolescents to

their manage pain. This action category was labeled

"internal control" and became the core category.

Regardless of context (i.e., scene of the accident, ER,

or hospital setting), internal control (i.e., behaviors of

immobility and cognitive action) represented the predominant

actions adolescents used to manage their pain (see Table I

17). Common to all three contexts, adolescents recalled

actions of immobility to manage their pain. Compared to the

scene of the accident and ER, in the hospital adolescents

recalled more cognitive actions to manage their pain. Overt

behaviors were seldom recalled.

Internal control was the actions adolescents frequently

reported using to manage their pain. Internal control

actions were the actions they had control over. However, as

described in Chapter IV, adolescents recalled that the

helpfulness of actions to manage their pain varied.

Relating the subsidiary categories Around the Core

The selection of internal control as the core category

was followed by a first ordering of categories according to

the paradigm depicting the following relationships (see

Figure 2). In all three contexts, based on this ordering of

relationships, adolescents' level of alertness, physical
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losses, and quality of staff and family interactions

influenced their blunt traumatic injury pain experiences by

changing their perceptions of their pain intensity and or

emotions of calmness. Adolescents surrendered external

physical control to others and subsequently only had their

internal control actions to manage their pain. Further

revisions of categories were made, and a hypothetical

statement about the relationships between the core and

conditional categories was made and validated against the

adolescents' interviews and theoretical notes.

The hypothetical statement was that adolescents

experiencing acute blunt traumatic pain influenced by

varying levels of cognitive alertness, physical losses and

Figure 2

First ordering of categories

Blunt traumatic injury pain experiences
(phenomenon)

sº
Level of alertness, physical losses, and quality of

family/friends/staff interactions
(conditions)

Scene of the accident, emergency room, hospital setting
(context)

•le
Internal control and surrendering of external physical

control to others
(actions/interactions)

ºl,
Changes in pain intensity perception and emotions

(consequence)



105

quality of interactional relationships, turned inward to

manage their pain by controlling their behavioral and

cognitive reactions to their pain. This process is known as

internal control. Theoretical notes that organized previous

categories were still grounded in the adolescents'

interviews according to scene, emergency room, and hospital

contexts were reviewed to validate this statement.

As described previously, regardless of context,

interviews frequently described behavior, thought, and

emotional control as actions to manage their pain (See Table

I-17 for summary). To provide evidence to support this

hypothetical statement, additional examples are described.

At the scene, an adolescent who had experienced a

closed head injury, torn thoracic aorta, hemothorax, and

multiple fractures including the pelvis, face, and finger

described how his confusion influenced his pain perceptions

and actions. His behavior of lying still was the

predominate action recalled to manage his pain. He said:

I was in a lot of pain and I was really kind of dizzy

and I didn't know what was going on. I just wanted to

close my eyes and wake up from whatever dream I was in.

I don't know if I blacked out or if my hearing just

went blank or whatever, but I just remember a little

blitz of that ambulance Life Flight. I was really

confused. All I knew was I had to lie there. My left
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side was hurting really bad. I think they like had me

cut open too.

In the ER, a 13 year old male with a closed head injury

who reported being confused described how his inability to

control his thoughts affected his actions. These actions

were not helpful to manage his procedural pain. "When they

put the IV in I'd go psychotic and squirm all around and

jerk away. I don't know what." When asked if this behavior

was helpful to him to manage his pain, he replied "Um not

really." He described losing his ability to maintain

internal control to manage his pain because of his confusion

(i.e., loss of cognitive control).

The influence of friends promoted adolescents'

abilities to use cognitive actions to manage their pain and

their perceptions of pain intensity decreased. At the scene

of the accident, a 12 year old female who had experienced

serious injuries described the calming influence her friend

provided her:

Like my friend. She talked to me and asked me a lot of

questions and answered them and I talked to her. So it

really like comforted me and it made me calm down a

little, relax. It hurted [her leg) and I was scared

and it bothered me and stuff. It [her friend's

presence] helped me with both [i.e., being scared and

her pain] .
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Another adolescent described how her friend's presence

helped her with her pain experience and promoted her

cognitive control to manage her pain. She said:

It helped me [having her friend there] cause she would

talk to me and tell me everything was gonna be alright

and when they were hurting me and putting the IV in and

I told them to stop cause it was gonna hurt and then

she said it doesn't hurt. I think she was trying to

keep things out of my mind.

A 13 year old male who had experienced complex injuries

(i.e., sternal contusion and closed head injury) described

how both his mother and nurse helped him manage the

procedural pain caused by the insertion of a urinary

catheter. "I think that the catheter was unnecessary. But

they [staff ) had to do it, but that was fine. I did hurt.

They [nurses] told me to take big breaths and I held another

nurse's hand and my mom's hand." He found these actions

(i.e., deep breaths and hand holding) helpful to manage his

procedural pain. They promoted his internal control to

manage his pain.

A 16 year old female with a cervical five spinous

fracture described how the staff's non-supportive actions

(i.e., lack of providing more explanations, spending little

time with her, and inadequate analgesia) effected her

internal control. She described that her loss of
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independence and feeling scared and her internal control

strategy of calmness were threatened. She said:

I just wanted to go to the bathroom, cause this thing

in my stomach [i.e., urinary foley catheter] hurts my

stomach. She [the nurse J said "no, they say you have

to lay down. You can't get up." And I wanted to go

home. I don't want to be here. It is scary. All the

stuff, my body here, just being here all the time and

the pain hurts. It hurts. And when she put the stuff

[analgesic], the medicine didn't work.

The few adolescents (n = 5) who occasionally did not

use the strategy of internal control, lost control of their

behaviors and thoughts. Their behaviors became more overtly

distressed and their pain intensity increased. For example,

in the hospital, one 14 year old male experiencing

unrelieved high intense pain combined with guilt for what he

caused his family (i.e., he felt responsible for his

cousin's injuries) described losing internal control to

manage his pain. He said:

I'd just sit and take the pain. I'd probably cry a

little and sit here and take the pain. The pain

hurted. And my head, I think about it, you know, just

felt like oh my god, what did I do to myself? Did I do

this to my cousin, my family, you know, and I cry.

High intense pain combined with guilt and actual losses

of others (i.e., a family member) overwhelmed him. All that
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was left for him to manage his pain was crying or letting it

out and losing control.

Last, based on previous axial coding, adolescents'

perceptions of pain intensity and its influence on their

actions became an important part of the analysis.

Adolescents' perceptions of decreasing pain influenced both

their internal control as well as their external control

actions.

In the hospital, pain intensity usually decreased.

When an 11 year old female, who had a closed head injury,

eye laceration, and bilateral iliac abrasions, was asked how

did it make her feel to have her pain intensity decrease,

she responded "makes me calm down." Another adolescent, a

17 year old male, described how his pain immobilized him and

affected his self-care. He described how his decreased pain

changed his actions and ability to care for himself. "I'm

feeling pretty good right now because the pain's going away

and I'll be able to get up and walk around and do

everything."

An 11 year old female described how her pain influenced

her behavioral and cognitive actions. She was concerned for

her independence (i.e., loss of mobility, self-care, self

image, and a pain-free life). She was worried and this

threatened her ability to maintain internal control. She

said:
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I had a bruised hip and I thought it was broken and

when I walked it would just hurt so bad that it would

just stop me from walking and I'd have to hold on to

people, have people help me. I thought I'd never be

able to walk or anything. I was gonna use crutches or

something to get around and get teased at school.

Also, I have pains in it all the time.

Therefore, the actions that adolescents described to

manage pain fit into the core category of internal control.

Relationships between adolescents' recalled actions and the

factors of cognitive alertness, perceived physical losses,

and quality and type of staff, family and friend interaction

were found in their interviews. In addition, pain intensity

was identified as influencing adolescents' actions to manage

their pain. Therefore, the hypothetical statement was

verified against the data and further variations of the core

category were identified. During the next stage of

comparative analysis, more conceptualized relationships

developed between adolescents' actions and these factors.

Relating the categories at the Dimensional Level

In order to refine patterns of relationship between the

core and the conditional categories, comparative analyses

between the core, including adolescents' actions as well as

perceptions of pain and the individual conditional

categories according to each of the three contexts were

done. As described earlier, since pain intensity influenced
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actions, it was considered a conditional influence and

included in the comparative analysis. By using tables,

these analyses included comparisons of the core category

(i.e., internal control) and adolescent perceptions of pain

with each of the following, namely: 1) pain intensity; 2)

predicted and unpredicted pain; 3) level of alertness; 4)

family and friends' actions; 5) physical losses; 6) staff's

actions; and 7) injury severity.

When certain adolescents provided evidence for the

conditional category, adolescent subject numbers along with

specific contextual information were included for analysis

to maintain grounding in the field notes (see Table I-18).

The example of the conditional category of physical losses,

relating only to the hospital context, illustrates the

relationships between categories, subcategories, and

adolescent pain perceptions and internal control actions.

Similar tables were developed for the scene and hospital

contexts. Once conditional and core tables were arranged,

comparative analyses regarding the relationships between

each of the subsidiary categories and the core were made.

Based on these analyses, the following findings are

presented.

Perceived pain intensity and actions recalled to manage

pain. The condition of pain intensity and experience with

pain influenced adolescents' actions. At the scene (i.e.,

0-3 actions recalled) and ER (i.e., 0-2 actions recalled)
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compared to the hospital setting (i.e., 2-8 actions

recalled), adolescents (n = 7) recalled fewer helpful

actions to manage their intense pain. For example, a 14

year old male involved in an automobile accident recalled

memories at the scene of the accident through to the

hospital setting. However, at the scene of the accident and

in the ER, he did not recall any helpful actions that he

used to manage his pain. However, in the hospital he >-
recalled thought stopping, distraction, comforting himself Crº.

º

by being warm, and using patient-controlled analgesia. rº.
In the hospital, adolescents' intensity of pain, along

with experience of time with pain, affected the number of

actions to manage pain. Adolescents who perceived a low

pain intensity (i.e., immobility, patient controlled

analgesia use, thought stopping, distraction, sense of

comfort) recalled fewer actions (N = 5) to manage their pain

Adolescents who

;
compared to a high pain intensity (N = 12).

perceived intense pain recalled the behaviors of immobility,

resting, repositioning themselves, crying, talking, and use

of the patient-controlled analgesia as behaviors to manage t

their pain. Their cognitive actions included distraction,

thought stopping, cooperation and trying not to be

inpatient, trying not to fight the pain, sense of comfort,
º

and positive thoughts (i.e., thoughts of going home, knowing

he is doing better, hope for recovery).
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When pain intensity was novel and high (i.e., at the

scene of the accident and in the ER) versus adolescents

having more time with their pain (i.e., hospital setting),

fewer adolescents (n = 5, n = 2, n = 8, respectively)

recalled cognitive versus behavioral (n = 8, n = 6, n = 8,

respectively) actions. There was an increased cognitive

action with pain experience.

In addition, regardless of context, loss of internal

control to manage pain was observed only with adolescents

(n = 5) experiencing high intense pain. Therefore, this

analytical process further conceptualized the subsidiary

categories of pain intensity and experience with pain as

factors influencing adolescent actions to manage their pain.

Perceived predicted and unpredicted pain and actions

recalled to manage pain. Based on adolescents' interviews,

comparisons were made between adolescents' perceptions of

predicted and unpredicted pain and their recalled actions.

The conditional influence on the adolescents' actions of

predicted and unpredicted pain varied between the scene of

the accident and the ER and hospital settings. At the scene

of the accident and in the ER, actions to manage pain were

not influenced by their perceived predictability of pain.

For example, in the ER two adolescents who predicted changes

in their pain intensity caused by movement of their injured

legs recalled "screaming" and physically attempting to "move

away" from the staff. Similar actions were recalled by
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another adolescent who described fear and confusion and did

not predict his changes in pain intensity. Therefore, it

appeared that the novelty of intense high pain, not

predictability of increasing pain intensity influenced

adolescents' actions.

However, in the hospital, adolescents had more

experience with their pain. Adolescents' perceptions of

unpredicted versus predicted pain increasing their pain

intensities influenced their actions. Regardless of pain

intensity, when pain was unpredicted, fewer actions (i.e.,

immobility) were recalled to manage their pain and cognitive

actions to manage pain were threatened with interrupted

sleep and emotions of feeling "mad." Therefore, unpredicted

pain threatened cognitive control over their emotions, and

sustaining internal control to manage their pain was

threatened.

In summary, when adolescents perceived new experiences

(i.e., scene of the accident and ER) with high intense pain,

predictability of increasing pain intensity did not

influence their actions. When adolescents had experience of

time with their pain and recalled unpredicted pain, their

actions to manage their pain changed. Ability to predict

pain may allow adolescents time to activate their internal

Control actions.

Recalled level of alertness and actions recalled to

manage pain. As described earlier, the conditions of level
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of alertness did influence adolescents' actions to manage

their pain. However, during this stage of analysis, the

conditional influence of confusion did change adolescents'

recalled actions to manage their pain. In contrast to

adolescents who described being alert, adolescents (n = 4)

who reported confusion only recalled behavioral actions to

manage their pain (e.g., immobility, screaming, pulling away

from staff, sleep).

Perceptions of family members and friends' interactions

and actions recalled to manage pain. Regardless of context,

the majority of adolescents (73%) recalled that the actions

of family members and friends either changed their emotional

reactions and/or decreased or increased their perceptions of

their pain intensity. During this stage of comparative

analysis, more conditional variation was observed between

family members and friends' actions and adolescents'

recalled actions. The additional properties of family

conflict and lack of family presence on adolescents' actions

were observed. As described by previous examples,

supportive presence (i.e., listening, holding their hand,

talking) promoted adolescents' sense of calmness (i.e., felt

comforted, calmer, cared for, and relaxed) and/or deceased

their perception of pain intensity. However, in contrast,

family conflict had consequences of one adolescent

experiencing anger and increased pain, causing loss of

internal control over her pain. In addition, lack of family
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presence caused fear and threatened adolescents' ability to

maintain cognitive control over their pain management. In

the emergency room, a 13 year old male described his fear of

being alone and his need for his family members to be

present. He said:

Well, I didn't really know what was going on and where

I was at the time and I didn't want to be there, you

know, and it just wasn't fun and I didn't know what was

gonna happen to me and what they were gonna to do, what

was wrong with me. It was painful, the headboard, and

I just wanted to sleep and I wanted to see my family.

I want to be safe and have my family with me.

Perceived physical losses and actions recalled to

manage pain. Comparisons of adolescents' recalled actions

to manage their pain were made between those who reported

physical loses and those who did not. This comparative

process furthered the development of this category.

Adolescents recalled actual and potential physical losses.

Actual loss of self included the properties of mobility and

control over cognitive thoughts. Potential loss of self

were adolescents' concerns or worry or fear for their

recovery. Potential loss of others were family and friends

involved in the accident with them or whose familiarity

represented a potential loss of safety, trust, and comfort

to the adolescent. Therefore, regardless of context, the

condition of physical loss was related to adolescents' loss
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of independence and influenced perceptions of pain intensity

and emotions. To illustrate these relationships, the

following descriptions and exemplars are provided.

At the scene and in the ER, two adolescents recalled

loss of actual physical mobility control of their bodies to

the staff. For example, at the scene of the accident an 11

year old female lost external physical control over her

mobility because she could not prevent the staff from moving

her injured leg. Using the Temporal Dot Matrix she

identified a high intensity of pain (i.e., ranged from worse

to large). She did not receive analgesics. Despite her

protests not to move her injured leg, the staff did it

anyway, increasing her pain. "I only remember screaming at

them to stop. Screaming at the doctors, cause it hurt so

much [i.e., moving her injured leg)." She could not control

herself and she screamed.

In the hospital adolescents described loss of self or

independence, including their ability to do self-care

(n = 3), potential loss of vision (n = 2), potential loss of

life due to surgery (n = 2), and potential loss of a pain

free life (n = 4) altered pain experiences by changing their

perceived intensities of pain or their feeling of emotional

calmness. A 14 year old male related his pain to his loss

of independence to do self-care. "I was mad cause I hadn't

had a chance to wash up and I couldn't wash up. I was very
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uncomfortable. Especially when they [hospital staff] put me

on the bed with dirty sheets."

A 14 year old female who had experienced an eye injury

described how her pain increased in intensity because her

potential loss of vision "scared her" and subsequently

"increased her pain." One seventeen year old male described

how his fear of surgery increased his pain. "I felt

frightened because of the surgery and all. It increased my

pain."

Adolescents (n = 2) described thoughts of actual or

potential losses of others involved in the accident with

them as increasing their pain perceptions and causing them

to worry. At the scene, an 11 year old female experiencing

complex injuries described how she felt and her worry for

her family who were involved in the automobile accident with

her. She said:

It [her thoughts] was mainly about the pain and how I

felt about my family and how they felt and I'd never

get to see them for a couple of days and how I didn't

feel well and all my pain. I thought about my family

and how they were feeling and then it brought me back

to remembering about this thing [her pain which

increased in intensity].

During this analysis, recovery of physical losses

developed as a subcategory to physical losses. Adolescents

recovery of their losses impacted their ability to take
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internal control action to manage their pain. Four

adolescents described how recovery of their independence and

self-care decreased their pain intensities and was calming.

An 11 year old female described how her ability to regain

her self-care through maintaining her personal hygiene

decreased her pain. In addition, there was physical comfort

in being clean. "My pain went all the way down [decreased]

mainly, cause I took showers and brushed my teeth and did my

hair. When I take showers it just refreshes me and lets me

have more stuff to do [gives her more energy]. Made me calm

down."

Last, the conditional influences of level of alertness

and familiar presence of family/friends were subcategorized

under physical losses. Although family and friends were not

always involved directly in the accident with the

adolescent, they represented a potential loss of safety,

trust, and comfort to adolescents. The adolescents'

perceptions of family and friends' actions were different

from their perceptions of staff actions. The presence and

support of family and friends counteracted adolescent fears

for loss of their own lives and their experiences in unknown

contexts and subsequent care experience. Therefore, the

presence of family and friends counteracted potential losses

and became an external physical loss subcategory labeled

COVe of losses. Although level of alertness is not an

external physical loss to adolescents, alterations in level
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of alertness is an actual internal physical loss of self.

This was subcategorized under physical losses as actual

physical loss of self. For example, loss of consciousness

was actual loss of an adolescent's cognitive internal

control.

Perceptions of staff interactions and actions recalled

to manage pain. As described earlier, adolescents

perceptions of staff actions either changed adolescents'

emotional reactions and/or increased or decreased their pain

perceptions. However, comparative analysis between staff

actions and adolescents' actions enhanced the understanding

of how the staff's work or actions influenced adolescents'

actions to manage pain.

At the scene, two adolescents described supportive

attitudes as providing them comfort because they felt cared

for. This helped them to be calm. However, more

adolescents (n = 5) described non-supportive attitudes,

including perceptions of the staff being rushed and not

validating their pain. As described in Chapter IV, the

staff's work focus was time-limited to the emergent needs of

the adolescent and no analgesia was provided. Adolescents

viewed rushed behaviors and lack of validation of their pain

as not helpful to them to manage their pain. These staff

actions angered, scared, and worried adolescents.

Therefore, non-supportive staff actions challenged
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adolescents' abilities to maintain internal cognitive

control over their emotions and to feel calm.

A 15 year old male described how the attitude of the

emergency medical staff at the scene of the accident

influenced his pain experience. He said:

They stuck this needle in me and finished cutting off

my clothes. Cut em up and threw a blanket on me and

the driver didn't know what he was doing. The driver

was hitting bumps and turning sharp corners and stuff

and trying to race too fast. I thought we was gonna

have a wreck in the back of the ambulance on top of the

pain that I was already in, and the driver didn't make

it any easier. I was mad at the driver, cause I

thought he was supposed to be helping me.

As described in Chapter IV, compared to the scene of

the accident, adolescents recalled that painful procedures

were more frequently performed by the ER and hospital staff.

However, in the ER, more adolescents (n = 3) recalled

supportive staff actions (i.e., analgesics were given for

the first time and conscious sedation was needed to perform

invasive procedures), and fewer adolescents (n = 3) recalled

non-supportive actions. Recalled supportive actions

included relieving pain by procedural conscious sedation and

analgesia, communicating, and listening.

Adolescents' perceptions (n = 10) of non-supportive

actions and lack of knowledge and presence continued in the
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hospital. Supportive actions were recalled by ten

adolescents. In the hospital context, adolescents had more

time with the staff and the staff's work was focused on

recovery and promoting independence along with analgesic

interventions to relieve the adolescent's pain (i.e.,

compared to the ER (n = 2) analgesics were more frequently

ordered (N = 11) for injury pain and PCA was available to

four adolescents). Therefore, the comparative analysis

between the condition of staff's actions and adolescents'

actions helped expand the understanding of the contextual

influence of how the staff's focus of work changed

adolescents' perceptions of their pain intensity and their

emotions involved in managing their pain.

Iniury severity and adolescents" recalled actions.

Conditional comparisons between level of injury severity and

adolescents' recalled actions revealed little information.

Recalled actions of internal control were observed with all

types of injury severity. However, adolescent actions of

resistance to staff were unique to the serious and complex

injury group. This is explained because adolescents

comprising these two types of injuries were more frequently

alert at the scene and ER. The two adolescents experiencing
critical injuries who were either resuscitated at the scene

or the ER experienced loss of memory.

Learned passivity. Based on these analyses, categories

were revised. Of particular importance was the comparative
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analysis of specific staff actions with the adolescents'

core category of internal control. In each context, the

subcategory of adolescents' learned passivity evolved from

multiple comparisons between adolescents who cooperated with

the staff and those who did not cooperate (see Table I-19).

Based on adolescents' perceptions, staff actions taught

passivity (i.e., adolescents did what the staff wanted).

Learned actions of passivity or cooperation became part of

adolescents' internal control and pain work. The previously

described developing category of pain acceptance was

integrated into this category. In the ER, an 11 year old

female described her resistance to the staff's work and the

consequences. When she did what she wanted, the staff moved

her in the position they wanted. Although their actions

angered her, the context of her emergent injuries and

dependency on them for care, along with the staff's

explanation for what they were doing, helped her to

understand and cooperate. She did not resist staff

interventions again. She had experienced complex injuries,

including an eye laceration, dental fracture and bilateral

iliac bone abrasions from her seat belt. She said:

They [the ER staff] were poking me and it really hurt.

I remember that they wouldn't let me lay on my side

because they wanted to make sure my hip was O.K. and I

kept going on my side because it was bothering me and I

would tell them that I had to lay on my side and when

*
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they didn't let me I just told them to stop it. They

pulled me back over and told me to stop it. They were

just doing this for my safety. I got mad at them, but

its an emergency and it was okay.

When she got mad and her internal control of feeling

calmness was threatened.

In the hospital, a 15 year old male with serious
injuries described his appeasement with the physical

therapist. He let the physical therapist govern external

control over his movement without protest and this made his

pain worse, threatening his internal control. He said:

"Rules [physical therapist's rules J, like when I got up I

had to roll over and put my feet down and then push back up.

I thought I got up on my own a little bit better." This

process of following rules and cooperating was described by

him as making his pain worse, yet he cooperated.

After refining categories and their relationships to

the core category, this comparative analytical process still

grounded in the field notes was followed by further

conceptualization of the data, with conditional findings

reorganized into each of the three contexts. Comparative

analyses between adolescents' perceived pain intensity and

internal control actions with the conditional categories of

physical losses (i.e., level of cognitive alertness, actual

and potential losses, and recovery of losses) and staff

actions were done. An example from the ER context

>
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illustrates how specific conditions unique to each context,

such as physical losses and staff actions, were reorganized

into each of the three contexts according to adolescents'

pain perceptions and internal control actions (see Table I

20).

The condensing of conditional relationships between the

core and subsidiary categories according to each context

provided conceptual conclusions about each context and the

conditional effects on an adolescent's internal control

actions. Based on these specific contexts (i.e., scene of

the accident, ER, and hospital setting) conclusions,

variation between contexts were observed. These conceptual

conclusions demonstrating variation with context are

described later under the heading "Internal control

according to three contexts."

At the end of this stage of analysis, categories became

more integrated and were revised (see Table I-21). The more

abstract categories were still grounded in field notes as

evidenced by the their relationship to the previous

developing categories (see Table I-13). Intern” control

category had three subcategories depicting different
dimensions of adolescents' actions, including internal

control, threats to internal control, and loss of control.

Internal control had the subcategories of learne* P*****
and loss of control. Adolescents' perceive” Pº" intensity

and experience with pain, physical losseº, and staff, family

--
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members, and friends' actions either promoted or threatened

internal control.

Validating conditional and core Relationships Against the

Data

General statements that further conceptualized the

conditional relationships of the core to the subsidiary

categories about the three contexts were done. The

following 11 general statements were developed from the data

analyses:

1) When adolescents perceived their pain intensity was

novel (i.e., new and unusual to them) and high,

they used few cognitive and behavioral internal control

actions to self-manage their pain;

2) When adolescents experienced high intense pain over

time (i.e., at least one day), they developed a larger

number of cognitive and behavioral actions to self

manage their pain;

3) When adolescents had experience with high intense

pain, cognitive actions increased more than behaviors;

4) When pain intensity was high and there were
physical losses, adolescents were more likely to lose

their ability to maintain internal control;

5) When pain intensity decreased to a low intensity,

adolescents needed less internal control, and focused

on gaining external control;
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6) When external physical control of self was

threatened, adolescents experienced an increase in the

intensity of their pain and/or their ability to

maintain internal control was threatened;

7) Recovery of potential losses of others promoted

internal control and frequently diminished perceptions

of pain;

8) When adolescents experienced potential self losses

and actual or potential losses of others, internal

control was threatened and pain intensity increased;

9) When staff strategies were supportive, the

adolescent's ability to maintain internal control was

promoted and/or there was a reported decrease in pain

intensity;

10) When staff strategies were non-supportive, the

adolescents' abilities to maintain internal control was

threatened and/or there was a reported increase in

pain; and

11) When adolescents attempted external control (i.e.,

refusing staff's interventions and physically

attempting to move away from staff) to manage their

pain that interfered with the staff's work, staff

actions taught passivity, which threatened adolescents

internal control and governed external control.

These 11 statements were then validated against the

individual interview and theoretical notes. At the scene

3
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and in the ER (i.e., novel high intense pain), the majority

of adolescents (n = 8; n = 6, respectively) recalled

behavioral actions, compared to a fewer number of

adolescents (n = 5; n = 2, respectively) recalling cognitive

actions. In the hospital, compared to the other two

contexts, adolescents had more experience of time with their

pain, and more adolescents recalled cognitive actions

(n = 8). However, similar to the scene setting, in the > * -º

hospital the number of adolescents (n = 8) recalling

behavioral actions remained the same. In addition, in the

hospital setting the intensity of pain influenced

adolescents' number of recalled actions to manage pain.

Adolescents (n = 4) reporting low pain intensity (i.e.,

between little up to a medium intensity of pain) recalled

fewer behavioral (i.e., approximately two, immobility and A.)º

PCA use) and cognitive actions (i.e., approximately three, t )
thought stopping, distraction, and sense of comfort) )
compared to adolescents reporting high intense pain (i.e.,

recalled approximately six behaviors and six cognitive

actions). Therefore, statements one, two, three, and five

were verified.

In different contexts, five adolescents reported losing

control to manage their pain caused by a combination of

perceived high intense pain and physical losses (i.e.,

unable to control their external physical bodies from being

moved by the staff, confusion, unable to obtain adequate
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pain relief from the staff, and guilt for being responsible

for the loss of another involved in the accident).

Therefore, statement four was verified. In the ER, more

adolescents lost control (n = 3) compared to the scene of

the accident (n = 2) and hospital (n = 2).

Four adolescents described that perceptions of loss of

external physical control of their bodies (controlling their

movements and performing self-care) increased their pain

intensity, and was "scary," "annoying," "uncomfortable,"

"handicapping," and experienced feelings of "being trapped"

or "caged-in." Nine adolescents described that their

recovery of potential loses (i.e., friends, family members,

their lives, and their ability to perform self-care) either

decreased their pain and/or was calming. Six adolescents

described that their potential self loses (i.e., pain-free

life, vision, life, lifestyle, body-image) and the potential

and actual loss of others (subjects 7 and 9) increased their

pain, scared and worried them. All adolescents described

non-supportive staff actions as causing anger, fear,

aggravation, anxiety, and intense unrelieved pain. In

addition, all adolescents described staff supportive

attitudes and actions were calming and comforting and/or

decreased their pain. Five adolescents described being

resistant to staff interventions and later in the hospital

were cooperative and accepting of staff interactions.

>=
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Therefore, the statements were verified by individual case

review.

However, verification of conceptual findings was

necessary to strengthen certain relationships. Only two

adolescents reported that decreasing pain intensity changed

their predominant actions of internal control to more

external physical awareness and self-care. In addition,

linking the recovery of losses and staff actions directly

with both the adolescents' pain intensities and internal

control actions was not always consistent and had some

variability. For example, adolescents who described that

family members' presence was comforting and calming did not

always state that their pain intensity was decreased as

well. Therefore, supportive family presence always promoted

internal control, but there was not in every case a direct

link to a perceived decrease in pain intensity. Last, why

were adolescents not more demanding of the staff regarding

their pain management? Why did they choose a more passive

role?

Filling in categories

Additional theoretical sampling was pursued with two

adolescents to verify the following, namely: 1) that

perceptions of decreasing intensity changed adolescents."

predominant internal control actions to more external

physical self-care; 2) that when internal control was

promoted there was always a decrease in pain; and 3) to
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learn more about adolescents' perceptions regarding the role

of the doctor and nurse.

Two 17 year old males experiencing serious and critical

injury severity levels associated with automobile accidents

were recruited for this study. These subjects were chosen

because of convenience to the researcher, the seriousness of

their injuries and their subsequent longer length of

hospital stay. Therefore, they would have more time and

pain experience, along with interactions with their family,

friends, and staff.

Interview questions were specific to theoretical

concerns and focused on adolescent perceptions of changes in

actions associated with perceived decreasing pain intensity,

pain perceptions and actions associated with recovery of

losses and potential losses, and how they perceived the

staff (see Appendix K). Although the first adolescent

verified all 11 previous statements, the two conceptual

relationships specifically asked in the second interview

were verified by the two adolescents as illustrated by the

following exemplars. One said:

Yeah, I had a lot of pain [i. e., surgical intensive

care unit). Ribs, mostly. Seeing people helped.

Relatives helped the most. Just talking with them,

yeah, that helped. My brother, when he came to visit,

it was so good to see him, and we played games in the

bed. My mom, dad, and friends came in. They just
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come, give words of encouragement, saying they miss me.

Makes me feel better. I remember writing on a piece of

paper, just talk mom. That's all I wanted, just to

talk about anything. It takes your mind off the pain.

It makes you happy.

The other adolescent had this to say:

I had a fight with my girlfriend before I got in this

wreck and she called me yesterday and I was in a lot of

pain and when I got done talking to her and we're doing

a lot better and that made me feel better. It [i.e.,

having friends and family present] highs your spirits,

I guess. Makes you feel better. It actually takes

your mind off some of the pain. I felt happier. Yeah,

it (the pain] did seem less intense.

In response to the other question, adolescents

described a change in their actions with perceived decreases

in their pain intensity. One said:

Yeah [worst pain he ever had] , in my back. They [the

staff ) took me off the neck brace I had on before that

was a lot less comfortable. But when I got up last

time to use the bathroom, it almost brought tears to my
eyes. And now I can get up and go in there and I can

feel the pain, but it's nothing like it was. Like I

can do a lot more. Get things for myself and get up

and go to the bathroom for myself. I was depressed
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when I couldn't do things by myself. But now I can do

it by myself and it makes me feel better.

The other adolescent described his decreasing pain

intensity as helping him gain independence from the staff

and to do self-care. "Oh yeah, I'm more independent [since

his pain decreased]. More opportunities, more chances they

are giving me."

Both adolescents expressed difficulty understanding the

question about their thoughts regarding the role of the

staff. It was unclear if they found the question confusing

or if the question was too threatening with the potential

that the staff could enter the room at any time. Therefore,

this question was not answered. Last, to strengthen the

findings about staff actions, two trauma nurses reviewed,

supported, and verified findings.

Based on this verification and previously described

revised categories (see Table I-21), a substantive theory

describing the conceptual relationships between the core and

subsidiary categories was proposed regarding the blunt

traumatic acute pain experience of adolescents. The

proposed theory was that the pain work or actions of

adolescents who experienced acute blunt traumatic injuries

was actively taking internal control that was either

promoted or threatened by their perceived intensity and

experience with pain, physical losses, and staff actions.

The following describes the theoretical concepts relating to
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the proposed theory and how they vary according to the three

different contexts. The following theoretical concepts and

relationships are grounded in the adolescents' interviews

and theoretical notes.

h t l Concepts

Int al Contro

Although the adolescents' actions had a passive

appearance, their pain work was private and active involving

strategies within their control. Pain work was the

behavioral and cognitive processes to control and endure

their pain and to cooperate with the staff. Behavioral

actions included maintaining control over their movement and

manner of communication by staying still or immobilizing

themselves and verbally interacting calmly without crying or

screaming. In at least one of the three contexts (i.e.,

scene of the accident, ER, and hospital setting), all

adolescents described using immobility to manage their pain.

One adolescent was very clear about his behavioral

strategies to control his injury pain. "Rule number one,

don't move, just try to stay still. Can't do anything about

the pain really, it's just, pain's pain."

Cognitive, self-initiated strategies included thought

stopping, distraction, positive thinking, sleep, and staying
Calm. All cognitive strategies were a way for adolescents

to alter or change their perceptions of meaning awareness of
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pain and gaining a sense of being in control of their

bodies.

The goal of internal control was to maintain self

control internally by feeling calm and not losing control of

one's thoughts or behaviors. Adolescents' perceptions of

decreasing pain intensity, recovery of potential physical

losses, and supportive staff work strategies promoted

internal control.

Learned passivity. To promote the adolescent's

recovery, staff work included assessment, monitoring, and

physiological and structural stabilization of the

adolescent's injured body. They needed control and

cooperation from adolescents to perform these tasks. The

adolescents' passivity of turning inward and losing external

control was supported by the hospitalized adolescent's

social world. Part of the adolescent's internal control

pain work was staff appeasement. When adolescents attempted

external control of their pain which interfered with the

staff's work (i.e., during procedures refusing to cooperate

with the staff or refusing interventions), the staff's

strategies taught passivity. This threatened adolescents'

internal control and governed external control. For

example, in the hospital, a 12 year old female who had

experienced serious injuries refused the analgesic the

nursing staff offered her for pain. Her refusal of the

prescribed analgesic interfered with the staff's work. She
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described coercive staff actions that she perceived were not

helpful and she was angry at the staff.

They, some of the nurses, gave me a hard time because

they would make me take like really nasty medicine and

they would try to make me eat, but I would like almost

throw it back up so I wouldn't eat and they would get

aggravated with me. They said that if I don't take it

I might be hurt worse, or they said I wouldn't be able

to go home and so that made me scared so I took it.

She described that the nurse did not respect her. The

staff used threats and were inflexible about collaborating

with her for other options. She did not find these actions

helpful for her pain management.

Regardless of the context, adolescents perceived staff

strategies to obtain cooperation were doing whatever they

(staff) wanted, including use of restraint, citing staff

rules, and the use of threats. The only staff strategy

adolescents perceived as helpful and fostered their

cooperation was when staff discussed with them the rationale

for a procedure. In the ER, a 13 year old male later

hospitalized for complex injuries described himself as non

cooperative with staff's procedures. "When they put my IV

in I'd go like psychotic and squirm all around and jerk

away." A hospital nurse documented providing preparatory

education before procedures. The nursing notes described

how his non-cooperative behavior became cooperative with
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information. This adolescent's growing cognitive

understanding of the diagnostic benefits of procedures and

associated pain helped him to participate in his care.

While the majority of adolescents (n = 6) accepted

their pain and cooperated with the staff starting from the

scene of the accident, other adolescents (n = 4) who were

resistive to staff interventions quickly learned cooperation

and appeasement. The staff ignored their resistance and did

what they had to do to perform their work. Therefore,

resistance was ignored and there was no benefit to their

resistive actions. They had no external control.

Adolescents' non-cooperation with the staff was either

intentional or non-intentional resistance.

At the scene and in the ER, adolescents' overt

intentional resistance to staff work included screaming and

trying to pull away from them because of fear and increased

pain associated with that. In the ER, an 11 year old female

with serious injuries described how her resistance of

screaming overwhelmed her ability to talk with the staff

because of her perceived high intense pain and fear caused

by her initial observing and feeling pins being placed in

her broken leg. She thought that the staff did not stop the

procedure because they could not hear her.

I couldn't talk that much. Cause I was screaming.

Because they were putting these things in my legs. I

saw the first pin go in before they put me out. I felt
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them [staff] like saying things about putting something

in my leg. I was trying to get my leg out of the way.

In contrast, one adolescent perceived she physically

could not do what was requested by the staff. Although her

resistance was unintentional, the staff needed more

information about her physical status. Staff used threats

to encourage cooperation, causing her fear. At the scene of

the accident and in the ER, this 16 year old female with

serious injuries described these interactions.

They kept asking me questions that I couldn't answer

cause I was weak. I just stayed there. I couldn't do

it. They kept asking me. They say if you don't answer

the questions, we're gonna have to stick something down

your throat, cause I couldn't answer them. My brain

wouldn't let me. It was too hard. I was scared.

All adolescents knew their appeasement role by the time

they were hospitalized. In fact, in some instances,

learning staff appeasement and passivity was supported by

families. In response to painful procedures, the behavioral

passivity of one 14 year old female who had experienced

multiple fractures was passive immobility. Her mother

supported this passivity.

I just try to stay there and don't move. Just listen

to the doctor and do what he tells me. When they give

me the shot, just to, don't move, and just hold on to

something so it won't hurt as bad. They

ºº
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[mother/family] just tell me to listen to the doctor so

it won't hurt so much.

Regardless of when appeasement and cooperation were

accepted or learned, anger and fear were common emotions

adolescents felt towards the staff for not validating their

pain and disregarding their thoughts and behaviors to

control themselves. Although fear and anger were active

internal emotions, they were not actions visible to the

staff. By the time adolescents were cared for by the staff

in the hospital setting, all adolescents surrendered their

external control to the staff, accepted their pain, and

cooperated with and appeased the staff to obtain help from

them to feel better.

Loss of control. The adolescents' internal control to

self-manage their pain was constantly threatened. A

consequence of their inability to maintain internal control

was their loss of behavioral and cognitive control of their

pain. The behavioral loss of external physical control and

subsequent self-care and independence altered pain

perceptions and emotions. Loss of cognitive control (i.e.,

loss of ability to alter their perceptions of pain)

interrupted their sleep and their ability to stop thinking

about their pain. Feelings of calmness became emotions of

anger, fear, worry, and frustration. When behavioral and

cognitive losses were combined with other physical losses,

high intense pain and non-supportive staff work strategies,
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adolescents frequently lost their ability to use their

internal control actions to manage their pain.

At the scene of the accident, an 11 year old female

with serious injuries experiencing her worst pain described

her loss of control due to a combination of high intense

pain, loss of external physical control, and staff work

actions causing her even more pain. She was not provided

analgesics. The staff telling her to calm down and her

attempts to sleep were not helpful.

I only remember screaming at them to stop [staff J.

Screaming at the doctors to stop. Cause they were

messing around with my foot and I started screaming to

stop it. Cause it hurt so much. They were telling me

to calm down.

In contrast to internal control, loss of control did

not have the appearance of passivity. Behaviors and

emotions of calmness and immobility became the overt

behaviors of distress, resistance, crying, and screaming.

Although losing cognitive internal control strategies over

their pain was never helpful, the consequences of losing

internal behavioral control depended upon adolescents'

learned passivity and pain acceptance.

When adolescents perceived they could maintain external

control over their high intense novel pain and they failed,

screaming and crying were not helpful. As adolescents

accepted the burden of managing their own high intense pain,
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the consequence of crying was helpful. It helped them to

express the frustration of being unable to control the pain.

In the hospital, one 16 year old female experiencing

her unrelieved high intense pain described losing internal

control of her pain. "At first I didn't [cry], but last

night I did cause it hurted so bad nobody would hear.

Nobody was listening, and yeah, it helped with the pain."

Her vulnerability to her pain overwhelmed her. Crying or

letting it out and losing behavioral control was her only

relief to manage pain.

Internal control strategies; conditional Threats and

Promotion

Pain perceptions. Adolescents' perceptions of their

present sudden acute blunt traumatic injury pain were

powerful and novel. One 17 year old male who had

experienced a crushing injury to his right arm and was alert

in all three contexts described his pain and why a previous

fracture pain experience did not help him manage his pain

this time. At the scene and in the ER, followed by his

perceptions of his hospital pain, he first compared his

present injury pain and past pain experience.

I was on the ground yelling for him [coworker]. The

pain was like unbearable. My total arm. I could

barely feel my whole arm. I couldn't move it. It was

like dragging. It was like so much pain that I could

barely walk. I was trying to stay still and calm so it

z

.
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wouldn't hurt and tried not to sleep. Thinking the

pain would go away if I didn't try fighting it. The

miserable part was when it happened. Shocking thing

was I couldn't believe the part that what happened.

Right now it's stretching down cause everything's fixed

and I'm comfortable and a lot better. It [current

injury] was like a new experience. Because last time

it was like a sharp pain at one time and the pain went

away. It wasn't real bad at all. This one was more
dramatic and it hurt a lot more.

The internal control strategies adolescents used were

affected by the interaction of their perceived intensity of

pain and their experience with pain. More specifically, a
synergistic relationship between the adolescents'

perceptions of their sensory pain intensity and their

affective or emotional responses to their blunt traumatic
injury caused their pain work. When high pain intensity was

novel or unexpected, threats to an adolescent's internal

control of his/her pain were the greatest- Consequently,

adolescents used fewer cognitive and behavioral internal

control strategies to self-manage their pain, and * *
Control was a risk.

one 17 year old adolescent described his reaction to

unexpected intense pain associated with his chest tube

removal. His chest tube was removed four days prior to his

interview.

2

.
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When they took it out it hurt a lot. My eyes got wide

open and I'm like whoa. I was worried about what they

were doing. They [staff] could have given me a shot,

anesthesia or something. I'm still hurting.

Staff actions that caused unpredictable procedural pain

did not allow adolescents' knowledge or time to activate

internal control strategies. He only recalled a few

behavioral internal control strategies to manage his intense

unexpected pain. His internal control was threatened.

In contrast, as adolescents gained experience or

familiarity with their high intense pain, they developed a

larger number of internal control strategies to self-manage

their pain, particularly cognitive strategies. Adolescents
had more experience with their pain, had time to develop
additional strategies, and had more inanimate tools

available, including television, as a distraction to promote
internal control.

As pain intensity decreased from a high to low

intensity, adolescents needed fewer internal control

strategies to manage their pain. They recovered external

physical control and independence to perform self-Care.

Decreasing pain intensity promoted internal control and

allowed adolescents more awareness of themselve". They were

thus able to focus on gaining external self-control and

independence. As pain intensity decreased, adolescents

described thinking more of their personal needs. One 17
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year old male recovering from surgery to stabilize his

fracture described how his perceptions of decreasing pain

influenced his independence and self awareness.

I'm feeling pretty good right now because the pain is

going away and I'll be able to get up and walk around

and do everything. I wanted to put my clothes on and

all. I didn't feel comfortable with wearing the gown

with nothing underneath. I was just real tired and

hungry.

Physical losses. The contextual physical losses

associated with adolescents' blunt traumatic injury

experience threatened their internal control by increasing

their perceptions of their pain intensities and/or changing
their emotions from feelings of calmness to anger, fear, and

worry (i.e., feelings that caused anxiety). Adolescents'

physical losses included actual or potential losses of self

and others.

Actual loss of self included loss of control over

external mobility and loss of cognitive control. Loss of

external mobility was due to pain associated with movement

and the staff work strategies. Causes for loss of cognitive

control included high intense pain, fear, and altered

awareness or confusion resulting from physical *** ****
and the psychological reactions to the sudden” of an

injury. As expected, adolescents who experienced complete
memory loss did not recall pain or internal control
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strategies. Alert adolescents recalled the greatest number

of internal control strategies. In contrast to alert

adolescents, adolescents who recalled confusion or

intermittent memory loss did not recall cognitive strategies

and recalled fewer behavioral strategies compared to

adolescents who were alert.

Adolescents worried and were fearful about their

potential future loses associated with their recovery (i.e.,

regaining their previous pain-free body, vision, and

mobility and subsequent body-image and lifestyle). Loss of

others involved a 17 year old male with critical injuries,

who as driver of the car, felt responsible and subsequently

guilty for what happened to his cousin. His cousin suffered

permanent brain injury from being a passenger in their

accident. His guilt caused emotional pain and his physical

pain reminded him of his emotional pain. His emotional pain

frequently threatened his internal control and he would cry
and lose control.

The first four or five days I been here, man, I didn't

feel at all good. A lot of pain. Just a lot of

memories thinking about that night [accident). Yeah,

the pain is horrible sometimes. Not just the pain,

talking about physically, pain mentally. Just thinking

about that night. And my head, I think about it, you

know, just feel like oh my god what did I do to myself,

did I do this to my cousin, my family, you know, I cry.
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The physical pain, they [staff) give me pain killers

and all that. It helps, sort of, not really. I

apologized to my cousin so many times. The physical

pain is here, but it's not gonna be here too long. But

the emotional pain, man, that is gonna be in my head

forever. I guess the emotional pain is the worse.

Most of the time we don't talk about the wreck. I'll

be sitting here watching TV and I'll feel pain in my

foot and I'll start thinking about that night.

Potential loss of others were family and friends who

either were involved in the accident with the adolescents or

whose familiarity represented a potential loss of safety,

trust and comfort to the adolescent. When pain intensity

was high and there were physical losses, adolescents were

more likely to lose their ability to maintain internal

control and perceived an increased perception of pain

intensity.

Recovery of potential losses of self included

recovering independence through self-care or the presence of

family and friends. The presence of family members and

friends counteracted fears and worries adolescents

experienced about their potential loss of life and their

unknown contexts and subsequent care. Adolescents always

associated their recovery of losses with the emotions of

being cared for, comforted, happier, and more calm.

Recovery of losses promoted internal control and decreased
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the adolescent's perception of pain intensity. One 11 year

old female experiencing complex injuries described how her

recovery of independence influenced her pain perceptions and

emotions.

It [the pain] went all the way down because I was like

doing stuff myself and my mom helped me do stuff, and

my pain went all the way down, mainly cause I took

showers and brushed my teeth and hair. Made me calm

down.

However, when family members experienced conflict, an

adolescent recalled both anger and increased pain. A 14

year old female hospitalized for serious injuries described

how family conflict altered her emotions and pain. Her aunt

arguing with her mom made it more difficult for her to deal

with her injury pain. "Well, my aunt came in and started

arguing with my mom. It was giving me a headache."

Staff actions. Adolescents perceived staff actions or

strategies of knowledge, attitude, and availability as

either promoting or threatening their internal control to

manage their pain. Adolescents perceived that the staff's

non-supportive attitude, and lack of availability and

knowledge threatened their internal control.

Non-supportive attitudes were staff actions that did

not validate their pain, had rushed behaviors, were non

collaborative (i.e., staff actions that did not consider

their perspectives), and did not provide adequate analgesia.
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The staff's provision of inadequate analgesia was described

by some adolescents as not working. One 15 year old male

described the ineffectiveness and effectiveness of his

analgesics. Regaining independence (i.e., PCA) was an

important part of his pain experience.

At first they gave me Tylenol when I was downstairs

[ER]. And then they gave me morphine, I think. They

gave me pediatric dose of medicine and that was doing

nothing for me. It didn't really help until they gave

me the machine [PCA]. Having control of it myself, I

think that's what helped me.

When staff members were not available, adolescents

described feelings of vulnerability and uncertainty.

Adolescents described being alone, scared, worried,

forgotten, no one to help, and uncertain about what was

happening. In the ER, the same 15 year old male described

what it meant to be alone.

I was sitting down and in a corner by myself for a long

time. Maybe they forgot about me or something like

that. I was just worried about being alone, kinda

wanted somebody to talk to at the moment. It was cold

and I was thinking what was going to happen next.

When adolescents perceived procedures were performed

incorrectly and they thought interventions were not

necessary, staff were perceived as not being knowledgeable.
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I had no pain in my neck and they had me wear this

uncomfortable brace. They didn't know what they

[staff] were doing. They had a lot of needles going in

me. They stuck a needle in my fractured hand so I

would ask them why they did that.

In contrast, adolescents perceived supportive staff

strategies as caring attitudes and were knowledgeable about

them. Supportive attitudes were kind behaviors. Kind staff

were careful, gentle, held their hand, were flexible and

involved the adolescent in their care, used distraction, and

provided preparation information and analgesics or conscious

sedation. A 17 year old male experiencing serious injuries

described helpful staff behaviors involving injury

positioning, support for independence and self-care,

distraction, and preparation.

They [nurses] elevated my arm for me, they brought the

urinal thing in. They showed me how to operate the

bed. Showed me the button for the nurse and showed me

how to operate the TV and everything and introduced me

to the guy over here. Every time they would come in if

something was wrong like the IV, I wasn't supposed to

move my arm or anything, they came in and saw it was

moved, they'd help me straighten it out and if the

pillow had moved they'd elevate it above my heart so it

would be able to circulate good. So, they were real

helpful.



150

The staff's pain work was to assess, legitimize, and

manage adolescents' pain. In the hospital, the staff

sporadically encouraged adolescents' external control over

pain by offering PCA. The four adolescents using the PCA,

even when experiencing similar pain intensities to

adolescents who did not have PCA, as previously described,

reported gaining external control over their pain as very

helpful. A knowledgeable staff provided adolescents with

education and were aware and respectful of their causes of

pain.

Summary

The various selective coding analytical processes were

described, using examples to illustrate how the data were

further conceptualized into theory. This analytical process

was followed by grounded descriptions of the evolved

theoretical concepts and theoretical relationships to each

of the three contexts; the scene, ER, and hospital settings.

Although certain adolescent actions to manage pain were

consistent across all contexts, the ER had the fewest

helpful recalled actions. The greatest number of actions to

manage pain were recalled in the hospital where more pain

options were available and adolescents had more experience

over time with their pain. In each setting, the intensity

of pain, experience with pain over time, physical losses,

and staff actions were consistent influence” impacting the



151

adolescent's pain experience and management of pain.

However, their conditions did vary.

Cognitive losses associated with memory loss and

confusion were unique to the scene and ER but rare in the

hospital setting, most likely reflecting psychoneurologic

sequella of mild closed head injuries. Compared to the

other two contexts, adolescents recalled more potential

physical losses in the hospital setting subsequent to time

and recovery. Unique to the ER and hospital settings were

the staff actions of analgesic administration and staff

availability representing the focus of the staff's pain work

and staffing patterns. For a contextual summary of

adolescents' actions to manage pain and influences impacting

their pain experience see Table I-22.

º
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CHAPTER VI

Discussion

Introduction

This study's findings enhance understanding about the

interactional complexity of conditions (i.e., pain

intensity, physical losses, and staff actions) influencing

the adolescent's blunt traumatic injury pain experience. In

addition, the stage of adolescence associated with growing

cognitive understanding and psychosocial development

influenced both risk factors of adolescent blunt traumatic

injury and subjects' pain experiences, including their

subjective reports of pain, perceived actions/interactions,

and consequences. The following discussion compares this

study's findings to other relevant research, discusses

similarities between the study sample and the general

adolescent population, study limitations, implications, and

direction for future research.

Adolescent Blunt Traumatic Injury Pain Experience

Adolescents' Pain Descriptions

Although mild closed head injuries were common (n = 10)

with subsequent confusion and memory loss, the majority of

subjects (n = 9) recalled their first memory of pain at the

Scene. Within the three contexts, adolescents recalled and

described multiple dimensions of their pain experience

including pain intensity, factors influencing their pain

intensity, physical and psychological causes of pain,

'.

º
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multiple pain sites, quality of pain, and positive and

negative meanings to their pain.

The adolescents' ability to interpret and describe

multiple dimensions of their pain is not surprising.

Gaffney and Dunne (1987) reported seven year old well

children described psychological aspects of pain (Gaffney

and Dunne, 1987) and nine year old children have described

preventive benefits of pain (Savedra, et al., 1982). º

Therefore, findings support other well and hospitalized

children and adolescent studies (Gaffney & Dunne, 1986,

1987; Harbeck & Peterson, 1992; Hurley & Whelan, 1988;

Savedra, et al., 1982; Savedra, et al., 1989; Savedra, et i
al., 1990; Wilkie et al., 1990) that adolescents' growing

cognitive understanding influences their abilities to

describe multiple aspects of their pain experience.
gº

Intensity of pain. At the scene of the accident 2
through to the hospital setting, adolescents who recalled

their pain described intense pain. Almost all the subjects

(91%) recalled their worst pain at the scene, in the ER, or

in both contexts. In the hospital setting, worst pain was

related to chest tube removal (n = 1), morphine sulfate

withdrawal (n = 1), and thinking about pain (n = 2).

Reported intensity of pain was relative to their

previous pain experiences. Subjects perceived their blunt

trauma and subsequent pain to be the worst injury and pain

they ever experienced. Reported pain severity is explained
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by the novelty of the experience, including the seriousness

of injuries and subsequent pain and associated contexts and

procedures, as well as inadequate analgesic management.

Subjects' reports of persistent pain are consistent

with previous findings (Johnston, et al., 1992) that

adolescents experiencing injury pain usually report moderate

or higher amounts of pain intensity. Although no

explanations are provided, comparative analysis among

different hospitalized adolescent diagnostic groups (i.e.,

neoplasms, respiratory, gastrointestinal, skin,

musculoskeletal, injury, etc.) showed adolescents

experiencing injuries more frequently reported their usual

pain as a higher pain intensity (Johnston, et al., 1992).

Although these findings suggest, compared to other types of

acute pain, that adolescents with injuries are likely to

experience more severe pain, this evidence is weakened by 3
small sample sizes, lack of control for surgical procedures

and types of injuries, and wide ranges of interview time

post hospital admissions.

In the hospital setting, based on the Temporal Dot

Matrix, there was a general decreasing pattern to their pain

intensity, despite the fact that the majority of adolescents

continued to describe intense pain throughout most of their

hospital time. This may be explained by the greater

availability of analgesic management, environmental

distractions (i.e., TV), experience of time with pain with

º
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more actions to manage pain, and injury healing. Consistent

with previous findings (Alex & Richie, 1992), despite

hospitalized children and adolescents receiving inadequate

analgesics postoperatively, decreasing patterns of pain

intensity suggest factors other than analgesic

administration such as healing influence perceptions of pain

intensity.

Causes of pain and sites of pain. Subjects' recalled

injuries, assessment and procedural interventions, present

health, reactions to injuries, and loss of others caused

their pain. Although in all three contexts, injuries and

assessment and procedural interventions were causes for

pain, in the hospital the number of causes for pain

increased. This increase in recalled causes for pain

related to subjects' time and experience with their injuries

and pain with subsequent appraisals of their reactions to
their accident, associated injuries and losses, and present

health.

As expected, the majority of subjects (64%) recalled

multiple sites of pain starting at the scene of the accident

through to the hospital setting. Using a body outline,

subjects' reports of multiple sites of pain are consistent

with previous findings (Savedra, et al., 1989) for

adolescents aged 8-17, hospitalized for medical and surgical

pain. Consistent with this study's findings, sites of pain

related to staff work, included intravenous fluids and tube

3
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placements (Savedra et al., 1989, 1990). Therefore,

regardless of contexts (i.e., scene of the accident, ER, and

hospital setting) and pain etiologies, staff procedural

work has a significant impact on adolescents' pain

experiences. Staff's knowledge that their actions cause

pain may affect how procedures are performed, their approach

to adolescents, including preparation for pain, how care is

provided, and may enhance their empathy towards adolescents

experiencing painful procedures.

Quality of pain. Regardless of context, subjects

recalled sensory, evaluative, and affective words to

describe their pain. In the hospital using the APPT,

subjects also identified temporal words. In all three

contexts, sensory words were chosen more frequently. At the

scene of the accident and in the ER, this may be explained

by subjects' frequent use of the word "hurt" to describe

their pain. Study findings at the scene of the accident and

in the ER are consistent with younger hospitalized

postoperative children and adolescents, aged 7-11 years,

reported sensory (i.e., sore) and evaluative (i.e.,

miserable) words to describe their acute pain (Alex &

Richie, 1992). Although the words "sore" and "miserable"

were reported by older subjects to describe their pain, age

Comparisons were not possible due to small sample size.

However, some words did appear influenced by age. Older

adolescents (i.e., both 17 year old males) used the word

:
à
;
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"pain" versus "hurt" to describe their pain experiences,

supporting Wilkie and colleagues" (1990) study that age

related vocabulary influenced adolescents' descriptions of

pain.

Using the APPT, subjects' more frequent identification

of sensory words are consistent with previous hospitalized

adolescent acute pain studies (Savedra et al., 1990; Wilkie,

et al., 1990). This may be explained by the differing

number of words within each of the dimensions (i.e.,

sensory, evaluative, affective, and temporal). The APPT's

sensory word list, compared to each of the other dimensional

word groupings, has almost triple the number of words an

adolescent can chose from to describe his/her pain.

Meaning of pain. Subjects valued independence;

independence was associated with recovery. Their hope for

independence through recovery assisted adolescents to

tolerate their pain associated with movement, ambulation,

and procedures. Subjects' views about pain varied with

either negative or positive meaning to their pain through an

understanding of its diagnostic and recovery benefits.

Regardless of context, subjects recalled increases in

pain intensity with movement. However, in the hospital the

meaning of movement associated with ambulation was recovery,

including self-care, independence, and going home. The

context of this type of pain was frequently reappraised as

positive as a means to recovery. Findings are consistent

;
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with previous findings (Gaffney & Dunne, 1987; Savedra, et

al., 1982) that adolescents describe the diagnostic (i.e. ,

tells you something is wrong) value of pain. However, this

study adds the dimension of independence and recovery as a

factor influencing adolescents' pain meaning.

Present pain. Present pain descriptions depicted

subjects' pain at the time of their interviews. Although

the majority of adolescents (73%) described their present

pain perceptions 1-2 days post injury, interviews ranged up

to eleven days. Although at the time of their interview,

the majority of adolescents (64%) described their present

pain between a little to a medium amount of pain, this was

not representative of their (n = 7) described longer

duration of time experiencing intense pain in the hospital

setting.

Serious levels of injury (n = 3) compared to critical

injuries (n = 2) were more common, with subjects reporting

intense pain at the time of their interview. This pattern

may be explained by the larger number of adolescents

experiencing serious injuries and the investigator's ability

to interview this particular injury severity group (1–2 days

post injury) sooner than the critical group (i.e., 9-11 days

post injury).

As previously described in the hospital context,

adolescents identified multiple causes and sites (i.e.,

ranging from 5–35 sites of pain) for their present pain.

:
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Sensory words chosen by subjects represented cutaneous and

diffuse referred pain. Compared to the low intensity group

(i.e., intensity ranging from a little up to medium amount),

subjects reporting higher present pain intensity identified

words such as "pounding," "burning," "stings," "tight,"

"like a pin," "pressure," and "sharp" to describe their

pain. Although positive correlations exist between

hospitalized adolescents experiencing acute medical and

surgical pain on reported pain intensity scores and number

of words chosen to describe their pain, specific words were

not described relating to different levels of pain intensity

(Savedra, et al. 1990; Wilkie, et al., 1990). Compared to

the low pain intensity group, the high pain intensity

group's choice of words may be explained by their more

serious recent injuries and subsequent continued

inflammatory response associated with acute pain.

Last, subjects integrated their cumulative blunt

traumatic injury pain experiences into their present pain

descriptions. Their integration of situational cumulative

experiences into their present pain descriptions may be

explained by the novelty and severity of the suddenness of

blunt traumatic injury, subsequent multiple painful

procedural and care interventions, and high pain intensity.

While the context of blunt traumatic injury influenced

subjects' integration of past pain memories with their

present pain experiences, only one other study (Alex &

isº
3
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Richie, 1992) reported that hospitalized children and

adolescents integrated their past pain memories into their

present pain. However, the investigators provided no

description or explanation about their statement.

Adolescent Pediatric Pain Tool (APPT) and Dot Matrix

All subjects completed both pain tools without difficulty.

Regardless of age, no subjects had difficulty understanding

the right/left reversal of the body drawing. Subjects'

marked pain sites on the body outline were consistent with

the staff's documented injury and procedure sites. In

addition, for reports of present pain, subjects reported

consistent pain intensities on both the Word Graphic Rating

Scale and the Temporal Dot Matrix. Although the APPT and

Temporal Dot Matrix were not specifically normed with

adolescents experiencing blunt traumatic injury, the tool's

use with this population is supported.

In the hospital, the majority of words chosen by

adolescents were sensory words with "aching" and "sore" most

frequently chosen by subjects (n = 6). "Uncomfortable"

(n = 8), "dizzy" (n = 4), "awful" (n = 4), and "on and off"

4) were the most frequently chosen evaluative,(n

affective, and temporal words. Findings are consistent with

previous reports (Savedra et al., 1995; Savedra, et al.,

1990; Wilkie et al., 1990) that as a category, sensory words

along with the specific words on and off, sore, and

uncomfortable were most frequently chosen by hospitalized

;
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adolescents to describe their acute pain. However, compared

to these previous studies (Savedra, et al., 1995; Wilkie, et

al., 1990), subjects more frequently chose "aching,"

"awful," and "dizzy." Since previous studies (Savedra, et

al., 1995; Wilkie, et al., 1990) included adolescents with

diverse medical and surgical etiologies for their pain,

differences in findings may be explained by this study's

specific sample of subjects experiencing blunt traumatic

injury. Subjects' severity and extensiveness of injuries

(i.e., aching referred pain), worst pain experienced (i.e.,

"awful"), and staff's aggressive ambulation approach (i.e.,

"dizzy") may explain the choice of words specific to

situational pain (blunt traumatic injury).

Although gender challenged the analysis as a potential

influence on subjects' pain, this finding was not

statistically significant. More specifically, no

statistical differences were found between number of pain

sites and gender (Wilcoxon Rank Sum Test, p > . 05), gender

and number of pain words chosen (Wilcoxon Rank Sum Test, p >

.05), pain intensity and gender (X = p> .05), and pain

intensity and number of words chosen (Wilcoxon Signed Rank

Test, p > . 05). Inconsistent findings between subjects'

reports and previous adolescent reports (Savedra, et al.,

1995; Savedra, et al., 1993; Savedra, et al., 1989; Wilkie,

et al., 1990) may be explained by this study's small sample

size and lack of specificity in nonparametric testing.

º º
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Five subjects drew a steady decreasing pain pattern to

describe their temporal pain intensity. The steady

decreasing pattern was consistent with their expected

trajectory of diminishing acute pain associated with healing

and pain management interventions. These findings are

consistent with one (i.e., steady decreasing pattern) of the

six temporal pain patterns drawn by hospitalized adolescents

experiencing acute pain (Savedra, et al., 1995).

However, the majority of subjects (55%) drew very

individual patterns representing their remembered temporal

pain intensity experience. The variability of patterns

drawn by subjects may be explained by their different levels

of injury severity and subsequent settings of care. For

example, a subject with complex injuries experienced

different procedures and care interventions compared to a

subject with critical injuries. The variety of pain

intensity patterns drawn by subjects supports Savedra and

colleagues' (1995) perspective of leaving options for

adolescents to draw their own pattern, since pain

descriptions may not follow a usual pattern.

Adolescents' Actions to Manage their Pain

Subjects' actions were attempts to maintain

independence and control over their pain. Starting at the

scene of the accident, subjects recalled actions to manage

their pain. Observable physical overt behaviors were seldom

recalled.

º

º

:
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Subjects frequently described self-regulation of both

their emotions (i.e., "trying to stay calm") and sleep

(i.e., "tried to sleep" or "tried not to sleep").

Therefore, emotions and sleep were considered within their

cognitive control to alter their perceptions of their pain

experience and were cognitively categorized. In addition,

in contrast to behaviors, sleep is a subjective condition of

altered consciousness that is not easily observed by others.

Although the cognitive categorization of emotions and sleep

is dissimilar to previous studies behavioral categorizations

(Branson, et al., 1990; Bennett-Branson & Craig, 1993), no

specific explanation was provided by the researchers for

their categorization. The few proposed approaches to

categorizing children and adolescents' actions to manage

their pain represents both our limited knowledge about and

the complexity involved in understanding adolescents' coping

with pain (Branson, et al., 1990; Brown, et al., 1986; Ross

and Ross, 1988; Stevens, 1989; Tesler, et al., 1981)

The categorization of adolescents' actions to manage

the stress of surgery and postoperative pain using different

conceptual frameworks (i.e., Lazarus' Coping Theory and

concepts from previous coping research) are reported

(Branson, et al., 1990; Stevens, 1989). Despite different

terminology to describe adolescents' actions to manage acute

postoperative pain, similar developmental actions are

described (i.e., thought stopping, distracting thoughts,

- º
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calming self talk or efforts to control emotions,

restricting movement or activity, verbal complaints of pain,

and seeking support from family members, and friends).

In addition, similar to this study's findings,

adolescents more frequently reported the use of internal

control actions (i.e., lying still, sleeping, distraction,

seeking emotional support from others, and controlling

feelings) versus overt behaviors (i.e., screaming, crying,

yelling, and requesting specific pain management

interventions from staff) and use more behavioral versus

cognitive strategies to manage their acute pain (Bennett

Branson & Craig, 1993; Stevens, 1989). The commonality of

behavioral and cognitive actions identified in this study

with other non-hospitalized and hospitalized adolescents'

studies (Alex & Richie, 1992; Branson, et al., 1990; Tesler,

et al., 1981; Savedra, et al., 1982; Stevens, 1989),

suggests that certain developmental behavioral and cognitive

actions are commonly used by adolescents to manage different

situational acute pain experiences.

Subjects' infrequent actions of overt distress and

their predominant internal control and immobility supports

the growing evidence (Alex & Richie, 1992; Beyer, et al.,

1990; Schechter, et al., 1991; Stevens, 1989) that

adolescents' actions to manage their pain is active internal

control, not easily observed by others. It may appear to

others that they have no pain, their pain intensity is low,

º - º

;





165

and/or pain is self-manageable. For subjects to use overt

actions (i.e., crying, screaming, resisting staff

interventions), multiple interactive influences (i.e.,

perceptions of high intense pain, inability to internally

maintain control through their thoughts, and their loss of

independence to others) were necessary situational

conditions for them to lose their internal control and

demonstrate overt distress. The findings in this study

suggest that the adolescents attempted to maintain their

internal control strategies at great cost, until they were

overwhelmed by multiple circumstances. Although a positive

significant correlation between adolescent affect (i.e.,

faces intensity scale) and pain is reported (Bennett-Branson

& Craig, 1993), positive correlations between distress

behaviors (i.e., crying) and acute procedural pain have only

been reported with 5 year old children requiring

immunizations.

Subjects' acceptance of their pain and predominant use

of internal control actions to manage their pain may be

explained by multiple interactive factors. These include

the adolescents' developing cognition and subsequent

increasing use of cognitive strategies (Bennett-Branson &

Craig, 1993; Pulaski, 1980), maturing sense of self,

including concerns for what others would think and expect

from them (Elkind, 1967; Erikson, 1963; Fagerhaugh &

Strauss, 1977), moral atonement for their perceived guilt

■
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and responsibility for what they did to others (Kolhberg,

1963), and sense of survivor vulnerability and gratitude for

staff availability to help them with their injuries and

pain.

Last, depending on situational influences, not all

actions were perceived by subjects as helpful to manage pain

(i.e., crying and sleeping). Beneficial perceptions of

actions were influenced by their experience of time with

intense pain, physical losses, and staff actions to manage

pain. For example, when their intense pain interrupted

their sleep or when sleep meant loss of external control of

mobility with subsequent increase in the perceived intensity

of pain, subjects perceived sleep as not helpful. They lost

control over their pain.

Staff actions (i.e., inadequate analgesics and

intervention) were contributing factors to subjects'

perceptions that their actions were not helpful. At the
:

scene and extending into the ER, subjects' loss of control

over external movements and inadequate analgesic management

may explain their more predominant recall of cognitive

versus behavioral actions as helpful. Whereas, in the

hospital, subjects had more control over their movements and

analgesic management (i.e., PCA) and described behavioral

versus cognitive actions as more helpful to manage their

pain.
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Although no comparative studies exist for the scene of

the accident and the ER, in the hospital setting, findings

are consistent with Bennett-Branson and Craig's (1993)

report that hospitalized adolescents' described behavioral

(i.e., medications, restricting movement, relaxing, verbal
complaints to mother) versus cognitive actions (i.e.,

calming self talk, thought stopping, and positive thinking)

as more helpful to manage their postoperative pain. ºº º

Helpfulness ratings for sleep were not reported.

Factors Influencing Adolescents' Pain Experiences and

Actions

Pain intensity and experience

Subjects' actions to manage their pain were influenced

by their perceptions of changing pain intensity and

experience with pain. At the scene of the accident and in

the ER, novel high intense pain and in the hospital, :
decreasing pain intensity occurred with fewer actions

reported to manage their pain. Cognitive actions were the

least recalled type of action.

In the hospital, as subjects gained experience with

their intense pain, more actions along with cognitive

strategies were recalled with persistent unrelieved high

intense pain. Subjects who described high pain intensity

were more aware of their pain. Compared to the low pain

intensity group, they recalled more sensory words and used

more behavioral and cognitive actions. These findings are
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consistent with previous findings (Bennett-Branson & Craig,

1993) that adolescents on their first postoperative day

described more behavioral than cognitive actions to manage

higher intensities of acute pain.

The more frequent recall of behavioral actions to

manage higher pain intensity may be explained by the threats

that severe pain pose to the adolescent's ability to

maintain cognitive control. Catastrophic thoughts, such as

persistent thoughts of pain with higher pain intensities

suggest that cognitive actions to control pain and alter

perceptions of pain are immobilized to the pain perception

only (Bennett-Branson & Craig, 1993). This pattern suggests

that the intensity of pain and the experience of time with

pain influences the number of actions used with cognitive

actions to manage acute pain most threatened. No

comparative studies were found describing the influence that

adolescents' experience of time with pain had on actions to

manage acute pain.

Physical losses

Findings from this study provided insight about the

influence blunt traumatic injury experience had on the

adolescent's pain perception. Consistent with hospitalized

children and adolescents experiencing multiple types of

injuries (Ravenscroft, 1979), subjects' previously perceived

invulnerability (Elkind, 1967) was suddenly challenged with

potential loss of life (i.e., injury and surgical

i2
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etiologies), loss of independence or control (i.e.,

immobility, loss of vision), and loss of self-image and

lifestyle (i.e. social disruption of family members, school

relationships and activities). Regardless of context,

emotions (i.e., fear, anxiety, shock, and grief for the

actual and potential loss of others) were a distinctive

feature of subjects' perceived physical losses associated

with blunt traumatic injury.

Subjects' fears were related to pain, novel procedures,

social disruption from their families, loss of a pain-free

life, and apprehension about their immobility or sense of

confinement. Subjects' loss of independence and forced

dependence was associated with reactions of negativism

described with strong emotions of anger and fear. Emotions

associated with subjects' perceived losses altered their

feelings of calmness, threatened their abilities to manage

their pain, and frequently increased their perceptions of

pain intensity.

Certain physical losses and emotions were observed to

be related to intensity of pain. In the hospital, fear of

potential loss of self and potential loss of others occurred

frequently with subjects reporting high pain intensity.

Whereas, regardless of pain intensity, the benefits of

perceiving independence and recovery of potential social

losses promoted feelings of calmness and internal control.

;
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The relationship between fear and higher intensity of

pain may be influenced by subjects' perceived losses. No

adolescents describing a low intensity of pain recalled

potential losses of others involved in the accident with

them. In contrast, the majority (n = 4) of subjects in the

higher pain intensity group reported the potential loss of

another involved in the accident with them. However, higher

pain intensity influences on cognition and subsequent

emotions need to be considered. Even when minor surgeries

were performed, hospitalized adolescents reported (Bennett

Branson & Craig, 1993) more catastrophic thoughts, such as

loss of control, thoughts of pain, fear, and thoughts of

escape with higher acute postoperative pain intensities.

Although weak relationships between adolescents' state

of anxiety and reported present acute pain and procedural

pain are reported (Gil, et al., 1992; Lander & Fowler-Kerry, ;
1991), only a few studies (Bennett-Branson & Craig, 1993;

Johnston et al., 1992) reported a relationship between

emotions and pain intensity. Johnston and colleagues (1992)

described that children and adolescents between 4-14 years

reported feelings that had significant but weak

relationships to their reported least and usual (i.e.,

ranging from least to moderate or greater pain intensity)

pain intensity. Feelings of sadness related to least pain.

Fear was associated with usual pain intensity.
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Subjects' reports of fear may be explained by their

persistent higher pain intensities. It appeared that more

adolescents reported that their usual pain was moderate to

severe, thus supporting previously described findings

(Bennett-Branson & Craig, 1993) that emotions of fear

commonly occur with high intense pain. However, it is

unclear from Johnston and colleagues' study (1992) which

data collection procedure was used to analyze the

relationships between reported pain intensity and affect and

the meaning of these feelings were not described. In

addition, small sample sizes, and wide range of pain

intensity accepted for usual pain weakened this evidence.

Regardless of context, the most significant findings

are subjects' family members and friends nonpharmacologic

influences on their pain perceptions and emotions promoting

their ability to maintain internal control over their pain. ;
The recovery of familiar losses (i.e., family members,

friends) was a powerful influence on their pain experiences

and ability to manage their pain.

Regardless of context (i.e., scene of the accident, ER,

and hospital setting), subjects wanted family members and

peers present. Subjects perceived that supportive family

members and friends' presence and the recovery of others

involved in the accident with them diminished their

perceptions of pain intensity and promoted emotions of

comfort and calmness. Consistent with previous research





172

(Branson & Craig, 1993; Ross & Ross, 1984; Savedra, et al.,

1982; Tesler, et al., 1981), the presence and actions of

parents and peers facilitated adolescents' capacity to

manage their acute pain.

Family members, parents in particular, provided support

through touch, talking, listening, and provided verbal

advice about actions to manage pain. One subject reported

her mother's advice helped her to manage her painful º -

procedures. In addition, parents may expect to assist their

children with managing their acute pain (Bennett-Branson &

Craig, 1993).

Nonetheless, mere presence of family members was not

always perceived as helpful by subjects. One subject

described arguing between family members increased her pain

and made her angry. Consistent with this study's findings,

it appears that the quality of family interactions alters ;
emotions with subsequent changes in perceptions of pain

intensity. Previous findings (Bennett-Branson & Craig,

1993; Gil, et al., 1992) report the quality of family

interactions have varying influences on adolescents' acute

postoperative pain experiences.

The quality of family interactions (i.e., conflict,

control, support, anxiety) influences adolescents'

perceptions of their pain intensities and actions (i.e., use

of analgesic and cognitive actions) to manage their pain

(Bennett-Branson & Craig, 1993; Gil, et al., 1992).
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Compared to supportive family interactions, adolescents from

homes with high conflict and control reported higher pain

intensities and more frequent use of their PCA (Gil, et al.,

1992). In addition, parental anxiety adversely effected

adolescents' self-efficacy and ability to use cognitive

actions to manage their acute postoperative pain.

Adolescents' reactions of anxiety and fear related to

trauma (Ravenscroft, 1979) and acute pain (Alex & Richie,

1992; Johnston, et al., 1992) have been described. Compared

to other etiologies of adolescents' acute pain experiences,

it is unclear if the situational context of blunt traumatic

injury and its subsequent multiple losses offers unique |
influences to adolescents' reactions, actions to manage

their pain, and perceptions of pain. Despite unequal gender

distributions (more females versus males), adolescents

experiencing even minor surgery report catastrophic thoughts

(loss of control, fear, thoughts of pain, thoughts of

escape) associated with their pain experience (Bennett

Branson & Craig, 1993). In addition, based on admission

criteria (i.e., elected versus emergent admit), differences

in hospitalized children and adolescents' reports of fear or

level of pain were not observed (Alex & Richie, 1992).

However, these preliminary observational findings are

confounded by a small sample size (N=6) of emergent

admissions, and despite the study sample reference to
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reduction of fractures, the etiologies for all emergent

admissions were unclear.

Although these findings (Alex & Richie, 1992; Bennett

Branson & Craig, 1993) may diminish the situational

influence that blunt traumatic injury has on adolescent pain

experiences, compared to adolescents experiencing

postoperative pain, the situational influences, such as

suddenness of injury and subsequent pain and losses of º

others involved in the accident with adolescents, offers 2
some uniqueness to adolescents' pain experiences. 2
Similarities between subjects and adolescents experiencing 2
other types of pain etiologies, reactions and actions to 2
manage pain are reported (Alex & Richie, 1992; Bennett- l
Branson & Craig, 1993) suggesting developmental patterns to

manage pain. However, further comparative inquiry into the

effects of situational influences or pre-hospital contexts

on adolescents' pain experiences is needed.

Staff Actions

Subjects interpreted staff actions as either helpful or

not helpful to them to manage their pain. Based on both

subjects' perceptions of pain intensity and case records

documenting staff interventions, findings are discussed by

first describing subjects' expectations of the staff

followed by a discussion of subjects' level of pain and

analgesia management.
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Adolescents' expectations of staff actions. While

subjects experienced intense pain and frequent painful

procedures, the context of blunt traumatic injury experience

left them with no advanced preparation, little to no time to

process events, and frequently without family members to

provide support or mediate events. Therefore, regardless of

context or level of pain intensity, subjects perceived the

staff's availability to provide information, education, and

support to be necessary to help them manage their pain.

Subjects rarely described confronting the staff about

their pain. Subjects' reliance on staff knowledge and

initiative to manage their pain is consistent with previous

findings in hospitalized adolescents (Alex & Richie, 1992;

Stevens, 1989). Subjects' passive reliance on the staff may

be explained by their developing sense of identity and

subsequent behavioral adaptation to actions they believed

the staff considered appropriate (Erikson, 1963; Elkind,

1967; Fagerhaugh & Strauss, 1977) and/or an egocentric

belief that nurses know how much pain they are experiencing

(Favaloro & Touzel, 1990) and therefore they will receive

appropriate analgesic interventions.

Although emergency medical staff and physician actions

were influential in the adolescents' pain experience,

subjects described predominately nurses' actions as altering

their pain perceptions and emotions. Similar to supportive

family members and friends' non-pharmacologic influences on

:
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subjects' pain experiences and abilities to manage their

pain, supportive staff actions altered their emotions (i.e.,

felt cared for and calmer), and their perceptions of pain

intensity were diminished.

Consistent with a few previous studies (Alex & Richie,

1992; Stevens, 1989), the presence of a supportive nursing

staff promoted adolescents' ability to internally manage

their pain by modifying their distress or feelings (i.e.,

comfort and calmness). The staff's presence or "being

there" provided reassurance to hospitalized adolescents

(Alex & Richie, 1992). Social support appeared to mediate

the stress associated with new contexts and acute pain.

In all three contexts, subjects described helpful and

non-helpful staff attitudes, education, and presence.

Regardless of context, expanding upon previous research

(Alex & Richie, 1992; Bennett-Branson & Craig, 1993; Tesler,

et al., 1981) subjects' perceptions of helpful staff actions

were non-rushed behaviors, smoother driving, validation of

their pain, and being aware and respecting their causes of

pain. Consistent with previous hospitalized adolescents'

acute pain findings, adolescents described the need for

preparation, education, physical comfort, empathy, and

analgesia as helpful to manage their pain (Alex & Richie,

1992; Bennett-Branson & Craig, 1993; Tesler, et al., . 1981).

Compared to the hospital setting, at the scene of the

accident and in the ER, few subjects recalled helpfulness of

º º
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analgesics and relied on their own cognitive and behavioral

actions (e.g., distractions, family members, and friends) to

manage their pain. This difference of perceived helpfulness

according to context may be explained by the absence and

lack of analgesic management by the staff.

In the hospital, consistent with other acute pain

studies (Alex & Richie, 1992; Tesler, et al., 1981; Bennett

Branson & Craig, 1993), the most frequently cited helpful

staff action was the provision of analgesics to manage pain.

When the staff provided PCA, all subjects reported that

having control over their analgesic administration was

helpful. Consistent with previous findings (Webb, et al.,

1989), adolescents prefer this method of pain control over

nurse administrated analgesia.

Despite subjects reporting similar pain intensities

with or without the use of PCA, subjects using a PCA

described that they were more satisfied with their pain

management. Similar to adults, their perceived control over

their pain may mediate their relationship between pain

severity and their satisfaction with pain management

(Pellino & Ward, 1998).

As previously described, subjects reported that

preparation and education by the staff was helpful in

managing their pain. These findings are consistent with

other adolescents' postoperative pain reports (Alex &

Richie, 1992; Bennett-Branson & Craig, 1993) that

:
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adolescents view preparation as helpful to manage their pain

and perceive that they have little understanding and

knowledge about their pain. The lack of preparation, and

education, including education about pain, continues as a

problem for adolescents.

Staff attitude, education, and presence are critical

influences on adolescents' acute pain experiences and have

long term positive and negative effects on their memories of

the hospital experience (Denholm, 1990). However, subjects'

expanding cognition and appraisal of the staff's actions

helped them to understand why they did not receive the

education and support they wanted from the staff. Subjects

described an understanding about the discrepancy between

their perceived needs for education and information and the

staff's ability to provide it. However, subjects not

knowing what was happening with their care had the

consequence of fear and frustration, which was a threat to

their ability to maintain internal control over pain.

staff actions and treatment of pain. The Prevº”
and persistence of severe pain perceived by subjects from

the time of injury at the scene through the FR into the

hospital, indicates that pain management continues to be a

significant problem for adolescents. This subjective study

supports previous retrospective reports (schechter, et al.,

1986; selbst & clark, 1990) and subjective report*
including a small sample of adolescents experiencing blunt

:
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trauma (Johnston, et al., 1992) that adolescent pain is

under-treated in the ER and hospital. In addition, this

study provides evidence that adolescent blunt traumatic

injury pain is under-treated at the scene and transport to

the hospital.

The under-treatment of subjects' blunt traumatic injury

pain may be explained by physicians' concern for an

immediate and accurate diagnosis and the staff's knowledge

and available time to assess and manage their pain. At the

scene of the accident and during the immediate ER

evaluation, medical concerns for diagnosis to assure

effective life or death interventions are critical (Kistler,

1993). Pain is a symptom used by physicians to determine a

diagnosis. Although unfounded, there is a belief that

analgesic administration may mask symptoms needed to make a

diagnosis. However, although no studies exist, adolescents

who have analgesic titrated with telemetry monitoring may

provide the staff a comfortable, calm, cooperative patient,

facilitating their work and diagnosis. The staff's current

administration of conscious sedation (i.e., combination of

analgesia and amnesia) for extensive procedures (i.e.,

alignment of fracture, intubation) requiring adolescent

cooperation supports the safety of analgesic use for injury
pain.

In the ER and hospital settings, subjects' descriptions

of the lack of staff presence and busy activity suggests

:
;
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that the staff may have a limited amount of time available

for each patient affecting their abilities for more complete

and frequent pain assessments. In addition, perhaps

influenced by time, staff knowledge about pain assessment

and management was variable. Inconsistent assessment

criteria were used, the adequacy of analgesic dosing and

administration varied, and rationale for the use of PCA was

unclear.

As previously described, subjects described nurses,

compared to other staff members, as the most influential in

managing their pain. Although it was not the purpose of this

study to explore factors influencing nurses' pain

assessments and management, study findings (Bradshaw &

Zeannah, 1986; Favaloro & Touzel, 1990; Foster & Hester,

1989; LaMontagne, et al., 1991; Ross, et al., 1991) suggest

multiple factors (i.e., the experience of the nurse,

intensity of reported pain, the setting, perceptions of the

seriousness of the adolescent's illness, expected pain

trajectory, assessments of physiologic parameters and verbal

and body language) influence the nurse's assessment of

adolescent pain.

In addition, correlations between the adolescent's self

report of pain and nurses' ratings of an adolescent's

postoperative pain intensity are less reliable the higher

the adolescent's reported intensity of pain (i.e., greater

than 25mm on a 0-100mm scale) (Favaloro & Touzel, 1990;

i:
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LaMontagne, et al., 1991). Nurses' abilities to assess

higher intensity of pain may be explained by subjects'

actions of internal control to manage their intense pain.

Subjects' reliance on the staff for analgesic management and

their stoic appearance are likely to have their pain

unrecognized by the staff (Fagerhaugh & Strauss, 1977).

Although specific to hospitalized children experiencing

postoperative pain, between the ages of 3-5 years, behaviors

did influence nursing staff's actions to provide analgesia.

Children expressing strong overt emotions such as crying

received significantly more analgesics.

It is likely that subjects' actions to manage their

pain influenced staff's pain relieving interventions.

Therefore, the most vulnerable adolescents experiencing

intense pain along with their use of internal control

actions to manage their pain are at risk to have their pain

unrecognized by the staff and receive inadequate analgesic

management.

Last, regardless of context, both subjects and staff

had interactional pain work expectations. Although

additional contexts (i.e., scene of the accident) are

described, findings are consistent with the Fagerhaugh and

Strauss (1977) classic study of hospitalized patients' pain

experiences. Subjects had the responsibility to handle the

pain and endure and cooperate, while the staff had the

responsibility to legitimize the patient's pain, utilize the

:
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symptom of pain to determine a diagnosis, and minimize or

prevent pain.

Adolescents' Pain Consequences

Blunt traumatic injury pain had functional, emotional,

and quality of life consequences. In all three contexts,

subjects described consequences to their pain. Subjects'

perceptions of pain restricted their movements. The

functional consequences of their immobility and subsequent

dependence on others for self care was accompanied by

emotional reactions to their immobility and future concerns

for recovering their previous lifestyle.

In the hospital, subjects described that restricted

movement caused by their pain was annoying and

uncomfortable, with feelings of being caged in, handicapped

or confined. These findings of confinement and

vulnerability due to restricted movement because of pain are

consistent with previous surgical and non-surgical acute

pain adolescent descriptions (Alex & Richie, 1992; Johnston,

et al., 1992). Therefore, acute pain is frequently

associated with emotional reactions of vulnerability and

confinement due to the increase in pain perception caused by

I■ lCVement.

Independence, mobility, and emotions (i.e., fear and

worry) were linked to subjects' quality of life issues, in

particular, their social relationships with peers. Pain

associated with the potential for continued functional

:
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immobility impacted their perceptions of their body image

(i.e., if they would ever walk again, if they would have to

use assistive devices, and peer rejection) and lifestyle

(i.e., they would never play sports again or be able to get

around like their peers).

Subjects described fear, anxiety, worry, and anger as

consequences to their intense pain. These findings of

emotional consequences to pain are consistent with previous º

adolescent findings (Alex & Richie, 1992; Johnston, et al., .
1992; Savedra, et al., 1982), reporting the emotional .
consequences of acute pain subsequent to multiple etiologies :
and by well non-hospitalized adolescents. )

Last, unique to the context of blunt traumatic injury i
and the associated loss of others known to subjects involved

in the accident were emotions of guilt and subsequent

emotional pain. The consequence of emotional pain

associated with blunt traumatic injury intensified physical

pain.

Therefore, subjects described short and long-term

functional, quality of life and emotional reactions as

consequences to their blunt traumatic injury pain. In

addition, contextual losses associated with blunt traumatic

injury had the consequence of increasing their intensity of

pain. No comparative studies were found regarding the

experience of adolescent pain and quality of life outcomes.

Since the purpose of this study was to describe the
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subjective acute pain experiences of adolescents subsequent

to blunt traumatic injuries, health care utilization, length

of stay, and co-morbidity/morbidity consequences were not

addressed.

Similarities Between 8 le Characteristics and General

Population

Subjects are fairly typical of the population of

adolescents experiencing blunt traumatic injury (National

Pediatric Trauma Registry, 1996). Similar to national

statistics (National Pediatric Trauma Registry, 1996) that

approximately 90% of adolescent (i.e., 10 -19 years old)

injuries are unintentional and frequently associated with

transportation, the majority (85%) of subjects reported

experiencing transportation-related injuries that occurred

away from home. Only one subject experienced a work-related

injury.

Similar to national data (National Pediatric Trauma

Registry, 1996), subjects experienced multiple sites of

injury involving more than one of the six accepted distinct

body regions with subsequent short-term disability effecting

their self-care. Subjects reporting mild closed head injury

neuropsychologic symptoms immediately after the accident,

including headache, memory loss, confusion, and anxiety are

consistent with previous reports (Gasquoine, 1997;

Mittenberg, Wittner, & Miller, 1997).
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Age, gender, income, and conflictive family

relationships are proposed risk factors associated with

adolescent trauma (Bijur, Kurzon, & Hamelsky, 1991;

Gotschall, 1993; National Pediatric Trauma Registry, 1996;

Weigelt & Klein, 1988). Similar to national data (National

Pediatric Trauma Registry, 1996), the majority (90%) of the

younger subjects, 11-14 years old, experienced more bicycle

and pedestrian accidents compared to the higher incidence of

motor vehicle accidents associated with older adolescents.

Although males experience injuries two and a half times

more often than females, there was near equal representation

of both genders in this study. In addition, injury rates

are reported comparatively higher for low versus the

wealthiest income groups (Wiegelt & Klein, 1988). Although

the majority of subjects' families reported incomes $60,000

or less, it is unclear if the larger number of middle and ■
low income subjects is related to a sampling bias, a risk of

trauma or is representative of the average income of

patients coming to this particular hospital. The higher

injury rates associated with socioeconomic influences are

related to adolescents' environmental activity exposures,

and developmental risk-taking behaviors, including alcohol

consumption (Gotschall, 1993).

Adolescent alcohol consumption, a proposed risk factor

contributing to adolescent injury, is estimated at

approximately 20% for adolescents between the ages of 14-17
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years (Alexander, 1991). Approximating national data, two

subjects (15%) had documented positive alcohol intoxication.

In addition, while parent-adolescent conflict is reported as

a risk factor (Bijur, et al., 1991), only one subject

described family conflict.

The discrepancies between subjects' gender and family

conflict findings with proposed risk factors are explained

by small sample size. More specifically, lack of observed

or reported parent-adolescent family conflict may be

explained by the variable presence of only immediate family

members (i.e., usually only the parents) in the hospital and

family members' hesitancy to initiate conflictive

interactions in this setting while the subject is seriously

ill or where it can be observed by others.

The risk factor of race is only associated with death

rates, with Native Americans having the highest

unintentional injury death rate (Weigelt & Klein, 1988).

Only the study setting's 1997 adolescent blunt traumatic

injury data were available to compare subjects' ethnicity.

The study sample's ethnicity (i.e., Asian (8%), African

American (8%), White (54%), Latino (8%), and mixed (23%)

approximated the hospital setting's 11-17 year data (i.e.,

Asian (8%), Black (11%), Caucasian (65%), Latino (15%), and

Native American (2%).

Factors relating to adolescent blunt trauma injury

reflect the adolescents' growing cognitive understanding,

|;
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psychosocial, and physical transitions to adulthood.

Growing independence and self identity (Erikson, 1963) and

subsequent separation from immediate home and family,

developing peer relationships, and sense of invulnerability

with risk-taking behaviors impact the types and frequency of

injuries and social losses perceived by subjects. The

rapidly developing sexual characteristics (Tanner, 1962)

likely influence societal gender role expectations, with

males having greater exposure to sport injuries,

automobiles, and social support for taking more risks.

Limitations

Despite single setting and small sample size, the

similarities of characteristics between the study sample and

the general blunt traumatic injury population strengthens

this study's findings generalizability to other settings.

However, findings are unique to this specific group of

hospitalized adolescents' subjective reports of blunt

traumatic injury pain, including their present pain and

their recalled pain up to 11 days post injury and the

settings' approach to pain management. Longer time periods

between injury and interviews and different analgesic

approaches may alter adolescents' perceptions and findings.

These findings are not representative of adolescents

experiencing other types of physical trauma (i.e.,

penetrating, intentional, burns, etc.).

:

|;
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Findings are verifiable through review of coding

analysis for this particular group of adolescents

experiencing blunt traumatic injury. However, people's

experiences are highly individual and controlling for the

same conditions is difficult, if not impossible, to

duplicate. Yet, the close resemblance of this study sample

to the national blunt traumatic injury adolescent population

supports the likelihood that commonalities between this

study's findings and other settings exist.

Implications

The most important implications affect staff and family

members' awareness and understanding of the following,

namely: 1) adolescents experience a tremendous amount of

distress subsequent to blunt traumatic injury's sudden

multiple physical losses (i.e., loss of independence and

actual and potential loss of others) and intense unrelieved .
pain; 2) family members, friends and staff actions have |

powerful nonpharmacologic influences on adolescents'

distress and pain experiences; 3) adolescents' common

actions used to manage their acute intense pain may disguise

the distress and intensity of pain they are experiencing;

and, most important; 4) both pharmacologic and

nonpharmacologic interventions to relieve adolescents'

intense acute pain are needed. The goal for all

recommendations is to promote both adolescents' internal

self-control over their pain and independence through
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nonpharmacologic support and pharmacologic interventions

reported by adolescents as pain relieving.

Adolescents' actions to manage their acute intense pain

and their reliance on the staff for analgesic management

suggest that their pain can easily go unrecognized and

untreated by the staff. Therefore, staff education is

critical. Staff members' knowledge and actions need to

include the following, namely: 1) assume that adolescents

are in pain; 2) know the common developmental actions

adolescents use to manage pain; 3) when appropriate,

initiate consistent quantifiable subjective pain

assessments; 4) collaborate with adolescents about their

care; 5) consistently provide nonpharmacologic support

(e.g., listening, talking calmly, not appearing rushed, and

using a gentle touch), and 6) based on adolescents'

subjective reports, provide pharmacologic pain-relieving

interventions.

Regardless of context, staff members play a crucial

role in alleviating adolescents' distress and pain.

Starting at the scene of the accident, the nonpharmacologic

benefits of staff members' presence, attitude, knowledge,

and pharmacologic interventions are critical to diminishing

the adolescent's distress and pain, thus promoting self

control. However, investigations into the safety and

efficacy of staff administration of analgesics for injury
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pain at the scene of the accident and during transport are

needed.

More specifically, although staff members consistently

need to consider PCA for adolescents as a method of self

controlled pain management, pharmacologic interventions

alone are inadequate in relieving their distress and pain.

Nonpharmacologic interventions of supportive staff presence,

including listening, talking, gentle touch, being flexible,

respecting and incorporating adolescents' perspectives of

their needs into their care, validating their pain, and

being aware of their causes of pain are critical to

adolescents' distress and pain management, and internal

control.

Adolescents' suddenness of severe injury and pain,

along with multiple painful procedures in different

contexts, emphasize the need for the staff to provide

information and preparation about their care and

interventions. The information the staff provides helps

adolescents maintain their internal control to self-manage

their pain.

In this study, by reviewing events and talking about

experiences important to them, adolescents appeared to gain

therapeutic benefit (i.e., diminished their distress).

However, it is unclear if adolescents shared these

experiences with family members, peers, and/or the staff.

It is important that staff and family members recognize that
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listening to adolescents' recall of important events

relating to their trauma and pain diminished their distress,

thus promoting their internal control to self-manage their

pain.

Based on adolescents' subjective reports, nurses were

busy and not always available to meet their pain and

distress needs. In addition, one would speculate that if

existent at all, staffing acuity patterns do not reflect the

time required for the presence of a supportive staff to

perform pain education, preparation, assessment, and

management. It appears that busy staff members often are

unable to assess adolescents' pain or provide analgesia

because of focus on patients' basic physiologic needs.

Furthermore, an exhausted staff may have difficulty

providing the nonpharmacologic pain relieving benefits of a

supportive attitude, education, and presence.

Recognizing that staff knowledge, experience and

presence is variable, the need for family centered care

approaches that include peers and environments that promote

distraction is needed. Family members and peers should

accompany adolescents during transport if at all possible.

They should be with the adolescent in the emergency room.

In the hospital setting, open visitation and overnight

programs for family members and peers is recommended to

provide nonpharmacologic pain relieving interventions,

including their presence, talking, listening, and touch. In
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addition, their presence can serve as an advocate for the

adolescent experiencing blunt traumatic injury pain.

A critical recommendation for staff is to provide

family members and adolescents' peers information regarding

the important role they have in diminishing the adolescent's

distress and pain. Their actions can promote adolescent

self-control and independence over their pain. However,

family conflict adversely effects adolescents' internal

control over their pain. In the adolescent's presence,

staff members need to discourage family conflict. Staff

members need to offer counseling services to family members.

Regardless of context, environmental distraction was an

important part of the adolescents' cognitive actions to

internally control their pain and distress. Music and

television are helpful environmental distractions,

diminishing distress and pain. Even during transport, music

may serve as a distraction for adolescents to change their

focus from the high-tech monitoring. Therefore, regardless

of context, when adolescent cognitive alertness permits,

music may play an important part in maintaining internal

control over pain and distress.

Last, although staff and family member education is

Critical, system changes are more complex. Changes in staff

culture from solely a high-tech emergency care focus to

accommodating the psychosocial and comfort needs (i.e.,

personal hygiene) of the adolescent, policies that encourage
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family-centered care atmosphere, and standardized traumatic

injury pain practices are needed. However, these changes

are not easily implemented; there is often resistance, and

changes take time. Prior to system changes, investigations

into current analgesic practices, staff's pain knowledge,

staffing patterns, and visitation policies are necessary.

Due to the needed cultural and system changes, key to the

initial process is the political recruitment of

administration and support from administration.

Future Research

These exploratory findings provide a foundation for

multiple research projects relating to adolescent blunt

traumatic injury pain as well as adolescent general acute

pain. Although injury deterrence is the hallmark of blunt

traumatic pain prevention, it is unlikely that adolescent

injuries and subsequent pain will be totally eradicated.

Directions for future research are described by the

following:

1) Replicate findings using an exploratory descriptive

pediatric trauma center multi-site research design.

2) Investigate, using an exploratory descriptive

study, other developmental age groups' subjective pain

experiences with blunt traumatic injury.

3) Investigate, using an exploratory correlational

approach, various types of trauma and adolescents' pain

experiences.
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4) Investigate, using an exploratory descriptive

design, barriers to and staff perceptions of adolescent

pain assessment and management.

5) At the scene and emergency room contexts,

investigate, using an experimental design, the safety

and efficacy of analgesia management.

Summary }

Blunt traumatic injury contextual influences, including

subjects' incorporation of past pain experiences into

present pain, the social loss of others involved in the

accident, patterns between emotions associated with loss and

pain intensity, impact of family conflict on pain, and

present and future functional consequences were discussed.

Both the intensity of pain and experience with time

influenced subjects' actions to manage pain. However,

despite subjects' reports of high pain intensities, the

adolescents consistent action of immobility to manage their

pain and the multiple variables influencing nurse's

assessment of pain emphasizes the importance of obtaining

subjective pain reports.

Subjects' cognitive, psychosocial, and physical changes

(Erikson, 1963; Pulaski, 1980; Tanner, 1962) influence on

their risk factors associated with blunt traumatic injury

and pain experiences were described. Risk factors

associated with blunt traumatic injury and injuries common
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to this developmental age reflected their independence and

growing separation from families, gender role identity, and

evolving peer relationships.

In addition, subjects' widening scope of intellectual

activity and insight and psychosocial developmental

influences (Erikson, 1963; Pulaski, 1980) are evident by

their descriptions of their blunt traumatic injury pain

experiences, abilities to understand the perspective of

others effecting their care, their value for independence

and self-care, and their intimacy needs for family and

peers. Subjects' struggled from dependent relationships

towards wanted independence and self-care. The similarity

of multiple dimensional pain descriptions, actions recalled,

and expectations of and reliance on the staff with previous

research, supports the significance of development

influences (i.e., different settings and acute pain

etiologies) on adolescents' pain reactions and actions to

manage acute pain.

In addition, the lack of preparation and education

about pain continues to be a problem. Although not all

adolescents may want education about pain, for those who do,

the staff's provision of pain preparation and education

promotes adolescents' independence and control to manage

pain. Last, but most important, this study provided insight

about staff actions in multiple settings (i.e., scene,

emergency room and hospital) and the continued under
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treatment of adolescent pain. Adolescents' maturing

cognitive and emotional capabilities and subsequent internal

control actions to manage their pain confounded by intense

pain associated with blunt traumatic injury makes this

particular population vulnerable and at great risk for

experiencing intense unrelieved pain. Healthcare providers

need to initiate pain assessments, provide education about

pain management options, and work collaboratively with

adolescents to provide pain relief.
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Grounded Theor

Concept

Phenomenon

Causal

conditions

Context

Intervening

conditions

Appendix A

"s Parad odel Definitions

Definition

The central idea, event, happening, incident

about which a set of actions/interactions are

directed at managing, handling, or to which

the set of actions are directed.

Events, incidents, happenings that lead to

the occurrence or development of the

phenomenon.

Has both properties and conditions. The

specific set of properties that pertain to

the phenomenon; that is, the locations of

events or incidents pertaining to a

phenomenon along a dimensional range.

Represents the particular set of conditions

within which the action/interactional

strategies are taken.

The structural conditions bearing on action/

inaction strategies that pertain to the
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Action/

interaction

phenomenon. They facilitate or constrain

strategies taken within a specific context.

These conditions are the broad general

conditions such as social status, culture,

history, and ideology.

Strategies devised to manage, handle, carry

out, respond to a phenomenon under a specific

set of perceived conditions.strategies

Consequences Outcomes or results of action and

interaction.
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Appendix B

CODE Appendix B

DATE ID #

Interview # 1 2 3 4 5 6 7

ADOLESCENT PEDIATRIC PAIN TOOL (APPT) before management after management

INSTRUCTIONS:

1. Color in the areas on these drawings to show where you have pain.
Make the marks as big or small as the place where the pain is.
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2. Place a straight, up and down mark on this line to show how muchpain you have.

| |
No Little Medium Large Worst

Pain Pain Pain Pain £ºbean

3. Point to or circle as many of these words that describe your pain.
T

awful
15

annoying blistering off and on
bad burning deadly Once in a while
horrible hot dying Sneaks up
miserable 6 killing Sometimes
terrible Cramping 11 steady
uncomfortable crushing Crying

2 like a pinch frightening
-

aching pinching Screaming If you like,
hurting pressure terrifying yºu may add
like an ache 7 12 Other words:
like a hurt itching dizzy
SOre like a scratch sickening

3 like a sting suffocating
beating scratching 13

hitting stinging never goes away
pounding 8 uncontrollable For office use only.
punching shocking 14

throbbing shooting always
4 splitting comes and goes

biting 9
°. all ofCuttin numb a SUOC■ e■ , º

like ºn Stiff Constant #A(10-12) -
like a sharp knife swollen Continuous #E(1.13)
pin like tight forever
Sharp
stabbing

Copyright © 1989, 1992
M.C. Savedra, M.D. Tesler, w L. Holzemer. & J.A. ward. University of California, San Francisco. School of Nursing. San Francisco, CA 94143-0606
Photocopying distorts this tool. Folonginal tools, write or call (415) 476.4040. !.
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Appendix C

Tempor Dot Matrix

Worst Pain

Large Pain

Medium Pain …~~~~

Small Pain

No Pain

When pain Pain Now
started
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Appendix D

AB8ENT FOR ADOLESCENT TO PARTICIPATE IN A RESEARCH study

University of California, Davis

The Acute Pain Experience of Adolescents Resulting From
Blunt Traumatic Injury

You are being asked to be part of a project that is talking

to adolescents with blunt traumatic injury to find out what

is important to them from the time of their injury till now.

A nurse, Margie Crandall, is doing the project.

If you decide to be in this project, you will be asked a few

questions. If one of the things that you think about is

pain, I will ask you to tell me more about it.

The interview will be done in your hospital room or another

nearby quiet room in the hospital. The time needed will be

approximately 20–40 minutes.

No one except the people doing the project and Your parents

will know what you say or write.
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Answering these questions now may not help you right now,

but it may someday help other adolescents like you.

There are no costs to you for being in this project. Also,

there is no reward for being in the project.

If you don't want to, you don't have to be in the project.

If you start the project, but change your mind or get tired

or upset and want to stop, that is O. K. You can stop at any

time. If you do stop, no one will be unhappy with you and

your care will not change.

If you have any questions, please ask the nurse now

I give my permission to be a part of this study. I have
been given a copy of this form to keep.

Signature of Data Collector) (Date)



º

* :-
*

- **, .
º ***.*

***.*.*.*.* r * h

ºr
*- * -º-º:
sº ****

== º,
ºf **

ºr a ****



222

CONSENT FOR ADOLESCENT TO PARTICIPATE IN A RESEARCH STUDY

University of California, Davis

TITLE OF STUDY;

The Acute Pain Experience of Adolescents Resulting From
Blunt Traumatic Injury.

INVESTIGATOR's NAME, DEPARTMENT, PHONE NUMBERS:

Margie Crandall, M. S., R. N.

Pediatric Clinical Nurse Specialist

University of California, Davis, Health System
(916) 734-5510

PURPOSE:

You are being asked to give permission for Your child to

participate in a research study. The purpose of this study

is to learn what children, age 11-17 years, think about

after a blunt injury and to identify factors which may

Participant's Initials
Date
-
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influence his/her experience. Very little is known about

this. More information about this may help us provide
better care and services to adolescents with blunt traumatic

injury. The plan is to enroll approximately twenty
children.

PROCEDURE;

Your child will be interviewed and asked to describe his/her

thoughts following the injury. Pain may be one of the

issues that is important to your child. If pain is, the

interview will include a pain questionnaire that allows your

child to more specifically address his/her pain experience.

The interview will be audio tape recorded.

The interview will be done in the hospital room or another

nearby quiet room in the hospital. The time needed will be

approximately 20–40 minutes, depending on how talkative your

child is and what information he/she wants to share

Participant's Initials

Date



- ***
t ** *

: º,
t -- at

** ****** - ºn

*** ***.*.*

* ºr
*** * *
* *
- º *

** rat■ *
ºr a *

e }* --~~~
** * * * *m-.

* *

* * * * * * *



224

RISK83

During the interview, your child may be reminded of

unpleasant experiences or become tired. Your child will be

free to stop answering questions at any time he/she decides.

BENEFITS;

Your child will not receive any direct benefit from the

study. However, it is possible that he/she may benefit

indirectly from the opportunity to talk. The major

anticipated benefit is a better understanding of adolescent

experiences resulting from traumatic injury, which may lead

to better methods of assessment and management for

hospitalized adolescents.

Participant's Initials

Date
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PARTICIPANTS RIGHTS:

The participation in this study is voluntary. You are free

to refuse permission for your child to be in this study and

may withdraw from the study at any time. If you decide not

to participate in this study, it will not jeopardize or

penalize your child's nursing or medical care as a patient

at the University of California, Davis, Health Care System.

CONFIDENTIALITY:

Although the results of this study may be published for

scientific purposes, your child's identity will not be
disclosed. Absolute confidentiality cannot be guaranteed,

since research documents are not protected from subpoena •

The confidentiality of the record will be maintained to the
fullest extent possible.

Participant's Initials
Date
-
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costs/compensation:

There is no cost for participating in this study. If you

are physically injured as a direct result of research

procedures not done primarily for your own benefit, you will

receive medical treatment for the injury at no cost. The

University of California does not provide any other form of
compensation for injury.

You will be given a signed and dated copy of this consent
form to keep. You will also be given a copy of the
Experimental Subject's Bill of Rights.

# * * * * * * * * * * * * * * * * * + k + k + k + k + k + k + k + k + k + k + k +

YoUR SIGNATURE, BELow, WILL INDICATE THAT YOU HAVE DECIDED

To volunTEER As A RESEARCH subjFCT AND THAT YOU HAVE READ

AND UNDERSTooD THE INFORMATION PROVIDED, AND THE BILL OF

RIGHTS.

Date signature of Parent or Legal
Representative

Date Person obtaining Consent
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Appendix E

Adolescent Interview

1. (Name), as you know, I want to talk with

you about your thoughts and what you think about and

feel since your injury. Remember that there are no

right or wrong answers. If you get tired or wish to

stop, you can do so at anytime. Can you tell me the

first thing (s) you remember after your accident?

Additional questions to elicit responses:

What were you doing before the accident?

Who were you with?

Where were your going?

How did it happen?

When did it happen?

2. If pain is recalled, additional questions that may be

used to elicit responses:

Tell me about your pain, starting from the time

you were injured to now.

Do you remember pain at the time of the accident

(scene) 2

Do you remember pain in the emergency room?

Do you remember pain in the hospital?

What caused your pain?

Did you do things to help manage your pain?





228

Did you do things that caused pain or made your

pain worse?

Did others (i.e., family/friends/staff) do things

to help you with your pain?

Did others (i.e., family/friends/staff) do things

that caused pain or made your pain worse?

3. After the Adolescent Pediatric Pain Tool is complete,

additional questions that may be used to elicit

responses:

Tell me about the pain you are having now.

Where is it?

How much pain are you having?

Tell me about the words that you choose to

describe your pain.

4. After the Temporal Dot Matrix is complete, additional

questions that may be used to elicit responses:

Tell me about how your pain has changed over time.

What things or people changed how you thought or

felt about your pain?

5. If the adolescent had pain experiences before the

accident, additional questions that may be used to

elicit responses:
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Tell me about the pain you had before the

accident.

Did the time you had pain before the accident help

you with the pain you are having now?

If so, how?

If you were going to help someone else your own age who

had gone through the same things you did, what would

you tell them?

Is there anything else you would like me to know about?
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Appendix F

ID#

The Acute Pain Experience of Adolescents

Resulting From Blunt Traumatic Injury
view

Date of Injury:

Etiology and Type of Injury:

Associated deaths/others injured:

Data from Scene of Injury/Transport:
GCS

Pediatric Trauma Score

Chief Complaint

Complaint of pain

No

Yes (i.e., etiology/location/intensity)

Vital signs/Physical Examine
Interventions by EMS

procedures

pain management for
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10.

pharmacologic response

nonpharmacologic response

Type of Transport

Approximate time from injury to EMS arrival

Approximate time in transport to Emergency Room

Additional Comments

Data from Emergency Room:

GCS

Chief Complaint

Complaint of pain

NO

Yes (i.e., etiology/location/intensity)

Vital signs/Physical Examine

Interventions by Emergency Room Staff

procedures

pain management for

pharmacologic response

nonpharmacologic response

Approximate time in Emergency ROOm

Additional Comments
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GCS

Chief Complaint

Complaint of pain

NO

Yes (i.e., etiology/location/intensity)

Vital Signs/Physical Examine

Interventions by Hospital Staff

procedures

pain management for

pharmacologic response

nonpharmacologic response

Additional comments
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Appendix G

ID#

Date:

The Acute Pain Experience of Adolescents

Resulting From Blunt Traumatic Injury

emographics

Please fill out the following form by circling or writing

your response.

2. Child's sex:

A) male

B) female

Child's age: years

Child's ethnic group:

A) African American d)

B) Asian e)

C) Latino f)

Language spoken at home

White

Mixed

Other

Grade in school:

Previous hospital admissions

A) NO

B) Yes

If yes, reason for admission

Has your child had previous injuries requiring

emergency or hospital care?
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10.

11.

12.

13.

A) No

B) Yes

Does your child have any ongoing or chronic health

problems?

A) NO

B) Yes

Parent(s) filling out this form:

A) mother

B) father

C) both parents

D) other

Age of parents

A) mother's

B) father's

Child lives with

A) mother

B) father

C) both parents living in home

D) other

Number of years in school for mother/caregiver:

circle)

A) 0, 1, 2, 3, 4, 5, 6, 7, 8,

B) High school/GED

C) Some college

(please
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14.

15.

16.

17.

D) Associate degree

E) Bachelor's degree

F) Master's degree

G) Doctorate

Number of years in school for father/caregiver: (please

circle)

A) 0, 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11

B) High school/GED

C) Some college

D) Associate degree

E) Bachelor's degree

F) Master's degree

G) Doctorate

Occupation/job title

A) mother/care giver:

B) Father/care giver:

Other Children/Family/Friends Members Living in Home?

A) No

B) Yes

Income level (for total family for a year)

A) $0-10, 000

B) $10,001-20, 000

C) $20,002-30,000

D) $30,001–40, 000

E) $40,001-50, 000

F) $50, 001-60,000
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G)

H)

I)

J)

K)

$60,001-70,000
$70, 001-80, 000

$80,001-90, 000

$90, 001-100,000

more than $100,000
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Appendix H

UC Davis Health System
Pain Management

Patient Care Standards IV-87

SETTING:

All Patient Areas

LEAVEL:

Interdependent

OUTCOME STANDARD;

Pain will be assessed early and at frequent intervals

and treatment for optimal relief of pain, according to

patient's goal for pain relief, will be carried out.

SUPPORTIVE DATA:

1. The definition of pain offered by the International

Association for Study of Pain, 1979, is valid. This

definition states: Pain is an unpleasant sensory or

emotional experience associated with actual or

potential tissue damage, or described in terms of such

damage.

Satisfactory pain control as defined by the patient is

a reasonable goal for medical and nursing care.

Every patient has a right to have the issue of pain

actively addressed, regardless of age, prognosis, or

ability to communicate.



14
***

* * ,

**

t - *.

º -- ºl
*** * * *- - -

*** ***.*.*

f :
* * * * ****

* ~ºt

** -º **
as a **

*

* * * * ,
*** ******

* - - - - a



238

10.

Every patient has a right to have reasonable available

options and alternatives for pain management explored

and explained.

Because pain management is an interactive,

collaborative process between the patient and the

health care team, it is the patient's right to

participate in the process.
in and of itself, a valid focus ofRelief of pain is,

treatment.

The patient's report of pain severity is the primary

basis for assessment and intervention.

Total pain management should include recognition that

acute pain and chronic pain may require different

therapeutic approaches, but that both will be treated

as equally important.

Attention to psychological, physiological, behavioral,
cognitive, emotional, historical, spiritual, and

cultural factors is essential to effective pain

management.

Healthcare professionals serve the patient by

anticipating the need for pain relief, intervening
promptly to provide comfort, and educating one another

regarding current pain management theories and

treatment.
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ASSE88MENT:

1. Urgent/Inmediates

a. Acute Pain - Urgent/Inmediate Problem: Observe

patient for physical signs of pain, These may include

grimacing, moaning, crying, guarding, sweating,

especially on brow and around mouth, pallor around

mouth and lips, breath holding, shallow, rapid

breathing, restlessness, rigid posturing, irritability,

or withdrawal. Other physical signs include presence

of wounds, redness, heat, swelling, and bruising.

b. Chronic Pain - Assess all patients for self

reported chronic pain at the time of admission.

Patients with even quite severe/poorly controlled pain

may have reached a state of physiologic adaption in

which "symptoms" of pain appear to be absent because

they do not present as dramatically as do symptoms of

acute pain. The symptoms which are observable may

appear as depression, loss of appetite, poor sleep

patterns, loss of energy, etc. The patient must be

asked to rate his/her own pain, and have the rating

treated with respect, even if it is not otherwise

observed that the patient is in pain. A detailed pain

history will help to determine how the patient's

chronic pain will be best treated.

c. Ask the patient whether she/he is feeling pain.

Determine location, quality, duration, and intensity of
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the pain. Ask the patient to rate the pain intensity,

using a 0-10 scale where 0 is "no pain" and 10 is "the

worst pain ever". *Use picture boards or visual analog

scales for non-verbal patients and the "Oucher" scale

for children.

*NOTE: Patients accustomed to using a 5-point pain

assessment tool (some hospice settings) may lead to

their pain being under-rated if they use a 5 to mean

"worst pain ever" and the observer uses "5" to mean

"moderate pain".

As soon as reasonable:

a. Review the patient's current medications for pain,

anxiety, or muscle relaxant medications and inquire why

each was prescribed and when they were last used.

Assess presence of painful conditions not associated

with the reason for hospitalization that may otherwise

be overlooked. Look for drug interaction/

incompatibility potential. (Pharmacy consultation

available).

b. Determine how the patient has dealt with current

pain or similar pain in the past, and what the patient

has found helpful or unhelpful in obtaining relief and

Comfort.

C. Ask about the patient's knowledge of, expectations

about, and preferences for pain management. Determine



-

- º

-

in
ºri

.* * - ºn
***

i **

* * -->

º * * * * * *

º

******* - Irrºia

** *** * * * *.
º

* * * * * *



º 241

a reasonable pain management goal, which may not be "0"

for every patient.

d. Ask about the patient's attitudes toward and past

use of opioid, anxiolytic, or other medications,

including any history of abuse. * *

**NOTE: A patient with a history of substance abuse or

who is in a methadone maintenance program will require

higher doses of pain medication than the opioid naive

patient. Patients on a methadone maintenance program

should receive their full maintenance dose in the

morning consistent with the outpatient dosing schedule.

Methadone doses may be confirmed by calling the agency

providing the outpatient care.

**NOTE: Opioid agonist/antagonist drugs such as

Pentazocine (Talwin), Buprenorphine (Buprenex),

Butorphanol (Stadol), and Nalbuphine (Nubain) should

not be used for opoid tolerant patients such as those

in methadone maintenance programs because they block

opioid effects on mu receptors and may bring on

symptoms of withdrawal.

e. Determine the patient's typical coping response for

stress or pain, and assess for presence or absence/

history of psychiatric disorders such as depression,
anxiety, or psychosis.
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f. Ask about significant previous or ongoing instances

of pain and the effect of pain on the patient's life

activities, self esteem, and relationships.

g. Determine expectations and beliefs of the

family/culture regarding pain, stress and the

hospitalization experience.

NTER IONS:

1. Inform the patient that pain is important to the health

care team and that the team wants to know when pain is

experienced because adequate treatment of pain is

important to good recovery.

Discuss findings from pain assessment with physician

caring for the patient and other pertinent members of

the healthcare team.

Anticipate painful procedures and interventions.

Examples include using EMLA creme or xylocaine

infiltrations prior to large bore IV starts, using cool

compresses over potassium infusions, and providing pain

medication prior to performing invasive procedures,

changing dressings, or ambulating post-operatively.

Strive for a pain management regimen that provides

around the clock dosing. This may include, as

appropriate:

a. Epidural administration of analgesia - especially

helpful in presence of rib fracture, or when there is

*

■
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concern for respiratory depression, and for post-op

pain. Assess the patient's understanding of epidural

Ulse .

b. Patient controlled analgesia - assess for dosing

adequacy and patient understanding of how to use the

device. Implement PTP A-3, Pain Management.

c. Continuous IV infusion of opioid medication* for

patients for whom PCA is inappropriate. Such patients

will require more frequent monitoring and evaluation.

d. Regularly scheduled oral or intramuscular injection

(use meperdine cautiously, especially if the patient

has decreased hepatic or renal function because of the

potential toxicity of meperidine metabolites) doses of

pain relieving medication. Since "shots" are painful

and frightening for children, intramuscular injections

should be used to manage children's pain only in

exceptional circumstances.

e. Additional medication for breakthrough pain. These

may include use of Fentanyl "lollipops" during painful

procedures or dressing changes, or an IV bolus or

additional oral or injection dose prior to painful

interventions.

f. Unless contraindicated, use of NSAIDs (non

steroidal anti-inflammatory drugs) both for pain releif

º
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and for their significant opioid dose-sparing (and

therefore side-effect reducing) contributions.

g. Intermittent or continuous local neural blockade,

such as intercostal nerve blockade, infusion of local

anesthetic through an interpleural or intrasynovial

space catheter.

Record the pain scale score as a "fifth vital sign"

when routine vital signs are measured (see PCSM IV-54

Pain Intensity Scale.

Regularly assess and document presence, location,

quality, intensity, duration, and changes in pain

experienced.

If "prin " or breakthrough medications are given for

pain, assess and document effectiveness. PRN dosing is

usually not appropriate for children, because children

are often unwilling or unable to initiate communication

about pain.

Implement and document the effectiveness of appropriate

non-pharmacologic pain management techniques, including

deep breathing and other relaxation techniques,

distraction, use of prescribed TENS unit, heat, cold,

massage, or other therapies. Implement PTP A-3, Pain

Management.

º
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CO C ON:

1 - Share all information pertaining to pain assessment and

history with the treating physician/team.

Report efficacy of pain management interventions and

request additional or alternative orders as necessary.

Report any reactions or side effects so appropriate

orders may be given to deal with them.

Anticipate discharge pain management needs, communicate

them to the physician and collaborate to develop a

discharge pain management plan.

Both a Pharmacy Pain Management Consultant and the

Anesthesiology Pain Consult Service are available for

assistance.

DOCUMENTATION:

Flow Sheet, MAR, focus notes; include pain as a problem

on the patient care plan and track effectiveness of
interventions in DAR notes.

REFERENCES:

AHCPR Clinical Practice Guidelines for Acute Pain

Management: Operative or Medical Procedures & Trauma,

US Dept. of Health & Human Services.

º
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Appendix I

Tables 1 Through 22

!.
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Table 1

Demographics

Variable

Age

(in years)

Gender

Ethnicity

Income

Category
11

12

13

14

15

16

17

Male

Female

African

American

Latino

Asian

Mixed

White

10,000

20, 000

30,000

50, 000

60,000

>100,000

e

2 (23)
1 (8)
1 (8)
2 (15)
1 (8)
1 (8)
4 (31)

7 (54)
6 (46)

1 (8)
1 (8)
1 (8)
3 (23)
7 (54)

1 (10)
2 (20)
2 (20)
1 (10)
2 (20)

2 (20)

InC

!.s
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Table 2

Physical Iniury Characteristics

Subiect

Number Cause Severity Types of Iniuries

l Passenger in Complex Laceration of spleen and eye.

car

2 Driver of Car Serious Fractures of T11 vertebrae

(wedge), rib, and index finger,

soft tissue injury to neck, and

chest wall contusion.

3 Driver of car Critical Torn thoracic aorta, left

(resusci- hemothorax, facial, pelvic, and

tated ER) finger fractures, closed head

injury.

4 Bike vs car Serious Fractures of left tibia and

fibula, elbow contusion, closed

head injury, and abrasions.

5 Passenger in Serious Cervical 5 spinous process

car fracture.

6 Conveyor belt Serious Radius fracture, ear, chest,

axilla and arm hematomas, and

abrasions.

7 Passenger in Complex closed head injury, eye

car laceration, dental fracture, and

bilateral iliac abrasions.

8 Pedestrian vs Serious Distal femur fracture, ankle

Car sprain, and back abrasions •
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Table 2 (continued)
sic

Subject

Number

9

10

11

12

13

niu Characteristi

Cause

Driver of car

(alcohol

intoxication)

Motor bike

Bike vs car

Driver of car

Driver of car

Severity

Critical

(resusci

tated

scene)

Complex

Serious

Critical

Serious

Types of Iniuries

Closed head injury, pelvic,

facial, basilar skull, and

clavicle fractures, pulmonary

contusion, and T12-Ll nerve

compression.

Sternal contusion and closed head

injury.

Facial and fibula fractures,

hematoma and laceration of eye.

closed head injury, intraven

tricular hemorrhage, left

hemothorax, and laceration of

scalp.

closed head injury, lumbar

transverse process fracture •
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Table 3

Physical Iniury Characteristics:

According to Context

Level of Alertness

Level of Alertness

Subiect Context of Iniury Scene ER Hospital

Number

l Passenger in car LOC/
Confusion

2 Driver of car Confusion

3 Driver of car LOC/

Confusion

4 Bike vs car LOC/

Intermittent

memory

5 Passenger in car Confusion

6 Conveyor belt Alert

7 Passenger in car LOC/Initial
memory loss

8 Pedestrian vs car LOC/Initial

memory loss

9 Driver of car LOC/Complete

(alcohol memory loss

intoxication)

10 Motor bike LOC/
Confusion

11 Bike vs car LOC/Complete
memory loss

Alert

Alert

Limited

memory

Intermittent

memory

Alert

Alert

Alert

Alert

Limited

memory

Confusion

Selective

memory

Alert

Alert

Initial

confusion

Alert

Alert

Alert

Alert

Alert

Alert

Alert

Alert
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Table 3 (continued)

Level of Alertness

Cene ER Hospital

LOC/Complete Complete Alert

memory loss memory loss

LOC Alert Alert

Physical Iniury Characteristics: Level of Alertness
According to Context

Subject Context of Iniury

Number

12 Driver of car

13 Bike vs car

Note. LOC refers to loss of consciousness.
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Table 4

Iniury Characteristics: social factors

Subject

Number

l

2

3

4

10

11

12

13

Others

Involved

Yes

NO

Yes

NO

Yes

NO

NO

NO

Yes

Circumstances

N/A

N/A

N/A

Biking with a friend

Friend's injuries minor

Passenger in car with a friend

Driver's injuries minor
N/A

Passenger in car with friend &

family

Others hospitalized, injuries

complex

N/A

Driver of car with a family

member

Family member's injuries serious

N/A

N/A

N/A

On the same bike with a friend

l!.
*
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Table 5

Context of First Memory of Pain and Worst Pain Recalled

Subject

Number

First Memory

Context

Scene

Scene

Scene

Scene

Scene

Scene

Scene

Scene

ER

Scene

ER

Worse Pain

Context

ER

ER

Scene/Hospital
Scene/ER
ER

Scene

Scene/Hospital
Scene/ER
Hospital
Scene

ER/Hospital
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Table 6

Iniury Severity and Pain Intensity According to context

Subject Injury Pain Intensity

Number Severity ene ER Hospital
1 Complex NR High LOW

2 Serious High High LOW

3 Critical High NR LOW

4 Serious High High High

5 Serious NR High High

6 Serious High High High

7 Complex High High High

8 Serious High High High

9 Critical NR NR High
10 Complex NR High LOW

11 Serious NR High High

Note: NR indicates that subjects did not recall or

describe their pain intensity.
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Table 7

Adolescents'
Interactions with Staff According to Context:

Documented Time in Each Context and Routine Interventions

Time in each

context

Routine

interventions

Scene

M = 24. 14

SD = 9.08

Range = 11-35

minutes

Physical

assessment,

initiation of

intravenous

fluids, cervical

collar

application,

monitoring vital

fluids,signs,

and injuries

At the scene, time refers to minutes.Note:

time refers to hours.

In the hospital context, duration of t

Emergency Room

M = 6.25

SD = 2.06

Range = 4-9

hours

Intravenous

fluids initiated

or sites

changed, x-rays,

computerized

transaxial

tomography scan,

blood work,

urinalysis,

urine foley

placement,

monitoring vital

signs, fluids,

and injuries

adolescents' interviews; not their length of stay

Hospital

M = 3.45

SD 3.45

Range = 1 to 11

days"

Monitoring vital

signs, injuries,

and fluids, blood

work, and

ambulation

In the emergency room,

In the hospital, time refers to days -

ime relates to time up to
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Table 8

One Day Examples of Staff Documented Ordered Analgesics,

Analgesic Administration, Related Adolescent Self Reports of

Pain, and Adequacy of Pain Management According to Subiect

Subiect

[Weight per

Kilogram)

1 (47kg)

2 (80kg)

Time Post

Iniury

(Days)

l

same day

Examples of Adequacy

Staff Documents: Tylenol with Codeine 10cc

every 4 hr as needed ordered. Nursing

assessed adolescent as denied pain. No

analgesics given.

Related Adolescent Report” Medium to small

pain intensity on temporal dot matrix.

Adequacy: Analgesic low end of starting dose.

staff Documents: Ms 5 to 8 mg IV every 1–2 hr

as needed ordered. Nursing gave MS 5 mg IV

once. Assessed adolescent pain "decreased."

Related Adolescent Report: Staff "gave * *

pediatric dose. It was doing nothing for

me."

Adequacy: Inadequate analgesic dosing

PCA initiated same day as injury

staff Documents: PC** Ms 1 mg incremental

dose with 6 minute lock-out- Using numeric

1-10 pain scale, nursing assessed pain 4-5.



* ..."--ºne ºi

*
! º--

* ******

sº ºnº *

* + ºr.



257

Table 8 (continued)

One Day Examples of Staff Documented Ordered Analgesics,

Analgesic Administration, Related Adolescent Self Reports of

Pain, and Adequacy of Pain Management According to Subiect

Subject

(Weight per

Kilogram)

2 (80kg)

3 (.75kg)

4 (40kg)

Time Post

Iniury

(Days)

same day

5

Examples of Adequacy

Related Adolescent Report: Medium to small

pain intensity on temporal dot matrix "helped
having control."

Adequacy: Adequate if 4-5 acceptable pain

level to adolescent.

staff Documents: PCA: MS 1 mg incremental

dose with 6 minute lock-out. Nursing using

0-10 pain scale documented pain as 4-6.

Related Adolescent Report: """ it every now

and then and I forget about the pain."

Medium to small pain intensity on temporal

dot matrix.

Adequacy: Adolescent reports pain management

adequate.

staff Documents: PCA* * 1 mg incremental

dose with 10 minute lock-out- Tylenol 500 mg

every 6 hr po- Nursing staff using 1-10 pain

scale documented pain 2–6. Provided

relaxation breathing instruction.
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Table 8 (continued)

One Day Examples of Staff Documented Ordered Analgesics,

Analgesic Administration, Related Adolescent Self Reports of

Pain, and Adequacy of Pain Management According to Subiect

Subject

[Weight per

Kilogram)

4 (40kg)

5 (56kg)

5

Da

Time Post

Iniury

Examples of Adequacy

Related Adolescent Report: Having PCA helps

"having control over the button. It's (pain)

a lot better." However, adolescent perceived

pain management was not adequate. "It

doesn't really help because I wake up every

hour." Pain intensity higher with movement,

•7-8". Unable to relate temporal dot pain

intensity to this particular day

Adequacy: Adolescent report indicates pain

management inadequate.

staff Documents: Ms 1-6 mg IV every 1 hr. **

needed ordered. Nursing staff provided MS 4

mg Iv 3 times in 24 hr. Using 0-10 pain

scale documented adolescent pain rating as 4.

Related Adolescent Report.” stated 4 out of 10

acceptable pain intensity. Worst to medium

pain intensity on dot matrix.

Adequacy: Analgesic dosing inadequate.

However, adolescent stated it was adequate

Adequate pain management.
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Table 8 (continued)

One Day Examples of Staff Documented Ordered Analgesics,

Analgesic Administration, Related Adolescent Self Reports of

Pain, and Adequacy of Pain Management According to Subiect

Subiect

[Weight per

Kilogram)

6 (59kg)

7 (43.3kg)

Iniury

2

Da

Time Post

Examples of Adequacy

Staff Documents: MS 2-10 mg IV every 2 hr as

needed ordered. Nursing staff provided MS 2

4 mg approximately 3 times in 24 hrs.

Responses documented varied from decreased

pain, 6 out of 10 on O-10 pain scale, and no

response documented.

Related Adolescent Report: Worst to large

pain intensity on temporal dot matrix.

Adequacy: Inadequate dosing, frequency and

assessment.

staff Documents; MS 2-4 mg IV every 4 to 6 hr

as needed ordered. Later ordered Tylenol

with codeine (12 mg codeine/120 mg Tylenol).

Nursing staff provided MS 3–4 mg IV 3 times

with one dose Tylenol with Codeine in 24 hrs.

Nursing assessed response as 7-8 out of 10 on

0–10 pain scale or had no response

documented.
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Table 8 (continued)

One Day Examples of Staff Documented Ordered Analgesics,

Analoesic Administration, Related Adolescent Self Reports of

Pain, and Adequacy of Pain Management According to Subiect

Subject

[Weight per

Kilogram)

7 (43.3kg)

8 (45.5kg)

Time Post

Iniury

(Days)

2

same day

Examples of Adequacy

Related Adolescent Report: Worst to small

amount of pain on temporal dot matrix. Most

of the duration worse.

Adequacy: Inadequate dosing and frequency and

assessment of pain.

staff Documents: PCA: MS 1 mg incremental

dose with 10 minute lock-out. Nursing

assessed pain using 0-10 pain scale. Pain 5

3.

Related Adolescent Report: Worst to medium

pain intensity on temporal dot matrix.

Adequacy: Appears inadequate based on

reported pain. However, do not know

adolescent's subjective acceptable pain

intensity.
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Table 8 (continued)

Examples O t cumented Ordered esic

Analgesic Administration, Related Adolescent Self Reports of

Pain, and Adequacy of Pain Management According to Subiect

Subiect Time Post

[Weight per Iniury

Kiloqram Days × 3 O dequac

9 (120kg) 3 Staff Documents: MS 4–8 mg IV every 1-4 hr as

needed ordered. Nursing staff provided MS 2

5 mgm Iv 7 times in 24 hr. Nursing assessed

response using 0-10 pain scale and words.

Pain relief varied from no relief, minimal

relief with smaller doses to 2 out of 10 with

higher dose.

Related Adolescent Report." Large to medium

pain intensity on temporal dot matrix.

Adequacy: Initial pain management with lower

Ms dosing inadequate.

10 (69kg) l staff Documents: Ms 1-3 mg IV every 2-3 hr as

ordered. Tylenol 650 mg per rectum every 4-6

hrs. Nursing assessed pain only related to

sternal compression only. No analgesia

given. Related Adolescent Report: Medium to

small pain intensity on temporal dot matrix.
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Table 8 (continued)

One Day Examples of Staff Documented Ordered Analgesics,

Analgesic Administration, Related Adolescent Self Reports of

Pain, and Adequacy of Pain Management According to Subiect

Subiect

[Weight per

Kilogram)

10 (69)

Time Post

Iniury

Days

l

Examples of Adequacy

11 (25kg) same day

Adequacy: Unclear what was adolescent's

acceptable pain intensity tolerance. MS

dosing inadequate.

staff Documents: Tylenol with Codeine (12 mg

codeine and 120 mg Tylenol) one tablet po

every 4-6 hr as ordered. Nursing assessed

pain using 0-10 pain scale as 6-5 before

analgesia and 0 after analgesia. Gave

analgesia twice in 24 hours.

Related Adolescent Report: Medium to small

pain intensity on temporal dot matrix.

Adequacy: Analgesic lower end of starting

dose and infrequently provided. However ,

analgesia complimented by Methylprednisolone
IV to treat eye injury. Analgesic frequency

of dosing inadequate. However , adequate pain

relief.
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Table 8 (continued)

One Day Examples of Staff Documented ordered Analgesics,

Analgesic Administration, Related Adolescent Self Reports of

Pain, and Adequacy of Pain Management According to Subject

Note: By mouth (po); Incremental dose is the amount of analgesia

infused in a single dose; Intravenous (IV); Lock-out is the minimum

time interval between successive doses; Morphine Sulfate (MS) ;

Milligrams (mg); Hours (hr); Patient-controlled analgesia (PCA)
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Table 9

Time of Interview Post-Iniury in Days, Pain Intensity,

Number of Sites, and Number of Words Chosen at Time of
Interview

Subiect Interview Pain

Number Post Injury Intensity
(Days)

1 2 Little

2 1 Medium

3 11 Little

4 5 Little

5 2 Medium

6 1 Little

7 2 Little

8 2 Medium

9 9 Medium

10 1 Little

11 2 Little

to

to

to

medium

medium

medium

to

to

large

medium

Number

of

Words
17

26

12

26

19

15

20

34

23

17
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Table 10

Pain Words:

Words

Total

Sensory

Affective

Evaluative

Temporal

Mean, Standard Deviation,

Mean

19 - 80

10. 90

2.44

3.00

3.90

and Range

Standard

evi

7. 11

4. 28

1. 74

1. 34

1. 70

a

3-34

5-19

O-5

1-6

1-7
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Table 11

Reported Iniury site and Words Used To Describe Pain At Time
of Interview

Days Post

Iniury Site Iniury

Mild closed l

head injury
Blunt trauma 2

stomach

Abrasions of 5

knee and

back

Hip 2

abrasions

Elbow 5

contusion

Eye 2

laceration

S Ulse O crib i

Bad headache, dizzy, on and off.

Tight, pressure, crampy,
crushing, stings, and squeezing
like wool. Scares and shocks
her.

Scratch on it and scratching like
a cut.

comes and goes, on and off, every
once in a while, hot, and pinches
when she walks.

Really hurting, annoying, like
sticking a pin in it, stabbing,
cutting it open, and keeps on
rubbing back and forth.
Uncomfortable, an ache,
throbbing, comes and goes, like a

scratch, scratching, like a
sting, stings, numb, hot,
itching. Drainage from eye:
stiff and shuts it tight
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Table 11 (continued)

Reported Injury Site and Words Used To Describe Pain. At Time
of Interview

Days Post

Iniury Site Iniury

Tooth l

fracture

Facial 2

fracture

Clavical 9

fracture

Cervical 1.

spinous
fracture

Rib fracture 11

& chest tube

Pelvic 11

fracture

Pelvic 9

fracture and

T12-L1 nerve

compression
Radial 1

fracture

W used t -
ai

Very sore.

Stings and tight.

Burns.

Back aches and neck sore.

cramping, crushing, and breathing
hurts.

Numb spots, burns, and hot.

Sharp knives, stabbing me,
shooting, and cramping in foot

Uncomfortable, aching, ached real

bad, something hitting it, kept
hurting by itself, stabbing like
a knife, crushing, and swollen.
Fingers numb
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Table 11 (continued)

Reported Injury Site and Words Used To Describe Pain. At Time
of Interview

Days Post

Iniury Site Iniury

Femur 2

fracture and

ankle sprain

used escrib in

Annoying, miserable,
uncomfortable, aches, sore,

sharp, pressure, itching. Toes
sting, stiff, numb, and swollen.
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Table 12

Recalled Temporal Patterns of Pain Intensity and Factors
enci - - ti

Medium Pain

Small Pain

No Pain

When pain Pain Now
started

Subject 1: Slow to decreasing pattern: worse to little

No Pain

Subject 2: Increased from large to worse followed by rapid decrease to little
then increase to medium

Sub

ER increased pain

Hospital decreased pain

ER increased pain

Analgesics decreased
pain in hospital
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Table 12 (continued)

ecalled Temporal Pattern f Pain Intensit

In encin ain t erceptions Ac

Subject 3: Two peaks with rapid decrease: large to medium to large to
between little to medium

Subject 4: Erratic with five peaks: large to worse to large to medium to large
to between little to medium

and Factors

Subiect

ER and morphine
withdrawal increased
pain

Anlgesics decreased
pain

Scene, ER, and
moving injury
increased pain

Did not identify
causes for decreased
pain
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Table 12 (continued)

Recalled Tempora att S

l cin ai nt ©

tensity and

Small Pain

No Pain

Pain Now
started

Subject 5: Slow decreasing pattern: range between worse to large to medium

Worst Pain

Large Pain

Medium Pain

Small Pain

No Pain

Pain Now

Subject 6: Slow decreasing pattern: range worse to large with rapid decrease
to between little to medium

ctors

o Subiect

ER inreased pain

Analgesics and
friend decreased
pain

Scene and after
surgery increased
pain

Analgesics
decreased pain
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Table 12 (continued)

e Ge ©IlloCr tt ain—Intensity and Factors

nfluencing Pain tensit *rceptions According to subject

Worst Pain Scene and
procedures

Large Pain increased pain

Medi
-

Lying still, not
edium Pain thinking about pain,

and personal
Small Pain hygiene decreased

pain
No Pain ..................................................

When pain Pain Now
started

Subject 7: Three high peaks with decrease: range worse to large to little

■

Worst Pai

orst Pain Moving and fear of
surgery increased

Large Pain pain

-
Analgesics,

Medium Pain stabilization of
injury, and sleep

Small Pain dec i pain

No Pain

Subject 8: Slow decreasing pattern: worse to large with slow decrease to medium

º
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Table 12 (continued)

Recalled Temporal Patt s of Pain Intensit and Factors

Influencing Pain Intensity Perceptions According to subject

Moving increased
pain

Analgesics decreased
pain

No Pan
---

When pain Pain Now
started

Subject 9: Three peaks from large to medium

I

| worst Pain Procedures increased
pain

Large Pain
-N Parents decreased pain

N
| small Pain N_

N.
| No Pain

t |
| w- pain Pain Now

started|

Subject 10: Slow decreasing pattern from large to between medium to little
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Table 12 (continued)

Recalled Temporal Patterns of Pain Intensity and Factors

Influencing Pain Intensity Perceptions According to Subiect

Subject 11: One peak from medium to large to little

ER and fear of
potential losses
increased pain

Analgesics
decreased pain
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Table 13

Individual Analysis Example

Action

Scenes ground ER

Injury: leg Injury: leg

Movement: leg Movement:

"Moving" leg

"screaming/yelling "If it wasn't for

and stuff" my knee I'd just

walk out of

here/laying

there"

Helpful: "tried to Not recalled

relax/calm

down/talk to

people/concentrate

on what they were

saying/not think

about my leg"

Not helpful:

"thinking about

the pain/if you

think about it too

much you'll hurt

more/try not to

think about it"

Hospital

Injuries

Procedures: IV

Not "moving" her

knee

"laying here"

Helpful: "sleep/went

along with

everything/tried not

to be inpatient/

cooperated"

Not helpful:

"Walking/thinking

about pain too

much/fear of

surgery"
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Table 13 (continued)

V An is

Scene

oxygen/monitoring

Interactions Documented

ER

Routine

reduced knee

used conscious

sedation

Hospital

Setting: peds acute

Care

No analgesics till PCA

Initially had 17

attempts to 2

injections

Although pain

intensity unchanged

from 5/10 switched to

intermittent morphine

with low dosing and

added adjuvant meds;

inadequate with pain

increasing to 6-7/10

and subsequently

decreased to 4/10

after MS.

MD notes brief mention

of pain

location/response

s
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Table 13 (continued)

Individual Analysis Example

Interactions Documented

Scene ER Hospital

Nursing notes: pain as

a problem. PT notes:

no mention of pain

Adolescent Perceived Interactio

Scene ER Hospital

Supportive: "ambulance Supportive: presence Supportive: "pain

music she knew/just

relaxed" her.

Presence of friend and

familiar people:

"held hand/talked to

her/told her

everything will be

alright." Helped her

to "relax " and "calm

down"

Of meds-PCA/comfort &

family/friend/staff: help from the

"talked" to her and nurses/staff being

"talked to flexible"she

them"/"they

listened"/Staff acted

"like they wanted to

help/they cared /made

her feel happier"/

straightened leg.

Pain meds/Conscious

sedation: "calmed"

her down "couldn't

feel a thing/sleep/

rest for awhile"
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Table 13 (continued)

Individual Analysis Example

Adolescent Perceived Interactions
Scene

Non-supportive:

"Bumpy ride/moving

leg/hard stretcher"

(hurt her back)

ER

Non-supportive:

"moving her leg"

ER

Anxiety/worry/fear:

loss of potential

life/mobility/life

style

She wondered if she

"was gonna like see

anybody again"

Conditions

Scene

Documented+LOC

Perceived "black

outs" and headaches.

Scared/anxious/

worried: Fear for

life, mobility, loss

of presence/"thought

I was gonna die/

thought I wouldn't

Hospital

Non-supportive: Staff

attitude "gave her a

hard time." Staff

were not flexible/did

not give her options/

threatened her.

"Didn't want to

help/didn't care."

PT education and

moving.

Hospital

Anxiety/fear/worry:

surgery/loss of short

and long mobility/life

style "end up with a

limp/won't play sports

again"
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Table 13 (continued)

Individual Analysis Example

Conditions

Scene

walk again." They

"just left me and

played with the

buttons/scared"

Perceived Consequences: Sites, Intensity, Words
Scene

3 pain sites

"worse to large"

"bad headache/stomach

hurted/everything

hurted really bad"

Loss of control of

pain

"I told them not to

move it/I had tears/

Uncontrollable/I was

upset that everything

just happened."

ER

3 pain sites

"worse to large"

"A lot less leg pain"

after it straightened/

severe headache

knee "hurt"

Hospital

35 pain sites

"worse to medium"

34 words related to

specific injury/

general pain/ if she

cooperated the staff

"wouldn't be

aggravated and they

would take it easy"

Loss of pain free life

pain "doesn't stop"

Loss of life

style/image

Note. Numbers 5/10, 6–7/10, and 4/10 refer to the subject's self

report of pain intensity using the 0-10 pain intensity scale.

Physical therapist (PT); Patient-controlled analgesia (PCA).
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Table 14

Causes of Recalled Pain According to subject

Subiect

Number

l

10

11

Scene

Injury

Injury

Injury

Injury and

procedures

Injury

Injury and

procedures

Injury, procedures,
and movement

Not recalled

Procedures

Not recalled

ER

Not recalled

Injury and

procedures

Procedures

Procedures

Injury and

procedures

Injury, procedures,
and staff

assessments

Injury and movement

Not recalled

Injury and

procedures

Injury and

Hospital

Movement of injury

Injury

Injury, procedures,

and pain management

Injury, procedures,

environment, and

pain management

Injury and

procedures

Injury, procedures,
and movement

Injury, procedures,
and no movement

Injury and movement

Injury, procedures,
and movement

Injury, procedures,

procedures and movement
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Table 15

efinition

Category

Actions

Interactions

Helpful

Not Helpful

Supportive

Non

Cate o Dimensio ize t

Definition

Self-controlled behavioral and cognitive
strategies.

Presence and actions of others or actions

with others.

Decreased pain intensity and/or promoted

emotions of comfort and calmness.

Increased pain intensity and/or promoted

emotions of fear, worry, frustration, or

anger.

Actions of others that decreased pain

intensity and/or promoted emotions of
comfort and calmness.

Actions of others that increased pain

and/or promoted emotions of fear, worry,supportive

frustration, Or anger.
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Table 16

Developing Categories According to Hospital Context

Causes

Categories

Iniury

Movement

- walking

- repositioning

– assessment

— procedures

- coughing

Procedures

chest tube removal

foley catheter

blood draws

IV site

– surgery

Staff Knowledge

– pain management

Environment

Present Health--------

— fever

— hunger

Dimensions

Injury itself

Immobility vs mobility

Self or other

Fewer invasive procedures

compared to ER

Lack of :

Physiologic dependence

morphine and withdrawal
sheets caused itching

Hot

Sickening



º

*
...:

-- * - - - -

- -,
- º

*** ***** ***

* *
* * * **-a-ºtº, *ºn
* ...º.

- º }
saf **

** * *
º

**.*.*.***

* * *-*.
º

* : * * * * *



283

Table 16 (continued)

Developing Categories According to Hospital Context

Categories Dimensions

Actions: Behavior

Immobility Helpful:

- Still

Just stayed there

Sleep

Tried not to fight it

(pain)

Immobilize the injury

Rested & stayed in bed

Just lay there

Do nothing

Don't move

Be quiet

sleep

Mobility Not helpful:

Walking

Movement

Touch

Inability to do self

care
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Table 16 (continued)

Developing Categories According to Hospital Context

Actions Categories

Verbal

Affect/emotions

Fear

– surgery

– loss of function

Worry

about others involved in

accident

– how family will react

– surgery

— long term consequences

Frustration

-
pain/immobility

Dimensions

Helpful:

Reposition yourself

Self care

Personal hygiene

Being clean

Shower/brushing teeth

Helpful:

– Crying

– Talking

Not Helpful:

- Fear

— Worry

– Frustration
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Table 16 (continued)

Developing Categories According to Hospital Context

Interactions

Categories Dimensions

Cognitive Helpful:

Thought stopping Thought stopping

— don't fight it positive thinking

— don't be impatient distraction

- sleep acceptance

Positive thinking

— looking ahead

— going home

Distraction

don't pay attention to

pain

don't be alone

fresh air

– sense of movement

Staff Attitude Helpful:

– being nice/kind – supportive

— concerned

— caring

— gave analgesia

— provided comfort

— flexible

– information/preparation
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Table 16 (continued)

D l Cal
-

º li to H ital Con■ |

Interactions Categories Dimensions

Staff attitude

– PCA provided self

control over intensity

– helped with self care

Staff attitude

– inadequate analgesia

– inflexible

– use of threats

Staff knowledge

– aware of causes of pain

– stabilized fracture

– not aware of what causes

pain

staff availability

Assistance

– with care/mobility

Presence/Touch

— talk/hold hand

Were busy

— did not have time to

provide information/

preparation

- alone

– movement & touch of

injury

Supportive

Not supportive

Knowledgeable

Lack of knowledge

Supportive

Not supportive



-º-º-

ºº
sº tº *

*. ** ****
* * * * * *



287
Table 16 (continued)

Developing Categories According to Hospital Context

Interactions

Consequence

Categories

Presence O i friends

Communication

- talk

- listen

Behavior

hold hand

massage feet

gifts

cards

—fighting/noise
Pain

Dimensions

Supportive

Not supportive

Sensory, affective,
— intensity

— physical and emotional
Constant

— limits movement

Unpredictable

– interrupts sleep

Affective

miserable & annoying

– fear & worry

— terrifying

– uncomfortable

— mad

evaluative

and
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Table 16 (continued)

Developing Categories According to Hospital Context

Consequences Categories Dimensions

Pain acceptance Behavioral immobility with

- live and deal with active internal control of

it/don't fight it mind and emotion

– you will get over it

Internal control

— be calm/don't get

frustrated or angry

Surrender control

— sit there & take it

— let them do what they

want

Conditions Pain intensity Decreased intensity of

pain influenced self

awareness, mobility,

ability to do self care,

and affect.

Pain assessment and Regardless of hospital+---is->===="

management context, inconsistent

assessment parameters were

used. PCA forced staff to

use self report numeric

values of pain intensity.
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Table 16 (continued)

Developing Categories According to Hospital Context

Conditions Categories Dimensions

Pain assessment and

management

Level of alertness

Seriousness of injury

Time or

Experience with pain

Adequate analgesic dosing

ordered and administration

varied. Rationale for

providing PCA is unclear.

All subjects alert and

aware of thoughts/

feelings/pain.

Seriousness of illness

effected recalled pain in

hospital

Novel to familiar pain

More options for pain

Recovery/healing

Management options

Los Bes

pain free life

mobility

self image

life style

management

Actual

Potential

Self

Other
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Table 17

Number of Adolescents' Recalling Actions to Manage Their
Pain According to Each Context

Scene

Total number

adolescents recalling

actions: 9

Immobility: recalled

by 8 adolescents

Cognitive: recalled

by 5 adolescents

Overt: recalled by 2

adolescents

Note.

thinking,

overt actions were screaming,

others.

ER

Total number

adolescents recalling

actions: 8

Immobility: recalled

by 7 adolescents

Cognitive: recalled

by 3 adolescents

overt: recalled by 3

adolescents

Hospital

Total number

adolescents recalling

actions: ll

Immobility: recalled

by 7 adolescents

Cognitive: recalled

by 7 adolescents

overt: recalled by 2

adolescents

cognitive actions were thought stopping, distraction, positive

sleep, and emotional control (i.e., calmness) •

crying, and observable resistance to
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Table 18

Hospitali—Physical Loses and Internal Control

Physical Losses Pain Perception

Yes-self-actual

Influencing Changes in

Pain Perception:

1. Loss of control Existing pain

including mobility and perception: worse to

self care caused by small.

injury pain and Increased pain and

movement. perception of site

(Subject Numbers: 4,

6, 10)

(Age and Gender:

11yrF, 13yrM, 17yrM)

Context: Conveyor

belt/bike/motor cross

biking/auto.

Injuries: CHI/

Fractures

Procedure: IV/foley/

itching from MS/sheets

Actions Recalled

Internal control

threatened with

cognitive evaluative

thoughts: Annoying,

uncomfortable/

handicapped/caged-in/

confined to bed
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Table 18 (continued)

Hospital; Physical Loses and Internal Control

Physical Losses

2. Loss of pain free

body/thinking about

pain.

(Subject Numbers: 5,

7, 8, 9)

(Age and Gender:

11yrF, 12yrf, 16 yr F.,

14yrM)

Cause: auto/bike/CHI/

fractures/laceration

eye.

3. Recovery of self :

life and mobility-self

care/hygiene.

(Subject numbers: 3,

6, 7, 9)

(Age and Gender:

11yrF, 14yrm, 17yM-2)

Cause: Passenger or

driver auto/CHI/fx/

lacerations/movement

of injury/IV

Pain Perception

Increased pain

Existing intensity:

worse to large

Constant/unpredictable

Decreased pain

intensity

Existing intensity:

worse to large

Actions Recalled

Internal control

threatened

Cognitive: tried not

to think about pain

(Subject Numbers: 7,

8, 9).

Behaviors: Loss of

control/fear, quilt,

crying (Subject

Numbers: 5, 9)

Promoted internal

control-calming.

*guilt for what he did

to other for his

potential loss of

life-acted calm/

himself
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Table 18 (continued)

Hospital:

Physical Losses

Caused Pain

1. Hunger

(Subject number: 6)

(Age & Gender: 17yrM)

Cause: conveyor belt

2. Immobility

confined to bed caused

by injury and pain

(Subject number: 10)

(Age & Gender: 13yrM)

Cause: bike

3. Personal hygiene

dirty

(Subject number: 2)

(Age & Gender: 15yrM)

Cause: auto

4. Reaction to Injury

(subject number: 6)

(Age & Gender: 17yrM)

cause: Conveyor belt/

fx arm/movement or

touch of injury

Pain Perception

Sickening-Existing

intensity was majority

of time worse to large

Interview was small

Hot and miserable

Existing intensity:

medium to small

Uncomfortable

Existing intensity:

large to small

shocking/miserable

Intensity at time of

interview: small

Physical Loses and Internal Control

Actions Recalled

None recalled

None recalled

Threatened internal

control: mad

consequence: Internal

control adversely

affected

feelingBehavioral:

real bad
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Table 18 (continued)

Hospital;

Physical Losses

5. Loss of previous

health-fever

(Subject: 8)

(Age & Gender: 12yrP)

Cause: pedestrian vs

auto/fx leg/IV/not

moving injury.

=potential-self

Influenced Internal

Control

1. Loss of known self

- thoughts of

consequences of injury

and pain

Loss of pain free

life/future mobility/

body image/life

style/peer

relationships

(Subject Number: 7)

(Age and Gender:

11yrF)

Pain Perception

Hot-Existing

intensity: worse to

large

Caused by Pain

Perception:

Constant intense pain

Existing intensity:

worse to large

Physical Loses and Internal Control

Actions Recalled

None recalled.

Threats to internal

control: fear/worry
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Table 18 (continued)

Hospital; Physical Loses and Internal control

Physical Losses Pain Perception Actions Recalled
Cause: passenger

auto/CHI/laceration

eye/movement of

injury/Iv

- tentia

Caused Change in Pain

Perception

* Loss of vision Increased pain Threats to internal

(Subject Numbers: 7& Existing intensity: control : scared her

ll.) WOrse to small

(Age and Gender: 11yrF

& 14yrf)

Cause: auto vs bike/

fx/hematoma/movement/

blood work/Iv

2. Loss of self- Increased pain Threats to internal

thinking about surgery Existing intensity: control: worried/

(Subject Numbers: 6 & worse to large frightened him

8)

Age and Gender:

12yrP, 17yrm)

Cause: pedestrian vs

auto/fx/IV/not moving

f
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Table 18 (continued)

Hospital; Physical Loses and Internal Control)

Physical Losses Pain Perception Actions Recalled

other

-actual-None

Epotential

Influenced Changes in

Pain Perception

1. Loss of others- Increased pain Threats to internal

thoughts of other Existing intensity: control:

family members worse to large Behaviors: worried

involved in accident

(Subject Number: 7)

(Age and Gender:

11yrF)

Cause: passenger

auto/CHI/laceration

eye/movement of

injury/IV

Other

1. Loss of others- Increased physical Internal control

thoughts of relative pain threatened:

involved in accident Existing intensity: Behaviors: worried/

and sequelae he worse to large guilty

experienced

(subject Number: 9)
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Table 18 (continued)

Hospitali—Physical Loses and Internal Control)

Physical Losses Pain Perception Actions Recalled

(Age and Gender:

14yrM)

Cause: Driver in

auto/multiple fr/CHI/

spinal nerve

compression/movement

of injury

2. Presence of Decreased pain Internal control

friend/potential lost- Existing intensity: promoted: comforting/

having friend who was worse to large calming

involved in accident

with her in hospital

(Subject Number: 5)

(Age and Gender:

16yrF)

Cause: Passenger in

car/fx spine/blood

work/foley
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Table 18 (continued)

Hospital; Physical Loses and Internal Control)

Physical Losses Pain Perception Actions Recalled

Mo self/other/actual

or potential

(Subject Number: 1) Medium to small Internal control:

(Age and Gender: intensity/pain with none recalled

11yrF) movement

Cause: passenger in

car/fx face/

laceration/

liver/CHI/movement of

injury.

Note. closed head injury (CHI) ; Female (F) : Fracture (fr) ;

Intravenous (IV); Male (M) ; Morphine sulfate (MS); Urinary

catheter foley (foley); Year (Yr)
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Table 19

Staff Actions and Internal Control According To Context:

Learned Passivity

Internal Control

Cooperative

— did nothing

— let things be

done to them

Non-cooperative

– resistive

Scene

Staff did what

they wanted

(Subject

Numbers: 2, 3,

4, 6, 7, 10, 11)

Consequence:

anger

Staff did what

they wanted

despite

protests,

threats (Subject

Numbers: 4, 8)

Consequence:

fear, anger

ER

Staff gave

rationale

(Subject Number:

8)

Consequence:

encouraged

cooperation

through

understanding

Staff did what

they wanted

despite protests

(Subject

Numbers: 4, 7,

8, 10)

Consequence:

anger

Hospital

staff did what

they wanted

(Subject

Numbers: 2, 3,

8). Cited

rules, used

threats.

Consequence:

fear, anger

Mother

reinforced

Staff did what

they wanted and

provided

rationale

(subject Number:

10)

Consequence:

helped with him

to cooperate
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Table 20

Conditional Relationships According to Context:

Emergency Room

Conditions Pain Intensity Internal Control Consequences

1. a. alert a. high a. fewest a. internal

intensity behavioral/ control

perceived cognitive threatened: few

strategies helpful

recalled strategies

recalled

b. confusion/ b. worse to b. only Overt behaviors/

fear/intermit- medium behavioral not helpful-loss

tent memory loss of control

2. Loss of increased loss of Overt behaviors/

external control not helpful-loss

of others of control

3. Loss of increased loss of Overt behaviors/

internal not helpful

cognitive

control of self

(fear)
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Table 20 (continued)

Conditional Relationships According to context:
Emergency Room

Conditions

4. loss

(potential)

family/friends

a. supportive decreased

presence family/

friends &

validation that

others involved

in accident are

O. K.

5. Staff decreased

strategies:

supportive

not supportive increased

Pain Intensity Internal Control

promoted

promoted

threatened

Consequences

helpful to

manage pain

helpful to

manage pain

not helpful
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Table 21

Reorganization of Categories: Internal Control

Internal Control Threats

Behavior Emotions

- anger

– fear

– worry

– frustration

Movement Cognitive

- controlled - interrupted

Verbal Sleep

- talking - inability to stop

thinking about pain

Cognitive Behavior

- sleep — loss of external

– thought stopping physical control

- distraction

— positive thinking

– emotions of being

calm and sense of

comfort

Loss of Control

Behavior Movement

-
resistive

– non-cooperative

Verbal

- screaming

- yelling

- crying
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Table 21 (continued)

Reorganization of Categories: Internal Control

Pain Physical Losses

Intensity Loss of self control

- high - control of mind

- control of movement

Experience Potential loss of self

- novel - lack of pain free

body

— mobility (body

image/life

style/social

relationships)

- vision

- consequences of

surgery

Staff Actions

Non-supportive

Attitude

do not validate pain

- lack of analgesic

- rushed/driving too

fast and hitting

bumps

— non-collaborative

(inflexible/no

explanations or

preparation/threats)
Not available

- alone

– no help

- don't know what was

happening
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Table 21 (continued)

Reorganization of Categories: Internal control

Physical Losses

Loss of others

guilt for what was

done to another

Potential loss of

others

family/friends

others involved in

accident

Potential Physical

Losses

Recovered

family/friends

supportive presence

knowing others

involved in

accident are

alright

return of mobility

and self care

Staff Actions

Not knowledgeable

procedures

inappropriately

performed

unnecessary

intervention

Supportive Attitude

kind (careful/

gentle/flexible/

hold hand/ride not

bumpy)

distraction

(provided music,

talked and

listened)

gave analgesics

provided information

Knowledgeable

provided education

aware and respect

causes of pain
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Table 22

Actions and Influences According to Context

Actions

Influence

Pain

Intensity

Scene

Behaviors

predominant

immobility

talking

crying

screaming

Few Cognitive

try to and try

not to sleep

try to be calm

distraction

Novel high

Frequently worse

pain recalled

thought stopping

Emergency Room

Fewest actions

Behaviors

- immobility

- crying

- screaming

Cognitive

- thought

stopping

- sleep

Novel high

Frequently worse

pain recalled

Hospital

Most actions

Behaviors

- immobility

- resting

- crying

- cooperation

- PCA

Cognitive

thought stopping

- distraction

- positive thinking

- try to be calm

- sense of physical

comfort

- sleep

High decreasing

common pattern

Less frequent low

intensity
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Table 22 (continued)

Actions and Influences According to context

Influence Scene

Physical Potential/Actual

Losses self and others:

e a a

– mobility

External physical

control

Cognitive

– memory loss

Emergency Room

Potential/Actual

self and others:

Self actual

- mobility

External

physical control

Cognitive

- memory loss

- confusion

- pain thoughts

Self/Potential
- life

- mobility

Potential/Other

- friend

:

-
confusion

— pain thoughts

self/Potential
— life

— mobility

Potential/Other

– friend

Hospital

Potential/Actual

self and others:

Self actual

- mobility

- vision

- pain free life

Cognitive

Alert

- pain thoughts

Recovering external

physical control

- PCA

- self care

Self/Potential

mobility

- vision

– pain free life

- self image

— peer

relationships

— life style

– surgery

Potential/Other

— family/friend

c

º
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Table 22 (continued)

Actions and Influences According to Context

Influence Scene Emergency Room Hospital

Physical Actual/Other Actual/Other Actual/Other

Losses - none - none - friend

Recovery Recovery Recovery

- family/friends - family/friends - family/friends

- others involved — others - others involved

in accident involved in in accident

accident

Staff Supportive Supportive Supportive

Actions Attitude Attitude Attitude

- provide - provide - provide

information analgesia analgesia

- careful - listen - kind

- gently - talk - gently

— distraction — collaborative

- flexible

Knowledgeable

— provide

education

– aware and

respect cause

of pain

2
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Table 22 (continued)

C al Ce

SCene

Not Supportive

- rushed

- not validating

pain

Lack of Knowledge

- cause pain

unnecessary

di to Context

Emergency Room

Not Supportive

- lack of

analgesia

Lack of Knowledge

– inappropriate

performing

procedures on

injury

Not Available

- alone

- no help

Hospital

Non Supportive

- inadequate

analgesia

- inflexible

- not

collaborative

- threats/no

explanations

Lack of Knowledge

– mistrust of

staff when

complaints

of pain

discounted

Not Available

- alone

- not knowing what

is happening

º
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Appendix J

Theoretica amplin uestions

When your pain changed from high to low, did the things that
you did to help yourself change? How/why?

When your pain got lower/low, what did you think about/do?

When your family/friend was with you, how did that help you?

Did it change how you thought about your pain?

When you worried about what may happen later, what did you

think? How would things change? Did it change how you

thought about your pain?

Let's talk a little about the doctor and nurse. How do you

view them? As a teacher/helper? What do you have to do to

get along with them? Why did You not ask for more help
(analgesics/control over own pain)?

*

S
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