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Abstract

Objectives: Biopsychosocial models emphasize the influence of parent/family factors on 

pediatric chronic pain. Little is known about how parent factors differ across the acute to chronic 

pain continuum, or contribute to youths’ pain experience in the acute pain period. The purpose of 

the study was to describe parent factors in youth with acute musculoskeletal pain (n=84) compared 

to youth with chronic pain (n=60) and youth without pain (n=61). Further, within the acute pain 

sample, we tested parent factors as predictors of child pain characteristics, as well as the 

moderating role of child sex on associations.

Methods: Participants were 205 youth (ages 10–17) and one biological parent. Children reported 

on their own pain and activity limitations. Parents reported on their own chronic pain, 

somatization, and protective pain responses.

Results: Parents of youth with acute pain had higher prevalence of chronic pain and greater 

somatization than parents of youth without pain. Parents of youth with acute and chronic pain did 

not differ. Linear regressions within the acute pain sample revealed presence of parent chronic 

pain and protective behavior were associated with child pain. Moreover, parent somatization was 

associated with child activity limitations. Within the acute pain sample, associations between 

parent protectiveness and child pain were moderated by child sex, with relationships stronger for 

female children.
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Discussion: Findings highlight the importance of parent factors on pain experiences of youth 

with acute musculoskeletal pain. Future longitudinal research can elucidate temporal associations 

that underlie how parent factors may impact transition from acute to chronic pain.
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Introduction

Musculoskeletal (MSK) pain (pain in muscles, bones, ligaments, tendons, joints, and nerves) 

is a common presenting complaint for youth seeking medical care during childhood and 

adolescence [1, 2]. Between 8% and 32% of youth report weekly MSK pain and up to 39% 

experience monthly MSK pain [41]. For many youth, MSK pain resolves during a relatively 

brief period; however, for a subsample, pain persists beyond the expected course of healing, 

and even into early adulthood [3, 4]. Individual risk factors for onset of MSK pain (e.g., 

health-related factors, sociodemographic characteristics) and prognostic factors for pain 

persistence (e.g., negative emotional states) have been identified [5]. However, little is 

known about factors that contribute to youths’ acute MSK pain experience.

Most of the research on biopsychosocial factors impacting children’s pain experience has 

been performed in samples where pain has persisted over time. For example, recent models 

of parent and family factors in pediatric chronic pain and associated disability emphasize the 

influence of social learning processes on youths’ chronic pain experience [6–8]. Specifically, 

individual parent factors including parent chronic pain history, psychological distress, and 

protective responses to their child’s pain have been found to be associated with increased 

pain-related disability in youth [6, 9]. These factors are thought to impact children’s 

experiences through modeling and reinforcement of pain distress. Indeed, a recent meta-

analysis of population-based studies indicated increased risk for pain among offspring of 

parents with chronic pain [9]. Further, parent somatization and catastrophizing about their 

own pain has been associated with parenting behaviors in response to their child’s pain and 

encouraging children’s illness behavior [10–12]. Parent protective responses to children’s 

pain may include providing excessive attention to pain, giving special privileges, and 

permitting activity avoidance. In youth with chronic pain, higher parent protectiveness is 

associated with increased child functional disability and somatic symptoms [10, 13, 14]. 

Similarly, higher parent somatic complaints are associated with greater child somatic 

complaints [15, 16].

Studies examining parent responses to youth experiencing acute pain have largely been 

conducted through experimental pain laboratory tasks (e.g., cold pressor task). In one study 

of youth with and without chronic pain undergoing a painful lab task, findings revealed that 

for both groups, higher parent catastrophizing about their child’s pain was associated with 

an increased tendency to want to stop their child’s participation in the pain-inducing activity 

[12]. Additional laboratory studies have found that children report greater pain intensity and 

pain-related fear when provided increased reassurance, apologies, and empathy from parents 

during needle procedures or laboratory pain tasks [17, 18]. Taken together, these data 
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suggest the potential transmission of threat from the parent to child through protective 

parenting behaviors. Furthermore, directly relevant to clinical acute pain samples, a small 

body of literature examining acute postsurgical pain in children suggests that parent factors 

may serve as risk factors for poor pain-related outcomes following pediatric surgery [19–

22]. Specifically, greater parent catastrophizing about their child’s pain predicted greater 

pain intensity among children 2 weeks post-surgery and 12 months later [19, 21].

Research in healthy children and chronic pain samples suggests that parent influences on the 

child’s pain experience may differ by child sex, with the strongest associations being for 

female children [17, 23–25]. For example, parental response to pain and parental anxiety 

sensitivity were related to girls’ pain intensity in the setting of a laboratory pain task; this 

association was not apparent for boys [17, 24]. Youth sex has also been identified as a 

moderator of parent behaviors and children’s pain experiences among youth with chronic 

pain. In youth with functional abdominal pain, parent attention had a stronger effect on 

gastrointestinal symptoms in girls than boys [25]. Additionally, protective parenting 

behaviors mediated the relationship between maternal anxiety and children’s pain sensitivity 

in a laboratory task for girls with chronic pain, but not for boys [23].

The impact of parent and family influences on pediatric chronic pain is well-established [42] 

but examination of these influences in pediatric acute pain populations is nascent and thus 

the primary focus of the current study. To fill this gap, the current study compared rates of 

parent chronic pain, somatization, and protective parenting behaviors in youth with acute 

pain to parents of youth with chronic MSK pain and parents of youth without pain. We 

hypothesized that parents of youth with acute and chronic MSK pain would have elevated 

rates of parent chronic pain, somatic complaints, and protective behavior, compared to 

parents of youth without pain. Next, to fill the gap in knowledge of youth with acute clinical 

pain, we tested associations between parent factors and youths’ pain intensity and activity 

limitations in the acute pain sample, as well as the moderating role of child sex on these 

associations. This moderation model was selected given data within chronic pain samples 

suggesting differing effects of parent protective behaviors on female versus male children. 

We hypothesized that the presence of parent chronic pain, higher parent somatic symptoms, 

and greater protective parenting behaviors would be associated with greater pain and activity 

limitations in youth with acute MSK pain. Based on prior literature, we also hypothesized 

that associations between parent factors and child symptoms would differ by child sex such 

that greater parent protective behaviors would be associated with greater child pain intensity 

and activity limitations due to pain for girls, but not for boys.

Methods

The current study was conducted at an academic medical center in the northwestern United 

States. Study procedures were approved by the Institutional Review Board, and all 

participants provided consent or assent prior to undergoing any study procedures. 

Participants were 205 dyads (youth ages 10–17 and a participating biological parent) taking 

part in a larger longitudinal study. Of these participants, 84 youth had acute MSK pain (<1 

month duration), 60 youth had chronic MSK pain, and 61 youth were without pain. Previous 

manuscripts have reported pain characteristics, psychological functioning, and sleep 
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characteristics in this sample, highlighting daily sleep-pain associations and contributions of 

conditioned pain modulation to pain outcomes [26–28]. This is the first paper to examine 

associations among parent factors and child symptoms.

Youth with acute pain were recruited from the emergency department (n = 45) or orthopedic 

clinic (n = 39) following evaluation of a new MSK pain complaint. Inclusion criteria 

included the presence of MSK pain for less than one month at time of enrollment. Youth 

with acute pain were excluded if they had another current chronic pain condition (e.g., 

chronic headaches, recurrent abdominal pain), if serious pathology (e.g., infection, cancer) 

was associated with the source of the pain, or if they underwent a surgical procedure or had 

a previous injury (e.g., broken bone) at the pain site. Participants with chronic MSK pain 

were recruited following an initial evaluation for MSK pain in a specialty pediatric pain 

clinic. Inclusion criteria included a diagnosis of chronic MSK pain in the limb(s), back, or 

neck with pain present for 3 months or longer, pain occurring at least weekly, and pain-

related functional disability. Youth with chronic pain were excluded if their MSK pain was 

associated with a serious pathology (e.g., cancer, inflammatory arthritis). Youth without pain 

were recruited via community advertisements and well-child visits to primary care practices. 

Inclusion criteria for youth without pain were no history of chronic pain and no recurrent 

pain complaints (e.g., headaches, abdominal pain). Participants in all groups (youth and their 

parent) were required to be able to independently complete written questionnaires and be 

proficient in English to participate. Inclusion criteria for all parents were that they were a 

biological parent (either mother or father).

Procedure

Potentially eligible participants with acute or chronic MSK pain were identified from clinic 

schedules or in person at the emergency department (acute pain sample only) where youth 

were seeking evaluation for pain. Families were then contacted via phone, invited to 

participate in the research study, and were screened for eligibility. Eligible youth and their 

parents participated in an in-person study visit during which they completed questionnaire 

measures. Youth completed questionnaires on pain characteristics, and parents completed 

sociodemographic information and reported on their own pain history, somatic symptoms, 

and responses to their child’s pain. Parents and their children completed questionnaires in 

separate rooms to ensure privacy of responses. Families were compensated with gift cards 

for study completion. Reimbursement for parking costs and/or bus passes was also provided 

to limit potential financial barriers to participation. Recruitment and data collection occurred 

from 9/2012 – 4/2016.

Questionnaire Measures

Sociodemographics

Parents reported on their child’s age, sex, race, and ethnicity. Parents also reported on their 

relationship to their child (e.g., biological mother), parent race and ethnicity, parent 

education, and household income.
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Child pain characteristics

Pain characteristics were assessed using a self-report of pain intensity, pain frequency, 

primary pain location, and presence of a fracture. Youth reported their “usual pain intensity” 

over the past week using an 11-point Numerical Rating Scale (0 = “no pain” to 10 = “worst 

pain ever”) [29, 30]. Youth also reported pain frequency over the past week using an ordinal 

scale of 0–4 (0 = “not at all” to 4 = “daily”).

Child activity limitations

The Child Activity Limitations Interview (CALI-21) was used to assess child activity 

limitations due to pain [31]. This 21-item self-report questionnaire asked youth to rate “how 

difficult or bothersome” it was to do activities because of pain over the past 7 days. Items 

were rated on a five-point Likert scale (0 = “not difficult” to 4 = “extremely difficult”). A 

total score was calculated by summing ratings for all 21 items (range from 0 – 84), with 

higher scores indicating greater pain-related disability or activity limitations due to pain. The 

CALI-21 child version has demonstrated reliability and validity in assessing pain-related 

disability in school-aged children and adolescents [31]. In the current study, Cronbach’s 

alpha was α =.72.

Parent chronic pain

Chronic pain in parents was measured using a single self-report item in which parents were 

asked to report on the presence or absence (yes or no) of current chronic pain, specified as a 

“current pain problem present for the last 3 months or greater”.

Parent somatization

Parent somatization was measured using the somatization subscale of the Brief Symptom 

Inventory-18 (BSI-18) [32]. The 6-item subscale assesses somatic symptoms (e.g., feeling 

weak, trouble getting breath) using probes asking how “distressed or bothered” the parent 

was by these symptoms in the past 7 days. Items were rated on a 5-point Likert scale (0 = 

“not at all” to 4 = “extremely”). The BSI-18 has demonstrated adequate reliability and 

convergent validity with the longer version of the BSI and other related measures [32, 33]. 

Previous studies have also demonstrated adequate psychometric properites for the 

somatization subscale, specifically [32]. In the current study, Cronbach’s alpha was α =.71.

Parent protective response to pain

Parent protective behaviors were measured using the protect subscale from the 4-factor 

model of the Adult Responses to Children’s Symptoms (ARCS) [34, 35]. The 13-item 

subscale assesses protective parenting behavior in response to their child’s pain. For 

example, items address how often parents “bring your child special treats or little gifts,” “let 

your child stay home from school,” and “give your child special privileges.” Responses are 

rated on a 5-point Likert scale (0 = “never” to 4 = “always”). The protect subscale score was 

computed by calculating the mean ratings for all items with higher values indicative of 

greater protective behavior. Previous research validating this measure has found the protect 

subscale to be associated with pain and pain-related disability in pediatric pain samples [36]. 

In the current study, Cronbach’s alpha was α =.88.
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Data Analysis

Data were analyzed using SPSS version 22.0. Sociodemographic variables were described 

using means and standard deviations for continuous data and proportions for categorical 

data. Group differences in parent factors (current chronic pain status, somatization, and 

protective behaviors) by child pain group (acute, chronic, without pain) were examined 

using chi-square and ANOVA with pairwise deletion of missing variables. In the acute pain 

group only, associations between parent factors and child pain characteristics were examined 

using two hierarchical linear regression models—one predicting child pain intensity, and the 

other predicting child activity limitations due to pain. Listwise exclusion of cases (n = 2) 

with missing variables was used for regression analyses. Predictors included parent current 

chronic pain status (yes/no), parent somatization, and parent protective responses to pain. 

Both models controlled for child sex, child age, child fracture status (yes/no) and parent’s 

relationship to the child (mother versus father). To examine our final aim, two additional 

regression models tested child sex as a moderator of the association between parent 

protective behaviors and both child pain intensity and activity limitations in exclusively the 

acute pain sample.

Results

Descriptive data.

A total of 205 children participated in the study (84 acute pain, 60 chronic pain, and 61 

without pain) with their parents. Demographic characteristics of each group are presented in 

Table 1. Across groups, parent participants were mostly biological mothers, college 

educated, non-Hispanic/Latino, and identified as White, and child participants were mostly 

female, non-Hispanic/Latino, and identified as White. Groups differed on child age, child 

sex, child and parent race, parent education, and household income. Specifically, the chronic 

pain group was comprised of more girls and youth were older than the other two cohorts. 

The acute pain group was comprised of more nonwhite parents and children compared to the 

other two cohorts. Parents of children without pain had higher education attainment and 

higher household income than the other two cohorts.

Among the acute pain sample, primary pain locations were leg/foot (52%, n = 44), arm/hand 

(25%, n = 21), and back/spine (11%, n = 9) pain. Approximately one-third of children 

sustained a fracture (31%, n = 26). Sports injuries were reported to be the primary etiology 

of pain complaints, followed by non-sports accidents and spontaneous onset/no identified 

cause. Among youth with chronic pain, primary pain locations were back/spine (28%, n = 

17), leg/foot (27%, n = 16), and arm/hand (10%, n = 6) pain. Participants with acute pain did 

not differ by referral source (emergency department versus orthopedics clinic) on any 

variables of interest (sociodemographics, parent factors, pain intensity, or activity 

limitations).

Differences among parent factors by child pain group (acute, chronic, no pain).

Chi-square analyses revealed significant group differences on parent current chronic pain 

status, λ2 (2, 204) = 27.81, p < .001 such that parents of youth with acute or chronic pain 

Clementi et al. Page 6

Clin J Pain. Author manuscript; available in PMC 2020 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



had higher rates of chronic pain compared to parents of youth without pain. In particular, 

current chronic pain was reported by 60% of parents of youth with acute pain, 63% of 

parents of youth with chronic pain, and only 21% of parents of youth without pain. 

Furthermore, a one-way ANOVA revealed a significant difference in parent somatization by 

child pain status, F(2, 199) = 7.68, p = .001. Specifically, parents of youth with acute pain 

(M = 2.42, SD = 3.17) had significantly higher somatization than parents of youth without 

chronic pain (M = 0.98, SD = 1.72), p = .01. Somatization between parents of youth with 

acute pain and youth with chronic pain (M = 2.90, SD = 3.17) was not different, p = .59. 

Protective parenting behaviors did not significantly differ by group, F(2,201) = 1.17, p = .31.

Associations among parent factors and child pain intensity within the acute pain sample

Average child-reported pain intensity in the acute pain group was M = 4.79, SD = 2.16. 

Linear regression was used to examine parent factors (presence of current chronic pain, 

somatization, and protective behaviors) as predictors of child-reported pain intensity, 

controlling for child age, child sex, fracture status, and parent relationship to child. Results 

are presented in Table 2. Results revealed a significant association between parent protective 

behaviors and child self-report of pain intensity, β = .23, p =.04 in youth with acute pain. 

The association between parent current chronic pain status and child self-report of pain 

intensity was also significant, β = .24, p =.045. Specifically, the presence of current parental 

chronic pain and greater parent protective behaviors were associated with higher child-

reported pain intensity. Associations between parent somatization and child pain intensity 

were not significant.

Associations among parent factors and child activity limitations within the acute pain 
sample

Average child-reported activity limitations in the acute pain group were M = 15.80, SD = 

11.56. A linear regression model examined parent factors (current chronic pain, 

somatization, and protective behaviors) as predictors of child-reported activity limitations 

due to pain, controlling for child age, child sex, fracture status, and parent relationship to 

child. Results revealed parent somatization was associated with child activity limitations, β 
= .28, p =.02. Specifically, higher parent somatization was associated with higher child-

reported activity limitations. However, neither parent chronic pain status nor protective 

parenting behavior were associated with child activity limitations due to pain.

Child sex as a moderator of the association between parent protective behaviors and child 
pain intensity and activity limitations within the acute pain sample

The interaction between child sex and protective parenting on child-reported pain intensity 

and activity limitations due to pain was tested using two moderation models. Results 

revealed the interaction among parent protective behavior and child sex was significantly 

associated with child pain intensity, β = .84, p =.02. Specifically, protective parenting 

behavior had a stronger association with pain intensity for girls versus boys (see Figure 1). 

Child sex did not moderate associations among protective parenting and child activity 

limitations.
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Discussion

Minimal research has explored parent and family factors that contribute to youths’ pain 

experiences in the acute pain period. Recent models of pediatric chronic pain have 

emphasized the role of social learning processes, including influences of parent chronic pain 

status, somatic complaints, and parent protective behavior in response to child pain. 

However, the impact of parent factors on child pain intensity and activity limitations due to 

pain in a clinical sample of youth with acute MSK pain has received limited attention.

Findings from the current study revealed significant differences by child pain group on 

several parent variables. Specifically, parents of youth with acute MSK pain had higher rates 

of current chronic pain and somatic symptoms than parents of youth without pain. Parent 

factors were similar among parents of youth with acute and chronic MSK pain. These 

findings are novel in that they are the first to describe parent factors frequently observed as 

important in chronic pain populations (i.e., parent chronic pain and somatic complaints) are 

also present at higher rates within an acute MSK pain sample. While data are cross-sectional 

and thus causation cannot be established, these data lend preliminary support for the idea 

that intergenerational transmission of risk for pain may be important even during the acute 

pain period [8]. Moreover, it is possible that parents who have pain themselves may be more 

likely to seek medical care for their children when they are experiencing acute pain 

complaints. Future research with larger samples of youth with acute MSK pain will be 

needed to explore the potential role that parents’ own symptoms play in their interpretation 

of their child’s pain experiences, and their subsequent actions related to seeking medical 

care.

Second, the present study examined parent factors, including current chronic pain, 

somatization, and protective behaviors, as predictors of child pain intensity and activity 

limitations within the acute pain period. The significant association between both parent 

chronic pain status and parent protective behavior, and child pain intensity lends further 

support to the role of social learning processes. Even in the acute pain period, children 

whose parents have chronic pain tend to report greater pain intensity. Furthermore, the 

association between parent protective behavior and child pain intensity is consistent with 

findings in both healthy and chronic pain samples [17, 23–25, 37, 38]. Taken together, these 

findings suggest that parental modeling of pain behaviors and potential reinforcement of 

pain may be associated with children’s MSK pain experience during the acute pain period. 

However, we would be remiss to ignore possible bidirectional associations between child 

and parent factors. Children with higher pain intensity may solicit more protective behaviors 

from their parents, particularly following an emergency department visit. Future studies will 

be needed to elucidate directionality among these variables.

Interestingly, in youth with acute MSK pain, only parent somatization was significantly 

associated with child activity limitations. Observing somatic behaviors may influence the 

lens through which adolescents view their own pain experience via two pathways. First, 

parent somatization may lead to modeling of illness behavior [39]. Second, parental 

modeling may impact youths’ beliefs about their ability to engage in activity when somatic 

symptoms are present [40]. More nuanced associations among parent modeling of pain/
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somatic symptoms and child activity limitations during the acute pain period may be 

examined in future studies. For instance, different types of activity participation (e.g., school 

attendance, sports participation) may be impacted differently by various parent factors. As 

such, this idea may explain our unexpected finding that protective parenting behavior was 

not significantly associated with child activity limitations. This could be related to the 

measure of activity limitations (CALI-21) used in the current study. This measure includes 

routine activities (as well as vigorous activities) some of which may have elicited fewer 

protective behaviors (e.g., schoolwork, eating regular meals, playing with friends) in this 

sample. Additional research with a larger sample size will permit examination of how 

individual questionnaire items may be differently associated with parent protectiveness to 

further explore this hypothesis.

In light of previous research yielding support for sex differences in associations between 

parent factors and child pain and disability in chronic pain samples and healthy youth, our 

final aim tested moderation models of parent protective behavior on child pain intensity and 

activity limitations between boys and girls. Child sex moderated the relationship between 

parent protective behavior and pain intensity, but not activity limitations. Specifically, girls 

in the acute pain sample reported higher pain intensity when their parent reported engaging 

in more protective behavior. Because girls are at increased risk for development of chronic 

pain compared to boys [41], this finding may have important clinical implications for 

screening of risk factors in females with new-onset MSK pain complaints and may be a 

potential behavioral target for clinical interventions.

The current findings should be interpreted in light of various limitations. First, this study 

used a heterogeneous sample of youth with a range of acute and chronic MSK pain 

complaints. Though all youth with acute pain were experiencing new-onset MSK pain and 

fracture status was controlled for, pain location and/or pain etiology may have impacted 

results. The current sample size did not permit examination of pain location on these 

associations. Second, this study did not examine other potentially relevant family and parent 

factors, such as family structure, level of family functioning, or dyadic interactions between 

parents and youth. When assessing how parental protectiveness affects child disability, the 

amount and quality of contact the child has with the parent may be informative. This study is 

also limited in that the data are cross-sectional and causation cannot be gleaned from results. 

Furthermore, our findings are subject to the inherent limitations of self-report research (e.g., 

response bias, introspective ability). Finally, given the limited racial/ethnic diversity in the 

current sample, and the inclusion of only biological parents, our findings may not 

necessarily reflect associations across a range of racial/ethnic groups or among non-

biological parents and their children.

Future studies may explore if/how parent factors predict long-term pain outcomes and pain 

persistence in youth. Comparison of families recruited from non-urgent care settings (e.g., 

from pediatrician office visits) to those seeking urgent care (e.g., from the emergency 

department) for a new acute pain complaint may reveal differences in factors that predict 

longer- term outcomes. Relatedly, daily assessment of parent protectiveness following the 

initial medical visit may provide temporal information regarding change in parenting 

behaviors following pain onset. Finally, future studies may examine how parent factors such 
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as protectiveness and somatization impact youths’ pain experiences across developmental 

periods (i.e., childhood versus adolescence).

In conclusion, the present study provides preliminary support for associations between 

parent factors and youths’ experience of acute MSK pain. Parents of these youth not only 

differed in their own pain presentation, but parent factors were also found to be significant 

predictors of children’s pain intensity and activity limitations due to pain. This effect 

appeared to be particularly significant for girls, with results indicating that parent protective 

behavior had a stronger impact on pain intensity for girls compared to boys. Future 

longitudinal research in a larger cohort is needed to provide mechanistic information to 

elucidate how parent factors influence child pain-related outcomes over time.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
Child sex as a moderator of the association between parent protective behavior and child 

pain intensity in the acute pain sample.
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Table 1.

Sociodemographic characteristics and parent pain-related factors by child pain group.

Acute Pain
(n =84)

Chronic Pain
(n = 60)

Without Pain
(n = 61)

p

Child demographics

Child age, M (SD) 13.84(1.94) 14.58(2.19) 13.64(2.07) .03

Child sex, n(%) .01

 Female 51(61%) 51(85%) 40(66%)

 Male 33(39%) 9(15%) 21(34%)

Child ethnicity, n(%) .05

 Hispanic/Latino 15(18%) 6(10%) 4(7%)

 Non-Hispanic 61(73%) 52(87%) 56(92%)

 Not reported 8(9%) 2(3%) 1(2%)

Child race, n(%) <.01

 White 45(53%) 46(77%) 49(80%)

 Non-White 38(45%) 14(23%) 12(20%)

 Not reported 1(1%) 0(0%) 0(0%)

Parent sociodemographics

Relationship, n(%) .29

 Biological mother 77(92%) 51(85%) 51(84%)

 Biological father 7(8%) 9(15%) 10(16%)

Parent ethnicity, n(%) .10

 Hispanic/Latino 12(14%) 4(7%) 4(7%)

 Non-Hispanic 66(79%) 54(90%) 57(93%)

 Not reported 6(7%) 2(3%) 0(0%)

Parent race, n(%) .03

 White 59(70%) 52(87%) 52(85%)

 Non-White 25(30%) 8(13%) 9(15%)

Parent education, n(%) <01

 High school or less 6(7%) 8(13%) 1(2%)

 Vocational school/some college 25(30%) 23(38%) 9(15%)

 College/advanced degree 53(63%) 29(48%) 51(85%)

Household income, n(%) <.01

 <$29,999 15(18%) 14(23%) 2(3%)

 $30,000 to 69,999 23(27%) 19(32%) 10(16%)

 >$70,000 44(52%) 26(43%) 48(79%)

 Not reported 2(2%) 1(2%) 1(2%)

Clin J Pain. Author manuscript; available in PMC 2020 March 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Clementi et al. Page 15

Table 2.

Linear regressions of parent factors associated with child pain characteristics in the acute pain sample.

Criterion Model Predictors F Beta β Adj R2 95% CI

Pain intensity 1 2.40 .07

Child age .17 .15 −.09, .42

Child sex .77 .17 −.22, 1.76

Fracture status −.36 −.08 −1.44, .73

Relation to child −1.43 −.19 −3.24, .37

2 2.43* .11

Child age .20 .17 −.05, .45

Child sex .69 .15 −.28, 1.66

Fracture status −.35 −.08 −1.43, .73

Relation to child −1.24 −.16 −3.01, .53

Parent chronic pain 1.06 .24* .03, 2.08

Parent somatization −.10 −.15 −.26, .06

Protective parenting .76 .23* .02, 1.51

Activity limitations 1 .17 −.04

Child age .31 .05 −1.09, 1.70

Child sex 1.10 .05 −4.42, 6.61

Fracture status 1.94 .08 −4.11, 7.99

Relation to child −1.16 −.03 −11.25, 8.93

2 .96 −.004

Child age .33 .06 −1.05, 1.71

Child sex .88 .04 −4.57, 6.32

Fracture status 2.01 .08 −4.05, 8.07

Relation to child −.55 −.01 −10.54, 9.44

Parent chronic pain −.70 −.03 −6.42, 5.01

Parent somatization 1.02 .28* .15, 1.89

Protective parenting −.02 −.001 −4.09, 4.06

*
p < .05
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