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Family, school and the peer network each shape the chronic pain experi-
ence of the individual child, and each of these contexts also represents a
domain of functioning often impaired by chronic pain. The goal of the
present article is to summarize what is known about these bidirectional
influences between children with pain and the social systems that surround
them. Case reports that illustrate these complex, transactional forces and
their ultimate impact on the child’s pain-related functioning are included.
A case involving siblings participating in an intensive interdisciplinary
program for functional restoration and pain rehabilitation highlights how
parents change through this treatment approach and how this change is
vital to the child’s outcomes. Another case involving a child undergoing
intensive interdisciplinary treatment illustrates how school avoidance can
be treated in the context of pain rehabilitation, resulting in successful
return to the regular school environment. Finally, an acceptance and com-
mitment therapy-focused group intervention for children with sickle cell
disease and their parents demonstrates the benefits of peer contact as an
element of the therapeutic intervention.
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Les influences d’un systéme écologique dans le
traitement de la douleur chronique en pédiatrie

La famille, Pécole et le réseau de camarades faconnent I'expérience de
douleur chronique de chaque enfant, et chacun de ces contextes représente
un domaine de fonctionnement souvent perturbé par la douleur chronique.
Le présent article vise a résumer ce que I'on sait de ces influences bidirec-
tionnelles entre les enfants ressentant de la douleur et les systémes sociaux
qui les entourent. Les rapports de cas inclus illustrent ces forces transac-
tionnelles completes et leurs répercussions ultimes sur le fonctionnement
de l'enfant 1ié a la douleur. Le cas d’une fratrie participant & un programme
interdisciplinaire intensif pour le rétablissement fonctionnel et la réadapta-
tion de la douleur fait ressortir & quel point les parents évoluent tout au
long de cette démarche thérapeutique et & quel point ce changement est
vital pour le sort de 'enfant. Un autre cas d’enfant qui subit un traitement
interdisciplinaire intensif illustre comment on peut traiter 'évitement de
I'école dans le contexte de la réadaptation de la douleur, au point de
susciter un retour régulier en milieu scolaire. Finalement, une intervention
de groupe axée sur la thérapie d’engagement et d’acceptation 2 I'intention
d’enfants atteints d’anémie drépanocytaire et de leurs parents a démontré
les bienfaits du contact avec des semblables comme élément de
lintervention thérapeutique.

he individual exists within a network of social influences. The

ecological model of human development first posed by
Bronfenbrenner (1) suggests that multiple layers of influences shape
children and their developmental course. Some of the most proximal
forces are family, peers, and the classroom and school, all of which are
described as elements of the ‘microsystem’ in Bronfenbrenner’s eco-
logical model because they are among the most integral components of
the child’s daily existence.

In recent years, we have advanced our understanding of how
important these contextual influences are on the pediatric pain experi-
ence. Family, school and the peer network each shape the pain experi-
ence of the individual child or adolescent, and each also represents a
domain of functioning that is often impaired by chronic pain. When
working with children with complex chronic pain conditions, it is vital
to look beyond the individual child and to incorporate these important
contextual systems in both the assessment and treatment of pediatric
chronic pain. The present article provides a brief overview of each of
these key systems in which the individual child with chronic pain
exists. Case examples are provided to illustrate the bidirectional forces
between the individual child and the surrounding systems that ultim-
ately influence the outcomes of the pediatric chronic pain experience.

FAMILY
According to the model described by Palermo and Chambers (2),
family influences on pediatric chronic pain operate at several levels,

from individual factors, such as parenting style or parental protective
responses to pain, through dyadic influences such as the parent-child
relationship, to family level variables such as the family environment.
Each of these specific factors both influence and are influenced by pain
and functional disability, with the ultimate outcomes of the chronic
pain experience often modulated by other factors such as the child’s
characteristics, emotional distress and pain coping abilities.

A recent systematic review of the literature regarding family factors
in pediatric chronic pain (3) yielded 16 studies that focused on associa-
tions between parent and family functioning and child pain outcomes.
The most studied factors include family history of chronic pain, parental
emotional distress, parental thoughts/behaviours related to pain (eg, par-
ent pain catastrophizing, protective responses to pain), parent-child
interactions and overall family environment and family functioning (eg,
the extent of conflict, cohesion and expressiveness within the family).
Many of these factors have been examined both as predictors of chronic
pain and as outcomes altered by the existence of a child’s pain within the
family. A review by Lewandowski et al (3) published in 2008 concluded
that the best evidence exists in support of an association between family
functioning and pain-related disability, with better family functioning
associated with lower levels of child disability in the face of chronic pain.
Much of the research to date has been cross-sectional, leaving open
questions about whether premorbid family functioning influences pain-
related disability or vice versa. Most likely, these interactions are com-
plex and transactional, as is illustrated in the following case example.
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Case 1: Family response to treatment of siblings with complex
chronic pain

Given the significant impact of the family system on pediatric chronic
pain outcomes, parent involvement in the treatment of complex pediat-
ric pain is essential. The Mayo Family Pediatric Pain Rehabilitation
Center (Massachusetts, USA), a partial hospital day treatment program
for children with chronic pain, incorporates parents into the treatment
model to address these complex relationships between family systems
and child functioning. Treatment goals for parents include addressing
parental responses to pain, helping parents to foster self-management of
pain within their child, and addressing family dynamics and interactions
regarding pain. The day treatment model provides a higher intensity of
care and treatment coordination than can be afforded through out-
patient services, while providing patients opportunities to rehearse the
skills they are learning during nontreatment hours.

Eighteen-year-old ‘Julie’ and her 15-year-old brother ‘Jack’ pre-
sented with similar complaints of diffuse musculoskeletal pain symp-
toms, resulting in significant functional disability and high health care
utilization. The case involving these siblings underscores the import-
ance of parental intervention to restore functioning.

Demographics: Julie and Jack are white and come from a highly edu-
cated family. Both parents completed graduate school and the family
resides in an affluent area. Education and career success were highly
valued in this family.

Illness progression: Jack’s pain symptoms began in 2009, shortly
after his bar mitzvah, which he identified as a stressor in his life.
Julie had experienced some pain symptoms before her brother’s
issues, but her own symptoms intensified with the onset of his symp-
toms. Both siblings also had notable psychological issues. From early
adolescence, Julie struggled with anxiety, depression and ‘focusing
problems’. Jack also had a significant mental health history, includ-
ing diagnoses of anxiety, obsessive-compulsive tendencies, attention
deficit hyperactivity disorder (ADHD) and a long-standing difficulty
with social skills.

At the time of evaluation for admission to the pain rehabilitation
program, both siblings reported significant pain-related functional
disability. Julie reported that her mother often spent 1 h to 2 h each
morning assisting her out of bed to complete activities of daily living.
Because of her pain, she had been out of school for two years. Jack
had similar functional disability and fatigue. Similar to his sister, Jack
had not attended school since 2009. Although he was supposed to
receive daily tutoring, he often did not feel well enough to
participate.

Parent functioning: There was a strong pattern of modelling and
reinforcement of pain and illness behaviours in the family. Julie and
Jack’s mother had quit her job to remain at home with them after they
became sick. While both parents displayed highly protective behav-
iour and distress as a result of their children’s symptoms, the mother
was more vocal about her own distress and the father more passive.
The mother was also physically affectionate toward both children in
ways that were more developmentally typical of younger child-parent
interactions.

Interventions: Although both siblings had tried numerous interven-
tions including medications, acupressure, physical therapy, chiroprac-
tic care and outpatient psychology, their symptoms were refractory to
outpatient intervention. To avoid the dynamics of having siblings
participate in the group-based program together, the siblings were
admitted to the program sequentially. Jack’s admission was contingent
on Julie’s success and the ability of their parents to carry over func-
tional gains in the home setting after discharge.

The mother and father alternated their participation in the pro-
gram. The goals of parent-based interventions at the pain rehabilita-
tion program were to reduce parental catastrophizing around pain,
to address excessive attention and emotionality toward the child’s
pain, and to reduce parental protective responses in the effort to
foster the child’s independence and positive coping. Julie and Jack’s
parents participated in a weekly open-format parent support group
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moderated by a staff psychologist, a structured psychoeducation
group cotaught by a psychologist and nurse, and a physical and
occupational therapy education group. Education groups covered
such topics as the basic biology of pain and pain regulation, specific
coping tools for pain management, successful transition back into
the home setting following discharge and the rationale of the
exercise-based treatment model. Three times per week, Julie and
Jack’s parents also directly observed their child during physical and
occupational therapy sessions. The goals were to provide parents
with one-on-one guidance for supporting their children’s physical
progress in the program and at home, to demonstrate the child’s
physical progress and to provide an opportunity for the therapist to
model appropriate interactions around pain and pain behaviours.
When possible, a psychologist joined these sessions to assist in this
instruction. The parents were also provided with individual parent
sessions with a staff psychologist to further support positive parent-
ing strategies and help support parental changes in their responses
to their child’s pain. Furthermore, the family received one to three
family therapy sessions per week with the child’s primary program
psychologist. The main goals of family therapy for each admission
were: first, to provide psychoeducation to parents about functional
restoration; second, to facilitate school reintegration plans; and
finally, to explore long-standing family interaction patterns that had
impacted the pain experience.

Both parents made progress from Julie’s admission to Jack’s admis-
sion in adopting better understanding of the distinction between acute
and chronic pain. As with many parents in this program, learning not
to protect their child from pain felt counterintuitive. It is often diffi-
cult for parents to embrace the concept of emphasizing functional
restoration above pain reduction, despite clinical observations that
this is the typical course of recovery. Embracing school reintegration
can similarly feel overwhelming, as was the case for these parents. The
mother had difficulty accepting that Julie was capable of attending
school full-time. Julie should have graduated from high school the year
of her admission; however, she was returning to school as a senior.
Given the high value placed on academic success and achievement
within this family, there may have been secondary gain contributing to
the maintenance of pain and disability. For both the children and the
parents, the symptoms provided an excuse for school avoidance and
for lower than expected school achievement.

Adopting an acceptance-based treatment approach to family ther-
apy (4), especially by exploring values, was effective in achieving the
first two treatment goals. These techniques fostered a shift in the
family’s perspective from one of illness and pain to one of functioning.
With regard to the third goal, there were significant issues with
enmeshment and maladaptive family interaction patterns. Jack and his
mother worked extensively in family therapy on addressing how their
similar personality and temperament (eg, stubborn, argumentative,
rigid) created conflict and often resulted in exacerbation of Jack’s pain
and symptoms. During the program, they both actively worked on
establishing healthier communication patterns, both during family
sessions and at home.

At present, Julie has completed one- and four-month postdis-
charge follow-up assessments and Jack has completed a one-month
follow-up. While Julie still complains of “all over body aches” and
fatigue, she is independent in daily activities and exercises three to
four times per week. She is actively socializing with peers and taking
a reduced set of classes to start her senior year. Jack is also physically
active, seeing friends outside the home and attending school full-
time. During follow-up, it was evident that the entire family had
shifted their behaviour. Instead of the family connecting around ill-
ness, they are all now going to the gym together. The intensive treat-
ment model and the fact that Julie and Jack’s parents underwent the
program twice were crucial in altering this family’s shared belief sys-
tem around pain and illness, and decreasing the parents’ distress and
protective responses to their children, thus, fostering more adaptive
coping in all family members.
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SCHOOL

School functioning, particularly school attendance, is well known to
be impaired among many pediatric chronic pain sufferers. Existing
research shows that many children with chronic pain miss extensive
amounts of school, with several studies indicating that many of these
children miss 50% or more of their school days (5,6). Few studies have
adequately investigated factors beyond attendance to provide a full
understanding of the interactions between chronic pain and school
functioning. Beyond school absence, chronic pain also appears to
affect school performance (5) and children’s sense of academic compe-
tence (7). Teachers and other school personnel frequently struggle to
understand and respond to pain problems in the school setting (7). A
recent review by Gorodzinsky et al (8) found 26 published studies on
pediatric chronic pain that included school absence rates as an out-
come, and 27 studies reporting some other single aspect of school
functioning. However, only 14 studies examined two or more variables
to provide a multidimensional picture of school impairment. In both
the clinical and research domains, there is a need to obtain a more
comprehensive understanding of school functioning in the context of
pediatric pain.

School avoidance or ‘school refusal’ is one outcome emerging from
the pediatric chronic pain experience that can be a challenging but
necessary focus of intervention efforts. The following case example
illustrates an innovative approach to targeting school avoidance and
improving overall school functioning in children undergoing intensive
interdisciplinary pain rehabilitation.

Case 2: ‘Get up and Go’ to school. The Holland Bloorview
approach to chronic pain and school avoidance

Many children who experience chronic pain struggle with school
attendance. Over time, this can lead to a school avoidance cycle. The
cycle usually begins with unmanaged pain and fatigue. This, in turn,
leads to decreased school attendance. The more school the child
misses, the more likely the child is to experience anxiety, depression
and/or social isolation as a result of falling behind in his or her course-
work, losing connections with peers and being unable to cope with
emerging challenges. These emotional and physical issues can often
lead to further pain and fatigue and, ultimately, school avoidance. This
was the case with ‘Melissa’.

Melissa is a 14-year-old gitl with a congenital orthopedic condition
affecting both legs who has undergone multiple reconstructive surger-
ies. Following the final surgery, she experienced difficulty with pain
control, which was never resolved and was eventually diagnosed as
complex regional pain syndrome. She lost her ability to walk
independently, becoming wheelchair dependent. She lacked regular
structure in her day and had poor sleep hygiene. She presented with
additional symptoms including headaches, stomachaches, anxiety and
an overwhelming fear of failure and pain. Melissa did not like to ask for
help and had a ‘pleaser’ personality. Over time, her school attendance
decreased and she eventually stopped attending altogether.

Melissa is one of five siblings, three of whom have special needs.
Her parents were experiencing marital strain and had contrasting par-
enting styles. Melissa felt the emotional weight of family stressors and
did not feel supported by her family. Her mother appeared to encour-
age the ‘sick role,” often prioritizing attending medical appointments
over returning to normal life. Melissa had limited social interactions
with friends due to pain, and her reduced school attendance further
isolated her.

Melissa’s school avoidance initially began with increased foot pain,
which inhibited mobility. She stayed home from school more fre-
quently due to leg pain that interfered with her sleep and her ability to
focus at school. When Melissa did attend school, she would often
come home early. She attempted to return to school but became anx-
ious about connecting socially and her physical symptoms subse-
quently increased. Over a two-year period, she went from attending
school full-time to partial days to no attendance with some home
tutoring.
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Melissa was admitted to Holland Bloorview Kids Rehabilitation
Hospital in Toronto, Ontario, for a 10-week inpatient chronic pain
program called ‘Get up and Go’. The treatment includes school sup-
ports (teacher and community resource teacher), physiotherapy, occu-
pational therapy, social work, nursing, a physician, therapeutic
recreation and child life services. The program’s guiding philosophy is
to increase function and provide clients with coping strategies for
symptom management. Interventions include a graded exercise pro-
gram, a consistent daily schedule (including sleep and wake times),
counselling, participation in a variety of recreational activities, regular
school attendance on-site and a plan for community and school reinte-
gration. Melissa’s personal goals identified on admission were to return
to school full time, eliminate her wheelchair use, improve sleep, climb
stairs and abandon ‘pain talk’ mode (ie, a single-minded focus on pain
symptoms in her thoughts and her verbal exchanges).

Melissa attended eighth grade at the on-site school, with a very
small student-to-teacher ratio and teachers experienced in working
with adolescents with chronic pain. Melissa’s school attendance was
gradually increased as her activity tolerance and coping ability
improved. On admission, she was scheduled for short periods of school
in the morning and afternoon with rest breaks in between, because
this was all she could tolerate. With the support of the treatment team,
Melissa gradually progressed to 17 h of school per week, in addition to
an intensive therapy schedule, with appropriate accommodations in
place. In conjunction with her child-life specialist, Melissa developed
cue cards illustrating her coping strategies, including deep breathing,
taking a walk, visualization and listening to music, which she tried in
the Bloorview school before later using them in her community
school.

On admission, each patient with chronic pain is assigned a com-
munity resource teacher (CRT) who acts as a liaison and advocate
between the hospital school and the community school. The CRT, in
collaboration with the team, assisted Melissa’s transition back to her
own school by advocating for personalized accommodations. During
her admission, there were several family team meetings with the com-
munity school with the goals of providing education about chronic
pain, making recommendations for accommodations and collaborat-
ing in designing a specific plan for school re-entry. Near discharge,
Melissa attended her community school on several trial occasions. The
team was then able to use feedback from Melissa and the school to
overcome challenges and develop new strategies for school success.
Melissa initially tried managing three courses, which appeared to
increase her anxiety and pain. It was decided that two courses and two
supported resource periods would assist with her coping, reduce stress
and anxiety, allow her to pace her day and enable her to catch up on
material previously missed. Other recommended accommodations for
Melissa included a reduced course load, use of a resource room for extra
help with assignments, photocopies of notes, extra time for tests and
assignments, an extra set of text books, a locker near all classes, use of
her coping kit in school, permission to leave class early to avoid crowds
and extra help if she missed school due to a flare.

By the end of her admission, Melissa’s overall functioning signifi-
cantly improved. She returned to school full time, no longer required
her wheelchair, became capable of climbing stairs and followed a con-
sistent schedule including regular sleep and rise times. Melissa was no
longer stuck in what she described as “the pain talk mode”. After dis-
charge from the inpatient program, the team, including the CRT, met
with Melissa for follow-up every two weeks, then monthly, then as
needed thereafter.

Some of the challenges faced in the program included addressing
ongoing and unresolved family issues that are not necessarily resolv-
able over an eight-week period. The program is also limited by the
family’s willingness to change. In addition, while patients are often
successful during the program, many experience periods of ‘relapse’
that can lead to recurrence of the school avoidance cycle. They may
require further support or intervention during particularly high-risk
times (eg, the start of school year, onset of illness or during times of
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stress). Due to limited resources, it can also be difficult to follow all
program graduates on a long-term basis.

There are several benefits to providing an on-site school and a col-
laborative reintegration plan for return to school. The ‘Get up and Go’
program illustrates to children, families and schools that these chil-
dren do have the ability to attend school consistently in spite of their
symptoms. [t provides a gradual supported return to school where vari-
ous coping strategies can be attempted, resulting in increased confi-
dence. The client feels supported with these accommodations and the
community school is educated about chronic pain. This can decrease
anxiety about return to school and reduce potential future school
avoidance.

PEERS

Many pediatric chronic pain conditions have a peak age of onset in
early to midadolescence, a developmental period that coincides with
an increased emphasis on peer relationships. Relatively little is
known, however, regarding the influences of peers on the pediatric
pain experience. A recent descriptive systemic review by Forgeron
et al (9) identified only nine studies focused on social functioning and
peer relationships in children with chronic pain. These few studies
support clinical observations that children in pain report fewer
friendships, are subjected to more peer victimization, and are viewed
by peers as more isolated and less likable than healthy peers. These
patterns have been found across a number of pain conditions, with
studies focusing on headache, abdominal pain, fibromyalgia, arthritis
and sickle cell disease. One study compared children with chronic
pain with previously published research on children with other types
of chronic illness, and concluded that chronic pain interferes more
extensively with peer relationships compared with other types of
chronic conditions (10).

Several studies have highlighted the protective effects of positive
peer relationships, showing that children with positive peer relation-
ships reported less pain and greater perceived social competence. This
finding has clinical relevance because it suggests that if children with
pain can be assisted in making or maintaining strong social connec-
tions with peers, these relationships may serve as a buffer to mitigate
negative outcomes of the pediatric chronic pain experience. One way
to counteract the social isolation and decreased positive peer experi-
ences reported by children with chronic pain is to facilitate connec-
tions and treatment experiences that have a peer group component.
Group treatments, whether specific to a particular pain condition or
more generally targeted toward the management of all types of pain,
have numerous benefits to participants, including increasing the
child’s sense of social support, decreasing isolation, and allowing
opportunities to rehearse and refine social skills that can transfer back
to interactions with healthy peers.

Clinical experience and growing research (11) also show that par-
ents similarly benefit from connecting with other parents of children
with chronic pain. Often parents are most effective at helping one
another to understand how to respond to pain behaviours in ways that
encourage adaptive functioning. The following case example illus-
trates the benefits of providing pain intervention in the group context,
wherein both children and parents can benefit from the support of
peers who have experienced similar pain issues.

Case 3: Group-based intervention for sickle cell disease

Clinical experience and research, although scarce, demonstrate that
most psychological interventions for youth with sickle cell disease
(SCD) are conducted with individual patients and may include family
members. Peers, however, are rarely included. These interventions
typically target pain, one of the most common and debilitating symp-
toms of SCD. Pain has been demonstrated to be associated with a
range of psychosocial problems, including school absences and dimin-
ished time with peers (12). There is a pressing need for effective and
practical approaches to help adolescents with SCD pain improve
their functioning and quality of life (13,14). Given the impact of pain
on social functioning and peer relationships in youth with chronic or
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recurrent pain, it is important to find strategies for incorporating peer
contact and support into such approaches.

Acceptance and commitment therapy (15) is a psychological
treatment that has garnered empirical support for adults (15) and
adolescents (4) with chronic pain, and can be conducted in both
individual (15) and peer-group formats (16). This approach encour-
ages self-awareness and acceptance of difficult internal experiences
(eg, fear, pain) while promoting identification and pursuit of person-
ally meaningful values and goals (eg, attending school, interacting
with peers). Recently, this approach was conducted via eight individ-
ual therapy sessions to successfully treat an adolescent with SCD and
pain (17). To incorporate peer support and provide the acceptance
and commitment therapy efficiently, the program by Masuda et al
(17) was adapted to a one-day peer-group workshop format lasting
approximately 4 h.

The group enrolled three adolescent females with SCD, ‘Annie’
(12 years of age), ‘Bess’ (14 years of age) and ‘Cindy’ (17 years of age).
Bess was accompanied by her mother and father; Annie and Cindy
were accompanied by their mothers only. With regard to pain histor-
ies, Annie had experienced only mild pain before this year, when she
experienced her first vaso-occlusive pain crisis followed by three addi-
tional pain crises. After her second pain crisis, she began catastrophiz-
ing, or thinking negatively about future pain, which was exacerbated
by her mother’s high anxiety about her SCD. Bess had a history of pain
crises and related hospitalizations since early childhood. Bess and her
parents had experience managing her symptoms (ie, fatigue and pain)
so that she remained active and engaged in important activities, but
they reported being variably successful. Bess often struggled with feel-
ing as though her family members could not relate to her experiences
living with SCD. Cindy maintained a relatively healthy childhood,
experiencing only two pain crises, neither of which required hospital-
ization. When Cindy began puberty at age 13, the frequency of her
pain crises increased, requiring occasional hospitalization. She reported
worrying about her crises increasing in intensity and frequency.

At the workshop, all three adolescents reported functional dis-
ability related to their pain and fatigue. Annie wanted to swim with
her friends, but her mother worried that the water or temperature
changes following swimming might exacerbate her pain. Bess wanted
to try out for cheerleading but was afraid that she might become
overly fatigued and dehydrated. Cindy wanted to start taking steps
toward improving her grades and applying for college but was con-
cerned that pain would interfere with studying and completing col-
lege applications. The workshop included discussion and experiential
exercises focused on clarifying personal values (eg, health, academics,
friendships), targeting the barriers (eg, fear, pain) to living consist-
ently with these values and setting goals to bring life in line with
values (eg, increasing study time to improve the likelihood of admis-
sion into college). The interactive nature of the group intervention
allowed peers to support and encourage one another. Cindy suggested
that Bess discuss her SCD with the cheerleading coach, bring ample
water to practice and join the cheerleading squad. Because Cindy was
older and had first-hand experience successfully managing a similar
situation in the past, Bess felt very encouraged by Cindy’s suggestions.
Bess also felt that Cindy understood her experience, which helped her
to feel ‘not so alone’. Both Bess’s and Cindy’s parents problem-solved
around Annie’s mother’s anxiety about swimming (eg, swim shirt,
indoor pools) and encouraged her to allow Annie to swim. Bess’s
mother was able to share concrete examples related to Bess’s experi-
ences participating in sports and how she worked with the coaches
and other parents to accommodate Bess’s health care needs. Although
they were younger, Annie and Bess helped Cindy set concrete goals to
improve her studying despite pain interfering with these efforts.
Annie suggested that Cindy take no longer than 10 min ‘distraction
study breaks’ when she has pain or fatigue and then to return to her
studies regardless of whether her pain was successfully reduced. Bess
suggested that, “You know we cannot control the pain, but you can sit
down and study.” At the conclusion of the workshop, the adolescents
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and the mothers all chose to exchange contact information to stay in
touch.

Participants were followed-up one month after the workshop at
their individual medical appointments. They reported continued
progress on their individual goals. Bess reported maintaining contact
with Cindy following the group and consulting with her again before
contacting the cheerleading coach to discuss trying out for the squad.
Cindy had developed better study habits and reported that pain was no
longer a barrier. She acknowledged that she frequently thought back
to the group and the advice she received. Although she continued to
experience pain, she realized that the pain is “the same” regardless of
whether she is studying. Annie’s mother reported that she has kept in
touch with the other mothers, and is working to be less protective of
Annie. She reported that this continues to be a struggle, but the other
mothers are a significant support. In summary, the one-day workshop
with Annie, Bess, Cindy and their parents demonstrated the import-
ance of peers in helping to identify and implement strategies around
living with pain, as well as in helping to provide support within the
context of the workshop and following its conclusion.
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tering positive and lasting improvements in the functioning and well-
being of children experiencing complex chronic pain.
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