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Positive psychology is a recent school of psychology that seeks to understand what promotes 

flourishing alongside what increases risk. The current work sought to increase understanding of 

the positive psychology research that has been conducted to date in the area of pediatric chronic 

pain through a scoping review in Study 1, and to examine how certain positive psychological 

factors relate to well-being in children and adolescents with abdominal pain in Study 2. A list of 

positive psychological factors was developed for a scoping review for Study 1. An initial search 

yielded 24, 676 research articles and 162 were included in the final review. Coping was the most 

represented positive psychological factor in the included articles. The factors were categorized as 

favourable, unfavourable, and unclear for the purposes of description. Favourable positive 

psychological factors in pediatric chronic pain research included acceptance, efficacy, hope, 

spirituality, and some coping subtypes. Some forms of coping were related to unfavourable 

outcomes in youth with chronic pain, and there were factors that were not clearly related to 

favourable or unfavourable outcomes. Study 2 examined how a select number of positive 

psychological factors (i.e., optimism, mindfulness, pain self-efficacy) related to health-related 

quality of life and parent rated pain-related disability in a sample of youth experiencing 



 

 

abdominal pain, recruited from a pediatric gastroenterology service in London, Ontario. 

Participants included 98 youth (n = 42 male, n = 56 female) aged 8-17 years of age (M = 13.38, 

SD = 2.85) and one of their parents. Analyses were conducted for the full sample, for the FGID 

sub-group, and for the organic GID sub-group. Results for the full sample suggest that higher 

mindfulness, optimism, and pain self-efficacy related to higher health-related quality of life, and 

higher optimism and pain self-efficacy related to lower disability. Lower pain self-efficacy (full 

sample), and lower mindfulness (FGID sample) moderated the relation between pain and 

disability, suggesting that lower levels of these positive psychological factors may increase risk 

in these groups, consistent with the protective stabilizing theory of resilience. Overall, Studies 1 

and 2 offer recommendations for future research and preliminary findings that could inform 

intervention research. 
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Overview 

Positive psychology is a field of psychology that focuses on human flourishing (Seligman 

& Csikszentmihalyi, 2000), and will provide a framework for the current work, which sought to 

explore positive psychological factors in pediatric chronic pain research. In Study 1, a scoping 

review on positive psychological factors in pediatric chronic pain research was conducted to 

summarize research to date, existing gaps, and future directions. Study 2 focused on three 

noteworthy positive psychological factors that have garnered attention in extant literature (i.e., 

optimism, pain self-efficacy, mindfulness) in children and adolescents with abdominal pain in 

the form of functional gastrointestinal disorders (FGIDs) or organic gastrointestinal disorders 

(organic GIDs), such as inflammatory bowel disease. To this end, the fields of chronic pain and 

positive psychology are defined and explored in the introduction to provide context for the 

dissertation. Because Study 1 will present an exhaustive review of the research literature, the 

following introductory section will be brief.   

The Experience of Pain 

According to the International Association for the Study of Pain (IASP), pain is “an 

unpleasant sensory and emotional experience associated with actual or potential tissue damage, 

or described in terms of such damage” (Merskey & Boduk, 1994, p. 120). This definition de-

emphasizes a dualistic perspective of pain, highlights the importance of considering emotional 

factors, and acknowledges that pain may exist in the absence of tissue damage (Flor & Turk, 

2011). An individual’s pain experience involves subjective sensations, feelings, and thoughts 

pertaining to pain that can be related to both personal and interpersonal factors (Craig, 2009). 

Although pain can serve an adaptive function to prevent injury through initiating action for 

removal from or avoidance of the pain stimulus (e.g., removal of one’s hand from a hot stove 
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element), chronic pain can exist in the absence of the ability to take action and limit the utility of 

the pain signal (Flor & Turk, 2011). In contrast to shorter-term acute pain (e.g., from medical 

procedures, minor injuries), chronic pain describes the experience of pain that lasts longer than 3 

months (Merskey & Bogduk, 1994). Chronic pain occurs in children and adolescents with 

prevalence rates ranging from 11% - 38% (King et al., 2011). Higher pain intensity in children 

and adolescents with various forms of chronic pain is related to impaired psychosocial 

functioning (Claar & Walker, 2006; Gauntlett-Gilbert & Eccleston, 2007; Kashikar-Zuck et al., 

2001; Simons et al., 2012), which may involve difficulty completing chores, sleeping through the 

night, and being social with friends (Walker & Greene, 1991). Pain is best understood in terms of 

a biopsychosocial model, in which biological, psychological, and social factors interact to impact 

pain experience (Gatchel, 2005). As such, the study of pain calls for the examination of physical, 

emotional and role functioning, along with cognitive and biological factors (see Gatchel et al., 

2007 for review).  

Positive Psychology in Pediatric Pain Research   

Much of the pediatric pain literature has focused on chronic pain conditions in the context 

of vulnerability factors, such as anxiety and depression (Campo et al., 2004), family history of 

mental health and chronic pain conditions (Campo et al., 2007), parental encouragement of sick 

role behaviour (Walker & Zeman, 1992), and pain catastrophizing (Crombez et al., 2003) rather 

than factors that may lead to increased well-being or resilience. The current set of studies, in 

contrast, will be examined through the lens of positive psychology. Positive psychology 

examines “valued subjective experiences: well-being, contentment, and satisfaction (in the past); 

hope and optimism (for the future); and flow and happiness (in the present)” (Seligman & 

Csikszentmihalyi, 2000, pg. 5). In their seminal paper, Seligman and Csikszentmihalyi (2000) 
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described the themes of cultivating strengths and improving lives as prominent in psychology 

prior to World War II, after which focus shifted to studying pathology. The school of positive 

psychology was formally established by Seligman and Csikszentmihalyi (2000) in an effort to 

provide a research base for the study of human flourishing. Although the school of positive 

psychology is relatively new, some research exists on resilience factors in children with chronic 

health conditions such as health-related quality of life (i.e., functioning in physical, 

psychological, and social domains), post-traumatic growth (i.e., positive changes after traumatic 

experiences) and protective factors that lead to resilience such as self-esteem (i.e., appraisal of 

self), hope and optimism (i.e., disposition towards positive expectations or appraisals), repressive 

adaptive style (i.e., under-reporting distress in face of adversity), active coping (i.e., problem 

solving or seeking resources), social support (i.e., degree of support provided from various 

networks), and family functioning (i.e., positive family functioning such as higher cohesion; 

Barakat, Pulgaron & Daniel, 2009 for review). These resilience and protective factors have been 

more extensively studied in adult health psychology and child clinical psychology and require 

more support and development in the area of pediatric health psychology (Barakat et al., 2009).  

Sturgeon and Zautra (2010) proposed a model focusing on psychological risk and 

resilience in chronic pain in adults, however, research on positive psychological factors in 

pediatric chronic pain is scant. A recent topical review summarized selected extant research on 

resilience resources and mechanisms in pediatric chronic pain (see Cousins, Kalapurakkel, 

Cohen, & Simons, 2015), providing preliminary groundwork for further research in this area. 

Resilience resources are relatively stable personal or social factors (e.g., optimism, positive 

family relationships), which promote resilient outcomes, while resilience mechanisms are factors 

that are initiated during periods of stress (e.g., state positive affect), which lead to resilient 
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outcomes (Sturgeon & Zautra, 2010). Resilience resources promote the use of beneficial 

resilience mechanisms (Sturgeon & Zautra, 2010). The model presented by Cousins et al. (2015) 

examines risk and resilience resources and mechanisms at individual, family, social, 

environmental, and cultural levels. Cousins and colleagues concluded that shifting focus to 

protective factors in pediatric pain research is a promising endeavour, and they provided clear 

guidelines for advancing research in the field. This call for the study of resilience in pediatric 

pain research is a promising step towards incorporating a positive psychology lens in the field; 

however, there is still much to be done.  

 Although risk and resilience factors operate simultaneously in pediatric (Cousins et al., 

2015) and adult (Sturgeon & Zautra, 2010) pain contexts, positive psychological factors alone 

will be the focus of the current study to mirror pediatric pain research that focuses solely on risk 

factors (e.g., anxiety as it relates to pain-related disability in pediatric chronic pain populations; 

Simons et al., 2012). For the purposes of the current set of studies, positive psychological factors 

at the individual level will be examined. Cousins et al. (2015) argued that resilience factors at an 

individual level could include optimism, trait mindfulness, trait positive affect, self-concept, self-

esteem, pain acceptance, committed action, pain self-efficacy, sense of controllability or locus of 

control, and problem solving or active coping (see Appendix A for definitions).  

Study 1 

Within the current set of studies, Study 1 applied a positive psychological lens to 

pediatric chronic pain research by conducting a scoping review of the literature in this area. The 

initial search included acute and non-chronic pain contexts in addition to chronic pain context 

because the extent of the literature was unknown at the time. Given the scope of the results, it 

was determined that narrowing the focus to chronic pain for purposes of feasibility was 
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appropriate given a) pediatric chronic pain describes a more persistent experience of pain (i.e., 

greater than three months; Merskey & Bogduk, 1994) that is clearly differentiated from acute or 

non-chronic pain (i.e., vaccinations, pain in research laboratory contexts, surgical pain, recurrent 

pain in non-clinical samples), and b) extant research examining resilience in pain to date tends to 

focus on chronic pain (e.g., Sturgeon & Zautra, 2010; Cousins et al., 2015). The scoping review 

focused on pediatric versus adult populations for two reasons. First, a large body of pain research 

supports the study of pediatric populations separately from adults because they significantly 

differ developmentally (McGrath, 2005). Secondly, reviews related to resilience factors in adult 

pain research already exist (Sturgeon & Zautra, 2013). For the purposes of the scoping review, a 

broad focus on intraindividual positive psychological factors was employed to describe the 

research to date and address gaps and future directions in research. Additionally, a range of 

positive psychological factors were selected to allow consideration of a variety of individual 

positive psychological factors within pediatric chronic pain research.  

Study 1: Objectives  

The objective of Study 1 was to conduct a scoping review of positive psychological 

factors in pediatric chronic pain research. The scope of the current study was broad to enable 

exploration of many possible individual positive psychological factors in pediatric chronic pain 

research and is consistent with the conduct of a scoping review which aims to map the research 

literature on a particular topic (Arskey & O’Malley, 2005; Peters et al., 2015). Specifically, the 

aims of this study were to: 

1. Describe the research that has been conducted to date on positive psychology in 

pediatric chronic pain literature. More specifically, identify how positive 

psychological factors may relate to favourable (e.g., improved health-related quality 
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of life, less functional disability, lower pain intensity) and unfavourable (e.g., lower 

health-related quality of life, higher functional disability, higher pain intensity) 

outcomes in pediatric chronic pain research to date. 

2. Identify gaps in the literature related to positive psychological factors and identify 

areas for future research.  

Study 1: Method 

 The present work employed scoping review methodology. Although historically there has 

been no consensus on what precisely comprises a scoping review, there have been more recent 

attempts to describe the components (Arskey & O’Malley, 2005; Munn et al., 2018; Peters et al., 

2015). In general, a scoping review is ideal when there is a need to create a roadmap of research 

conducted in a particular area, to determine whether or not a full systematic literature review 

would add value to the literature, and to identify possible gaps in the literature (Arskey & 

O’Malley, 2005). Systematic literature reviews differ from scoping reviews because they involve 

a specific research question to be addressed (Peters et al., 2015), such as whether or not a certain 

practice or intervention is appropriate (Munn et al., 2018). Included studies are synthesized with 

text using narrative synthesis and/or through quantitative analysis such as meta-analysis (Popay 

et al., 2006). A narrative synthesis includes a) developing a preliminary summary of results for 

each included study, b) comparing and contrasting designs and results across included studies, 

and c) assessing the robustness of the evidence provided in the narrative synthesis (Popay et al., 

2006). The structured and transparent search strategy, screening, and extraction methodology 

involved with a scoping review is consistent with conducting a systematic or scoping review. 

However, a scoping review is broader in nature than a systematic literature review; although 

results are charted in a similar manner to systematic literature review (e.g., including information 
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such as sample size, methodology, and key findings), quality assessment (e.g., risk of bias) is not 

typically included given the aim to provide a map of the literature and include a variety of 

designs (Peters et al., 2015). Clear guidance regarding the synthesis of information yielded from 

scoping reviews is not available, however one of the key elements of scoping reviews is to 

summarize research findings (Arskey & O’Malley, 2005). Thus, elements of narrative synthesis 

(developed for systematic literature reviews) described by Popay et al. (2006) were applied to the 

findings of the current study.  

A list of search terms was developed through an iterative process of consulting previous 

reviews with a positive psychological focus (e.g., Casellas-Grau et al., 2014), expert 

collaborators, and a social sciences librarian (see Appendix B for exact search terms). The 

decision to focus on the positive psychological factors themselves instead of employing broader 

search terms, such as “positive” or “adaptive” was made to narrow the focus of the review on the 

positive psychological factors of interest themselves.  

After search terms (refined from December 2014 to March 2015) were finalized, 

electronic literature searches were conducted in March 26, 2015 that applied to all relevant 

articles available in the Medline and PsycINFO databases since database inception. Inclusion 

criteria are outlined below (also see Appendix C). An updated search was conducted on 

September 4th, 2018 to highlight the research conducted in the field since the initial search was 

conducted in 2015. Summary details can be found in Appendix D. The results and discussion 

presented herein focus on the results from the 2015 search unless otherwise stated.  

 Types of resources. English language articles containing original data published in 

scientific journals or dissertations were included; reviews, commentaries, editorials, and chapters 

were excluded. Non-English language studies were excluded. Research findings suggest that the 
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exclusion of non-English language studies does not impact meta-analytic results (Moher et al., 

2000; Morrison et al., 2012), although no known data are available on this issue for narrative 

syntheses.  

 Participants. Studies that examined pediatric samples (i.e., 0-18 years of age) and human 

samples were included in the current scoping review; studies were included if they were pediatric 

studies that extended into young adulthood with a maximum age of 21. Studies examining adult, 

both pediatric and adult, and animal populations were excluded.   

 Condition. Studies examining children and adolescents with chronic pain (i.e., lasting 

more than three months; Merskey & Bogduk, 1994) conditions were included. Pediatric chronic 

pain conditions included sickle cell disease, juvenile arthritis, complex regional pain syndrome, 

and abdominal pain, among others. Studies that examined a diverse pediatric chronic illness 

group (e.g., non-chronic pain disorders such as diabetes and asthma combined with chronic pain-

related disorders such as juvenile idiopathic arthritis) were excluded unless data for the chronic 

pain group were examined and reported separately from the non-chronic pain illnesses as per the 

study’s abstract. Cancer pain and chronic conditions that may or may not involve the experience 

of chronic pain (e.g., cystic fibrosis, scoliosis) were excluded in line with other literature reviews 

conducted in the area of pediatric chronic pain (Eccleston et al., 2014; Forgeron et al., 2010; 

King et al., 2011; Lewandowski, Palermo, Stinson, Handley, & Chambers, 2010; Palermo, 

Eccleston, Lewandowski, Williams, & Morely, 2010). Finally, studies that clearly examined 

“recurrent pain” in healthy samples drawn from community or school samples of children were 

excluded.  

 Positive psychological factors. Articles had to include at least one intraindividual 

positive psychological factor (e.g., hope, optimism, gratitude, humour, positive affect, benefit 
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finding, pain self-efficacy, acceptance, psychological flexibility; see full list in Appendix A, see 

inclusion criteria for scoping review in Appendix C). The studies that were included in the 

current literature review considered positive psychological factors in relation to pediatric pain; 

that is, positive psychological factors were examined within a pediatric sample with chronic pain 

or positive psychological factors were targeted in an intervention. The positive psychological 

factors may have been elucidated through content analysis in qualitative research or explicitly 

measured using questionnaires. Consistent with the iterative nature of scoping reviews (Peters et 

al., 2015), exclusion criteria were created in response to results based on search terms that did 

not reflect the intraindividual positive psychological factors. These criteria included 1) broad 

outcomes from the research literature, such as health-related quality of life, quality of life, and 

well-being; 2) positive psychological factor search terms that were mentioned descriptively (e.g., 

“optimal”, “adaptation”) but not measured; 3) factors which were similar to the positive 

psychological factors but did not reflect the positive psychological factors of interest (e.g., 

achievement [confounded with GPA or academic scores], goal achievement was included); 

and/or 4) studies which described an intervention (e.g., acceptance and commitment therapy) that 

purportedly targeted one of the positive psychological factors but did not actually measure the 

positive psychological factor.  

 Study screening. Figure 1 shows the scoping review study screening according to the 

preferred reporting items for systematic literature reviews (PRISMA; Moher et al., 2009). 

Results from the searches in each of the databases were uploaded into reference management 

software1 and the duplicates were removed. After undergraduate research assistants received 

 

 
1 Results were first uploaded into the Refworks database, and eventually migrated to Endnote 

due to institutional licensing difficulties. 
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initial training and feedback (from RT) on approximately 100 titles, the titles of 23, 397 articles 

were single coded for inclusion. Next, 15, 083 remaining articles were screened at the abstract 

level for inclusion by undergraduate research interns with one researcher (RT) double coding 

20% of the sample for reliability. Nevis, Sikich, Ye, and Kabali (2015) suggest that although 

double coding is generally conducted for 20-30% of articles as a rule, reviewers may instead 

determine the number of articles for double coding by considering error, proportion of citations 

with agreement (conservatively set at 50%), and the number of articles included. Using the 

method from Nevis et al. (2015), double coding 2.5% (n  = 375) of the articles would have been 

sufficient and the current review employed double coding for 20%. Reliability at the abstract 

level was 89%. Articles that were included following abstract screening then underwent full 

article screening. Data from the retained articles in the final set were extracted by RT using a 

customized template for inclusion in the narrative synthesis; these extractions were checked for 

accuracy by a second reviewer with disagreements resolved through discussion and consultation 

with a third reviewer as necessary.  

Study 1: analysis and synthesis. The goals of the scoping review were to describe 

pediatric pain studies that examine positive psychological factors, how these positive 

psychological factors relate to positive or negative outcomes, and directions for future research. 

Results are reported using PRISMA (Moher et al., 2009). The current study employed elements 

of narrative synthesis to better understand and describe the state of positive psychological 

literature in pediatric chronic pain. A narrative synthesis refers to describing results from a 

literature review using text (Popay et al., 2006). This includes a) developing a preliminary 

summary of results for each included study, and b) comparing and contrasting designs and 

results across included studies (Popay et al., 2006). A meta-analysis was not conducted due to 
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the expected variability (e.g., in populations, in variables assessed and measures used) of studies 

examining positive psychological factors in pediatric chronic pain. Study details (i.e., study 

design, sample characteristics, study results, as research data allow) were grouped according to 

positive psychological factor(s) for a more manageable presentation in tables and text 

descriptions.  

Because the scope of the project was broad (e.g., how have positive psychological factors 

been examined in the research to date?), any results from central analyses as per the original 

authors were included in data extraction. As such, initial analyses of positive psychological 

factors according to demographic variables (e.g., zero-order correlations between age and 

acceptance) were not included unless they were part of central study analyses according to the 

original manuscript authors (e.g., age as a moderator of the relation between acceptance and 

health-related quality of life).  

Positive psychological factors were categorized according to the terms used by the 

authors (e.g., “active coping” had its own category). In particular, within the category of 

“coping” there were several subtypes of coping that were examined separately as part of the 

analyses. Definitions for the coping terms can be found in Appendix A and reflect the definitions 

provided by scale developers as there is seemingly no single resource in the field of child and 

adolescent coping that precisely defines coping generally and different coping subtypes. When 

the definitions of coping terms appeared to strongly overlap (e.g., cognitive coping/ cognitive 

self-instruction), results were collapsed between the two terms.   

 As part of the synthesis, a coding system was developed to provide summary information 

about whether or not the positive psychological factors could be deemed to be favourable or 

unfavourable for youth with chronic pain across studies. This descriptive coding system was 
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created exclusively for the purposes of narrative synthesis for the current study to describe, 

synthesize, and summarize results. Positive outcomes included higher health-related quality of 

life, lower disability, or lower pain for example. In comparison, negative outcomes included 

lower health-related quality of life, higher disability, or higher pain. Positive psychological 

factors were descriptively categorized as “favourable”, “unfavourable”, or “unclear” based on 

their performance at two levels: within an individual study and across studies. For the purposes 

of this descriptive categorization, only results that could yield information about the 

favourability of the positive psychological factor were included (i.e., qualitative, descriptive, 

intervention data were not included in calculation). The designation of “favourable” was 

provided when higher levels of the positive psychological factors related to positive outcomes or 

lower levels of positive psychological factors relate to negative outcomes in > 60% of 

amalgamated reported studies or individual study data. The designation of “unfavourable” was 

provided when higher levels of the positive psychological factors related to negative outcomes in 

> 60% of amalgamated reported studies or individual study data. Study results were deemed to 

be “unclear” when they represented information from thematic or content analysis, descriptive 

information (e.g., the only information on coping in the study was the percentage of youth using 

that coping strategy), non-significant findings, or mixed findings (i.e., favourable and 

unfavourable outcomes, neither reaching 60%).   

Study 1: Results 

 The search strategy yielded 24, 676 articles, which were reduced to 23, 397 articles once 

duplicates were removed (see Figure 1). Following the title and abstract screening, 642 full 

articles were assessed for eligibility for inclusion at the full text level and 162 full articles were 

retained. Some articles contained findings reflecting multiple positive psychological factors, and 
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as such there were 192 positive psychological factors from the 162 articles. A frequency analysis 

of the different positive psychological factors represented in the final dataset can be found in 

Figure 2. In the following results, the factor or variable of interest was measured in relation to 

the child unless otherwise specified. The total number of studies examining the positive 

psychological factor is reported according to each factor below, although detailed reporting for 

some factors occurs in different parts of the results section and will be indicated as such.  

 Orientation to tables, figures, and presentation in text. The following section provides 

an overview to orient the reader to the series of tables and Figures and the order of results 

presented in the text. For each positive psychological factor, patterns across studies are 

summarized first in text and also within a series of tables and Figures. For the purposes of 

summary, results are first described in three separate tables which present the data at individual 

study level. Table 1 describes all of the positive psychological factors except for coping and 

efficacy: acceptance, achievement (goal), hope, mindfulness, optimism, positive mood, 

psychological flexibility, satisfaction, self-concept, and spirituality. Table 2 presents results 

related to efficacy. Table 3 contains the coping studies, which represented the majority of 

positive psychological factors. Coping was examined individually according to the coping term 

employed by the author and its corresponding definition; however, coping subtypes were 

collapsed when they closely resembled each other (four instances). Within each table, results are 

ordered alphabetically according to positive psychological factor followed by study authors; 

information presented also includes age range, sample size, chronic pain group, and summary of 

findings. An overall determination of favourable, unfavourable, or unclear for each individual 

study was not provided because many studies included multiple results making it difficult to 

summarize. Instead, a summary according to positive psychological factor is provided in the 
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results section, below, summarized in Figure 3, and broken down in more visual detail in Figures 

4 through 7. Next, how the positive psychological factors relate to pain (Table 4, Figure 8), 

health-related quality of life (Table 5, Figure 9), and disability (Table 6, Figure 10), and positive 

psychological factors examined in moderation models (Table 7, Figure 11) and mediation 

models (Table 8, Figure 12) are presented.  

 Positive psychological factors examined individually. Positive psychological factors 

(excluding “efficacy” and coping) can be found in Table 1 and the favourable, unfavourable, and 

unclear breakdown can be found in Figure 4. Nine of the 162 studies examined the 

intraindividual factor of acceptance (n = 1380) in pediatric chronic pain. Child acceptance was 

related to parent factors (i.e., higher parent flexibility, values-based action, lower parent 

protective behaviours) in 3/9 studies, and acceptance was higher in youth with chronic pain after 

an acceptance and commitment therapy intervention in 1/9 studies. Overall, higher acceptance 

was found to relate to positive outcomes (i.e., higher physical, psychological, or family 

functioning, higher health-related quality of life, and lower disability, catastrophizing, 

depression, anxiety, fear of pain, pain interference and pain) in 6/9 studies, while lower 

acceptance was related to higher negative outcomes (i.e., activity avoidance, fear of pain) in 1/9 

acceptance studies. Acceptance was non-significantly related to positive and negative outcomes 

(i.e., walking speed, school absences, quality of life, anxiety, disability) in 2/9 studies. Overall, 

acceptance appeared to be favourable for youth with chronic pain. 

One of the 162 studies examined goal achievement (n =14) and one of 162 studies 

examined mindfulness (n = 4) in youth with chronic pain within an intervention context. Goal 

achievement and mindfulness were increased after both interventions. It is unclear whether goal 

achievement and mindfulness are favourable intraindividual positive psychological factors based 
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on the current results.  

Nine of the 162 studies (n = 415) examined hope in children and adolescents with 

chronic pain (2/9 reported in moderation section, 3/9 reported in mediation section). Child hope 

was identified in qualitative research as a theme involved in the chronic pain/illness experience 

(e.g., hope for a cure, shifting between hope and despondency) for children and adolescents with 

pain in 3/9 studies. Higher child hope was related to positive parent factors (i.e., lower parent 

stress, higher parent hope; lower child hope related to higher parent mood state) in 1/9 studies. 

Higher hope was related to higher positive outcomes (i.e., higher quality of life, self-esteem, 

active coping, lower negative mood, anxiety, negative thinking) in 4/9 hope studies, while lower 

hope was related to higher negative outcomes (i.e., higher family dysfunction, sense of 

inadequacy) in 2/9 studies. Hope was found to be non-significantly related to indices of well-

being in 2/9 studies. Overall, hope was generally a favourable intraindividual factor in youth 

with chronic pain.  

Two of 162 studies (n = 91) examined optimism in youth with chronic pain (1/2 reported 

in moderation section). Optimism was stable over time and higher in youth who had chronic pain 

than youth who did not have chronic pain (1/2 studies). Results regarding the favourability of 

optimism are unclear given the current evidence. 

Seven of the 162 studies (n = 480) examined positive mood (i.e., using terms such as 

positive emotions, affect, and mood) in youth with chronic pain. One study identified descriptive 

information about positive mood in children with chronic pain (i.e., children with chronic pain 

have generally positive mood; 1/7 studies), one study examined positive mood in an 

experimental context (i.e., positive mood decreased more rapidly during the experimental task if 

non-contingent feedback was provided; 1/7 studies), and another found that positive mood was 
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higher in youth with chronic pain than in pain-free controls (1/7 studies). Findings suggest that 

higher positive mood was related to positive outcomes (i.e., higher functioning, lower anxiety, 

depression) in youth with chronic pain (2/7 studies). Lower variability of positive mood in youth 

with chronic pain was related to lower pain (2/7 studies) and higher emotional variability and 

daily positive affect were related to higher pain (2/7 studies). Two of seven studies yielded non-

significant findings between positive mood and upregulation (i.e., increases in positive mood 

following a decrease) of positive mood with pain and functioning (2/7 studies). Overall, it was 

unclear whether positive mood and low positive mood variability related to positive outcomes in 

youth.  

Two of the 162 studies examined psychological flexibility (n = 31), with one equating 

“pain reactivity” to psychological flexibility. Two out of 2 studies examined psychological 

flexibility in intervention studies, with both finding improvements in psychological flexibility 

after intervention; 1/2 studies reported in mediation section. Overall it is unclear whether 

psychological flexibility is favourable based on the available studies.  

Three of the 162 studies examined satisfaction (n = 253; 1/3 reported in moderation 

section). One study provided support for the stability of satisfaction over time and indicated that 

youth with chronic pain have lower satisfaction than controls (1/3 studies). Lower satisfaction 

was related to negative outcomes (i.e., higher negative affect, headache activity, stress) in 1/3 

studies, and 1/3 studies yielded some non-significant results with associates (e.g., disease 

severity, age) of satisfaction. Overall, satisfaction was mainly used as an outcome measure and 

was negatively associated with indices of risk. It is unclear whether satisfaction is favourable or 

unfavourable at this time.   

Eleven of the 162 included studies examined self-concept (n = 424). Descriptive 
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information such as age since diagnosis and time since diagnosis yielded mixed results with self-

concept in 2/11 studies; lower age at diagnosis was related to higher self-concept in one study, 

while in another longer time since diagnosis related to lower self-concept. Comparisons of self-

concept between chronic pain groups with others (grouped according to time of disease onset, 

controls) were conducted in 4/11 studies total yielding mixed results; 2/11 studies yielded non-

significant differences in self-concept between chronic pain and other groups, 1/11 studies 

suggest that youth with chronic pain have higher self-concept than controls, and 1/11 studies 

suggest that youth with chronic pain have lower self-concept than controls. Intervention studies 

involving self-concept were conducted in 2/11 self-concept studies, with youth exhibiting 

increased self-concept after intervention.  

Higher self-concept was found to associate with positive outcomes (i.e., higher physical 

and family functioning, medical compliance, and lower anxiety, depression, and somatization) in 

2/11 self-concept studies, but was non-significantly related to other outcomes (i.e., behavioural 

or functional assessment, illness representation, and other medical factors) in 3/11 self-concept 

studies. Overall, findings regarding self-concept in youth with chronic pain were mixed and the 

favourability related to high self-concept was unclear.  

Three of the 162 studies examined spirituality (n = 72). All three studies employed 

qualitative interviews with youth experiencing chronic pain and faith or use of religion and 

prayer were relevant themes (3/3 studies). One of the studies found that religious/spiritual coping 

was related to higher functioning and spirituality (1/3 studies). Overall, spirituality was found to 

be a favourable intraindividual trait.  

Efficacy. Efficacy studies in pediatric chronic pain research included “coping self-

efficacy”, “self-efficacy”, and “pain self-efficacy”. Efficacy was examined in thirty-five of the 
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162 total studies (n = 3537; 2/35 reported in mediation section, 1/35 reported in moderation 

section). The efficacy articles can be found in Table 2 and the favourable, unfavourable, unclear 

breakdown in Figure 4. One of the 35 efficacy studies yielded descriptive results suggesting that 

parent and child self-efficacy scores were generally high, while another 2/35 efficacy studies 

suggested parent and child concordance on efficacy. Efficacy was compared between groups 

(e.g., chronic pain groups, youth with chronic pain versus controls, functional clusters) in 6/35 

efficacy studies, 5/35 yielding significant results. Although comparing different chronic pain 

groups or chronic pain groups vs. controls does not provide information about how favourable or 

unfavourable efficacy is, 2/3 studies comparing self-efficacy in youth with chronic pain based on 

adaptive profiles suggest that higher efficacy is related to more adaptive coping (1/3 studies 

yielded non-significant results). One study examined efficacy in an experimental task with youth 

experiencing chronic pain who received feedback that was contingent with their performance 

with results suggesting that performance contingent feedback led to increased self-efficacy for 

youth with chronic pain who had higher internal task attributions (1/1 experimental studies). 

Finally, 9/35 efficacy studies involved intervention studies. Five of the nine intervention studies 

reported higher efficacy after the intervention, while 2/9 reported non-significant changes in 

efficacy, and 1/9 demonstrated non-significant relations between efficacy and other negative 

variables after intervention. One of 9 intervention studies demonstrated higher coping efficacy 

prior to intervention was related to a significant improvement in disability levels after 

intervention.   

Higher efficacy has been related to higher positive outcomes (e.g., higher health-related 

quality of life, hope, self-esteem, coping, functioning) in 11/35 efficacy studies, and lower 

negative outcomes (e.g., catastrophizing, pain-related fear/interference, depression, anxiety, 
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disability, pain, symptoms, distress) in 17/35 included studies. Lower self-efficacy was related 

higher negative outcomes (i.e., higher behavioural issues, pain) in 2/35 studies (19/35 total 

studies). Efficacy was non-significantly related to negative outcomes (e.g., anxiety, symptoms, 

hospitalization) in 4/35 included studies. Overall, it appears that efficacy is a favourable 

intraindividual factor for youth experiencing chronic pain. 

Coping. All coping studies can be found in Table 3 and the favourable, unfavourable, 

and unclear breakdown can be found in Figures 5 through 7. Coping was examined in 108 of the 

162 included studies (n = 9899). Due to the large amount of coping data requiring synthesis, 

results will first be presented for studies offering descriptive information about coping, followed 

by qualitative results, findings related to parents, coping stability, and comparisons between 

illness subgroups. Results are then presented according to coping subtype.   

Coping descriptive. Eighteen of the 108 coping studies (18/162 studies overall; n = 2079) 

provided descriptive information about coping. For example, this included studies listing the 

most frequent types of coping used by youth with chronic pain (e.g., problem solving, calming 

self-statements), or which types of coping were generally endorsed by youth with chronic pain 

(e.g., social support; 7/18 descriptive coping studies). Differences between types of coping 

endorsed by youth with chronic pain were also described (e.g., secondary control coping used 

more than disengagement, accommodative coping used more than active and passive coping; 

3/18 descriptive coping studies) in some studies. Coping profiles were created from the data 

from three of the included studies to describe patterns of functioning (e.g., self-reliant, engaged, 

adaptive coping; “copers” and “non-copers” (5/18 descriptive coping studies). For example, 

“adaptive copers” engaged in increased rest and sleep, used more medication and distraction than 

other types of copers; “copers” used more cognitive/active coping than “non-copers”. Finally, 
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one study provided “other” descriptive information about coping, such as children with active 

disease have higher aspiration to cope with social expectations (1/18 descriptive coping studies). 

These descriptive studies provide readers with a sense of the types of coping skills that youth 

with chronic pain employ, however they do not provide information about whether these types of 

coping could be considered a positive intraindividual factor.  

Coping qualitative. Qualitative accounts of coping in youth with chronic pain were 

included in nine of 108 included coping studies (9/162 studies overall; n = 614). Of the nine 

qualitative studies, the majority (8/9 studies) identified different types of coping that youth with 

chronic pain engaged in (e.g., activity reduction, religion, taking control of uncertainty, taking 

liquids, distraction). One of 9 qualitative studies identified that families said that their children 

learning to cope would be helpful for the future, and another reported that youth who identified 

using religion as a coping strategy tended to engage in fewer risky behaviours, such as drinking 

alcohol (2/9 studies). Overall, most of the qualitative accounts of coping in youth with chronic 

pain provide descriptive accounts of coping, but do not provide information about whether or not 

coping is positive or negative.  

Coping parent relations. Two of the 108 coping studies focused on coping described 

how parent coping related to child coping (2/162 total studies; n = 754). One study yielded non-

significant relations between parent and child coping ratings, and the other suggested that parent 

ratings of problem and emotion-focused coping efficacy were lower than child ratings.  

Coping stability. Three of the 108 studies which examined coping provided data 

regarding the stability of coping (3/162 total studies; n = 277). Stability in coping (6 to 14 month 

stability across the three studies) was supported for pain coping attempts, passive adherence, and 

general coping; negative thinking and passive adherence were particularly stable for children 
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versus adolescents (3/3 studies).  

Coping comparisons by subgroup. Eighteen of the 108 coping studies made comparisons 

within, between, or outside of chronic pain groups (18/162 total studies; n = 2019). Within-

chronic pain group comparisons were made in 2/18 studies with one comparing coping (e.g., 

problem-focused avoidance, positive self-statements) used by males versus females and children 

versus adolescents. Another study compared coping based on amount of lifestyle disruption 

involved with chronic pain with non-significant results. Seven of the 18 comparison studies 

compared different chronic pain groups, with 3/18 yielding non-significant results. The 4/18 

studies which yielded significant differences between pain groups (e.g., fibromyalgia versus back 

pain) generally highlighted types of coping that are more highly endorsed in some groups than 

others (e.g., youth with complex regional pain syndrome endorsed lower use of passive coping 

than those with headache). Seven of the 18 comparison studies examined coping skills endorsed 

by chronic pain groups compared to non-clinical control groups (e.g., greater use of medication, 

lower emotion focused coping potential and accommodative coping) with one study yielding 

non-significant results when comparing youth with SCD to their well-siblings.  

Coping subtypes. Please see Appendix A for a list of coping subtypes and their 

definitions. Accommodative coping was examined in one of the 108 included coping studies 

(1/162 total articles; n = 280). Higher accommodative coping was related to higher negative 

outcomes (e.g., higher anxiety, somatic symptoms) in 1/1 study and could be considered an 

unfavourable intraindividual factor for youth with chronic pain based on initial results.  

Active coping was examined in nine of the 108 coping studies (9/162 total studies; n = 

985). Higher active coping was related to favourable outcomes (e.g., higher perceived control, 

family functioning) in 3/9 included active coping studies, whereas higher active coping was 
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related to negative outcomes (e.g., hospitalization, disability) in 3/9 studies. Active coping was 

non-significantly related to outcomes (e.g., somatization, adherence, quality of life, emotional 

functioning) in 2/9 studies and appears to be an unclear intraindividual factor for youth with 

chronic pain.    

Adaptive coping was examined in two of the 108 included coping studies (2/162 studies 

total; n = 121). Higher “adaptive” coping was related to lower negative outcomes (i.e., disability) 

in 1/2 studies, and non-significantly related to negative outcomes in 1/2 studies. “Adaptive” 

coping appears to be an unclear intraindividual factors for youth with chronic pain.   

Approach coping was examined in 5 of the 108 coping studies (5/162 total studies; n = 

608). Higher approach coping was found to relate to positive outcomes (e.g., lower depression, 

higher quality of life) in 2/5 approach coping studies, while it was found to relate to negative 

outcomes (e.g., lower quality of life, functioning, higher disability in males) in 2/5 approach 

coping studies. One of the studies demonstrated significant relations between higher approach 

coping with other coping skills and tender point threshold, and non-significant relations with 

pain and disability (1/5 studies). Overall it appears that approach coping is an unclear 

intraindividual factor for youth with chronic pain.   

Cognitive coping/cognitive self-instruction was examined in three of the 108 included 

studies (3/162 studies total; n = 589). Higher cognitive coping/self-instruction was related to 

higher positive outcomes (i.e., health-related quality of life) in 1/3 studies, higher negative 

outcomes (i.e., anxiety) in 1/3 included studies, and non-significantly related to positive 

outcomes (i.e., health-related quality of life) in 1/3 studies, receiving an “unclear” designation.  

Coping attempts were examined in eight of the 108 coping articles (8/162 total studies; 

n = 400). Two of the 8 yielded positive impacts on functioning and medical factors (e.g., less 
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activity reduction, fewer emergency room visits) and a non-significant relation with pathology. 

Four of the 8 coping attempts studies suggested that fewer coping attempts were related to higher 

negative outcomes (e.g., increased parent involvement, and lower adjustment and functioning, 

pain). Finally, 2/8 of the studies examined coping attempts and found non-significant results as 

they related to outcomes (e.g., pain, depression). Overall, it appears that increased coping 

attempts are a favourable intraindividual factor for youth with abdominal pain.   

Disengagement coping was examined in three of the 108 included coping studies (3/162 

total studies; n = 249). Higher disengagement coping was related to increased negative family 

outcomes (e.g., higher maternal psychopathology, lower adaptability in family) in 2/3 

disengagement coping studies, and was non-significantly related to positive outcomes (i.e., 

family functioning, competence) in 1/3 studies. These results suggest that disengagement coping 

is an unfavourable intraindividual factor for youth with chronic pain.  

Distraction (cognitive, behavioural)/cognitive refocusing coping was examined in six 

of the 108 coping studies (6/162 total studies; n = 650). Higher use of distraction was related to 

increased negative outcomes (i.e., higher depression, lower health-related quality of life) in 2/6 

distraction studies and fewer negative outcomes (i.e., lower pain and disability) in 4/6 distraction 

studies. Higher cognitive refocusing was not significantly related to higher positive outcomes 

(e.g., health-related quality of life) and it was unclear whether or not it was favourable or 

unfavourable. Overall, distraction/cognitive refocusing coping could be considered an unclear 

intraindividual factor in youth with chronic pain.  

Emotion-focused coping was examined in five of the 108 coping studies (5/162 total 

studies; n = 526). Higher emotion-focused coping related to higher negative outcomes (i.e., 

higher pain, lower functioning and quality of life) in 3/5 emotion-focused coping studies. Two of 
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the 5 emotion-focused coping studies described higher emotion-focused coping potential as it 

related to other types of coping (e.g., higher accommodative, lower passive coping). Overall, it 

appears that emotion-focused coping would receive the designation of “unfavourable”.  

Engagement coping was examined in one of the 108 included coping studies (1/162 total 

studies; n = 118). Higher engagement coping was non-significantly related to positive outcomes 

(e.g., family functioning, competence) in 1/1 engagement coping studies and received the 

designation of “unclear”.   

Higher order coping was examined in two of the 108 included coping studies (2/162 

total studies; n = 109). Increased use of higher order coping was related to lower negative 

outcomes (i.e., depression) in 1/2 higher order coping studies, and non-significantly related to 

outcomes in 1/2 studies, yielding an “unclear” rating.  

Information seeking was examined in one of the 108 included studies (1/162 total 

studies; n = 16). Higher information seeking was related to higher negative outcomes (i.e., 

disability), yielding an “unfavourable” rating.  

Internalizing coping was examined in four of the 108 included coping studies (4/162 

total studies; n = 354) and externalizing coping was examined in one of the 108 included coping 

studies (1/162 total studies; n = 40). Higher internalizing was related to higher negative 

outcomes (e.g., higher anxiety, depression, pain, disability) in all 4/4 internalizing studies. 

Higher externalizing coping was associated with positive outcomes (i.e., pain tolerance) in 1/1 

included studies. As such, internalizing coping yielded an “unfavourable” designation and 

externalizing yielded a “favourable” designation for youth with chronic pain.  

Negative thinking coping was examined in eight of the 108 included coping studies 

(8/162 total studies; n = 386). One study provided descriptive information about how parent 
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coping attempts are related to lower negative thinking in children (1/8 studies). Higher negative 

thinking was related to higher negative outcomes (i.e., pathology, hospital visits, adjustment, 

risk) in 6/8 included studies, and lower negative thinking was related to higher positive outcomes 

(e.g., family functioning/income, parent involvement, hope) in 3/8 negative thinking studies. 

Negative thinking was not significantly related to outcomes (e.g., anxiety, school absenteeism) in 

2/8 negative thinking studies. Negative thinking received an “unfavourable” designation for 

youth with chronic pain.  

Pain control coping was examined in two of the 108 included coping studies (2/162 total 

studies; n = 72). Higher pain control coping was related to lower negative outcomes (e.g., lower 

pain, disability, distress) in 2/2 pain control studies, receiving a “favourable” designation.  

Passive adherence/adherence coping was found in six of the 108 coping articles (6/162 

total articles; n = 345). Higher parent involvement was related to lower passive adherence in 1/6 

studies. Higher passive adherence was related to positive outcomes (e.g., more positive family 

functioning, interpersonal relationships, fewer hospital admissions, higher self-esteem) in 2/6 

studies, and negative outcomes (e.g., higher pain, somatization and symptoms, health care 

contact, activity reduction) in 3/6 studies. Overall, passive adherence/adherence coping received 

an “unfavourable” designation.  

Passive coping was examined in six of the 108 coping articles (6/162 total articles; n = 

1158). Higher passive coping was related to negative outcomes (i.e., higher anxiety and 

depression, disability, somatization/symptoms, severity of pain) in 5/6 included studies. Passive 

coping was non-significantly related to outcomes (i.e., quality of life, depression, functioning) in 

3/6 included studies. Passive coping was related to negative outcomes overall in the included 

studies and received an "unfavourable" designation.  



   
 

  

26 

Positive task verbalization was examined in one of the 108 included coping studies 

(1/162 studies; n = 45). Higher positive task verbalization was related to lower negative 

outcomes (i.e., disability) and was unrelated to child coping, receiving a “favourable” 

designation.   

Positive/coping self-statements were examined in six of the 108 coping studies (6/162 

studies total; n = 473). Descriptive information about positive self-statements suggests that 

parent perceived child mental health is related to more positive pain statements in youth (1/6 

studies). Three of the five positive/coping self-statement studies suggest that higher use of 

positive/coping self-statements are related to positive outcomes (e.g., lower depressive 

symptoms, pain, higher self-efficacy; 3/6 studies), and one was related to higher negative 

outcomes (i.e., higher disability in females; 1/6 studies). Finally one study demonstrated that 

lower use of positive self-statements was related to higher catastrophizing (1/6 studies). Overall, 

positive/coping self-statements appear to represent favourable intraindividual factors in youth 

with chronic pain.  

Primary and secondary control coping were examined in three of the 108 coping 

articles (3/162 articles total). Higher primary control coping (n = 164) was not significantly 

related to negative outcomes (i.e., depression, anxiety, somatic symptoms) in 1/1 primary control 

coping studies. Higher secondary control coping (n = 208), on the other hand, was related to 

lower negative outcomes (e.g., somatic symptoms, anxiety, depression) in 2/2 secondary control 

coping studies. As such, primary control coping received an “unclear” designation and secondary 

control coping appears to be a “favourable” intraindividual factor in youth with chronic pain.  

Problem-focused coping potential was examined in two of the 108 included coping 

studies (2/162 total studies; n = 287). Higher problem-focused coping potential was related to 
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lower negative outcomes (i.e., lower somatization, depression) in 1/2 studies, and higher coping 

(i.e., active coping) in 1/2 studies. Lower problem-focused coping potential was related to higher 

accommodative and passive coping in 1/2 studies. Therefore, problem-focused coping potential 

received a designation of “favourable” in youth with chronic pain.  

Problem solving coping was examined in four of the 108 included coping studies (4/162 

total studies; n = 381). Higher problem solving coping was related to higher negative outcomes 

(i.e., higher depression, anxiety, pain, lower teacher support) in 2/4 problem solving coping 

studies, and lower negative outcomes (e.g., depression, pain) in 2/4 problem solving coping 

studies. Problem solving coping was non-significantly related to positive outcomes (health-

related quality of life) in 1/4 studies). Overall, problem solving coping received an “unclear” 

designation for youth with chronic pain.  

Problem and emotion-focused avoidance were examined in six of the 108 coping 

studies (1 problem-focused avoidance, n = 76, 4 emotion-focused avoidance, n = 261; 5/162 total 

included studies). Higher problem-focused avoidance was related to positive outcomes (e.g., 

higher coping effectiveness, pain controllability, lower pain, disability) in 1/1 studies examining 

problem-focused avoidance. Higher emotion-focused avoidance was related to negative 

outcomes (e.g., lower pain controllability/tolerance, coping effectiveness, higher interference, 

disability, depression, higher chronic pain) in 4/4 studies including emotion-focused avoidance. 

As such, it appears that higher problem-focused avoidance is favourable and emotion-focused 

avoidance coping is unfavourable in youth with chronic pain.  

Rational thinking coping was examined in one of the 108 included coping articles 

(1/162 total articles; n = 16). Higher rational thinking coping was related to positive outcomes 

(i.e., lower pain, disability, distress) in 1/1 rational thinking studies, yielding a “favourable” 
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designation.   

Religious coping was examined in two of the 108 included studies (2/162 total studies; n 

= 116). Higher religious coping was related to higher negative outcomes (e.g., school absences) 

in 1/2 studies, and higher positive outcomes (e.g., school functioning) in 1/2 studies. Religious 

coping was non-significantly related to higher positive outcomes (e.g., health-related quality of 

life) in 1/2 studies. Therefore, religious coping received an “unclear” designation for youth with 

chronic pain.  

Social support coping was examined in three of the 108 coping studies (3/162 total 

studies; n = 153). One of the three studies suggested that lower social support seeking was 

related to negative outcomes (i.e., symptoms and distress), while 2/3 social support seeking 

studies suggested that higher social support seeking was related to negative outcomes (increased 

emotional difficulties and lower health-related quality of life). Overall, these social support 

coping received an “unfavourable” designation.   

Striving for rest and being alone was examined in one of the 108 included coping 

studies (1/162 total studies; n = 54). Higher striving for rest and being alone was related to lower 

positive outcomes (i.e., lower health-related quality of life) receiving an “unfavourable” 

designation. 

General coping. Eleven of the 108 coping studies referred to “coping” generally and 

how coping related to other variables (11/162 total studies; n = 540). The majority of studies 

(9/11) using the term “coping” more generally yielded non-significant results when associated 

with outcomes related to chronic pain (i.e., adjustment, severity, disease activity, medical system 

use, health-related quality of life, pain, functioning). General coping was related to higher 

positive outcomes (i.e., higher health-related quality of life, adaptive family routine) in 2/11 
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studies, and higher negative outcomes (i.e., higher pain) in 1/11 studies. Lower general coping 

was related to worse symptom presentation in 1/11 studies. Overall, it is unclear whether general 

“coping” is related to positive or negative outcomes in youth with chronic pain.  

Positive psychological factors examined together. The positive psychological factors 

were then grouped together according to certain types of outcomes and analyses to enhance 

understanding of trends across the positive psychological factors in youth with chronic pain.  

Pain. Forty-six of the 162 included studies (n = 4663) examined positive psychological 

factors as they relate to pain in youth with chronic pain (see Table 4 for pain articles; see Figure 

8 for pain summary). Higher levels of positive psychological factors (i.e., acceptance, self-

efficacy/coping efficacy, recovery in drops of positive emotions, and coping [pain control, 

rational thinking, positive self-statements, cognitive refocusing, problem-focused avoidance, 

secondary control coping]) related to lower pain in 15/46 studies, and lower levels of passive 

coping were related to lower pain in 1/46 studies examining pain. Higher levels of certain coping 

styles (i.e., passive, emotion-focused, emotion-focused avoidance, coping attempts, isolation, 

problem solving, internalizing, disengagement, primary control coping, general pain coping), and 

higher than usual positive affect and variability in positive affect were related to higher pain in 

13/46 pain related studies, and lower levels of certain positive psychological variables (i.e., self-

efficacy, social support, coping [distraction, internalization]) were related to higher pain in 3/46 

pain studies. Higher levels of coping (externalizing, approach, problem-focused) were related to 

higher pain tolerance in 2/46 studies, whereas higher levels of pain coping (i.e., emotion-focused 

avoidance) were related to lower pain tolerance in youth with chronic pain in 1/46 pain studies. 

Five of the 46 studies examined positive psychological factors as they relate to other pain 

outcomes, such as duration, frequency, and location. Higher levels of coping (i.e., emotion-
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focused coping, passive adherence) were related to worse pain outcomes in 2/46 studies, and 

higher levels of positive psychological factors (self-efficacy, coping [pain control/rational 

thinking]) were related to better pain outcomes in 2/46 studies. Positive psychological variables 

(e.g., positive affect, coping, coping efficacy, pain willingness) were non-significantly related to 

pain in 8/46 studies examining pain. In sum, it appears that higher positive psychological factors 

were generally related to or non-significantly related to lower pain with the exception of some 

types of coping, which were related to higher pain.  

Three of the 46 pain related studies (3/162 total studies) examined positive psychological 

factors in moderation models (explored in moderation section, below), and one of the 46 pain-

related studies examined a positive psychological factor and pain in a mediation model, which 

was pain non-significant (examined in the mediation section, below). 

Descriptive information on positive psychological factors and pain was also gathered in 

7/46 pain studies. Certain types of coping profiles (i.e., adaptive, dependent) were related to 

higher pain in youth with chronic pain (2/7 studies). Parent and child pain rating concordance 

was higher for children with higher disease self-efficacy in 1/7 studies with pain-related 

outcomes. In a diary study, parent observation of child coping behaviour was related to lower 

pain (1/7 studies). Finally, comparisons between groups on the experience of pain as it relates to 

positive psychological factors in youth with chronic pain were examined in 3/7 studies. Two of 

the 3 comparison studies compared “adaptive” coping clusters with other types of coping on pain 

and they did not significantly differ and 1/3 comparison studies examined how youth with more 

or less pain differed on coping, and the results were also non-significant. 

Health-related quality of life. Fourteen of the 162 included articles (n = 1264) examined 

positive psychological factors as they relate to health-related quality of life (see Table 5 for 
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health-related quality of life articles, see Figure 9 for health-related quality of life summary). Of 

the fourteen studies, five included findings that suggest that higher levels of positive 

psychological factors (i.e., self-efficacy, coping [general, approach, self-instruction], and hope) 

were related to higher health-related quality of life (5/14 studies). In contrast, three studies 

suggested that higher levels of positive psychological factors (i.e., coping including emotion-

focused, approach, distraction, social support, striving to be alone) were related to lower health-

related quality of life (3/14 studies). Four of the fourteen studies yielded non-significant results 

for positive psychological factors (i.e., hope, acceptance, spirituality, coping [religion/spiritual, 

approach, problem solving, cognitive refocusing, cognitive self-instruction]) as they relate to 

health-related quality of life (4/14 studies). As such it appears that higher levels of positive 

psychological factors may be related to higher health-related quality of life, while some types of 

coping may be related to lower health-related quality of life in youth with chronic pain.  

Moderation models examining positive psychological factors as they relate to health-

related quality of life were examined in four of the fourteen included health-related quality of life 

studies (4/162 studies total; see moderation section for details).  

Disability. Twenty-five of the 162 total articles (n = 3309) examined disability as it 

relates to positive psychological factors (25/162 studies; see Table 6 for disability studies, see 

Figure 10 for disability summary). Two of these 25 articles used disability to identify different 

coping clusters (2/25 disability articles). Eleven of the 25 disability articles yielded results 

suggesting that higher levels of positive psychological factors (i.e., self-efficacy, acceptance, 

coping [adaptive, positive self-instruction, behavioural distraction, positive task verbalization, 

pain control/rational thinking]); related to lower disability. Lower levels of certain types of 

coping (i.e., passive coping, social support seeking) were related to lower disability in 1/25 



   
 

  

32 

disability articles. Other types of positive psychological factors were related to higher disability; 

higher levels of coping (i.e., active, emotion-focused avoidance, internalizing/catastrophizing, 

passive, information seeking, problem solving, approach coping in males, positive self-

statements) related to higher disability in 11/25 disability articles and lower levels of other types 

of coping (i.e., distraction, problem-focused avoidance) was related to higher disability in 2/25 

disability articles. Positive psychological factors (i.e., acceptance, coping [adaptive, approach, 

active, accommodative]) were non-significantly related to disability in 6/25 disability studies. 

Overall, it appears that higher positive psychological factors with some coping exceptions are 

related to lower disability in youth with chronic pain.  

Four of the disability studies examined positive psychological factors as they relate to 

disability in intervention studies using mediation models, and moderation models (4/25 disability 

studies; examined in the moderation and mediation sections, below).  

Moderations across all studies. Positive psychological factors were examined in 

moderation analyses in thirteen of the 162 included studies (n = 1181; see Table 7 for 

moderations, see Figure 11 for moderation summary). Moderations including positive 

psychological factors (i.e., higher self-efficacy, hope, active coping, and distraction) were related 

to positive outcomes (i.e., lower anxiety, depression, higher adaptive behaviour) in 3/13 

moderation studies, 1/13 moderation studies suggested that a higher positive psychological factor 

(optimism) was related to more accurate pairing of medication use with pain intensity levels, and 

1/13 moderation studies used a positive psychological factor (life satisfaction) as an outcome 

measure. Lower levels of certain positive psychological factors (i.e., approach coping, passive 

coping, active coping, adherence coping) were related to higher negative outcomes in 4/13 

moderation studies, suggesting that lower levels of those factors lead to risk, and higher levels of 
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positive psychological factors (approach coping) interacted with sex to increase risk in one study. 

One of the 13 moderation studies examined the impact of an intervention for coping responses 

and found that certain coping responses (i.e., passive coping) were reduced, while there was a 

trend for other coping responses. Finally, 8/13 moderation studies included non-significant 

findings for coping responses as moderators. Overall, it is unclear whether positive psychological 

factors serve as buffering/risk factors in children and adolescents with chronic pain.    

Mediations across all studies. Nine of the 162 articles (n = 1137) examined positive 

psychological factors within mediation models (see Table 8 for mediations, see Figure 12 for 

mediation summary). Of the nine mediation articles, one mediation with a positive psychological 

factor (passive coping) led to negative outcomes (higher disability; 1/9 mediation studies). Three 

studies included positive psychological factors (pain self-efficacy, secondary control coping, 

psychological flexibility) as mediators predicting positive outcomes (lower anxiety, school 

functioning, disability, depression) suggesting that a select number of positive psychological 

factors could account for the relations between different predictors and positive outcomes in 

youth with chronic illness (3/9 mediation studies). Seven of the nine mediation studies yielded 

non-significant results in examinations of positive psychological factors as mediators (pain self-

efficacy, passive coping, change in coping strategies, coping, negative thinking, hope; 7/9 

mediation studies), and one mediation study included a positive psychological factor (pain self-

efficacy) as a predictor in a non-significant mediation model (1/9 mediation studies). One of the 

nine studies examined an intraindividual positive psychological factor (child hope) as an 

outcome in a mediation model (parent perception of child hope as mediator; 1/9 mediation 

studies). Overall, it appears that there is some research suggesting that positive psychological 

factors may weaken the relation between risk factors and negative outcomes.  
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Study 1: Discussion 

 The purpose of the current scoping review was to garner a sense of how positive 

psychological factors have been examined in pediatric chronic pain research to date, how these 

positive psychological factors may or may not relate to favourable or unfavourable outcomes, 

and identify gaps in the literature. The findings of the current study suggest that positive 

psychological factors, as identified by the authors, have been examined quite broadly in pediatric 

chronic pain research to date, particularly in the area of coping (108/162 final studies).  

 The 162 studies included in the present review were quite diverse in terms of where the 

research was conducted, the type of chronic pain described, and the research methods that were 

employed. Studies were conducted in Australia, Canada, Denmark, Finland, India, Italy, 

Germany, Mexico, Netherlands, Sweden, UK, and USA. Specific forms of chronic pain in 

children and adolescents represented in the current review included various forms of juvenile 

arthritis, sickle cell disease, headache, migraine, abdominal pain, musculoskeletal pain, 

fibromyalgia, chronic low back pain, chest pain, orofacial pain, and complex regional pain 

syndrome. Ages of participants ranged from birth to 20 years old. The 162 studies that were 

finally included in the current review employed several research designs (e.g., observational, 

experimental, cross-sectional, longitudinal, intervention) and analyses (qualitative, quantitative). 

Most studies were small to medium sized with only 30% containing sample sizes greater than n 

= 100. Included studies employed parent report, child report, and health-care practitioner report 

methods. In addition to examining how positive psychological factors relate to certain outcomes, 

studies examined concordance, stability, comparisons across chronic pain groups, descriptive 

information about particular positive psychological factors, and some created profiles describing 

how youth with chronic pain coped with their illnesses.  
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The narrative synthesis then examined how the positive psychological factors relate to 

outcome measures of interest (i.e., pain, disability, health-related quality of life), and how they 

have been examined in mediation and moderation models. A broad array of intraindividual 

positive psychological factors in pediatric chronic pain research was examined and contrary to 

expectations, not all of the "positive" psychological factors clearly emerged as favourable for 

children and adolescents with chronic pain through the descriptive categorization. More 

specifically, some emerged as unclear in that study results were a mix of favourable and 

unfavourable, or results were descriptive or non-significant. Furthermore, a small number of 

positive psychological factors, namely certain types of coping, emerged as unfavourable. See 

Figure 3 for a list of the favourable, unfavourable, and unclear factors. Because of the quantity of 

studies included in the current scoping review and the wealth of findings to summarize and 

interpret, the discussion will first provide a summary of the findings of the scoping review, 

followed by a more in depth interpretation of a selected subset of the findings with consideration 

of extant literature.  

 Favourable summary. Positive psychological factors were described as “favourable” 

when 60% of findings across all studies yielded higher positive or lower negative outcomes for 

the children or adolescents with chronic pain. A smaller number of positive psychological factors 

(13/42) than expected were described as favourable for children and adolescents with chronic 

pain:  acceptance, hope, spirituality, efficacy and some types of coping (coping attempts, 

externalizing coping, pain control coping, passive adherence/adherence coping, positive task 

verbalization, positive/coping self-statements, secondary control coping, problem-focused 

avoidance, rational thinking coping). Next, results described as favourable will be summarized 

according to how they related to the three outcome measures examined (i.e., pain, disability, 
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health-related quality of life). Self-efficacy appeared to be a favourable intraindividual positive 

psychological factor across pain, disability, and health-related quality of life outcomes. 

Acceptance was also found to be favourable across both disability and pain. Finally, pain 

control/rational thinking, positive self-instruction, and distraction (received an unclear 

designation overall) all related to two or more of the outcome measures examined, demonstrating 

that some kinds of coping are tied to well-being in youth with chronic pain.  

The intraindividual positive psychological factors examined in youth with chronic pain 

were related to a greater proportion of positive outcomes when related to disability than when 

related to pain or health related quality of life. The pedIMMPACT statement (McGrath et al., 

2008) recommended that pediatric chronic pain research examine psychosocial factors, such as 

disability, in addition to the measurement of pain. They elaborated that the measurement of 

disability may be more important than the assessment of pain in multidisciplinary chronic pain 

clinics. Further, it has been identified that pain and disability do not have a linear relationship 

(Palermo, 2000). It is possible that the connection between the psychosocial intraindividual 

positive psychological factors are more directly related to the psychosocial factor of disability, 

while the relationship between intraindividual positive psychological factors and pain is more 

indirect. It is likely that more complex models which consider more nuanced or indirect relations 

between positive psychological factors and pain, such as the fear avoidance model of pain 

(Simons & Kaczynski, 2012; Vlaeyen & Linton, 2000), would better connect positive 

psychological factors and pain. Overall, these results suggest that several, but not all, positive 

psychological factors, including some types of coping, can be described as favourable for 

children and adolescents with chronic pain.  

 Summary of unfavourable factors. So-called positive psychological factors were 
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described as unfavourable if they associated with higher negative outcomes and lower positive 

outcomes in 60% of findings. Eleven of the 42 positive psychological factors were described as 

unfavourable in the current study and were all forms of coping2
, namely: accommodative coping, 

disengagement coping, emotion-focused coping, emotion-focused avoidance, information 

seeking, internalizing coping, negative thinking, passive coping, social support coping, and 

striving for rest/being alone. More specifically, when these forms of coping were examined 

across major outcomes (i.e., pain, disability, health-related quality of life), passive coping in 

particular emerged as related to all three. Emotion-focused coping, internalizing, and problem 

solving coping were each related to two of the unfavourable outcome measures. Surprisingly, 

social support seeking, an important part of youths' lives, related to all three unfavourable 

outcomes. Higher than usual positive affect was related to higher pain and types of coping that 

are traditionally considered to be positive (problem solving coping, primary control coping) also 

related to higher pain in some cases. It is unclear why this is the case, but higher than usual 

positive affect may relate to higher pain because the youth may be experiencing emotional 

dysregulation in those instances. It is possible that the relationship between these positive 

psychological factors, such as the coping factors listed above, and pain requires more 

sophisticated analyses examining processes by which the factors relate to pain. These results 

suggest that not all types of coping are favourable for youth with chronic pain.  

 Summary of unclear factors. Positive psychological factors were described as having 

“unclear” benefits to children and adolescents with chronic pain when results were non-

significant, yielded mixed findings, or were descriptive or thematic (i.e., positive psychological 

factors were deemed unclear at times because some studies did not examine the factors as they 

 
2 Catastrophizing was omitted from included studies when creating the search strategy and 

inclusion criteria. 
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related to positive or negative outcomes, rather they engaged in content analysis or provided 

descriptive information about the factor). That 18 out of the 42 factors were categorized as 

“unclear” was higher than anticipated and represented many of the positive psychological 

factors, namely: optimism, goal achievement, mindfulness, positive mood, psychological 

flexibility, satisfaction, self-concept, and some coping (active, adaptive, approach, 

cognitive/cognitive self-instruction, cognitive refocusing, distraction/cognitive refocusing 

coping, engagement, general coping, higher order coping, primary control coping, problem 

solving coping, religious coping). More research is needed relating these positive psychological 

factors to outcomes such as pain, health-related quality of life or disability in children and 

adolescents with chronic pain in order to identify whether or not the factors could be described as 

favourable or unfavourable.   

 Summary of moderations and mediations. Moderation and mediation analyses were 

conducted with positive psychological factors. Thirteen of 162 studies included moderation 

analyses. Positive psychological factors served as buffers (i.e., self-efficacy, hope, active coping) 

in three studies, and increased risk (i.e., coping; approach, active, passive) in four studies. There 

were several non-significant moderations which may have been non-significant because the 

studies were underpowered. Similarly, 9/162 studies examined positive psychological factors in 

mediation models. Self-efficacy, secondary coping, and psychological flexibility acted as 

mediators leading to favourable outcomes in three studies, and were non-significant in seven 

studies. It is unclear whether or not positive psychological factors explain the relation between 

risk factors and favourable outcomes given the current information.  

 Interpretation. Systematic or scoping reviews in the area of positive psychology have 

not been conducted with youth with chronic pain to date. However, Casellas-Grau et al. (2014) 
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conducted a systematic literature review identifying positive psychology interventions that have 

been used for breast cancer (i.e., mindfulness, meaning making, positive affect, psycho-spiritual, 

hope). Another systematic literature review examined which positive psychology outcome 

measures have been used in dementia research (Stoner, Stansfeld, Orrell, & Spector, 2017). The 

current scoping review is a novel application of positive psychological factors, including coping, 

to pediatric chronic pain research. To interpret the wealth of results yielded in the current 

scoping review, in-depth discussion applying broad study findings to resilience and other pain-

related theories will occur first, followed by a discussion on coping as a general term, and finally 

an examination of patterns in outcomes used and a handful of intraindividual positive 

psychological factors.  

The results of this synthesis yield parallels with extant models of resilience. The current 

study differs from the Cousins et al. (2015) model (adapted from Sturgeon & Zautra, 2010), in 

the sense that it lists several potentially favourable positive psychological factors while the 

Cousins et al. (2015) model identifies resilience resources and mechanisms, which categorizes 

resilience factors as either stable or initiated during moments of stress, respectively. The 

categorization of positive psychological factors as resilience resources or mechanisms allows for 

the ability to describe how the factor contributes to favourable outcomes and allows for easier 

categorization of the positive psychological factors in the context of extant resilience theory, 

however there is no known empirical support for this categorization system. It is important to 

note that the framework offered by Cousins et al. (2015) was not available at the phase of Study 

1 when the search terms were being selected and the searches were being run, thus the factors 

outlined by Cousins et al. (2015) and the framework of resilience resources and mechanisms 

were not integrated in the current review. The Cousins et al. (2015) model identifies resilience 
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resources and mechanisms that align with the positive psychological factors described as 

favourable (i.e., acceptance, pain self-efficacy) and unclear (i.e., optimism, self-concept, positive 

mood, problem solving coping, or active coping) within the current scoping review. Within the 

current study, the favourable intraindividual positive psychological factors of hope and 

spirituality could be considered resilience resources, while acceptance, self-efficacy, and the 

coping variables of coping attempts, externalizing coping, pain control coping, positive task 

verbalization, positive/coping self-statements, secondary control coping, problem-focused coping 

potential, problem-focused avoidance coping, and rational thinking coping could be considered 

resilience mechanisms.  

In addition to the model of resilience resources and mechanisms (Cousins et al., 2015; 

Sturgeon & Zautra, 2010), the moderation findings from the current study could be applied to 

resilience theory outlined in Fergus and Zimmerman (2005). Self-efficacy, hope, active coping, 

and adherence coping in the current study could be applied to a protective resilience model and 

argued to serve as buffers between risk factors and negative outcomes in supporting positive 

outcomes for youth with chronic pain. Results from the current scoping review suggested that in 

some studies, lower levels of positive psychological factors such as approach, active, and 

adherence coping related to more negative outcomes in youth with chronic pain. Taken together, 

such findings could fit into a protective-stabilizing or protective reactive model of resilience 

(Fergus & Zimmerman, 2005), such that the absence of these positive psychological factors 

increases risk, while the presence of these positive psychological factor could either neutralize 

risk (i.e., no relation between risk factor and negative outcome when the positive psychological 

factor is present; protective-stabilizing) or reduce risk (i.e., lessened relation between the risk 

factor and negative outcome when the positive psychological factor is present; protective-
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reactive). Future analyses could better elucidate whether the “unclear” positive psychological 

factors could indeed be described as favourable using more sophisticated statistical techniques 

that would map those positive psychological factors onto protective models of resilience for a 

more nuanced understanding of how they help contribute to positive outcomes despite risk. The 

types of so-called positive psychological factors described as “unfavourable” according to the 

present results could also be mapped on to the protective models of resilience as risk factors.  

The findings from the current scoping review could be applied to influential models of 

pain, including the social communication model of pain (Craig, 2009), which describes the 

complex interplay between the intrapersonal, interpersonal, and biological components of the 

pain experience. The positive psychological factors identified in the current scoping review 

could be considered intrapersonal factors that influence the pain experience and expression in the 

social communication model of pain, which interact with the reactions and behaviours of 

observers. For example, an adolescent’s sense of self-efficacy may provide a buffer if a parent is 

engaging in catastrophizing and could lessen an increase in pain intensity. The current review’s 

sole focus on the intrapersonal positive psychological factors was chosen in order to narrow the 

breadth of the current study, but focusing on positive psychological factors involved in the 

interpersonal experience of pain, such as social support (Cousins et al., 2015; exploration of 

social support coping to be discussed later in discussion) would provide further information 

about different types of positive psychological factors which lead to enhanced well-being and 

would fall in line with the social communication model of pain.   

In addition to the social communication model of pain, the findings from the current 

scoping review could also be applied to the fear avoidance model of pain (Simons & Kaczinski, 

2012; Vlaeyen & Linton, 2000), which posits that pain can be interpreted as threatening through 
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catastrophizing, which leads to fear, avoidance, and negative outcomes, which subsequently 

relate to more fear. Intraindividual positive psychological factors may reduce the impact that 

pain has on increasing negative outcomes at the point in this cycle where catastrophizing 

typically leads to the identification of pain as threatening, thus leading to pain-related fear, 

avoidance, negative outcomes, in a cyclical fashion. For example, pain acceptance might lead a 

youth with chronic pain to not identify pain symptoms as threatening, and thus they may 

experience less pain related fear, stopping the fear avoidance cycle there. It is also possible that 

some types of coping-related positive psychological factors that were described as favourable in 

the current study (e.g., secondary control coping, problem-focused coping potential) would come 

into play after the experience of increased pain-related fear, at which point potentially favourable 

coping factors such as secondary control coping may be initiated in youth to reduce instances of 

avoidance and subsequent negative outcomes. 

The intraindividual positive psychological factors examined in the current scoping review 

could also be examined through an acceptance and commitment therapy (ACT) framework 

which is increasingly being applied in pain contexts (Hayes, Strosahl, & Wilson, 2012). Within 

the current scoping review, mindfulness and distraction received designations of “unclear”, and 

secondary control coping and acceptance were described as favourable. It is surprising that 

mindfulness received an unclear designation, given how it is part of ACT interventions, however 

only one study included in the current review examined this construct and more research is 

needed to better understand whether or not mindfulness could be described as favourable. 

Distraction also received an unclear designation, which was surprising because within the ACT 

framework, and depending on context, distraction could be considered a form of experiential 

avoidance, which contributes to the experience of emotional pain and would thus be considered 
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an unfavourable means of coping (Hayes et al., 2012). Acceptance and secondary control coping 

were described as favourable intraindividual positive psychological factors in youth with chronic 

pain, and there appears to be some overlap between the two constructs because acceptance is a 

component of secondary control coping (in addition to distraction, positive thinking, and 

cognitive restructuring; Thomsen et al., 2002). Although it may be counterintuitive that activities 

leading to exposure to pain experience (i.e., acceptance and mindfulness) and those leading to 

avoidance of pain experience (i.e., distraction) could all be beneficial in some cases, it speaks to 

the importance of context when considering whether or not a strategy is beneficial or 

appropriate; for example, it is possible that distraction could be considered beneficial if it is 

allowing youth to engage in functioning despite their pain, while it could be less beneficial if it 

leads to the avoidance of activities that increase pain (Grewel, Petter, & Feinstein, 2012).  

In addition to examining how consolidated study findings map onto different theories 

such as resilience theory, the social communication model of pain, the fear avoidance model of 

chronic pain, and acceptance and commitment therapy, it is also important to examine coping 

theory. Various forms of coping comprised a majority of the positive intraindividual positive 

psychological factors form the current review, and as such, an examination of coping theory is of 

great importance. Two ways in which coping has been categorized in the literature and will be 

examined in the context of the current review include a) problem vs. emotion-focused coping 

and b) general coping. Both forms of categorization do not adequately reflect the complexity 

involved with coping. Problem-focused coping can be conceptualized as the attempt to change 

the relationship with situation (e.g., through problem solving), while emotion-focused coping is 

the attempt to change how one interacts with the problem (e.g., through avoidance; Lazarus & 

Folkman, 1984). In line with previous conceptualizations of problem versus emotion-focused 
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coping, problem-focused coping subtypes in the current study were described as favourable, 

while emotion-focused coping subtypes were described as unfavourable intraindividual positive 

psychological factors. The conceptualization of problem and emotion-focused coping has had its 

criticisms; that categorizing all coping into either problem-focused or emotion-focused excludes 

many different coping responses, that different approaches to coping could ultimately be 

categorized as either problem-focused or emotion-focused (i.e., they are not mutually exclusive), 

and that emotion-focused coping involves coping subtypes that could be adaptive, such as 

meditation, and coping subtypes that could be maladaptive, such as avoidance (Skinner, Edge, 

Altman, & Sherwood, 2003). Problem and emotion-focused coping also share many similarities 

with the classification system of primary and secondary control coping, which further confuses 

the use of problem vs. emotion-focused coping as a categorization system for different types of 

coping.  

General coping was also employed as a categorization system in several of the included 

studies. Interestingly, “general” coping was determined to be “unclear” in the current study. 

Given the heterogeneity of the different subtypes of coping (i.e., split across the favourable, 

unfavourable, and unclear categories) it is unsurprising that a general type of coping was not 

conclusively described as favourable or unfavourable. There has been a systematic literature 

review examining how coping relates to well-being in people affected by conflict (Seguin & 

Roberts, 2017) and in a similar manner to the current study, findings were inconsistently related 

to well-being. Additionally, considering some types of coping as negative is not novel. Research 

has been conducted in youth with chronic pain to identify coping profiles and whether or not 

those types of coping are beneficial for youth (Claar et al., 2008; Walker et al., 2008). 

Catastrophizing, a type of coping, has long been considered to be related to unfavourable 
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outcomes such as disability and pain (e.g., Vervoort, Goubert, Eccleston, Bijttebier & Crombez, 

2005) and was excluded from the search terms in the current study for that reason.  

A lack of clarity surrounding coping and different subtypes of coping is an issue in the 

field. Compas et al. (2001) reviewed child and adolescent coping literature to date and called for 

a consensus on how coping is conceptualized in youth. Skinner et al. (2003) analyzed and 

reviewed the different coping measures that had been used to date and provided guidance for 

identifying lower and higher order coping categories. However, no known recent work has been 

done to approach a consensus in how coping is categorized and the state of how to categorize 

coping remains unclear. Using the same terminology and measures across studies would allow 

for more clarity and comparisons to move the field forward.  

Findings will now be examined according to specific findings related to intraindividual 

positive psychological factors. The first intraindividual positive psychological factor that will be 

analyzed in more depth is self-efficacy. It is first important to note that the category of self-

efficacy includes coping self-efficacy, pain self-efficacy, and general self-efficacy for the 

purposes of summary and synthesis in the current study. Self-efficacy was largely described as 

favourable, which is not surprising because enhancing self-efficacy is often a goal of cognitive 

behavioural techniques employed for chronic pain (Turk, Swanson, & Tunks, 2008). One way in 

which self-efficacy may be a favourable intraindividual positive psychological factor in youth 

with chronic pain is through the motivational model of pain self-management (Jensen, Nielson & 

Kearns, 2003). The motivational model of pain self-management posits that self-efficacy, in 

addition to perceived importance of pain management, is related to readiness to change and 

engage in pain self-management behaviours, such as avoiding catastrophizing (Jensen et al., 

2003). As such, youth with chronic pain who have higher levels of self-efficacy (general, for 
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coping, for managing pain symptoms) might be more likely to engage in pain self-management 

behaviours which lead to positive outcomes in youth.  

The second intraindividual positive psychological factor that will be examined in more 

depth is positive mood. Contrary to expectations, positive mood received the designation of 

“unclear” in youth with chronic pain in the current scoping review. This is surprising given the 

potential impact of positive emotions on well-being. Fredrickson’s (2001) Broaden and Build 

Theory of Positive Emotion suggests that the experience of positive emotion, such as joy or love, 

leads to the ability to access broader thoughts and actions, which in turn build upon an 

individual’s personal resources from which they can draw upon during times of difficulty. 

Positive affect has also been posited to buffer the relation between negative affect and pain 

according to the Dynamic Model of Affect (Zautra, Smith, Affleck, & Tennan, 2001), such that 

during periods of pain, the presence of positive affect reduces the impact of negative affect on 

pain. The Dynamic Model of Affect suggests that the inverse relationship between positive affect 

and pain exists during periods of pain, which may not be actively occurring for youth with 

chronic pain when they are sitting down and completing self-report measures. It is also possible 

that youth with chronic pain experience reduced opportunities for positive affect due to their 

conditions and thus do not benefit from the buffering effect of positive affect between negative 

affect and pain described in the Dynamic Model of Affect (Zautra et al., 2001) or the broadened 

thought-action repertoires and the subsequent building of personal resources described in the 

Broaden and Build Theory of Positive Emotions (Fredrickson, 2001).  

The third intraindividual positive psychological factor that will be examined in more 

depth is social support coping, which was described as unfavourable. This was surprising given 

the importance of social relationships in the lives of youths, particularly in the adolescent phase. 
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However, extant literature suggests that youth with chronic pain may face special challenges in 

their social relationships. For example, adolescents with chronic pain have reported that they felt 

different from their friends and thus put boundaries on their relationships and had to rethink what 

they needed from relationships due to shifting needs, making reaching out to friends difficult 

(Forgeron et al., 2013). It is also possible that reaching out to friends as a way of coping could be 

harmful, as some evidence suggests youth with chronic pain interpret non-supportive interactions 

from friends as more negative than youth who do not have chronic pain (Forgeron et al., 2011). 

This suggests that when reaching out to peers for support when experiencing pain, youth with 

chronic pain desire supportive interactions, may be acutely sensitive to interactions that are not 

supportive and experience more hurt when their expectations of support are not met. Finally, it 

could be argued that because social support is an interindividual activity, it should not be 

included in a scoping review about intraindividual positive psychological factors. However, it 

was concluded that social support coping should be included in the current review because it is a 

subtype of an intraindividual positive psychological factor, which is coping.  

 Strengths, limitations, and directions for future research. The current study examined 

the broad question of what positive psychological research has been conducted in pediatric 

chronic pain to date. From there, results were organized according to how favourable or 

unfavourable the positive psychological factor was, how the factors related to certain outcome 

measures, and models within which the positive psychological factors were examined (i.e., 

moderations, mediations). It is important to note that the framework regarding favourability was 

meant to describe results, rather than to draw causal conclusions about the intraindividual 

positive psychological factors. Consistent with the aim of a scoping review, this broad 

examination allowed for a rigorous understanding of the research that has been conducted 
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examining intraindividual positive psychological factors in pediatric chronic pain research to 

date. Essentially, this work can stand as a compendium to the field as to what research has been 

conducted to date on an extensive range of intraindividual “positive” psychological factors in 

pediatric chronic pain. The process by which this study was conducted was a strength due to its 

systematic nature, and the screening process was in depth and thorough. In fact, the narrative 

synthesis of positive psychological research in pediatric chronic pain contexts conducted in the 

current study is so thorough, it is similar to what would be conducted with a systematic literature 

review (Popay et al., 2006) versus a scoping review. Due to the strengths of the current study, the 

reporting provided a very detailed snapshot of the research conducted as of the date of the search 

which can guide future research.  

Although this study allowed for a broad exploration of the literature, the scope of the 

study was arguably too broad, particularly for the purposes of narrative synthesis. The process 

employed for the current review meant that all analyses in each study needed to be examined and 

extracted and the decision to focus on central analyses when possible was made. The number of 

coping studies included in the current study was much larger and yielded more mixed results 

than the other types of intraindividual positive psychological factors. Despite the 

disproportionate number of coping studies included and mixed results, certain types of coping 

have traditionally been considered in models of resilience (e.g., active coping, problem solving 

coping; Cousins et al., 2015) and it seemed important to include coping despite these drawbacks. 

The mixed results from the positive psychological factor of coping may have occurred for 

several reasons; first that the construct of coping includes some behaviours that may not 

necessarily lead to positive outcomes. Although catastrophizing was excluded from the scoping 

review at the outset because it is a type of coping that has widely been identified as maladaptive 
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in the literature, other types of coping which could arguably be considered negative were 

included (e.g., disengagement, negative thinking), for the purposes of scientific rigor and were 

simply described as unfavourable in the narrative synthesis. Secondly, the classification system 

employed for the scoping review was not an exclusive examination of positive well-being (e.g., 

there was a focus on how lower levels of certain positive psychological factors related to 

negative outcomes for youth with chronic pain). Therefore, it may benefit from a more balanced 

approach because these factors can promote well-being at higher levels (i.e., resilience), and they 

can negatively impact well-being at lower levels (i.e., risk). Indeed, there has been a recent call 

for considering more balance between positive and negative factors in the area of positive 

psychology to better describe the “good life” (Gruman, Lumley, & Gonzales-Morales, 2018). 

Furthermore, it may be possible to have too much of a good thing in that extreme high levels of 

some variables (e.g., optimism) may be unhelpful.  

Secondly, the age range of participants in the included coping studies was too broad to 

allow for more firm conclusions. Indeed, many of the included studies ranged from childhood to 

later in adolescence, and the included studies suggest that there are significant differences in the 

ways that children and adolescents approach coping. For example, adolescents tend to have less 

stable coping than younger children (Gil et al., 2001), they use less primary control engagement 

coping (Compas et al., 2006), more approach coping (Reid et al., 1998), and more information 

seeking, problem solving, and positive self-statements than younger children (Kobayashi, 2007). 

In order to better understand the impact of age on the mixed results found with the coping 

variables, analyses that explicitly controlled for age in the current review were examined more 

closely. Once again, results were mixed; pain control and rational thinking significantly related 

to lower pain and fewer pain locations when controlling for age in one study (Schanberg, 
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Lefebvre, Keefe, Kredich, & Gil, 1997), while coping did not significantly relate to pain when 

controlling for age and other demographic variables in another study (Thastum, Zachariae, 

Scholer, & Herlin, 1999). It is therefore clear that children and adolescents differ in terms of the 

types of coping they use and on coping stability. However, it is unclear whether the broad age 

range contributed to the mixed results in the area of coping because the two studies that 

explicitly controlled for age (according to the extractions) yielded mixed results. It will be 

important for future coping research to control for age or limit the age range to childhood or 

adolescence to control for the potential confound of age in the examination of coping.  

In other ways, the scope may not have been broad enough as limiting the scope of the 

review to intraindividual positive psychological factors did not allow for the examination of 

other factors that could increase positive outcomes in youth with chronic pain, such as 

interpersonal resources like parent pain acceptance or psychological flexibility, or community 

resources such as community support (Cousins et al., 2015). Perhaps future examinations of 

positive psychological factors could select one factor, one type of study or analyses (e.g., impact 

of positive psychological factors in intervention studies, positive psychological factors as 

buffers, positive psychological factors as they relate to health-related quality of life), or one 

particular outcome to reduce the breadth of results in the current study. Thus, consistent with the 

aim of many scoping reviews (Peters et al., 2015) the present work lays the foundation for future 

systematic reviews.  

The quantity of studies examining coping in youth with chronic pain far outweighed the 

other studies. Although the decision was made to include coping as a positive psychological 

factor (with the exclusion of catastrophizing which was deemed to be “negative” coping prior to 

analyzing results), it was clear when synthesizing the results that the myriad of types of coping 
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have been identified with varying relations with child outcomes. Some types of coping could be 

considered positive psychological factors, and examinations like this are needed to identify 

which types of coping are positive. Given the various types of coping examined in the chronic 

pain literature, it will be important for future research to clearly identify the type of coping 

examined rather than using the term “general coping”. Additionally, there were a few types of 

coping that were collapsed for synthesis in the current study. Future research should use 

statistical approaches to identify coping subtypes with more established definitions and 

measurement tools, which would provide conceptual clarity and enable synthesis across studies.  

Moving beyond a typical scoping review (Peters et al., 2015), the categorization of 

favourable, unfavourable, and unclear was employed as a method of organizing and describing 

results, rather than drawing firm conclusions about whether or not the intraindividual positive 

psychological factors are in fact favourable. A limitation of this method of categorization was 

that it was descriptive in nature, did not account for sample size, and was not conducted 

according to systems developed in previous literature. This categorization system made it so 

studies that provided descriptive or qualitative information about a positive psychological factor 

were deemed to have “unclear” favourability. As such, several studies conducted with factors 

that have traditionally been considered positive in adult or more recent pediatric chronic pain 

literature were considered to be of unclear favourability in the current review. Narrower research 

questions suitable to a systematic review and the use of meta analyses are needed to further 

elucidate how favourable certain positive psychological factors could be considered. Another 

limitation involved with using the favourable, unfavourable, and unclear classification system in 

the current review is that it offers summary information about different positive psychological 

factors when they have sometimes only been examined in a small number of studies (i.e., 
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sometimes only one study). This could be misleading (e.g., the finding could be spurious) and 

more support from additional studies would strengthen the designation of the positive 

psychological factor as favourable, unfavourable, or unclear. Concerns regarding this limitation 

are addressed in Appendix E.  

Through the process of conducting the current scoping review and synthesizing the 

research findings, several recommendations for future research could be made. First, it will be 

important that across positive psychological factors, especially in the area of coping, increasing 

clarity regarding the construct definitions and interrelations between constructs should be a goal. 

Secondly, there were many positive psychological factors that were either not examined with 

youth with chronic pain, or only examined in a small number of studies. It will be important to 

continue to investigate positive psychological factors in addition to risk factors in youth with 

chronic pain. Third, future research could provide empirical support for the categorization of 

resilience resources and mechanisms to more concretely provide guidance for categorization in 

the field. Fourth, it will be important to a) examine how the intraindividual positive 

psychological factors relate to well-being across different chronic pain subtypes, and b) examine 

how intrainidividual positive psychological factors relate to well-being over time. Fifth, although 

research with clinical populations is difficult, it will be important to conduct future research with 

larger sample sizes, as only 30% of research in the current scoping review had sample sizes 

greater than 100 participants. Finally, it will be important for future research to employ more 

sophisticated statistical techniques to better understand how intraindividual positive 

psychological factors relate to well-being, and in particular how they relate to lower pain. 

Although the categorization techniques employed in the current scoping review were not well 
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suited to qualitative research, it is of great importance to describe the lived experience of youth 

with chronic pain and is a valuable avenue for future research.  

Conclusion. This study was a large scale, rigorous scoping review examining the broad 

question of what positive psychological factors have been examined in pediatric chronic pain 

research to date and whether or not these positive psychological factors have related to 

favourable or unfavourable outcomes in the literature. Results yielded a broad range of types of 

studies examining different positive psychological factors and suggest that coping was the most 

commonly examined “positive psychological” factor in pediatric chronic pain research as of the 

time of the search. It will be important for future research to examine the different types of 

coping and determine what types of coping are helpful to youth with chronic pain. Examination 

of positive psychological factors as they relate to favourable outcomes in youth remains an area 

ripe for future research.  
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Table 1. Articles Examining “Miscellaneous” Positive Psychological Factors 

 
Positive 

Psychological 

Factor 

Study Age N Country Chronic 

Pain Type 

Outcome Summary of Findings 

Acceptance Feinstein et 

al., 2011 

12-18 23 USA JIA QOL, anxiety, 

depression 

Higher acceptance related to higher QOL, lower 

pain, lower psych inflexibility. Acceptance a 

unique predictor of pain intensity with 

psychological inflexibility controlled for (non-

significant for QOL, anxiety, disability).  

Acceptance Gauntlett-

Gilbert et 

al., 2013 

10-19 98 UK Chronic 

pain 

diverse 

Functioning, 

psychological 

variables 

Greater pain acceptance after ACT intervention. 

Change in acceptance of pain related to higher 

physical/social functioning, higher sit to stand 

performance, higher psychological variables. 

Change in acceptance non-significant with 

improvements in functioning/distress during 

treatment. Early change in acceptance related to 

lower catastrophizing at follow-up. Acceptance 

non-significant with walking speed, absence 

from school.  

Acceptance McCracken 

& 

Gauntlett-

Gilbert, 

2011  

10-18 183 UK Chronic 

pain 

Acceptance Higher parent psychological flexibility related 

to higher acceptance.  

Acceptance McCracken 

et al., 2010 

10-18 122 UK Chronic 

pain 

Functioning, 

depression, 

anxiety 

Higher acceptance related to lower difficulties 

(social/physical functioning, depression, 

anxiety, family/developmental functioning 

when controlling for demographics).  
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Acceptance Simons et 

al., 2011 

8-17 195 USA Chronic 

pain 

Acceptance, 

disability, 

school 

functioning 

Higher parent-rated child acceptance related to 

lower catastrophizing, fear of pain, 

protectiveness, child pain ratings, disability, 

and higher school functioning. Parent rated: 

higher pain catastrophizing/pain-related fear 

related to lower pain willingness; higher 

protective behaviours related to lower activity 

engagement. Lower pain, lower disability, 

higher school functioning associated with 

activity engagement, minimally related to pain 

willingness. Lower disability over time related 

to higher pain acceptance.  

Acceptance Simons et 

al., 2015 

8-17 206 USA Headache Fear of pain, 

activity 

avoidance 

Acceptance as activity engagement and pain 

willingness. Lower activity engagement and 

pain willingness related to higher activity 

avoidance. Lower pain willingness related to 

higher fear of pain.  

Acceptance Wallace et 

al., 2011 

10-19 109 USA Chronic 

pain 

Disability Higher acceptance correlated with lower 

disability, depression, anxiety; higher self-

efficacy, lower pain interference. Hierarchical 

regression of acceptance onto disability:  

Higher self-efficacy related to lower disability 

with pain, depression, anxiety controlled for. 

Next step higher acceptance related to lower 

disability (pain self-efficacy non-significant 

when acceptance added).   

Acceptance Wallace et 

al., 2015 

10-19 332 USA Chronic 

pain 

Acceptance Higher parent psychological flexibility related 

to higher acceptance. Mother acceptance score 

ns with adolescent acceptance score. Higher 

adolescent acceptance related to higher 

mother/father values based action.  
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Acceptance Weiss et al., 

2013 

11-18 112 USA Chronic 

pain 

Disability Higher acceptance related to lower disability, 

depression, pain catastrophizing at baseline. 

Hierarchical regression: (pain, baseline 

acceptance, baseline for outcome in first steps), 

change in acceptance in final step. Change in 

acceptance significant predictor of change in 

depressive symptoms, pain catastrophizing, and 

functional disability.  

Achievement 

(Goal) 

Wicksell et 

al., 2005 

14 1 Sweden JIA Coping Self-rated goal achievement increased post 

ACT intervention. Results maintained 3-6 

months follow up.  

Hope Connelly Jr, 

2005 

8-12 68 USA JRA Hope, QOL Higher family dysfunction related to lower 

hope. Hope not significantly related to QOL.  

Hope Lash, 2005 12-18 28 USA SCD Passive coping Extent to which illness type (SCD) moderated 

relation between appraisals (i.e., hope), and 

passive coping non-significant.  

Hope Lewis & 

Kliewer, 

1996 

7-16 39 USA SCD Anxiety Higher active coping related to higher hope; 

higher hope related to lower anxiety. Hope 

predicted 21% variance in anxious symptoms 

(after controls). Coping did not mediate relation 

between hope and physical symptoms. 

Interactions: hope and higher active coping, 

support, and distraction interacted to predict 

lower anxiety.  

Hope Nilsson et 

al., 2011 

15-19 21 Sweden Orofacial 

pain 

Hope  Content analysis: People with TMD wavered 

between hope and despondency. Sub-

categories: hope to become pain free, that 

treatment will ease pain, to be able to do normal 

things again, and accepting/getting used to pain.  
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Hope Pelaez-

Ballestas et 

al., 2006 

Unclear 5 Mexico JIA Hope Major category from content analysis: pain, 

faith, hope. Children hoped for cure.  

Hope Rump, 2005 Unclear 139 USA JRA, 

SCD 

Parent stress, 

hope, QOL 

Higher child hope related to lower parenting 

stress, lower patient negative mood, higher 

parent-reported child HRQOL. SCD: higher 

child hope related to lower parent stress. JRA: 

higher child hope related to higher QOL, higher 

parent perception of child hope, higher parent 

hope. Regression JRA: higher parent perception 

of child hope related to higher parent hope and 

higher child hope. Regression SCD: Higher 

parent perception of child hope related to higher 

child hope and higher parent hope. Higher 

parent mood state related to lower child hope 

and lower parent perception of child hope 

(SCD). SCD mediation: parent perception of 

child hope mediated parent mood and child 

hope.  

Hope Sallfors et 

al., 2002 

6-17 22 Sweden JCA Hope Core category in content analysis was 

fluctuating between hope (and belief in 

recovery) and despair due to pain. Professionals 

who trusted and believed in condition gave 

participants hope.  

Hope Simon et 

al., 2009 

12-19 44 USA SCD Coping, self 

esteem 

depression 

Adolescents with SCD reported moderate hope 

compared to past studies. Higher hope related 

to lower negative thinking.  Hope non-

significantly related to depression. Higher sense 

of inadequacy related to lower hope, higher 

self-esteem related to higher hope. Mediation 

models not supported.  



   
 

  

88 

Hope Ziadini et 

al., 2011 

12-18 49 USA SCD Adaptive 

functioning 

Higher self-esteem related to higher hope.  

Hope as moderator between HRQOL and 

adaptive behaviour significant (higher hope, 

higher HRQOL related to higher adaptive 

behaviour; lower HRQOL related to lower 

adaptive behaviour; low hope non-significant).  

Mindfulness Jastrowski 

et al., 2013 

12-17 4 USA Chronic 

Pain 

Mindfulness 

based self-

efficacy 

After mindfulness-based stress reduction. 

Higher mindfulness based self-efficacy reported 

for all participants.  

Optimism Langeveld 

et al., 1996 

12-18 64 Netherlan

ds 

Headache

/migraine

s 

Optimism, 

Satisfaction 

with life and 

health 

Optimism, satisfaction with life/health stable. 

Headache group: higher optimism and lower 

positive mood than headache free controls.  

Optimism Pence et al., 

2007 

13-17 27 USA SCD Optimism Model predicting analgesic use: higher pain, 

lower maternal education level significant 

(optimism, age, gender non-significant). At 

high and medium levels of optimism, 

medication use was positively related to pain. 

Pain and medication use was non-significant at 

low levels of optimism.  

Positive 

mood  

Barbarin et 

al., 1999 

7-18 182 USA SCD Anxiety, 

depression, 

academic 

adjustment 

Higher positive mood related to lower anxiety, 

depression, academic adjustment. 

Positive 

mood  

Bromberg, 

2014 

Unclear 59 USA JIA Pain intensity Recovery from decreases in positive emotion 

related to lower pain intensity; less positive 

emotion activation related to lower pain 

intensity. 
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Positive 

mood  

Connelly et 

al., 2012 

8-17 43 USA JIA Pain, activity 

limitations 

Higher positive emotional variability related to 

higher pain intensity (non-significantly related 

to functional limitations). Upregulated positive 

emotions related to lower pain (non-significant 

with activity limitations). Higher than normal 

positive emotions related to higher daily pain 

(non-significant with activity limitations).  

Positive 

mood  

Hommel et 

al., 2006 

9-17 38 USA JRD Disease 

severity 

Experimental task - positive mood decreased 

more rapidly during experimental task if 

behaviour-outcome non-contingent feedback 

was provided. 

Positive 

mood  

Karlson et 

al., 2013 

7-12 69 USA Migraine Positive affect Child report of mood was generally positive in 

this group.  

Positive 

mood  

Langeveld 

et al., 1996 

12-18 64 Netherlan

ds 

Headache

/migraine

s 

Optimism, 

Satisfaction 

with life and 

health 

Headache group: higher optimism and lower 

positive mood than headache free controls.  

Positive 

mood  

Zempsky et 

al., 2013 

11-20 25 USA SCD Functioning Data from hospitalization period. Positive affect 

increased between first and final day of 

hospitalization. Higher positive affect did not 

change at a significant rate during 

hospitalization. Higher positive affect related to 

higher functioning scores, non-significantly 

related to pain scores. Pain and positive affect 

on functioning: pain non-significant, positive 

affect significant. 
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Psychological 

Flexibility 

Masuda et 

al., 2011 

16 1 USA SCD Psychological 

flexibility 

After ACT intervention. Psychological 

inflexibility greater than peers at pre/post 

intervention. Lower at post-treatment/follow 

up.  

Psychological 

Flexibility 

(pain 

reactivity) 

Wicksell et 

al., 2011 

10-18 30 Sweden Chronic 

pain 

Pain 

interference, 

reactivity 

ACT intervention. Pain reactivity post 

treatment and pain reactivity change scores at 

follow up significant. Pain reactivity mediated 

relation between pain interference and 

depression. 56% variance in pain interference 

changes from pre-intervention to follow up was 

explained by pain reactivity at post (in addition 

to variance accounted for by pain interference 

at post). Pain reactivity explained 21.1% 

variance in changes from pre to first follow up 

while controlling for depression at post 

treatment; non-significant at follow up.   

Satisfaction  Langeveld 

et al., 1996 

12-18 64 Netherlan

ds 

Headache

/migraine

s 

Optimism, 

Satisfaction 

with life and 

health 

Satisfaction with life/health stable. 44% of 

variance for satisfaction with life accounted for 

by stress/harmony. 27% variance in satisfaction 

with health accounted for by somatic symptoms 

other than health. Satisfaction with life/health 

increased over time. Headache group: Lower 

life satisfaction and health satisfaction 

compared to controls.  

Satisfaction  Langeveld 

et al., 1999 

12-18 64 Netherlan

ds 

Headache Satisfaction 

with life 

Higher negative affect related to lower 

satisfaction with life. Higher headache activity 

related to lower satisfaction with life/health. 

Higher experienced symptoms moderated 

relation between headache on satisfaction with 

life.  
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Satisfaction  Sallfors et 

al., 2003 

10-17 125 Sweden Chronic 

arthritis 

Coping No significant gender difference on life 

satisfaction. Life satisfaction non-significantly 

related to severity of disease and age.  

Self-Concept Baildam et 

al., 1995 

7-16 29 UK JCA Functional 

assessment 

measure. Self-

concept 

Juvenile chronic arthritis: no difference 

between three onset groups on self-concept. 

Non-significant correlation between self-

concept with behaviour/functional assessment 

Self-Concept Barsdorf, 

2011 

11-19 36 USA JIA Illness 

representations 

Self-concept not significantly related to illness 

representations 

Self-Concept Gerhardt et 

al., 2011 

8-14 45 USA JIA Self-Concept No difference in self-concept between JIA and 

comparison. Greater time since diagnosis 

related to lower self-concept. 

Self-Concept Gold et al., 

2000 

8-18 62 Canada IBD/FGI

D 

Self-Concept Compared to community, people with 

IBD/FGIDs had self-concept scores almost one 

standard deviation higher.  

Self-Concept Hill, 1982 13-18 7 USA SCD Self-Concept Motivated interaction intervention. No 

significant differences on total self-concept 

mean. Significant difference pre/post physical 

self domain of self-concept.  

Self-Concept Hurtig et 

al., 1989 

8-16 70 USA SCD School 

performance, 

disease 

severity, 

medical issues, 

hemoglobin 

Self-concept not significantly related severity, 

medical problems, and hemoglobin type. 

Self-Concept Kumar et 

al., 1976 

12-18 29 US SCD N/A Self-concept lower in children with SCD vs. 

control.  
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Self-Concept Litt et al., 

1982 

Adolescent 38 USA JRA Medication 

compliance 

Higher self-concept related to higher 

medication compliance.  

Self-Concept Mogilevsky, 

2001 

6-16 60 Canada RAP Pain, 

functioning, 

somatization, 

disability 

Higher self-concept related to lower anxiety, 

depression, somatization, parent somatization, 

higher family functioning.  

Self-Concept Owens, 

1992 

14-17 12 USA SCD Self-Concept Experimental group scored higher pre/post test 

than controls on self-concept (non-significant 

difference). No significant difference pre/post 

on self-concept. Lower age of diagnosis related 

to higher self satisfaction subscale on self-

concept scale.  

Self-Concept Stefl et al., 

1989 

7-20 36 USA Rheumati

c disease 

Self-concept Pre/post summer camp. Baseline average self-

concept. Self-concept scores increased after 

camp session and continued to improve after 6 

months. More change in self-concept over time 

in more seasoned campers. Males had higher 

self-concept than females.  

Spirituality Cotton et 

al., 2009 

11-19 48 

quantit

ative; 

37 

qualita

tive 

USA SCD Functioning, 

spirituality, 

HRQOL. 

Qualitative. Religious/spiritual coping helps 

decide whether or not to engage in risky coping 

behaviour. Greater use of religious/spiritual 

coping strategies than negative coping 

strategies. Significantly more negative 

religious/spiritual coping than parents. 

Religious/spiritual coping related to higher 

school functioning, higher spirituality, non-

significantly related to HRQOL.  
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Spirituality Cotton et 

al., 2012 

5-10 19 USA SCD Coping Qualitative. Religion used to gain sense of 

control when in hospital (themes: meaning 

making, comfort when in pain response). Over 

50% used prayer/religion for SCD.  

Spirituality Pelaez-

Ballestas et 

al., 2006 

Unclear 5 Mexico JIA Hope Qualitative category from content analysis: 

pain, faith, hope. Children hoped for cure.  

 

Table 1. Positive psychology articles in the review examining “miscellaneous” positive psychological factors. Table is organized 

alphabetically according to positive psychological factor. Details regarding main outcome measure and study findings are highlighted 

in the “outcome” and “summary of findings” columns, respectively. Note. JIA = juvenile idiopathic arthritis, JCA = juvenile chronic 

arthritis, SCD = sickle cell disease, RAP = recurrent abdominal pain, IBD = inflammatory bowel disease, FGID = functional 

gastrointestinal disorder, JRD = juvenile rheumatic disease.  
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Table 2. Articles Examining “Efficacy” Positive Psychological Factors 

Positive 

Psychological 

Factor 

Study Age N Country Chronic Pain 

Type 

Outcome Summary of Findings 

Efficacy 

(coping 

efficacy) 

Kashikar-Zuck 

et al., 2001 

Unclear 73 USA MSK pain, 

headache 

Coping, 

anxiety, 

depression 

Pain coping efficacy: lower in 

localized musculoskeletal pain than 

chronic daily headache.  

Efficacy 

(coping 

efficacy) 

Kashikar-Zuck 

et al., 2002 

9-19 36 USA Fibromyalgia, 

chronic low 

back pain  

Disability, 

depression, 

coping, 

coping 

efficacy 

Fibromyalgia group had higher 

coping efficacy than back pain. 

Pain duration non-significant with 

coping efficacy. 

Efficacy 

(coping 

efficacy) 

Kashikar-Zuck 

et al., 2005 

13-17 30 USA Fibromyalgia Pain coping 

efficacy, 

pain, 

disability 

Higher pain coping efficacy related 

to lower disability at baseline. 

Coping skills training group had 

lower pain and higher coping self-

efficacy than self-monitoring 8 

weeks after intervention. 

Pain coping efficacy increased for 

all 16 weeks post intervention.   

Efficacy 

(coping 

efficacy) 

Kashikar-Zuck 

et al., 2013 

11-18 100 USA Fibromyalgia Depression, 

coping, 

disability 

Intervention, CBT vs. Education. 

Comparable scores on coping 

strategies and coping efficacy at 

baseline. Baseline: Higher coping, 

lower catastrophizing related to 

higher coping efficacy. Significant 

main effects for entire sample 

across coping strategies and coping 

efficacy. Greater improvements in 

coping, coping efficacy for CBT 

group.  
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Efficacy 

(coping 

efficacy) 

Lynch et al., 

2007 

8-18 272 USA Chronic pain Coping, pain, 

internalizing 

Higher coping efficacy related to 

lower pain. Girls with higher 

coping efficacy had lower 

internalizing/catastrophizing. 

Higher coping efficacy related to 

more positive self-statements, 

behavioural distraction, cognitive 

distraction.  

Efficacy 

(coping 

efficacy) 

Lynch-Jordan 

et al., 2015 

8-18 100 USA Chronic pain Disability, 

pain 

intensity, 

pain coping 

efficacy 

Higher coping efficacy related to 

lower disability and pain intensity 

(baseline and end of treatment). 

Pain coping efficacy across time - 

significant difference across 

first/last time point. 40% increase 

in pain coping efficacy at end of 

treatment.  

Efficacy 

(coping 

efficacy) 

Sil et al., 2014 11-18 100 USA Fibromyalgia Disability CBT vs. Fibro education. For 

patients who received CBT, those 

with higher coping efficacy at 

baseline were 1.56 times more 

likely to have a clinically 

significant improvement in 

disability (non-significant for 

education) 

Efficacy 

(expectation 

of efficacy) 

Thompson et 

al., 1998 

7-12 40 USA SCD Symptoms Efficacy non-significant with total 

symptom score for children with 

SCD.  
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Efficacy 

(pain 

"efficacy") 

Schanberg et 

al., 1997 

6-20 56 USA JCA Pain, pain 

locations 

Moderate ability to both control and 

decrease pain. Ability to control 

and decrease pain related to higher 

scores on Pain Control and Rational 

Thinking subscales on Coping 

Strategies Questionnaire.  

Efficacy 

(pain coping 

efficacy) 

Walker et al., 

2012 

Unclear 379 USA FAP Coping 

efficacy 

Profiles created. High pain 

dysfunctional (low pain coping 

efficacy, high health-related 

impairment). High pain adaptive 

(High confidence in ability to cope, 

low negative affect and health-

related impairment). Low pain 

adaptive (high confidence in ability 

to cope). Parents rated 

dysfunctional/high pain adaptive 

profiles as having pain above the 

midpoint on the pain severity scale 

(higher than low pain adaptive). 

Higher parent rated emotion 

focused coping efficacy in high 

pain adaptive than high pain 

dysfunctional profiles; both high 

pain dysfunctional and high pain 

adaptive profiles had lower 

(problem and emotion-focused) 

pain coping efficacy than low pain 

adaptive profile.  
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Efficacy 

(pain self-

efficacy) 

Barlow et al., 

2001 

7-17 89 UK JIA Functional 

status, 

fatigue, 

depression, 

anxiety 

Higher pain self-efficacy related to 

higher hope, lower functional 

status, lower fatigue, lower pain, 

lower stiffness, lower depression, 

lower anxiety, higher age. Overall 

higher pain self-efficacy related to 

higher psychosocial and 

physiological well-being.  

Efficacy 

(pain self-

efficacy) 

Bursch et al., 

2006 

9-18 67 USA Diverse Functioning, 

symptoms, 

self-esteem 

Higher child pain self-efficacy 

related to higher functioning, fewer 

symptoms, higher self-esteem. 

Efficacy 

(pain self-

efficacy) 

Carpino et al., 

2014 

8-17 199 USA Headache Functional 

disability, 

school 

functioning 

Higher pain self-efficacy related to 

lower pain-related fear, school 

disability, depressive symptoms, 

higher school functioning. Pain 

self-efficacy mediates relation 

between pain-related fear and 

functional disability and pain-

related fear and school functioning. 

Non-significant mediations onto 

depression.  

Efficacy 

(self-

efficacy) 

Andre et al., 

1999 

Unclear 107 Sweden JCA Self-efficacy Concordant parent and child self-

efficacy for pain reduction reports.  

Efficacy 

(self-

efficacy) 

Anie et al., 

2005 

14+ in 

ped 

care 

224 USA/UK SCD Self-efficacy Higher physical symptoms related 

to higher self-efficacy. 

Efficacy 

(self-

efficacy) 

Barakat et al., 

2008 

12-18 53 USA SCD Concordance 

parent child 

report 

Higher child disease self-efficacy 

related to higher pain-rating 

concordance.  



   
 

  

98 

Efficacy 

(self-

efficacy) 

Barakat et al., 

2010 

12-18 37 USA SCD Coping, self-

efficacy after 

intervention 

PAIN intervention demonstrated 

significant increase in self-efficacy 

after intervention compared to 

education group.  

Efficacy 

(self-

efficacy) 

Breuner et al., 

2004 

11-18 233 USA Recurrent 

headache 

Absenteeism Low vs. high school absenteeism 

did not significantly differ on self-

efficacy. 

Efficacy 

(self-

Efficacy) 

Dobson & 

Byrne, 2014 

6-11 20 USA SCD Self-efficacy After guided imagery intervention: 

self-efficacy increased. Number of 

days using guided imagery during 

intervention non-significant with 

self-efficacy. Greater increase in 

self-efficacy scores in children who 

used guided imagery intervention 

more.  

Efficacy 

(self-

efficacy) 

Gold et al., 

2008 

7-17 41 

(91 

siblin

gs) 

USA SCD Coping, ER 

visits 

Patients vs. siblings did not differ 

on coping and self-efficacy. 

Behavioural problems related to 

lower self-efficacy for social 

interaction. ER visits non-

significantly related to self-

efficacy.  

Efficacy 

(self-

efficacy) 

Griffiths & 

Martin, 1996 

10-12 42 Australia Headache Coping, 

headache 

index 

Intervention: Change in self-

efficacy score after treatment non-

significant for clinic, home-based, 

and control group. Self-efficacy not 

related to % change in headache 

index.  
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Efficacy 

(self-

efficacy) 

Hommel et al., 

2006 

9-17 38 USA JRD Disease 

severity 

Experimental task - Lower disease 

severity associated with pre-

treatment levels of self-efficacy. 

Post-treatment control self-efficacy 

increased for those who initially 

endorsed higher levels of internal 

task attributions in contingent 

condition.   

Efficacy 

(self-

efficacy) 

Kaminsky et 

al., 2006 

8-17 50 Canada Abdominal 

pain 

Anxiety, pain 

social 

support, 

depression 

Higher self-efficacy related to 

higher social support, lower pain. 

Higher self-efficacy related to 

lower child depression. Self-

efficacy non-significant in 

regression with locus of control, 

social support, maternal adjustment 

on child anxiety.  

Efficacy 

(self-

efficacy) 

Kaminsky, 

2002 

8-17 50 Canada Abdominal 

pain 

Disability, 

anxiety, 

depression, 

pain 

Higher social support related to 

lower passive coping and higher 

self-efficacy. Higher active coping 

related to higher disability; higher 

passive coping related to higher 

depression/anxiety; higher self-

efficacy related to lower depression 

and pain. Regressions: passive 

coping related to pain severity; 

passive coping, self-efficacy, social 

support significantly related to 

depression. Anxiety regression, 

self-efficacy and social support 

significant; trend for passive 

coping. Disability non-significant.  
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Efficacy 

(self-

efficacy) 

Libby & 

Glenwick, 

2010 

10-18 57 USA Fibromyalgia Depression, 

pain, quality 

of life 

Higher self-efficacy related to 

higher HRQOL, lower 

catastrophizing, lower pain, lower 

depression. Regressions (self-

efficacy with controls) higher self-

efficacy related to higher QOL; 

current pain non-significant; worst 

pain significant (main effects for 

lower self-efficacy significant); 

depression non-significant. 

Moderations: hassles x self-efficacy 

significant onto depression. Higher 

self-efficacy and low daily hassles 

related to higher depression; higher 

self-efficacy and high daily hassles 

related to lower depression. 

Moderations onto pain and QOL 

non-significant. 

Efficacy 

(self-

efficacy) 

McLeod-

Fletcher, 1997 

13-19 68 USA SCD Coping  Self-efficacy related to coping self-

statements, behavioural activity, 

ignoring pain symptoms. Self-

efficacy related to fewer days of 

pain.  

Efficacy 

(self-

efficacy) 

Schwartz et al., 

2009 

12-18 40 USA SCD School 

absenteeism 

Self-efficacy was moderate. Higher 

self-efficacy related to lower 

absenteeism in the SCD group.  

Efficacy 

(self-

efficacy)  

Seid et al., 

2014 

2-16 230 USA JIA HRQOL Higher self-efficacy related to 

higher HRQOL. 
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Efficacy 

(self-

Efficacy) 

Stinson et al., 

2010 

12-18 46 Canada JIA Self-efficacy  After online intervention, non-

significant difference for self-

efficacy between experimental and 

control groups.  

Efficacy 

(self-

efficacy) 

Varni et al., 

1996 

5-16 187 USA MSK pain Depression, 

anxiety, self-

esteem, pain 

Higher problem solving self-

efficacy related to lower depressive 

symptoms, state anxiety, and higher 

self-esteem.  

Efficacy 

(self-

efficacy) 

Vuorimaa et 

al., 2007 

8-15 120 Finland JIA Disability, 

depression, 

active joints, 

pain 

frequency, 

somatic 

complaints.  

Higher self-efficacy related to 

lower functional disability, active 

joints, pain frequency, somatic 

complaints, depression. Parent and 

child self-efficacy high (particularly 

social self-efficacy).  

Efficacy 

(self-

efficacy) 

Vuorimaa et 

al., 2008 

8-15 145 Finland JIA Self-efficacy Created clusters based on 

psychological functioning. Cluster 

1 (higher depression, trait anxiety), 

lowest value on all self-efficacy 

factors. Cluster 3 (low trait anxiety 

and depression) had strongest self-

efficacy (somatic, psychological, 

social).  

Efficacy 

(self-

efficacy) 

Vuorimaa et 

al., 2011 

8-15 142 Finland JIA Distress, pain Higher child pain related to lower 

somatic symptom subscale (self-

efficacy), lower social functioning 

subscale (self-efficacy). Higher 

somatic self-efficacy related to 

lower distress.  
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Efficacy 

(self-

efficacy) 

Wallace et al., 

2011 

10-19 109 USA Chronic pain Disability Hierarchical regression of 

acceptance onto disability:  Higher 

self-efficacy related to lower 

disability with pain, depression, 

anxiety controlled for. Next step 

higher acceptance related to lower 

disability (pain self-efficacy non-

significant when acceptance is 

added). 

Efficacy 

(Self-

Efficacy) 

Wicksell et al., 

2011 

10-18 30 Sweden Chronic pain Pain 

interference, 

reactivity 

ACT Intervention: No mediating 

effect of treatment on outcome 

variables (pain interference, 

depression) seen for self-efficacy. 

Self-efficacy at post not significant 

with pain interference or depression 

change scores.  

 

Table 2. Positive psychology articles examining “efficacy” positive psychological factors. Table is organized according to type of 

efficacy. Details regarding main outcome measure and study findings are highlighted in the “outcome” and “summary of findings” 

columns, respectively. Note. FAP = functional abdominal pain, IBD = inflammatory bowel disease, JIA = juvenile idiopathic arthritis, 

JCA = juvenile chronic arthritis, JRD = juvenile rheumatic disease, MSK = musculoskeletal pain, SCD = sickle cell disease.  
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Table 3. Articles Examining “Coping” Positive Psychological Factors 

Positive 

Psychological 

Factor 

Study Age N Country Chronic Pain 

Type 

Outcome Summary of Findings 

Coping Anie et al., 

2002 

7-15 67 UK SCD Pain, 

hospitalization 

Higher passive adherence coping 

related to higher pain number and 

duration. Higher active coping 

related to increased hospitalization. 

Coping Armstrong et 

al., 1993 

7-17 52 USA SCD Coping Children did not differ on coping 

(engagement/disengagement; 

problem-focused 

engagement/disengagement, 

emotion focused 

engagement/disengagement) based 

on lifestyle disruption (i.e., 

significant lifestyle disruption, 

minimal lifestyle disruption). 

Coping Barakat et 

al., 2002 

.39-

18.9

7 

81 USA SCD Adherence Child active coping unrelated to 

adherence. 

Coping Barakat et 

al., 2007 

12-

19 

41 USA SCD Family 

environment 

Child coping did not significantly 

relate to disease severity, SCD 

complications, hemoglobin, greater 

healthcare utilization over time. 

Higher coping (passive adherence) 

related to higher self-reported 

family functioning. 

Coping Barakat et 

al., 2008 

12-

18 

53 USA SCD Concordance 

parent child report 

Higher teen report of pain related to 

higher number of coping attempts. 
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Coping Barakat et 

al., 2010 

12-

18 

37 USA SCD Coping Coping attempts did not increase by 

intervention group (pain vs. 

education) from time 1 to time 2 

Coping Barbarin et 

al., 1999 

7-18 182 USA SCD Anxiety, 

depression, 

academic 

adjustment 

Child hopeful outlook coping 

negatively related to ill child 

adoption of sick role and parental 

anxiety. Child hopeful outlook 

related to better total adjustment.   

Coping Broome et 

al., 2001 

14-

18.5 

65 USA SCD Coping strategies Before/after self-care intervention. 

No difference in number of coping 

strategies used, increased use of 

targeted strategies, increased 

effectiveness over time in school 

age. Total coping score increased 

between times one and two; 

targeted coping methods increased 

(adolescent). 

Coping Brown et al., 

1993 

6-17 61 

(15 

contr

ol) 

USA SCD Coping strategies Child vs. well sibling: higher 

medical coping than sib. Higher 

maternal psychopathology related 

to higher disengagement coping; 

mothers who seek social support 

related to children less likely to 

express emotions in coping.  

Coping Budd & 

Kedesdy, 

1989 

7-16 38 USA Headache Coping strategies After therapy: more relaxation 

techniques for coping used. More 

passive than active coping used 

before treatment.  
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Coping  Casey et al., 

2000 

5-18 118 USA SCD Maladjustment Disengaged coping did not 

moderate relation between 

disability stress and maladjustment. 

Engaged coping did not moderate 

stress on maladjustment. 

Competence and family functioning 

did not significantly relate to 

engaged/disengaged coping.  

Coping Claar & 

Scharff, 2007 

8-17 297 USA Chronic pain  Coping No parent or child indicated that 

coping with pain is the current 

strategy. Reported that learning to 

cope with pain might be helpful in 

future.  

Coping Claar & 

Simons, 

2011 

13-

17 

85 USA Chronic pain Functioning, 

somatic 

symptoms, pain.  

Adaptive coping related to lower 

disability (non-significant: somatic 

symptoms, pain, school absences) 

at baseline. Adaptive copers had 

fewer school absences at follow-up 

(after intervention recommended) 

than non-adaptive. No difference 

between copers regarding 

functioning, somatic symptoms, 

pain at follow-up (all improved). 

Coping Claar et al., 

2008 

12-

17 

254 USA Chronic pain Coping Coping profiles created. Coping 

clusters did not change based on 

diagnosis. Females more self-

reliant and engaged copers than 

infrequent/dependent copers.  
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Coping Cobb, 1998 5-13 22 USA SCD Coping style Frequencies: 54% reduced activity, 

31% meds, 32% thoughts/self 

statements, 27% did nothing. 

Nurses reported that "copers" 

required less assistance.  

Coping Compas et 

al., 2006 

11-

18 

164 USA Recurrent 

abdominal 

pain 

Coping Style Higher age related to lower primary 

control engagement coping; girls 

higher coping than boys. Parents 

reported that adolescents used more 

primary control engagement coping 

than adolescent report. Parents 

reported that adolescents used 

higher primary engagement coping 

than secondary or disengagement; 

higher secondary engagement 

coping than disengagement. 

Overall, secondary control coping 

related to fewer child somatic 

complaints and lower 

anxiety/depression. Primary control 

engagement coping non-

significantly related to anxiety, 

depression, somatic complaints.  

Coping Cotton et al., 

2012 

5-10 19 USA SCD Coping Qualitative. Religion used to gain 

sense of control when in hospital 

(themes: meaning making, comfort 

when in pain response). Over 50% 

used prayer/religion for SCD.  
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Coping Cotton et al., 

2009 

11-

19 

48 

(qua

nt); 

37 

quali

tative 

USA SCD Functioning, 

spirituality, 

HRQOL. 

Qualitative. Religious/spiritual 

coping helps decide whether or not 

to engage in risky coping 

behaviour. Greater use of 

religious/spiritual coping strategies 

than negative coping strategies. 

Significantly more negative 

religious/spiritual coping than 

parents. Religious/spiritual coping 

related to higher school 

functioning, higher spirituality, 

non-significant with HRQOL.  

Coping Eccleston et 

al., 2004 

11-

17 

80 UK Chronic pain  Anxiety, 

depression 

Internalizing/catastrophizing, 

seeking social support predict 

increased anxiety; 

internalizing/catastrophizing, 

seeking social support, behavioural 

distraction predict depression.  

Coping Frare et al., 

2002 

8-14 48 Italy Headache QOL Higher coping related to higher 

QOL and higher adaptive family 

routine. Child's ability to cope 

related to higher QOL. Family 

adaptive routine helps with child's 

coping. Headache frequency non-

significant with coping.  

Coping Fuggle et al., 

1996 

6-16 25 

(25 

contr

ol) 

UK SCD Coping SCD more likely to take meds as 

coping than non-sickle 

pain/controls. More SCD stayed in 

bed vs. controls/non sickle pain.  
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Coping Gil et al., 

1991 

7-17 72 USA SCD ER visits, 

Activity 

reduction, 

pathology, pain 

Higher coping attempts related to 

fewer ER visits; higher passive 

adherence related to more ER 

visits. Higher passive adherence 

and negative thinking related to 

increased activity reduction. Higher 

coping attempts related to lower 

activity reduction. Higher negative 

thinking related to higher 

pathology. Non-significant coping 

attempts/passive and pathology. 

Parent passive adherence related to 

child passive adherence. Parent 

coping attempts related to lower 

child negative thinking. Coping 

strategies and pain intensity non-

significant.  

Coping Gil et al., 

1993 

7-18 70 USA SCD Activity, coping Baseline pain coping: higher 

passive adherence related to higher 

health care contact; higher coping 

attempts related to lower activity 

reduction and uptime. Pain coping 

stable over time in younger 

children. Less stability in 

adolescents (significant relation 

with coping attempts, negative 

thinking and passive adherence ns). 

Non-significant difference between 

those experiencing more vs. less 

pain episodes on any coping 

strategies over time.  
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Coping Gil et al., 

2001 

8-17 46 USA SCD Coping, 

functioning, 

depression, 

anxiety 

Coping practice intervention: more 

active coping than controls. 

Significant difference on coping 

attempts but not for negative 

thinking or illness-focused 

strategies; non-significant effect on 

depression/anxiety. Increased 

disease severity related to lower 

coping practice. Higher pain related 

to higher daily coping practice. 

Higher pain and higher coping 

related to lower health care use, 

higher school activity, higher 

chores.  

Coping Gilbert, 1993 6-12 8 USA Migraine Coping "Copers" used cognitive, 

anticipatory, and prevention 

strategies more than non-copers. 

Non-copers used active coping, did 

not use prevention coping, variety 

of problem-focused coping.  

Coping Gilbert, 1995 6-12 8 USA Migraine Coping Copers vs. non-copers. Copers used 

wide range of coping efforts using 

affective, cognitive, and problem-

solving abilities. Described selves 

as more healthy/competent than 

non-copers. More autonomy in 

copers than non-copers. Copers 

sought social support through wide, 

interpersonal network. All copers 

accepted the unavoidability of their 

migraines and used cognitive 

coping and active coping more than 

non-copers. 
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Coping Gilbert, 1999 6-12 8 USA Migraine Coping Three categories of coping 

identified from data: affective, 

cognitive (spiritual, cognitive 

behavioural, perspective, 

resignation) and problem focused 

coping (active, prevention, 

anticipatory, extender). 

Coping  Gladstein & 

Holden, 1996 

7-17 37 USA Headache Coping, headache 

symptoms, type a 

behaviours. 

Worsening symptoms at time of 

study related to lower coping skills. 

No difference on number of coping 

responses between headache 

subtypes. Patients with migraine 

scored lower on Type A 

behaviours. 

Coping Gold et al., 

2008 

7-17 41 

(91 

siblin

gs) 

USA SCD Coping, ER visits Patients vs. siblings did not differ 

on coping. Low social support 

related to more negative/avoidance 

coping. ER visits non-significantly 

related to coping.  

Coping Goldenberg 

et al., 2013 

17 1 USA Chronic pain Coping, positive 

affect, self-

esteem, bodily 

pain 

Coping program related to large 

increases in ratings of techniques 

using social coping skills, increased 

positive affect, self-esteem, bodily 

pain improvement, social coping.  
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Coping Graves & 

Jacob, 2014 

10-

17 

66 USA SCD Coping Most children coped with pain by 

seeking information, problem 

solving, seeking social support, and 

positive self-statements. Non-

significant relation between pain 

coping and worst pain severity. 

Higher worst pain severity related 

to lower behavioural distraction 

subscale and 

internalizing/catastrophizing in 

males (non-significant for females).  

Coping Griffiths & 

Martin, 1996 

10-

12 

42 Australia Headache Coping, headache 

index 

Coping response increased for 

clinic and home-based group, not 

the control group. Coping response 

and self-efficacy not related to % 

change in headache index.  

Coping Guell, 2007 7-16 4 UK, 

Germany 

Juvenile 

Arthritis 

Coping Qualitative. Children reported that 

hiding/ignoring pain is a coping 

mechanism. Taking control of 

uncertainty was another coping 

strategy.  

Coping Harris et al., 

1991 

6-11 12 USA JRD Coping Difference between juvenile 

rheumatic disease and healthy 

controls. Higher physiological, 

aggression, social support, self-

hurt, immaturity than controls. 

Coping did not significantly differ 

according to disease activity. 
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Coping Hechler et 

al., 2010 

11-

18 

167 Germany Chronic pain Coping, 

disability, pain 

Intervention. Passive pain coping 

and social support seeking 

decreased over time. No change in 

positive self instruction between the 

two time points. Lower passive 

coping, lower seeking social 

support, higher positive self 

instruction related to lower 

disability.  

Coping Hermann et 

al., 2007 

7-18 401 

and 

148 

Germany Pain group Coping Pain group only: Children in the 

pain group reported more positive 

pain-related statements if their 

mothers perceived them to be less 

prone to emotional problems. 

Positive pain self-statements higher 

in school children than chronic 

headache group. Girls less likely to 

report positive pain self statements.  

Coping Hildenbrand 

et al., 2015 

6-14 15 USA SCD Coping Children used a combination of 

approach/avoidance strategies. 

Number of coping strategies limited 

(qualitative). Children endorsed 

problem solving, acceptance, 

emotion-focused support, and 

distraction as coping techniques.  
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Coping Hocking et 

al., 2011 

8-16 44 USA Abdominal 

pain 

Anxiety, coping Higher secondary control related to 

lower anxiety. Higher selective 

attention, higher secondary control 

coping, higher disengagement 

coping. Secondary control coping 

mediates selective attention and 

anxiety. Secondary control coping 

mediates attention control and 

anxiety. Overall higher 

disengagement coping than 

secondary control coping.  

Coping Holden et al., 

1994 

6-17 70 USA Headache Coping Chronic daily headache sufferers 

more likely to blame others, report 

problem solving or attempting to 

forget pain as a preferred strategy. 

Across groups more likely to 

engage in distraction, remain 

positive, problem solving, 

relaxation, wishful thinking, family 

support, become helpless, maintain 

a future orientation, 

medication/laying down 

(withdrawal, blaming self, blaming 

others, direct emotional expression, 

imagining pain to be a different 

feeling less likely).  
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Coping Holden et al., 

1998 

7-12 57 USA Headache Coping Females used more cognitive 

restructuring than males, males 

used social withdrawal more than 

females. Male perceived control 

related to higher active coping, 

females did not rate perceived 

control as related to higher active 

coping. Perceived control over 

headache, less likely to indicate that 

social withdrawal was helpful; less 

likely to say that perceptual 

alteration was a helpful coping 

response. Active and avoidant 

coping strategies used more 

frequently than negative.  

Coping Huygen et 

al., 2000 

7-16 47 Netherlan

ds 

JCA Achievement, 

coping 

Children with active disease 

showed increased aspiration to cope 

with social expectations.  

Coping Kaczynski et 

al., 2009 

8-17 266 USA Chronic pain Disability, 

internalizing 

symptoms 

Passive coping associated with 

depression and anxiety across 

genders. Gender did not moderate 

relation between passive coping 

and internalizing symptoms or 

passive coping and functional 

disability.  
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Coping Kaczynski et 

al., 2011 

12-

17 

280 USA Chronic pain Disability, 

anxiety, somatic 

symptoms 

Increased passive coping related to 

increased disability. Anxiety 

associated with passive and 

accommodative coping. Passive 

coping mediated the relation 

between anxiety and disability. 

Non-significant mediation (passive 

coping) with anxiety and somatic 

complaints. Accommodative with 

increased somatic symptoms, active 

coping with increased disability. 

Coping Kaczynski et 

al., 2013 

11-

17 

262 USA Headache School 

functioning 

Migraine vs. headache: no group 

difference for passive coping. 

Passive coping not related to school 

functioning in either group. Anxiety 

and depression related to passive 

coping in both groups. Migraine 

group: covariance between 

migraine frequency/severity and 

passive coping. Passive coping did 

not mediate the relation between 

depression and school difficulties.  

Coping Kaminsky, 

2002 

8-17 50 Canada Abdominal 

pain 

Disability, 

anxiety/depressio

n, pain 

Higher social support related to 

lower passive coping and higher 

self-efficacy. Higher active related 

to higher disability; higher passive 

related to higher depression and 

anxiety. Regressions: passive 

coping related to pain severity; 

passive coping, self-efficacy, social 

support significantly related to 

depression. Anxiety regression, 

self-efficacy and social support 

significant; trend for passive 

coping. Disability non-significant.  
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Coping Kaminsky et 

al., 2006 

8-17 50 Canada Abdominal 

pain 

Anxiety, pain 

social support, 

depression 

Higher passive coping related to 

lower social support and higher 

child pain. Higher self-efficacy 

related to higher social support, 

lower pain. Higher self-efficacy, 

lower passive coping related to 

lower child depression. Isolation, 

catastrophizing, terminating coping 

efforts related to higher depressive 

symptoms. Coping and self-

efficacy non-significant in 

regression predicting child anxiety 

with locus of control, social 

support, and maternal adjustment. 

Coping Kashikar-

Zuck et al., 

2005 

13-

17 

30 USA Fibromyalgia Pain coping 

efficacy, pain, 

disability 

Higher emotion-focused coping 

related to higher pain, disability, 

and depression at baseline. 

Coping Kashikar-

Zuck et al., 

2013 

11-

18 

100 USA Fibromyalgia Depression, 

coping, disability 

Intervention: CBT vs. Education. 

Comparable scores on coping 

strategies and coping efficacy at 

baseline. Baseline: higher 

depression related to lower coping. 

Higher coping related to lower 

catastrophizing and higher coping 

efficacy. Lower catastrophizing, 

higher coping efficacy. Significant 

main effects for entire sample for 

coping strategies and coping 

efficacy. Greater improvements in 

coping, coping efficacy for CBT 

group. Change in coping strategies 

did not mediate disability and 

depression improvement.  
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Coping  Kashikar-

Zuck et al., 

2001 

Uncl

ear 

73 USA MSK pain, 

headache 

Coping, anxiety, 

depression 

Most commonly used adaptive 

coping was problem solving and 

behavioural distraction. Higher 

behavioural distraction related to 

lower disability. Higher 

internalizing/externalizing, higher 

disability and depression. Higher 

approach coping related to lower 

depression. Higher emotion-

focused avoidance related to higher 

depression and functional 

disability. Higher positive 

statements, lower depression. 

Higher order coping (problem 

solving, positive statements), lower 

depression.  

Coping Kashikar-

Zuck et al., 

2002 

9-19 36 USA Fibromyalgia

, chronic low 

back pain  

Disability, 

depression, 

coping, coping 

efficacy 

Fibromyalgia group used more 

adaptive coping strategies (positive 

self statements, behavioural 

distraction) than low back pain; 

non-significant for higher order 

coping; higher coping efficacy than 

back pain. Adaptive coping was 

non-significant with functional 

disability. Higher emotion-focused 

avoidance related to higher 

disability and depression.  
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Coping Keogh & 

Eccleston, 

2006 

11-

19 

161 UK Chronic pain Disability, pain Coping moderates sex differences 

in pain related variables (sex and 

approach coping significantly 

moderated on pain - positive for 

males [approach positively related 

to pain], non-significant for 

females). Females: higher positive 

self-statements, lower behavioural 

distraction, higher 

internalizing/catastrophizing, 

related to disability. Males: higher 

information seeking, problem 

solving, approach coping related to 

disability. Females: less 

behavioural distraction, cognitive 

distraction, problem solving, higher 

internalizing/catastrophizing related 

to more pain. Males: lower 

cognitive distraction, higher 

internalizing/catastrophizing, lower 

problem solving related to higher 

pain. 

Coping Kliewer & 

Lewis, 1995 

7-16 39 USA SCD Coping, hope Increased family cohesion related 

to increased active coping. 

Regression: family cohesion related 

to child active coping.  
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Coping  Kobayashi, 

2007 

11-

17 

19 USA Chronic Pain Coping Increased symptom distress related 

to lower seeking social support. 

Non-significant correlation between 

pain-related distress and coping 

strategies. Boys reported using 

problem-focused avoidance 

strategies more than girls. Boys 

used more positive self-statements, 

more behavioural coping, and more 

cognitive coping than girls. Older 

adolescents use more information 

seeking, problem solving, positive 

self-statements than younger 

adolescents 

Coping Kuttner et 

al., 2006 

11-

18 

25 Canada IBS Coping After yoga intervention. Lower 

avoidance, no significant difference 

between intervention and control on 

approach/distraction coping. Trend 

for lower emotion-focused 

avoidance after intervention.  

Coping Lash, 2005 12-

18 

28 USA SCD Passive coping Extent to which illness type (SCD) 

moderated relation between 

appraisals (i.e., hope), and passive 

coping non-significant.  
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Coping Levy et al., 

2010 

7-17 200 USA Abdominal 

Pain 

Coping Coping intervention. Parents in 

treatment condition reported higher 

child emotion and problem-focused 

coping confidence, higher child 

problem-focused coping. Children 

reported greater problem-focused 

coping confidence at follow up. 

Intervention children had greater 

increases in pain minimization, 

distraction, ignoring pain at 

multiple points.  

Coping Lewis & 

Kliewer, 

1996 

7-16 39 USA SCD Anxiety Coping did not mediate relation 

between hope and physical 

symptoms in sample. Interactions: 

hope and higher active coping, 

support, and distraction interacted 

to predict lower anxiety.  

Coping Libby & 

Glenwick, 

2010 

10-

18 

57 USA Fibromyalgia Depression, pain, 

QOL 

Coping attempts non-significantly 

related to outcomes.  
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Coping Lim, 2010 8-18 104 USA SCD HRQOL No main effect of approach coping 

on HRQOL; or pain x approach 

coping interaction. No significant 

pain x coping interactions onto 

HRQOL. SCD QOL pain/emotion 

focused avoidance coping related to 

QOL (interaction non-significant). 

Significant interaction between pain 

and approach coping on SCD QOL 

emotion scale (higher approach 

coping, pain ns; lower approach 

coping, pain sig). Higher approach 

coping related to higher QOL 

school for males and females.  

Coping Lipsitz et al., 

2011 

10-

18 

9 USA Non-cardiac 

chronic chest 

pain 

Coping Pre/post intervention for non-

cardiac chest pain. Significant 

increase in problem-focused coping 

after treatment (non-significant at 

follow up). No change in emotion-

focused coping.  

Coping Logan et al., 

2012 

10-

18 

157 USA Chronic pain Coping Readiness to change after 

intervention related to lower 

passive coping, higher 

accommodative coping. Readiness 

to change before intervention non-

significant with coping at end of 

intervention.  

Coping Logan et al., 

2013 

7-18 615 USA Complex 

regional pain 

syndrome 

Coping Children with CRPS had less 

passive coping than children with 

headaches. 
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Coping Lutz et al., 

2004 

birth-

18 

80 USA SCD QOL, CBCL Child active/passive coping did not 

moderate the relation between 

disability stress and CBCL 

behaviour problems; non-

significant moderator of disability 

stress with QOL, non-significant 

predictor of HRQOL. Child active 

coping moderated relation between 

disability stress and parent QOL, 

non-significant child QOL (non-

significant in post-hoc analyses). 

Child/parent passive coping did not 

moderate disease stress and parent 

QOL. Increased family functioning 

related to higher child active 

coping.  
Coping Marsac et al., 

2014 

6-14 15 USA SCD Coping  Feasibility study regarding coping 

kit. Descriptive info: children 

reported using coping kit strategies 

such as hugging a stuffed animal, 

pain scale, telling caregivers when 

they are in pain.  

Coping McClellan et 

al., 2009 

9-20 19 USA SCD Coping Coping skills practice intervention. 

Deep breathing most frequently 

reported (more than guided 

imagery, progressive muscle 

relaxation). Accessed coping skills 

at rate of .8 times/day.  
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Coping McCormick 

et al., 2010 

12-

17 

13 USA IBD Coping Coping skills intervention. 

Treatment group had higher scores 

on parent reported approach coping, 

distraction at the end of treatment 

compared to control. Wait-listed 

parents rated greater use of 

distraction than treatment group.  

Coping McLeod-

Fletcher, 

1997 

13-

19 

68 USA SCD Coping  Self-efficacy related to coping self-

statements, behavioural activity, 

confronting pain. Higher 

praying/hoping related to higher 

school absences.  

Coping Mehta, 1992 Uncl

ear 

18 India Headache Coping skills 

rating 

Coping skills (0-10 scale) improved 

after intervention. More than 80% 

improvement by 61% of children. 

33% children noted 50-80% 

improvement.  

Coping Meldrum et 

al., 2009 

10-

18 

45 USA Chronic pain Coping Children broken into adaptive, 

passive, stressed groups. 

Experienced pain all day: 65% 

stressed, 12% adaptive, < 30% 

adaptive. Adaptive had higher 

global health than passive (non-

significant difference with 

stressed). Stressed higher social 

anxiety than others. Adaptive: 

rested/slept, meds, distraction; 

passive: sleep, reading, medication; 

Stressed: some rest/meds, 

active/passive distraction. 
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Coping Merljin et al., 

2003 

12-

18 

222 Netherlan

ds 

Chronic pain Pain episode 

duration, pain 

intensity. 

Adolescents with chronic pain more 

likely to use emotion-focused 

coping than those without. Odds of 

chronic pain higher in girls with 

increased pain models, neurotic 

symptoms, use of emotion-focused 

avoidance. Modeling and 

(increased emotion-focused) coping 

predict increased pain episode 

duration in girls and pain intensity 

in boys. 

Coping Merljin et al., 

2006 

12-

18 

194 Netherlan

ds 

Chronic pain QOL coping Higher approach coping related to 

lower functional status. Emotion-

focused copers had higher pain 

intensity and lower functioning. 

Higher vulnerability, higher 

approach coping, higher emotion-

focused coping related to lower 

QOL.   

Coping Midence et 

al., 1992 

6-16 10 UK SCD Coping Coping described: Keep warm, 

drink plenty of liquids, take meds, 

eat properly, wrap up against cold 

weather. Management of SCD 

seems to be important aspect of 

coping (related to less functioning 

disruption).  
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Coping Mitchell et 

al., 2007 

7-13 48 USA SCD Functioning, 

health care system 

use, family 

functioning 

Parents reported that children 

mostly used passive adherence 

strategies than coping attempts and 

negative thinking. Higher negative 

thinking related to more ED visits. 

Higher passive adherence related to 

fewer hospital admissions, higher 

family problem solving, 

communication roles, affective 

responsiveness, general 

functioning. Higher active coping 

attempts related to higher family 

problem solving, communication, 

functioning. Lower negative 

thinking related to higher family 

communication, healthy family 

roles, behavioural control, affective 

involvement.  

Coping Mogilevsky, 

2001 

6-16 60 Canada RAP Pain, functioning, 

somatization, 

disability 

"Adaptive coping cluster" related to 

higher family functioning and 

lower somatization. "Child distress 

cluster" related to higher 

anxiety/depression scores, higher 

somatization, disability, pain 

reinforcement. No difference 

between adaptive coping cluster 

with other clusters on pain. 

Adaptive coping cluster related to 

higher child anxiety and family 

functioning than other clusters.  
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Coping Oliver-

Carpenter et 

al., 2011 

6-18 47 USA SCD Coping Parents reported that youth 

primarily used passive adherence 

(Resting, praying, hoping, calming 

self statements). Positive coping 

attempts/active coping strategies 

(talking with someone, going on 

despite pain, negative thinking) 

used less frequently. Increased 

parent involvement, fewer coping 

attempts, less negative thinking, 

less passive adherence.  

Coping Powers et al., 

2002 

9-12 3 USA SCD Coping After intensive skills training 

(CBT). Lower negative thinking, no 

increase in coping attempts (except 

for one subject). Participants used 

coping strategies 90% of the time 

on pain days. Found pain coping 

strategies to be helpful with pain 

management. Breathing most 

common form of active coping 

(45.7%), relaxation (29.3%), 

distraction (38.5%), and positive 

self talk (28.7%).  

Coping Reid et al., 

1997 

11-

18 

45 Canada Fibromyalgia

, JRA 

Coping JRA group used higher problem-

focused avoidance coping than 

other groups. Non-significant 

difference on approach/emotion-

focused coping between 

JRA/fibromyalgia/control groups.  
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Coping Reid et al., 

1998 

7-17 76 Canada Recurrent 

pain 

Pain, coping, 

distress, disability 

Higher approach coping related to 

higher distraction. Children used 

less approach coping than 

adolescents; less parent-rated 

emotion-focused avoidance.  

Approach and problem-focused 

avoidance were positively related to 

pain controllability and coping 

effectiveness. Emotion-focused 

avoidance negatively related to pain 

controllability and coping 

effectiveness. Problem-focused 

avoidance negatively related to pain 

intensity and distress. Approach 

coping non-significant with pain 

intensity or distress. High school 

students: Lower problem-focused 

avoidance and higher emotion-

focused avoidance related to higher 

disability. Approach coping non-

significantly related with functional 

disability. Higher approach and 

problem focused avoidance coping 

related to higher tender point 

thresholds. Higher emotion-focused 

avoidance related to lower tender 

point thresholds. Non-significant 

for control point thresholds.  

Coping Reid et al., 

2005 

11-

17 

45 Canada JRA, 

fibromyalgia 

Disability, coping During pain-evoking task: Higher 

child positive task-related 

verbalization related to lower 

functional disability. Child coping 

self-report ns with child/parent 

verbalization.  
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Coping Sallfors et 

al., 2002 

10-

17 

125 Sweden Chronic 

arthritis 

Coping Content analysis: Coping strategies 

included "controlling" (staying 

home from school), cognitive 

(thinking positively), social support 

(talking/being with parents and 

peers), avoidance (avoiding painful 

activities), compliance with 

treatment (moving/stretching), 

recovery (watching TV). Most 

frequent = recovery (59.7%). Girls 

used compliance with treatment 

more than boys.  

Coping Sanders et 

al., 1994 

7-14 28 Australia Abdominal 

pain  

Coping  Regression with initial pain, coping 

(post intervention), parent 

caregiving (post intervention) 

significant with pain observations 

(child's use of self-talk was 

significant). Parent observation of 

child coping behaviours - self talk 

was significant on parent pain diary 

scores.  

Coping Sawyer et al., 

2005 

8-18 54 Australia JIA Pain, HRQOL Social support, striving for rest, 

being alone all coping that was 

negatively correlated with HRQOL. 

Problem solving, cognitive 

refocusing, cognitive self 

instruction, non-significantly 

related to HRQOL. Positive 

correlation between pain scores and 

pain coping strategies.  
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Coping Schanberg et 

al., 1996 

10-

20 

16 USA Fibromyalgia Behavioural 

activity 

Most frequent pain coping skills 

were coping self statements, 

praying/hoping, increasing 

behavioural activity. Increased pain 

control and rational thinking related 

to lower pain, disability and psych 

distress. Coping attempts unrelated 

to pain.  

Coping Schanberg et 

al., 1997 

6-20 56 USA JCA Pain, pain 

locations 

Most frequent coping strategies: 

calming self-statements, 

praying/hoping, behavioural 

activity. Hierarchical regressions: 

age, disease activity duration, 

coping. Entire model related to pain 

thermometer ratings (higher disease 

activity related to higher pain, 

higher pain control and rational 

thinking related to lower pain). 

Entire regression predictive of pain 

(higher pain control and rational 

thinking related to lower pain). 

Entire model and pain locations 

significant (higher pain control and 

rational thinking related to fewer 

pain locations) 

Coping Schwartz et 

al., 2009 

12-

18 

40 USA SCD School 

absenteeism 

Negative thinking non-significantly 

related to absenteeism. 
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Coping Seid et al., 

2014 

2-16 230 USA JIA HRQOL Child report:  Coping with pain, 

higher HRQOL. Higher cognitive 

self instruction, higher HRQOL. 

Parent report: higher coping via 

self-instruction related to higher 

child HRQOL, higher distraction 

related to lower child HRQOL.  

Coping Sharpe et al., 

1994 

3-16 55 USA SDC Coping Non-significant relation between 

mother and child coping. Higher 

disengagement coping, lower 

family adaptability.  
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Coping Shirkey et 

al., 2011 

8-15 116 USA RAP Disability 

depression 

somatic 

symptoms 

Correlation between dispositional 

and averaged episode specific 

coping (significant for active, 

passive, accommodative coping). 

Variation between use of active 

coping compared to passive and 

accommodative coping. 

Regressions with baseline for each 

outcome, dispositional coping, and 

episodic coping. 

Active/accommodative coping non-

significantly related to 

somatization, disability, depression. 

Passive coping related to higher 

somatization at follow up. 

Averaged episode specific passive 

coping significant amount of 

variance in somatic 

symptoms/disability beyond 

dispositional (not vice versa). 

Dispositional passive coping non-

significantly related to depressive 

symptoms, episodic significant 

(switch order, dispositional did not 

add to variance). Dispositional 

passive coping predicted symptoms 

at follow up. Dispositional passive 

coping predicted disability at 

follow up. Episode specific passive 

coping predicted depressive 

symptoms at follow up. 
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Coping Simon et al., 

2009 

12-

19 

44 USA SCD Coping, self 

esteem depression 

Adolescents with SCD reported 

coping attempts similar to past 

studies. Higher family income, 

higher hope related to lower 

negative thinking. Higher multirisk 

index related to higher negative 

thinking. Negative thinking ns with 

anxiety. Mediation models (self-

esteem mediated by negative 

thinking, composite, hope) onto 

anxiety, depression, sense of 

inadequacy not supported.  

Coping Simons et al., 

2008 

12-

17 

217 USA Chronic pain Somatization, 

disability 

Passive coping moderated the 

relation between parental protective 

behaviour and disability/somatic 

complaints (higher passive, parent 

protective ns with disability; lower 

passive parent protective coping 

predicted higher disability). Higher 

active coping related to higher 

disability (interaction ns). 

Accommodative coping non-

significant with disability. Higher 

active coping moderated parental 

protective behaviour/somatization 

(higher active, parent behaviour ns 

for somatic symptoms; lower active 

coping related to higher parent 

behaviour and higher somatic 

symptoms). Adolescent 

active/passive/accommodative 

coping did not moderate parental 

minimizing behaviour and somatic 

complaints. 
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Coping Stinson et al., 

2008 

9-17 76 Canada JIA Coping Recording pain after joint 

injections. Week 1: higher emotion-

focused avoidance related to higher 

unpleasantness and higher 

interference. Week 2: higher 

emotion-focused avoidance related 

to higher pain intensity and higher 

unpleasantness. 

Coping  Stinson et al., 

2014 

14-

18 

23 Canada Chronic pain Coping Thematic analysis. Pain 

management strategies included: 

support system (friendship), 

pharmacological strategies 

(described as need to know more 

about meds), physical strategies 

(physical therapies), and 

psychological strategies 

(distraction, focus energy on 

positive aspects of life). 

Coping Thastum et 

al., 1999 

8-17 40 Denmark Juvenile 

arthritis 

Pain Healthy vs. JIA patients. Juvenile 

arthritis used more behavioural 

distraction (low pain group in JIA 

used more distraction). In JA: 

Higher positive self-statements, 

behavioural distraction related to 

lower pain ratings. Higher 

internalizing related to higher pain 

intensity during cold pressor, higher 

externalizing related to greater pain 

tolerance during cold pressor.  
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Coping Thastum et 

al., 2005 

7-15 56 Denmark JIA Pain, functional 

status.  

Hierarchical regression (including 

age, sex, disease duration, disease 

severity, disability beliefs), coping 

did not significantly predict pain or 

functional status. Fewer positive 

self-statements related to higher 

catastrophizing.  

Coping Thompson et 

al., 1993 

7-12 50 USA SCD Adjustment Pain coping did not relate to good 

or poor adjustment in this group. 

Negative thinking predicted 

adjustment beyond demographics. 

Coping Thompson et 

al., 1994 

7-14 35 USA SCD Internalizing, 

symptoms 

Passive adherence, coping attempts 

stable over time. Hierarchical 

regression controlling for initial 

child adjustment, contributions of 

illness, demographic parameters, 

children's coping, maternal anxiety 

related to adjustment at follow up. 

Negative thinking at follow up 

contributed 19% variance in child 

reported symptoms beyond 

controls. Fewer coping attempts 

related to mother-reported 

internalizing behaviour problems. 

Coping Thompson et 

al., 1999 

7-16 50 USA SCD Adjustment In SCD: Higher negative thinking, 

fewer coping attempts related to 

lower child adjustment. 
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Coping Thomsen et 

al., 2002 

7-18 174 USA RAP Depression, 

anxiety, pain, 

adjustment, 

somatic 

symptoms 

Participants with organic pain 

reported higher secondary control 

coping; functional pain reported 

higher involuntary engagement 

coping response. Overall parents 

reported higher primary control 

engagement coping than secondary 

control engagement or 

disengagement strategies. No 

difference in organic and functional 

for coping. Model predicting 

pain/adjustment from coping 

accounted for 22% variance in 

anxiety/depression, 9% variance in 

pain, 11% variance in somatic 

symptoms.  

Coping Varni et al., 

1996 

5-16 187 USA MSK pain Depression, 

anxiety self-

esteem pain 

Higher cognitive refocusing coping 

related to lower pain and depressive 

symptoms. Higher cognitive self-

instruction related to higher 

depressive symptoms and trait 

anxiety. Higher striving to rest and 

be alone related to higher pain, 

depressive symptoms, trait anxiety 

and lower self-esteem. Higher 

problem solving self-efficacy 

related to lower depressive 

symptoms, state anxiety, and higher 

self-esteem.  
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Coping Waldron, 

1994 

8-16 172 USA Rheumatic 

disease 

Emotional 

distress, pain 

Higher problem solving coping 

related to higher depression, 

anxiety, worst pain, lower teacher 

support. Higher cognitive coping 

related to higher anxiety. Time 1 

coping and emotional distress 

predicted time 2 coping and social 

support. Time 1 pain coping related 

to time 2 coping (+)/social support 

(+). Time 1 emotional distress 

related to time 2 pain coping (+), 

pain intensity, and emotional 

distress.  

Coping Walker et al., 

2005 

8-15 133 USA Abdominal 

pain 

Distress, somatic 

symptoms 

Appraisal of coping related to 

episode specific coping activity, 

which relates to short term 

outcomes. Problem-focused coping 

potential did not predict active 

coping. High problem-focused 

coping potential related to higher 

active coping and thus lower 

somatic symptoms and emotional 

distress. Lower problem-focused 

and higher emotion-focused coping 

potential related to higher 

accommodative coping and thus 

lower emotional distress and 

somatic symptoms. Lower 

problem-focused and emotion-

focused coping potential related to 

higher passive coping and thus 

higher emotional distress and 

somatic symptoms.  
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Coping Walker et al., 

2007 

8-15 154 USA Chronic 

abdominal 

pain 

Somatic 

symptoms, 

disability 

Pain patients rated 

emotion/problem-focused coping 

potential to be lower than well 

children. Pain patients used less 

accommodative coping than well 

children (ns on active/passive).  

Children reported using 

accommodative coping more than 

active, and active coping more than 

passive. Appraisal for coping 

related to coping. Higher emotion-

focused coping potential related to 

lower passive and higher 

accommodative coping, lower 

depression. Higher problem-

focused coping potential related to 

lower somatization and depression, 

higher passive coping potential 

related to higher somatization and 

disability.  



   
 

  

138 

Coping Walker et al., 

2008 

8-18 699 USA Chronic 

abdominal 

pain 

Coping Identified coping patterns: 

Avoidant copers (had higher 

disability, lower pain efficacy, 

higher depressive symptoms, lower 

competence); dependent copers 

(had higher pain, somatic 

symptoms, pain seriousness, lower 

parent reported pain coping 

efficacy); self-reliant (lower 

somatic symptoms, disability, 

depressive symptoms, appraisals of 

pain seriousness, support seeking); 

engaged (less serious average pain 

intensity, higher perceived self-

efficacy compared to other groups, 

higher competence, lower 

depression than other groups); 

infrequent (lower somatic 

symptoms, disability, depression). 

Parents of engaged, self-reliant, 

infrequent copers rated pain as 

more serious than children. Parent 

ratings of problem/emotion focused 

coping efficacy lower than child 

self-ratings.   

Coping Warschburge

r et al., 2014 

8-18 170 Germany Abdominal 

pain  

HRQOL Hierarchical regression onto 

HRQOL. First step demographics, 

second step pain, higher 

catastrophizing related to lower 

HRQOL, no other coping 

significant.  
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Coping Wassom et 

al., 2013 

12-

17 

20 USA RAP Coping Treatment (intervention) passive 

coping decreased from baseline to 

post-treatment. Trend for increased 

active and accommodative coping 

for intervention group vs. control.  

Coping Wassom, 

2009 

13-

17 

20 USA RAP Coping No significant group difference 

(intervention vs. control) for 

"gutstrong" intervention on active, 

passive, and accommodative 

coping. Significant group by phase 

interaction effect on passive coping 

scale (reduced for intervention 

participants). Trend level for 

active/accommodative coping.  

Coping Wicksell et 

al., 2005 

14 1 Sweden JIA Coping Lower emotion focused avoidance. 

No difference with approach or 

problem-focused avoidance scales.  
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Coping Ziadini et al., 

2011 

12-

18 

49 USA SCD Adaptive 

functioning 

Higher coping adherence related to 

higher interpersonal relationships, 

higher relationships with parents, 

higher self-esteem, higher personal 

adjustment. Adherence (coping) as 

moderator between HRQOL and 

adaptive behaviour significant 

(lower adherence, lower HRQOL 

related to lower adaptive 

functioning; higher adherence, 

HRQOL ns related to adaptive 

functioning).  

 

Table 3. Positive psychology articles examining “coping” positive psychological factors. Table is organized alphabetically according 

to author. Details regarding main outcome measure and study findings are highlighted in the “outcome” and “summary of findings” 

columns, respectively. Note. HRQOL = health-related quality of life, IBD = inflammatory bowel disease, IBS = irritable bowel 

syndrome, JIA = juvenile idiopathic arthritis, JCA = juvenile chronic arthritis, JRA = juvenile rheumatoid arthritis, JRD = juvenile 

rheumatic disease, MSK = musculoskeletal pain, QOL = quality of life, RAP = recurrent abdominal pain, SCD = sickle cell disease.  
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Table 4. Articles With Positive Psychological Factors as They Relate to Pain  

Positive 

Psychological 

Factor 

Study Age N Country Chronic Pain 

Type 

Summary of Findings 

Coping Anie et al., 2002 7-15 67 UK SCD Higher passive adherence coping 

related to increased pain number and 

duration.  

Coping, 

Efficacy 

(self-

efficacy) 

Barakat et al., 2008 12-18 53 USA SCD Higher teen report of pain related to 

higher number of coping attempts. 

Higher child disease self-efficacy 

related to higher pain-rating 

concordance.  

Efficacy 

(self-

efficacy) 

Barlow et al., 2001 7-17 89 UK JIA Higher pain self-efficacy related to 

lower pain.  

Positive 

mood  

Broomberg, 2014 Unclear 59 USA JIA Recovery from drops in positive 

emotion related to lower pain 

intensity; no positive emotion 

activation related to lower pain 

intensity. 

Coping Claar & Simons, 

2011 

13-17 85 USA Chronic pain Adaptive coping non-significantly 

related to pain at baseline. No 

difference between copers regarding 

functioning, somatic symptoms, pain 

at follow-up (all improved).  
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Positive 

mood  

Connelly et al., 

2012 

8-17 43 USA JIA Higher positive emotional variability 

related to higher pain intensity. 

Upregulated positive emotions related 

to lower pain. Greater than typical 

positive emotions related to higher 

daily pain. 

Acceptance Feinstein et al., 

2011 

12-18 23 USA JIA Higher acceptance related to lower 

pain. Acceptance as unique predictor 

of pain intensity with psychological 

inflexibility controlled. 

Coping Gil et al., 1991 7-17 72 USA SCD Coping strategies and pain intensity 

non-significant.  

Coping Gil et al., 1993 7-18 70 USA SCD Non-significant difference between 

those experiencing more vs. less pain 

episodes on any coping strategies over 

time.  

Coping Gil et al., 2001 8-17 46 USA SCD Higher pain related to higher daily 

coping practice.  

Coping Goldenberg et al., 

2013 

17 1 USA Chronic pain Engagement in coping program 

related to large increases in ratings of 

bodily pain improvement. 

Coping Graves & Jacob, 

2014 

10-17 66 USA SCD Non-significant relation between pain 

coping and worst pain severity. 

Higher worst pain severity related to 

lower behavioural distraction subscale 

and internalizing/catastrophizing in 

males (non-significant for females).  
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Coping Griffiths & Martin, 

1996 

10-12 42 Australia Headache Coping response and self-efficacy not 

related to % change in headache 

index.  

Coping Hechler et al., 2010 11-18 167 Germany Chronic pain Intervention. Boys and girls differed 

on changes in pain coping strategies 

and importance for pain intensity 

changes. Lower seeking social support 

only related to lower pain in girls. 

Lower passive coping related to lower 

pain intensity in boys and girls. 

Coping, 

efficacy (self-

efficacy) 

Kaminsky et al., 

2006 

8-17 50 Canada Abdominal 

pain 

Higher passive coping related to 

higher child pain. Higher self-efficacy 

related to lower pain. 

Efficacy 

(self-

efficacy), 

coping 

Kaminsky, 2002 8-17 50 Canada Abdominal 

pain 

Higher self-efficacy related to lower 

pain. Regressions: passive coping 

related to pain severity.  

Efficacy 

(coping 

efficacy) 

Kashikar-Zuck et 

al., 2002 

9-19 36 USA Fibromyalgia, 

chronic low 

back pain  

Pain duration non-significant with 

coping efficacy. 

Coping, 

Efficacy 

(coping 

efficacy) 

Kashikar-Zuck et 

al., 2005 

13-17 30 USA Fibromyalgia Higher emotion-focused coping 

related to higher pain at baseline. 

Coping skills training group had lower 

pain than self-monitoring group at 8 

weeks follow up. 
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Coping Keogh & Eccleston, 

2006 

11-19 161 UK Chronic pain Female less behavioural distraction, 

cognitive distraction, problem solving, 

higher internalizing/catastrophizing 

related to more pain. Males lower 

cognitive distraction, higher 

internalizing/catastrophizing, lower 

problem solving related to higher 

pain. Coping moderates sex 

differences in pain related variables 

(sex and approach coping and 

emotion-focused avoidance 

significantly moderated on pain - 

positive for males [approach 

positively related to pain], non-

significant for females). Problem-

focused avoidance not moderated by 

sex.  

Coping Libby & Glenwick, 

2010 

10-18 57 USA Fibromyalgia Higher self-efficacy related to lower 

pain. Regressions (self-efficacy with 

controls) current pain significant 

(main effects non-significant); worst 

pain significant (main effects for 

lower self-efficacy significant). 

Moderations onto pain non-

significant. 

Efficacy 

(coping 

efficacy) 

Lynch et al., 2007 8-18 272 USA Chronic pain Higher coping efficacy related to 

lower pain.  

Efficacy 

(coping 

efficacy) 

Lynch-Jordan et al., 

2015 

8-18 100 USA Chronic pain Higher coping efficacy related to 

lower pain intensity (baseline and end 

of treatment).  
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Efficacy 

(self-

efficacy) 

McLeod-Fletcher, 

1997 

13-19 68 USA SCD Self-efficacy related to fewer days of 

pain.  

Coping Meldrum et al., 

2009 

10-18 45 USA Chronic pain Children broken into adaptive, 

passive, stressed groups. Experienced 

pain all day: 65% stressed, 12% 

adaptive, < 30% adaptive.  

Coping Merljin et al., 2003 12-18 222 Netherlands Chronic pain Increased emotion-focused coping 

predicts longer pain episode duration 

in girls and pain intensity in boys. 

Coping Merljin et al., 2006 12-18 194 Netherlands Chronic pain Emotion-focused copers had higher 

pain intensity. 

Coping Mogilevsky, 1999 6-16 60 Canada RAP No difference between adaptive 

coping cluster with other clusters on 

pain.  

Optimism Pence et al., 2007 13-17 27 USA SCD Model predicting analgesic use: 

higher pain significant. At high and 

medium levels of optimism, 

medication use is positively related to 

pain. Pain and medication use is non-

significant at low levels of optimism.  

Coping Powers et al., 2002 9-12 3 USA SCD After intensive skills training (CBT). 

On average, participants used coping 

strategies on 90% of the time on pain 

days. Found pain coping strategies to 

be helpful with pain management.  
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Coping Reid et al., 1998 7-17 76 Canada Recurrent pain Problem-focused avoidance 

negatively related to pain intensity. 

Approach coping non-significant with 

pain intensity. Higher approach and 

problem-focused avoidance coping 

related to higher tender point 

thresholds. Higher emotion-focused 

avoidance related to lower tender 

point thresholds. Non-significant for 

control point thresholds.  

Coping Sanders et al., 1994 7-14 28 Australia Abdominal 

pain  

Regression with initial pain, coping 

(post intervention), parent caregiving 

(post intervention) significant with 

pain observations (child's use of self-

talk was significant). Parent 

observation of child coping 

behaviours - self-talk was significant 

on parent pain diary scores.  

Coping Sawyer et al., 2005 8-18 54 Australia JIA Positive correlation between pain 

scores and pain coping strategies.  

Coping Schanberg et al., 

1997 

6-20 56 USA JCA Hierarchical regressions: age, disease 

activity duration, coping. Entire model 

related to pain thermometer ratings 

(higher disease activity related to 

higher pain, higher pain control and 

rational thinking related to lower 

pain). Entire regression predictive of 

pain (higher pain control and rational 

thinking related to lower pain). Entire 

model and pain locations significant 

(higher pain control and rational 

thinking related to fewer pain 

locations). 
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Coping Schanberg et al., 

1996 

10-20 16 USA Fibromyalgia Increased pain control and rational 

thinking related to lower pain. Coping 

attempts unrelated to pain.  

Acceptance Simons et al., 2011 8-17 195 USA Chronic pain Higher pain associated with activity 

engagement, minimally related to pain 

willingness. 

Coping Stinson et al., 2008 9-17 76 Canada JIA Recording pain after joint injections. 

Week 1: higher emotion-focused 

avoidance related to higher 

unpleasantness and higher 

interference. Week 2: higher emotion 

focused avoidance related to higher 

pain intensity and higher 

unpleasantness. 

Coping Thastum et al., 

1999 

8-17 40 Denmark Juvenile 

Arthritis 

Healthy vs. JIA patients. In JA: 

Higher positive self-statements and 

behavioural distraction related to 

lower pain ratings (current, average, 

worst). Higher internalizing related to 

higher pain intensity during cold 

pressor, higher externalizing related to 

greater pain tolerance during cold 

pressor.  

Coping Thastum et al., 

2005 

7-15 56 Denmark JIA Hierarchical regression (including 

age, sex, disease duration, disease 

severity, disability beliefs), coping did 

not significantly predict pain. 
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Coping Thomsen et al., 

2002 

7-18 174 USA RAP Model predicting pain/adjustment 

from coping accounted for 9% 

variance in pain. Pain: higher 

disengagement coping, primary 

control coping related to higher pain. 

Higher secondary control coping 

related to lower pain.  

Coping Varni et al., 1996 5-16 187 USA MSK pain Higher cognitive refocusing coping 

related to lower pain. Higher striving 

to rest and be alone related to higher 

pain. 

Efficacy 

(self-

efficacy) 

Vuorimaa et al., 

2011 

8-15 142 Finland JIA Higher child pain related to lower 

somatic symptom subscale (self-

efficacy), lower social functioning 

subscale (self-efficacy). 

Coping Waldron, 1994 8-16 172 USA Rheumatic 

disease 

Higher problem solving coping related 

to higher worst pain.  
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Coping Walker et al., 2008 8-18 699 USA Chronic 

abdominal 

pain 

Identified coping patterns: Avoidant 

copers (had higher disability, lower 

pain efficacy, higher depressive 

symptoms, lower competence); 

dependent copers (had higher pain, 

somatic symptoms, pain seriousness, 

lower parent reported pain coping 

efficacy); self-reliant (lower somatic 

symptoms, disability, depressive 

symptoms, appraisals of pain 

seriousness, support seeking); 

engaged (less serious average pain 

intensity, higher perceived self-

efficacy compared to other groups, 

higher competence, lower depression 

than other groups); infrequent (lower 

somatic symptoms, disability, 

depression). Parents of engaged, self-

reliant, infrequent copers rated pain as 

more serious than children. 

Efficacy 

(pain coping 

efficacy) 

Walker et al., 2012 
 

379 USA FAP Profiles created. High pain 

dysfunctional (low pain coping 

efficacy, high health-related 

impairment). High pain adaptive 

(High confidence in ability to cope, 

low negative affect and health-related 

impairment). Low pain adaptive (high 

confidence in ability to cope). Parents 

rated dysfunctional/high pain adaptive 

profiles as having pain above the 

midpoint on the pain severity scale 

(higher than low pain adaptive).  
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Efficacy 

(self-

efficacy) 

Wicksell et al., 

2011 

10-18 30 Sweden Chronic pain ACT Intervention:  No mediating 

effect of treatment on outcome 

variables (pain interference, 

depression) seen for self-efficacy. 

Self-efficacy at post treatment not 

significant with pain interference or 

depression change scores.  

Positive 

mood  

Zempsky et al., 

2013 

11-20 25 USA SCD Higher positive affect non-significant 

with pain scores.  

 

Table 4. Positive psychology articles with positive psychological factors examined as they relate to pain. Table is organized 

alphabetically according to author. Details regarding main outcome measure and study findings are highlighted in the “outcome” and 

“summary of findings” columns, respectively. Note. FAP = functional abdominal pain, JIA = juvenile idiopathic arthritis, JCA = 

juvenile chronic arthritis, MSK = musculoskeletal, RAP = recurrent abdominal pain, SCD = sickle cell disease.  
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Table 5. Articles With Positive Psychological Factors as They Relate to Health-Related Quality of Life  

Positive 

Psychological 

Factor 

Study Age N Country Chronic Pain 

Type 

Summary of Findings 

Hope Connelly Jr., 

2005 

8-12 68 USA JRA Hope not significantly related to QOL.  

Coping, 

Spirituality 

Cotton et al., 

2009 

11-19 48 

(quantitative)

; 37 

qualitative 

USA SCD Religious/spiritual coping non-

significantly related to HRQOL.  

Acceptance Feinstein et 

al., 2011 

12-18 23 USA JIA Acceptance non-significantly related to 

QOL 

Coping Frare et al., 

2002 

8-14 48 Italy Headache Higher coping related to higher QOL, 

child's ability to cope related to higher 

QOL.  

Coping, 

Efficacy 

(self-

efficacy) 

Libby & 

Glenwick 

2010 

10-18 57 USA Fibromyalgia Higher self-efficacy related to higher 

HRQOL. Regressions (self-efficacy 

with controls) higher self-efficacy 

related to higher QOL. Moderations 

onto pain and QOL non-significant. 
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Coping Lim, 2010 8-18 104 USA SCD No main effect of approach coping on 

HRQOL. No significant pain x coping 

interactions onto HRQOL. SCD QOL 

emotion-focused avoidance coping 

related to QOL (interaction non-

significant). Significant interaction 

between pain and approach coping on 

SCD QOL emotion scale (higher 

approach coping, pain non-significant; 

lower approach coping, pain 

significant). Higher approach coping 

related to higher QOL school for males 

and females.  

Coping Lutz et al., 

2004 

birth-

18 

80 USA SCD Child active/passive coping non-

significant moderator of disability 

stress with QOL, non-significant 

predictor of HRQOL. Child active 

coping moderated relation between 

disability stress and parent's own QOL, 

non-significant with child QOL (non-

significant in post-hoc analyses). 

Child/parent passive coping did not 

moderate disease stress and parent 

QOL.  

Coping Merljin et al., 

2006 

12-18 194 Netherlan

ds 

Chronic pain Higher vulnerability, higher approach 

coping, higher emotion-focused 

coping, related to lower QOL.   

Hope Rump, 2005 Uncle

ar 

139 USA JRA, SCD Higher child hope related to higher 

parent-reported child HRQOL. JRA: 

higher child hope related to higher 

QOL.  
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Coping Sawyer et al., 

2005 

8-18 54 Australia JIA Social support, striving for rest, being 

alone all coping that was negatively 

correlated with HRQOL. Problem 

solving, cognitive refocusing, 

cognitive self-instruction, non-

significantly with HRQOL.  

Coping, 

Efficacy 

(self-

efficacy) 

Seid et al., 

2014 

2-16 230 USA JIA Child report. Higher self-efficacy 

related to higher HRQOL. Coping with 

pain related to higher HRQOL. Higher 

cognitive self-instruction related to 

higher HRQOL. Parent report: higher 

coping via self-instruction related to 

higher child HRQOL, higher 

distraction related to lower child 

HRQOL.  

Coping Warschburger 

et al., 2014 

8-18 170 Germany Abdominal 

pain  

Hierarchical regression onto HRQOL. 

First step demographics, second step 

pain, higher catastrophizing related to 

lower HRQOL, no other coping 

significant.  
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Hope, Coping Ziadini et al., 

2011 

12-18 49 USA SCD Hope as moderator between HRQOL 

and adaptive behaviour significant 

(higher hope, higher HRQOL related 

to higher adaptive behaviour; lower 

HRQOL related to lower adaptive 

behaviour, low hope non-significant). 

Adherence (coping) as moderator 

between HRQOL and adaptive 

behaviour significant (lower 

adherence, lower HRQOL related to 

lower adaptive functioning; higher 

adherence, HRQOL non-significantly 

related to adaptive functioning). 

 

Table 5. Positive psychological factors examined as they relate to health-related quality of life. Table is organized alphabetically 

according to author. Details regarding main outcome measure and study findings are highlighted in the “outcome” and “summary of 

findings” columns, respectively. Note. HRQOL = health-related quality of life, JIA = juvenile idiopathic arthritis, JRA = juvenile 

rheumatic arthritis, SCD = sickle cell disease.  
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Table 6. Articles With Positive Psychological Factors as They Relate to Disability 

Positive 

Psychological 

Factor 

Study Age N Country Chronic Pain 

Type 

Summary of Findings 

Efficacy 

(pain self-

efficacy) 

Carpino et 

al., 2014 

8-17 199 USA Headache Higher pain self-efficacy related to lower school 

disability. Pain self-efficacy mediates relation 

between pain-related fear and functional 

disability. 

Coping Claar & 

Simons, 

2011 

13-17 85 USA Chronic pain Adaptive coping related to lower disability (non-

significant: somatic symptoms, pain, school 

absences) at baseline.  

Acceptance Feinstein et 

al., 2011 

12-18 23 USA JIA Acceptance non-significantly related to disability 

while controlling for psychological inflexibility.  

Coping Hechler et 

al., 2010 

11-18 167 Germany Chronic pain Intervention. Lower passive coping, lower seeking 

social support, higher positive self-instruction 

related to lower disability.  

Coping Kaczynski et 

al., 2009 

8-17 266 USA Chronic pain Gender did not moderate relation between passive 

coping and functional disability.  

Efficacy 

(self-

efficacy), 

Coping 

Kaminsky, 

2002 

8-17 50 Canada Abdominal 

pain 

Higher active coping related to higher disability. 

Regressions: Disability non-significant.  

Coping  Kashikar-

Zuck et al., 

2001 

 
73 USA MSK pain, 

headache 

Higher behavioural distraction related to lower 

disability. Higher internalizing/externalizing 

related to higher disability and depression. Higher 

emotion-focused avoidance related to higher 

functional disability.  



   
 

  

156 

Coping Kashikar-

Zuck et al., 

2002 

9-19 36 USA Fibromyalgia

, chronic low 

back pain  

Adaptive coping was non-significantly related to 

functional disability. Higher emotion-focused 

avoidance related to higher disability.  

Coping, 

Efficacy 

(coping 

efficacy) 

Kashikar-

Zuck et al., 

2005 

13-17 30 USA Fibromyalgia Higher emotion-focused coping related to higher 

disability at baseline.  

Coping Kashikar-

Zuck et al., 

2013 

11-18 100 USA Fibromyalgia Intervention, CBT vs. Education.  Change in 

coping strategies did not mediate disability and 

depression improvement.  

Coping Keogh & 

Eccleston, 

2006 

11-19 161 UK Chronic pain Females: higher positive self-statements, lower 

behavioural distraction, higher 

internalizing/catastrophizing, related to disability. 

Males: higher information seeking, problem 

solving, approach coping related to disability.  

Efficacy 

(coping 

efficacy) 

Lynch-

Jordan et al., 

2015 

8-18 100 USA Chronic pain Higher coping efficacy related to lower disability 

(baseline and end of treatment).  

Coping, Self-

Concept 

Mogilevsky, 

2001 

6-16 60 Canada RAP "Adaptive coping cluster" related to higher family 

functioning and lower somatization. "Child 

distress cluster" related to higher 

anxiety/depression scores, higher somatization, 

disability, pain reinforcement. "Child distress 

cluster" related to higher disability.  

Coping Reid et al., 

1998 

7-17 76 Canada Recurrent 

pain 

High school students: Lower problem-focused 

avoidance and higher emotion-focused avoidance 

related to higher disability. Approach coping non-

significant with functional disability.  
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Coping Reid et al., 

2005 

11-17 45 Canada JRA, 

fibromyalgia 

During pain-evoking task: Higher child positive 

task-related verbalization related to lower 

functional disability.  

Coping Schanberg et 

al., 1996 

10-20 16 USA Fibromyalgia Increased pain control and rational thinking 

related to lower disability. 

Coping Shirkey et 

al., 2011 

8-15 116 USA RAP Active/accommodative coping non-significantly 

related to disability. Episode specific passive 

coping significant amount of variance in disability 

beyond dispositional passive coping (not vice 

versa). Dispositional passive coping predicted 

disability at follow up.  

Efficacy 

(coping 

efficacy) 

Sil et al., 

2014 

11-18 100 USA Fibromyalgia CBT vs. Fibromyalgia education. For patients 

who received CBT, those with higher coping 

efficacy at baseline were 1.56 times more likely to 

achieve a clinically significant improvement in 

disability. 

Coping Simons et 

al., 2008 

12-17 217 USA Chronic pain Passive coping moderated the relation between 

parental protective behaviour and disability 

(higher passive x parent protective behaviour non-

significantly related to disability; lower passive 

coping x parent protective coping predicted higher 

disability). Higher active coping related to higher 

disability (interaction non-significant). 

Accommodative coping non-significant with 

disability.  

Acceptance Simons et 

al., 2011 

8-17 195 USA Chronic pain Higher SES related to higher parent reported child 

acceptance. Higher parent rated child acceptance 

related to lower disability. Lower disability over 

time related to higher pain acceptance.  
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Efficacy 

(self-

efficacy) 

Vuorimaa et 

al., 2007 

8-15 120 Finland JIA Higher self-efficacy related to lower functional 

disability. 

Coping Walker et 

al., 2007 

8-15 154 USA Chronic 

abdominal 

pain 

Higher passive coping potential related to higher 

disability.  

Coping Walker et 

al., 2008 

8-18 699 USA Chronic 

abdominal 

pain 

Identified coping patterns: Avoidant copers (had 

higher disability, lower pain efficacy, higher 

depressive symptoms, lower competence); 

dependent copers (had higher pain, somatic 

symptoms, pain seriousness, lower parent reported 

pain coping efficacy; self-reliant (lower somatic 

symptoms, disability, depressive symptoms, 

appraisals of pain seriousness, support seeking); 

engaged (less serious average pain intensity, 

higher perceived self-efficacy compared to other 

groups, higher competence, lower depression than 

other groups); infrequent (lower somatic 

symptoms, disability, depression).  

Acceptance, 

Efficacy 

(self-

efficacy) 

Wallace et 

al., 2011 

10-19 109 USA Chronic pain Higher acceptance correlated with lower 

disability. Hierarchical regression of acceptance 

onto disability: variables that predict functioning 

in children/adolescents in steps 1-4, then 

acceptance in final step. Higher self-efficacy 

related to lower disability with pain, depression, 

anxiety controlled for. Next step higher 

acceptance related to lower disability (pain self-

efficacy non-significant when acceptance is 

added).  
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Acceptance Weiss et al., 

2013 

11-18 112 USA Chronic pain Higher acceptance related to lower disability at 

baseline. Hierarchical regression: (pain, baseline 

acceptance, baseline for outcome in first steps), 

change in acceptance in final step. Change in 

acceptance significant predictor of change in 

functional disability.  

 

Table 6. Positive psychological factors examined as they relate to disability. Table is organized alphabetically according to author. 

Details regarding main outcome measure and study findings are highlighted in the “outcome” and “summary of findings” columns, 

respectively. Note. HRQOL = health-related quality of life, JIA = juvenile idiopathic arthritis, JRA = juvenile rheumatic arthritis, 

MSK = musculoskeletal Pain, RAP = recurrent abdominal pain.  
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Table 7. Positive Psychological Factors Examined in Moderation Analyses  

Positive 

Psychological 

Factor 

Study Age N Country Chronic Pain 

Type 

Outcome Summary of Findings 

Coping  Casey et 

al., 2000 

5-18 118 USA SCD Maladjustment Disengaged coping did not 

moderate relation between 

disability stress and 

maladjustment. Engaged 

coping did not moderate stress 

on maladjustment. 

Coping Kaczynski 

et al., 2009 

8-17 266 USA Chronic pain Disability, 

internalizing 

symptoms 

Gender did not moderate 

relation between passive 

coping and internalizing 

symptoms OR passive coping 

and functional disability.  

Coping Keogh & 

Eccleston, 

2006 

11-

19 

161 UK Chronic pain Disability, 

pain 

Coping moderates sex 

differences in pain related 

variables (sex and higher 

approach coping/emotion 

focused avoidance 

significantly moderated on 

pain - positive for males 

[approach positively related to 

pain], non-significant for 

females).  

Satisfaction  Langeveld 

et al., 1999 

12-

18 

64 Netherlands Headache Satisfaction 

with life 

Higher experienced symptoms 

moderated relation between 

headache and lower 

satisfaction with life.  
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Hope Lash, 2005 12-

18 

28 USA SCD Passive coping Extent to which illness type 

(SCD) moderated relation 

between appraisals (i.e., hope), 

and passive coping non-

significant.  

Hope Lewis & 

Kliewer, 

1996 

7-16 39 USA SCD Anxiety Interactions: higher hope 

interacts with higher active 

coping, lower support seeking, 

and higher distraction to 

predict lower anxiety.  

Efficacy (self-

efficacy) 

Libby & 

Glenwick, 

2010 

10-

18 

57 USA Fibromyalgia Depression, 

pain, QOL 

Moderations: hassles x self-

efficacy significant onto 

depression (higher self-

efficacy and low daily hassles 

related to higher depression; 

higher self-efficacy and high 

daily hassles related to lower 

depression). Moderations onto 

pain and QOL non-significant. 

Coping Lim, 2010 8-18 104 USA SCD HRQOL No significant pain x coping 

interactions onto HRQOL. 

SCD QOL pain x emotion 

focused avoidance coping 

related to QOL (interaction 

non-significant). Significant 

interaction between pain and 

approach coping on SCD QOL 

emotion scale (higher 

approach coping, higher pain, 

QOL ns; lower approach 

coping, higher pain, lower 

QOL significant). 
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Coping Lutz et al., 

2004 

birth-

18 

80 USA SCD QOL, CBCL Child active/passive coping 

did not moderate the relation 

between disability stress and 

behaviour problems; QOL. 

Child active coping moderated 

relation between disability 

stress and parent QOL, non-

significant child QOL (non-

significant in post-hoc 

analyses). Child/parent passive 

coping did not moderate 

disease stress and parent QOL.  

Optimism Pence et 

al., 2007 

13-

17 

27 USA SCD Optimism Model predicting analgesic 

use: higher pain, lower 

maternal education level 

significant (optimism, age, 

gender non-significant). At 

high and medium levels of 

optimism, medication use is 

positively related to pain. Pain 

and medication use is non-

significant at low levels of 

optimism.  
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Coping Simons et 

al., 2008 

12-

17 

217 USA Chronic pain Somatization, 

disability 

Passive coping moderated the 

relation between parental 

protective behaviour and 

disability/somatic complaints 

(higher passive coping, parent 

protective behaviour non-

significantly related to 

disability; lower passive 

coping, parent protective 

behaviour predicted higher 

disability). Higher active 

coping x disability stress non-

significantly related to 

disability. Accommodative 

coping x disability stress non-

significant with disability. 

Higher active coping 

moderated parental protective 

behaviour and somatization 

(higher active, parent 

behaviour non-significant for 

somatic symptoms; lower 

active coping, higher parent 

behaviour related to higher 

somatic symptoms). 

Adolescent 

active/passive/accommodative 

coping did not moderate 

parental minimizing behaviour 

and somatic complaints. 
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Coping Wassom, 

2009 

13-

17 

20 USA RAP Coping For intervention: significant 

group by phase interaction 

effect on passive coping scale 

(reduced for intervention 

participants). Trend level for 

active/accommodative coping.  

Hope Ziadini et 

al., 2011 

12-

18 

49 USA SCD Adaptive 

functioning 

Hope as moderator between 

HRQOL and adaptive 

behaviour significant (higher 

hope, higher HRQOL related 

to higher adaptive behaviour; 

low hope non-significant). 

Adherence (coping) as 

moderator between HRQOL 

and adaptive behaviour 

significant (lower adherence, 

lower HRQOL, related to 

lower adaptive functioning; 

higher adherence, HRQOL 

non-significantly related to 

adaptive functioning).  

 

Table 7. Positive psychological factors examined in moderation analyses. Table is organized alphabetically according to author. 

Details regarding main outcome measure and study findings are highlighted in the “outcome” and “summary of findings” columns, 

respectively. Note. HRQOL = health-related quality of life, JIA = juvenile idiopathic arthritis, JRA = juvenile rheumatic arthritis, 

MSK = musculoskeletal Pain, QOL = quality of life, RAP = recurrent abdominal pain.  
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Table 8. Positive Psychological Factors Examined in Mediation Analyses 

Positive 

Psychological 

Factor 

Study Age N Country Chronic Pain 

Type 

Outcome Summary of Findings 

Efficacy 

(pain self-

efficacy) 

Carpino et 

al., 2014 

8-17 199 USA Headache Functional 

disability, 

school 

functioning 

Pain self-efficacy mediates 

relation between pain-related 

fear and functional disability 

and pain-related fear and school 

functioning. Non-significant 

mediations onto depression.  

Coping Hocking et 

al., 2011 

8-16 44 USA Abdominal 

pain 

Anxiety, 

coping 

Secondary control coping 

mediates selective attention and 

anxiety. Secondary control 

coping also mediates attention 

control and anxiety. Non-

significant mediations with 

depression.  

Coping Kaczynski 

et al 2013 

11-17 262 USA Headache School 

functioning 

Migraine group: Passive coping 

did not mediate the relation 

between depression and school 

difficulties.  

Coping Kaczynski 

et al. 2011 

12-17 280 USA Chronic pain Disability, 

anxiety, 

somatic 

complaints 

Passive coping mediated the 

relation between anxiety and 

disability. Non-significant 

mediation (passive coping) with 

anxiety and somatic complaints.  
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Coping Kashikar-

Zuck et al., 

2013 

11-18 100 USA Fibromyalgia Depression, 

coping, 

disability 

Intervention, CBT vs. 

Education. Change in coping 

strategies did not mediate 

disability and depression 

improvement.  

Hope, coping Lewis & 

Kliewer 

1996 

7-16 39 USA SCD Anxiety Coping does not mediate 

relation between hope and 

physical symptoms in sample.  

Hope Rump, 

2005 

Unclear 139 USA JRA, SCD Parent 

stress, hope, 

QOL 

SCD mediation: parent 

perception of child hope 

mediated parent mood and child 

hope.  

Coping, hope Simon et 

al., 2009 

12-19 44 USA SCD Coping, 

self-esteem 

depression 

Mediation models (self-esteem 

mediated by negative thinking, 

composite, hope) onto anxiety, 

depression, and sense of 

inadequacy not supported.  

Psychological 

Flexibility 

(pain 

reactivity) 

Wicksell et 

al., 2011 

10-18 30 Sweden Chronic pain Pain 

interference, 

reactivity 

ACT intervention. Pain 

reactivity (psychological 

flexibility) mediated relation 

between pain interference and 

depression. No mediating effect 

of treatment on outcome 

variables (pain interference, 

depression) seen for pain self-

efficacy.  

 

Table 8. Positive psychological factors examined in mediation analyses. Table is organized alphabetically according to author. Details 

regarding main outcome measure and study findings are highlighted in the “outcome” and “summary of findings” columns, 

respectively. Note. ACT = acceptance and commitment therapy, HRQOL = health-related quality of life, JRA = juvenile rheumatic 

arthritis, SCD = sickle cell disease, QOL = quality of life. 
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Figure 1. Included study flow chart following PRISMA guidelines  
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Figure 2. Included positive psychological factors with the number of studies within which they 

were examined, arranged in alphabetical order. Some studies examined more than one positive 

psychological factor.   
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Figure 3. Favourable, unfavourable, unclear positive psychological factors.  
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Figure 4. Favourable, unfavourable, unclear miscellaneous positive psychological factors. Charts 

show the proportion of studies that indicate the factor is favourable, unfavourable, or unclear 

(overall designation of favourable, unfavourable, or unclear made when more than 60% of the 

studies are favourable, unfavourable, or unclear).  
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Figure 5. Favourable, unfavourable, unclear coping types (active coping to externalizing 

coping). Charts show the proportion of studies that indicate the factor is favourable, 

unfavourable, or unclear (overall designation of favourable, unfavourable, or unclear made when 

more than 60% of the studies are favourable, unfavourable, or unclear). 
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Figure 6. Favourable, unfavourable, unclear coping types (general coping to problem-focused 

coping potential). Charts show the proportion of studies that indicate the factor is favourable, 

unfavourable, or unclear (overall designation of favourable, unfavourable, or unclear made when 

more than 60% of the studies are favourable, unfavourable, or unclear). 
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Figure 7. Favourable, unfavourable, unclear coping types (problem solving coping to striving for 

rest and being alone). Charts show the proportion of studies that indicate the factor is favourable, 

unfavourable, or unclear (overall designation of favourable, unfavourable, or unclear made when 

more than 60% of the studies are favourable, unfavourable, or unclear). 
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Figure 8. Summary of 46 studies including pain as an outcome variable, categorized according to 

favourable (i.e., higher levels of positive psychological factors related to more positive 

outcomes; lower levels of positive psychological factors related to more negative outcomes), 

unfavourable (i.e., lower levels of positive psychological factors related to more positive 

outcomes; higher levels of positive psychological factors related to more negative outcomes), 

and unclear. Arrows pointing up indicate presence of positive psychological factor related to 

outcome, arrows pointing down indicate absence of positive psychological factor related to 

outcome.  
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Figure 9. Summary of 14 studies including HRQOL as an outcome variable, categorized 

according to favourable (i.e., higher levels of positive psychological factors related to more 

positive outcomes; lower levels of positive psychological factors related to more negative 

outcomes), unfavourable (i.e., lower levels of positive psychological factors related to more 

positive outcomes; higher levels of positive psychological factors related to more negative 

outcomes), and unclear. Arrows pointing up indicate presence of positive psychological factor 

related to outcome, arrows pointing down indicate absence of positive psychological factor 

related to outcome.  
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Figure 10. Summary of 25 studies including disability as an outcome variable, categorized 

according to favourable (i.e., higher levels of positive psychological factors related to more 

positive outcomes; lower levels of positive psychological factors related to more negative 

outcomes), unfavourable (i.e., lower levels of positive psychological factors related to more 

positive outcomes; higher levels of positive psychological factors related to more negative 

outcomes), and unclear. Arrows pointing up indicate presence of positive psychological factor 

related to outcome, arrows pointing down indicate absence of positive psychological factor 

related to outcome.  
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Figure 11. Summary of 13 studies using moderation, categorized according to favourable (i.e., 

higher levels of positive psychological factors related to more positive outcomes; lower levels of 

positive psychological factors related to more negative outcomes), unfavourable (i.e., lower 

levels of positive psychological factors related to more positive outcomes; higher levels of 

positive psychological factors related to more negative outcomes), and unclear. Arrows pointing 

up indicate presence of positive psychological factor related to outcome, arrows pointing down 

indicate absence of positive psychological factor related to outcome.  
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Figure 12. Summary of 9 studies using mediation, categorized according to favourable (i.e., 

higher levels of positive psychological factors related to more positive outcomes; lower levels of 

positive psychological factors related to more negative outcomes), unfavourable (i.e., lower 

levels of positive psychological factors related to more positive outcomes; higher levels of 

positive psychological factors related to more negative outcomes), and unclear. Arrows pointing 

up indicate presence of positive psychological factor related to outcome, arrows pointing down 

indicate absence of positive psychological factor related to outcome.  
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Study 2 

Study 2: Overview 

Run concurrently with Study 1, Study 2 narrowed the current dissertation’s focus to three 

positive individual child factors. Although there are many individual positive psychological 

factors to choose from for Study 2 (see extensive list in Appendix A), the focus was optimism, 

pain self-efficacy, and mindfulness. These positive psychological factors were selected because 

a) adult pain research indicates that they might be important for the experience of pain and well-

being (see review, below); b) they can be measured using published measures with known 

psychometric properties (i.e., Bursch, Tsao, Meldrum, & Zeltzer, 2006; Ey et al., 2005; Greco, 

Baer, & Smith, 2011); and c) they have previously been examined in pediatric pain research (i.e., 

individually, in pediatric chronic or experimental pain contexts). In this study, these variables 

were examined in the specific pediatric pain context of abdominal pain. The heterogeneous 

group of chronic abdominal pain is the focus of Study 2 due to a longstanding body of cross-

sectional and longitudinal research examining vulnerability factors and their relation to well-

being in this population (e.g., Szigethy et al., 2009; van Tilburg, Palsson, & Whitehead, 2013; 

van Tilburg et al., 2015a; Walker, Garber, Van Slyke, & Greene, 1995; Walker, Guite, Duke, 

Barnard, & Greene, 1998; Walker & Heflinger, 1998), beginning with Apley and Naish’s (1958) 

seminal works examining children with abdominal pain. Protective models of resilience (Fergus 

& Zimmerman, 2005, Zimmerman et al., 2013) were examined in the current study which posit 

that personal assets (e.g., optimism) reduce the impact that risk factors (e.g., pain) have on 

negative outcomes (e.g., disability). In addition to better understanding how certain personal 

assets could be protective, increasing the understanding of how optimism, pain self-efficacy, and 
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mindfulness serve as resilience factors for children and adolescents with abdominal pain was 

also a goal of the study.  

The purpose of Study 2 was to better understand whether optimism, pain self-efficacy, 

and mindfulness relate to higher health-related quality of life and lower parent reported pain-

related disability in children and adolescents with abdominal pain, including functional 

gastrointestinal disorders (FGIDs) and organic gastrointestinal disorders, such as inflammatory 

bowel disease (IBD). Increasing the current understanding of whether and how optimism, pain 

self-efficacy, and mindfulness buffer the associations between a) pain and health-related quality 

of life and b) pain and parent reported pain-related disability in a cross-sectional context were 

also objectives of this research. Health-related quality of life and parent reported pain-related 

disability were selected as outcome variables for Study 2 because they are recommended 

outcome variables in pain literature (PedIMMPACT statement; McGrath et al., 2008) that may 

already be used in pediatric pain clinics, allowing for an examination of positive psychological 

variables within a more traditional pediatric pain framework. In the following sections, chronic 

abdominal pain in the form of FGIDs and organic gastrointestinal disorders (organic GIDs) will 

be described and the concomitant disability and impairment to health-related quality of life will 

be explored to provide context for the population of interest. Optimism, pain self-efficacy, and 

mindfulness will also be examined as they relate to abdominal pain.  

Study 2: Abdominal Pain; Prevalence and Functioning 

Functional Gastrointestinal Disorders (FGIDs) describe chronic symptom patterns in the 

gastrointestinal tract that cannot fully be explained by organic abnormality (McOmber & 

Shulman, 2008). Examples of FGID diagnoses include functional abdominal pain, functional 

dyspepsia, irritable bowel syndrome, and abdominal migraine (Yacob & Di Lorenzo, 2009). 
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Adult FGID prevalence rates in North America range from 10-20% (e.g., Drossman et al., 1993), 

with 61% of adults in Canada experiencing one or more FGID symptom(s) (Thompson, Irvine, 

Pare, Ferrazzi, & Rance, 2002). FGIDs also impact children and adolescents, with weekly 

abdominal pain rates of 21.5% in girls and 16.8% in boys (Petersen, Bergström, & Brulin, 2003). 

Younger youth may be more likely to develop FGIDs (Devanarayana et al., 2011) and stomach 

pain (Kristjandottir, 1996) than older youth, although findings have been mixed (King et al., 

2011). The chronic abdominal pain associated with childhood FGIDs may lead to costly medical 

system usage in search of a known organic cause (Ammoury, Del Rosario Pfefferkorn, & 

Croffie, 2009). Such help seeking can include visits to primary care physicians, emergency 

rooms, specialists, and the use of expensive and invasive diagnostic medical procedures. 

Increased medical system usage may continue into adulthood due to the trajectory of FGIDs 

from childhood into adolescence and adulthood (Walker et al., 1998). This is of concern because 

health care costs related to adult chronic pain in Canada are estimated to be $6 billion per year 

(Lynch, 2011). Research improving our understanding of FGIDs is critical as it can provide 

insight into factors related to the incidence of FGIDs which can then inform interventions, 

possibly leading to a profound impact on population health and associated medical costs in 

Canada. 

In contrast to FGIDs, which cannot be fully explained by any known organic abnormality 

(McOmber & Shulman, 2008), inflammatory bowel disease (IBD) is identified by an organic 

abnormality in the gastrointestinal tract (Baumgart & Sandborn, 2007). The two major subtypes 

of IBD (determined by the location of the inflammation in the digestive tract) are Crohn’s 

disease and ulcerative colitis. Although there can be a high degree of overlap in symptoms, 

Crohn’s disease tends to present itself as a constellation of symptoms including abdominal pain, 
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diarrhea, and weight loss, whereas the hallmark symptom of ulcerative colitis is bloody diarrhea 

(Griffiths, 2004). Pediatric inflammatory bowel disease appears to impact 7.05 out of 100, 000 

North American children (Kugathasan et al., 2003), and incidence tends to increase with age 

(Benchimol et al., 2011). Male children and adolescents tend to have higher rates of pediatric 

Crohn’s disease than females, while rates of pediatric ulcerative colitis appear to be equal 

between male and female children (Sauer & Kugathasan, 2010).  

Children and adolescents with FGIDs and IBD who experience abdominal pain are the 

primary focus of the current study, however, it is important to consider how parent factors may 

also impact children with abdominal pain. The social communication theory of pain considers 

the complexity involved in intrapersonal, interpersonal, and biological experience of pain, such 

that the person experiencing pain and the observer’s (e.g., parent) biological, psychological, and 

social experiences of pain interact (Craig, 2009). Further, social learning theory suggests that 

people learn through observation and direct experience (Bandura, 1977). In the case of pediatric 

chronic pain, children and adolescents may primarily learn from their parents and it is therefore 

important to consider family context in children and adolescents with FGIDs and organic GIDs. 

Indeed, parent experience of gastrointestinal symptoms is known to be related to child 

experience of gastrointestinal symptoms (e.g., Levy et al., 2004; Levy, 2011; van Tilburg et al., 

2015b). As such, parent experience of abdominal pain may be an important factor to consider in 

youth with abdominal pain.  

Functioning. The PedIMMPACT consensus statement suggests that physical, emotional, 

and role functioning (i.e., school attendance) are important outcomes to consider for pediatric 

chronic pain populations (McGrath et al., 2008). Higher levels of abdominal pain intensity are 

related to increased impairment in functioning in individuals with recurrent abdominal pain 
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(Wendland, Jackson, & Stokes, 2010) and IBD (Wojtowicz, Greenley, Gumidyala, Rosen, & 

Williams, 2014). Although higher pain intensity is related to impaired functioning in children 

and adolescents, it is important to extend beyond the study of pain intensity because other 

factors, such as pain coping, internalizing symptoms, and parent reinforcement of sick role 

behaviours also relate to lower functioning in children and adolescents with chronic pain 

(Palermo, 2000). For example, in children and adolescents with chronic pain, depressive 

symptoms (Kashikar-Zuck, Goldschneider, Powers, Vaught, & Hershey, 2001) and anxiety 

(Simons, Sieberg, & Claar, 2012) are related to higher levels of functional disability.  

Child and adolescent functioning has been examined in people with either FGIDs or 

organic GIDs who experience abdominal pain. In children and adolescents with IBD, pain 

catastrophizing is uniquely related to functional disability beyond self-reported abdominal pain 

intensity (Wojtowicz et al., 2014). In addition to examining child functioning in IBD, 

impairments in functioning have also been established in youth with abdominal pain without an 

identified organic cause. Children with recurrent abdominal pain and their parents report higher 

levels of functional impairment compared to controls (Campo et al., 2004), and the impairment 

in functioning can persist over time for adolescents and young adults who had previously 

experienced recurrent abdominal pain (Walker et al., 1995). Research suggests that higher levels 

of anxious or depressive symptoms interact with pain intensity, leading to greater levels of 

functional disability in children and adolescents with recurrent abdominal pain (Wendland et al., 

2010). These findings suggest that children and adolescents with abdominal pain experience 

impairment in functioning related to psychosocial factors in addition to pain intensity, regardless 

of whether the abdominal pain is from an identified organic cause or not.     
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Health-related quality of life. Health-related quality of life describes the impact of 

medical system usage, chronic conditions, and injury (Spieth & Harris, 1996) on physical, 

emotional, social, and school functioning (Varni et al., 2006). The measurement of health-related 

quality of life falls in line with the World Health Organization’s (1948) definition of health as 

“...a state of complete physical, mental and social well-being and not merely the absence of 

disease or infirmity”. Meta-analytic findings suggest that health-related quality of life differs 

significantly from health status alone in that respondents extend beyond physical well-being and 

consider mental health in their ratings (Smith, Avis & Assmann, 1999). Health-related quality of 

life is predictive of long-term health outcomes in children and adolescents with chronic pain 

conditions (Walker & Heflinger, 1998) and assessment of health-related quality of life could help 

medical professionals identify patients who may benefit from psychological intervention to 

improve health outcomes (Spieth & Harris, 1996; Walker & Heflinger, 1998).  

Research with chronic pediatric conditions (i.e., diabetes, cardiac conditions, asthma, 

end-stage renal disease, cancer, rheumatology, cerebral palsy, obesity, gastrointestinal 

conditions) suggests that health-related quality of life is an outcome that can be measured 

successfully with various child and adolescent groups (Varni, Limbers & Burwinkle, 2007). 

Youth with chronic or recurrent pain, including those with FGIDs or organic GI disorders tend to 

have impaired health-related quality of life compared to healthy peers (Gold, Maher & Palermo, 

2009a; Petersen, Hagglof & Bergström, 2009; Varni et al., 2015). Past research comparing IBD 

and FGIDs in children and adolescents suggests that those struggling with certain FGIDs (e.g., 

irritable bowel syndrome, functional abdominal pain) have not reported different levels of 

impairment in health-related quality of life compared to those with IBD (Varni et al., 2006; 

Warschburger et al., 2014). However, more recent research findings with larger samples suggest 
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that children and adolescents with FGIDs may have significantly lower health-related quality of 

life than those with organic GI disorders (Varni et al., 2015). Higher health-related quality of life 

in children and adolescents with abdominal pain predicts improved physical health in a 

longitudinal context (Walker & Heflinger, 1998).  

Study 2: Positive Child Factors – Optimism, Pain Self-Efficacy, Mindfulness 

The positive psychological factors examined in Study 2 include optimism, pain self-

efficacy, and mindfulness. Since Study 2 was conducted concurrently with Study 1, the findings 

from Study 1 were not available to inform the research questions and methodology employed in 

Study 2. However, it is interesting to note that self-efficacy (including pain self-efficacy) was 

described as a favourable intraindividual positive psychological factor in Study 1, while 

optimism and mindfulness were described as unclear. The single mindfulness study examined in 

Study 1 was an intervention study and the two optimism studies either offered descriptive 

information about optimism or included moderation analyses. As such, neither positive 

psychological factor was fit for description as favourable or unfavourable.  

The first positive psychological child factor that could relate to increased well-being is 

optimism. Optimism refers to a personal disposition involving the expectation of positive results 

(Scheier & Carver, 1985). Although there has been little research examining optimism in 

pediatric pain contexts, optimism has been associated with pain outcomes in adult experimental 

and chronic pain contexts (Cousins, Tomlinson, Cohen, & McMurtry, 2016). As such, optimism 

was selected as an individual positive psychological child factor for the current study to extend 

research examining optimism in the context of pain and well-being in adult and some pediatric 

research to an abdominal pain context.  
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Optimism has been related to lower pain (Hanssen, Vancleef, Vlaeyen, & Peters, 2014; 

Hood, Pulvers, Carrillo, Merchant, & Thomas, 2012), better habituation to pain (Smith et al., 

2009), and better executive functioning following an experimental pain task (Boselie, Vancleef, 

Smeets, & Peters, 2014) in adults with chronic pain. Dispositional optimism has been associated 

with lower pain intensity (Canella, Lobel, Glass, Lokshina, & Graham, 2007), pain 

catastrophizing (Bargiel-Matusiewicz & Krzyskzkowska, 2009), and depressive symptoms 

(Ferreira & Sherman, 2007), as well as higher active pain coping (Ramírez-Maestre, Esteve, & 

Lopez, 2012), functioning (Canella et al., 2007; Ramírez-Maestre et al., 2012; Wright et al., 

2011), internal locus of pain control (Bargiel-Matusiewicz & Krzyskzkowska, 2009), and life 

satisfaction (Ferreira & Sherman, 2007) in adults with chronic pain.  

Some research on the benefits of optimism has been conducted in pediatric pain contexts. 

Optimism has been related to lower pain intensity, higher psychological and overall quality of 

life, and fewer communication issues with health care providers in adolescents with cancer 

(Mannix, Feldman, & Moody, 2009). Higher optimism has also been related to lower self-

reported pain, higher self-esteem and mental health, and higher emotional and behavioural 

functioning in children with cancer (Williams, Davis, Hancock, & Phipps, 2010). Finally, higher 

levels of optimism were related to more accurate use of pain medication according to self-

reported pain intensity ratings in adolescents with sickle cell disease (Pence, Valrie, Gil, 

Redding-Lallinger, & Daeschner, 2007). In pediatric chronic pain populations, higher levels of 

dispositional optimism are associated with increased health-related quality of life, as well as 

lower fear of pain and catastrophizing in a sample of 58 children and adolescents (Cousins et al., 

2015b). Cousins et al. (2015b) also found that the relation between dispositional optimism and 

health-related quality of life was mediated by catastrophizing and fear of pain.  
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In sum, dispositional optimism appears to be related to lower pain intensity, improved 

pain coping, functioning, and well-being in adult and some pediatric pain research. Exploring 

dispositional optimism in children and adolescents with abdominal pain is a gap in the current 

literature. Therefore, the current study seeks to extend extant research examining optimism as an 

associate of well-being in children and adolescents with abdominal pain.  

The second positive child factor of interest for examination in children and adolescents 

with abdominal pain is pain self-efficacy, which describes the belief that one can function 

despite pain symptoms (Bursch et al., 2006). For the current study, the examination of child pain 

self-efficacy was informed by a small body of research examining pain self-efficacy as it relates 

to functioning in children with different types of chronic pain (Bursch et al., 2006), and children 

with headache pain (Carpino, Segal, Logan, Lebel & Simons, 2014; Kalapurakkel, Carpino, 

Lebel, & Simons, 2015). However, much of the current pain self-efficacy research has been 

conducted with adults with chronic pain, rather than pediatric populations (see Tomlinson, 

Cousins, McMurtry, & Cohen, 2017 for review). Some pediatric chronic pain research has also 

examined general (e.g., Libby & Glenwick, 2010; Seid, Huang, Niehaus, Brunner, & Lovell, 

2014) or coping self-efficacy (e.g., Sil et al., 2014), but not pain specific self-efficacy.  

Higher pain self-efficacy in adults with chronic pain is related to lower pain intensity 

(Meredith, Strong, & Feeney, 2006), fewer pain behaviours (e.g., complaints, avoidance), less 

pain-related disability (Asghari & Nicholas, 2001), greater activity levels, and lower levels of 

psychological distress (Lefebvre et al., 1999). Conversely, low pain self-efficacy in adults with 

chronic pain is also related to perceived burden to caregivers (Kowal, Wilson, McWilliams, 

Péloquin, & Duong, 2012), and more observed pain behaviours (e.g., sighing, grimacing, 

rubbing; McCahon, Strong, Sharry, & Cramond, 2005). These findings indicate that pain self-
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efficacy may be an important predictor of pain severity, disability, mood, and pain behaviours in 

adults with chronic pain. Furthermore, pain self-efficacy mediates the relation between pain 

intensity (Costa, Maher, McAuley, Hancock, & Smeets, 2011; Arnstein, Caudill, Mandle, Norris, 

& Beasley, 1999; Arnstein, 2000), pain related fear (Woby et al., 2014), and disability in adults 

with chronic pain suggesting that increases in pain self-efficacy may explain how increases in 

pain or fear of pain impacts disability in adults.  

In the realm of child pain, research has been conducted on pain self-efficacy in a sample 

of children with different types of chronic pain (i.e., abdominal pain, headache, body pain, back 

pain, and limb pain; Bursch et al., 2006). Specifically, Bursch et al. (2006) found that child pain 

self-efficacy was related to higher self-esteem and fewer somatic symptoms in 67 children and 

adolescents aged 9-18. This research also found that parent ratings of child pain self-efficacy 

were related to higher (parent reported) child self-esteem and fewer challenges with daily 

functioning. In a sample of 199 youth with headache pain, pain self-efficacy mediated the 

relation between pain-related fear and both functional and school disability, suggesting that 

higher levels of pain self-efficacy may explain the impact of pain-related fear on functioning 

(Carpino et al., 2014). Pain self-efficacy has also been related to higher levels of functioning, 

fewer depressive symptoms, and lower levels of school disability in 209 children and adolescents 

with chronic headache (Kalapurakkel et al., 2015), and higher acceptance and lower disability in 

109 adolescents with chronic pain (Wallace, Harbeck-Weber, Whiteside, & Harrison, 2011). 

Some pediatric chronic pain research has also examined general (e.g., Libby & Glenwick, 2010; 

Seid, Huang, Niehaus, Brunner, & Lovell, 2014) or coping self-efficacy (e.g., Sil et al., 2014) as 

they relate to positive functioning.  
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Taken together, extant research suggests that pain self-efficacy is related to better 

physical and mental health outcomes in adults and children with chronic/recurrent pain and thus 

may be associated with increased health-related quality of life. The current study seeks to extend 

this body of research toward a better understanding of the relations between pain self-efficacy 

and health-related quality of life and disability in children with abdominal pain. Results could 

provide unique information about how pain self-efficacy impacts these children and the process 

by which they may function more adaptively.  

Mindfulness is a third factor which could be associated with better mental and physical 

health in children with abdominal pain. Mindfulness was selected as a positive psychological 

variable of interest for the current study based on three reasons: 1) the potential effectiveness of 

mindfulness interventions for reducing psychopathology and pain in adult populations, 2) 

research supporting mindfulness interventions for reducing psychopathology in pediatric 

populations, and 3) the impact of mindfulness on the experience of experimental pain in children 

and adolescents. Mindfulness describes awareness of the present moment and one’s actions as 

well as an accepting and nonjudgmental stance toward one’s cognitions and internal sensations 

(Greco et al., 2011). Meta-analytic findings suggest that mindfulness interventions are successful 

in reducing psychopathology and pain symptoms in adults (Baer, 2003; Grossman et al., 2004). 

Mindfulness interventions have been applied to clinical pediatric populations with behavioural, 

emotional, and health difficulties (see Harnett & Dawe, 2012 for review). It is important to 

consider that the goal of mindfulness-based interventions such as ACT is not to reduce 

symptoms, rather to change a person’s relationship with symptoms (Wicksell, 2007). Generally, 

mindfulness research in children and adolescents with chronic pain is scant.  
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Although there is little mindfulness intervention research in child and adolescent chronic 

pain populations, mindfulness has been studied during laboratory-based/experimental pain tasks 

with emerging adult and child and adolescent populations. A six-hour-long mindfulness 

intervention was related to increased pain tolerance during a cold pressor task compared to an 

evidence-based two-hour-long guided imagery intervention in emerging adults (Kingston, 

Chadwick, Meron, & Skinner, 2007). Another study showed that a mindfulness intervention and 

a guided imagery program were equally successful in impacting pain tolerance in children and 

adolescents (Petter, Chambers, & Chorney, 2013), suggesting that mindfulness interventions 

seem to be at least as successful as guided imagery interventions in increasing pain tolerance 

during laboratory-based pain tasks.  

In addition to the more laboratory-based experimental pain tasks already mentioned, 

more recent mindfulness research has emerged examining youth with chronic pain, particularly 

in the area of mindfulness-based intervention techniques. Mindfulness-based intervention was 

related to higher mindfulness-based self-efficacy (Jastrowski et al., 2013), lower salivary cortisol 

(Chadi et al., 2016), fewer somatic symptoms, lower disability, and lower pain intensity (Lovas, 

Pajer, Chorney, Vo, Howlett, Doyle, & Huber, 2017), and decreased parent worry about their 

child (Waelde, Feinstein, Bhandari, Griffin, Yoon, & Golianu, 2017) in adolescents with chronic 

pain. Further, higher baseline mindfulness was potentially related to greater benefits (e.g., shorter 

pain duration and less disability) after a mindfulness intervention in adolescents with chronic 

pain (Ruskin, Gagnon, Kohut, Stinson, & Walker, 2017) and a yoga intervention was not 

significantly related to increased mindfulness in a female youth with JIA (Feinstein et al., 2018). 

Finally, higher mindfulness was found to be related to lower depression in youth with headache 

(Kemper, Heyer, Pakalnis, & Binkley, 2016).  
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The current research seeks to extend findings related to the experience of pain in mainly 

experimental and intervention contexts to abdominal pain and provide a better understanding of 

how this youth characteristic is related to positive well-being.   

Study 2: Objectives and Hypotheses 

Study 2 examined how optimism, pain self-efficacy, and mindfulness relate to health-related 

quality of life and disability in children and adolescents with abdominal pain. In line with the 

protective factors model of resilience (Fergus & Zimmerman, 2005), exploratory moderation 

analyses between pain and health-related quality of life and parent reported pain-related 

disability as outcomes, with the positive psychological factors as moderators, were conducted. 

Exploratory analyses with diagnostic status were also conducted (i.e., each hypothesis was 

evaluated as a full sample, FGID sample only, and organic gastrointestinal disorder sample 

only). The following were the hypothesized results:  

1. Exploratory sub-analyses with demographic variables would reveal that older child age 

and parent experience of abdominal pain would relate to lower health-related quality of 

life and higher parent reported pain-related disability3.  

2. Higher pain intensity would be related to lower health-related quality of life and higher 

parent reported pain-related disability. 

3. Increased levels of optimism, pain self-efficacy, and mindfulness would be related to a) 

higher health-related quality of life and b) lower parent reported pain-related disability,  

4. Optimism, pain self-efficacy, and mindfulness would moderate the relations between a) 

pain intensity and health-related quality of life, and b) pain intensity and parent reported 

pain-related disability.  

 
3 All measures are child report measures unless specified. 
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Study 2: Method 

Participants. Participants were recruited from the pediatric gastroenterology service at 

the London Health Sciences Centre in Ontario, Canada and had a chance to win a $25 gift card 

for their participation. Participating youth specifically experienced FGIDs or organic GIDs and 

endorsed the experience of abdominal pain.  

Inclusion criteria were: age between 8-17 years (i.e., a large age range was sampled to 

capture a range of children in the care of the pediatric gastroenterology service and because of 

anticipated recruitment difficulties), abdominal pain leading to a referral to the pediatric 

gastroenterology service, and ability to complete the questionnaires. Participants who did not 

formally have a diagnosis of FGIDs or organic GIDs or who had developmental delays 

precluding their ability to respond to questionnaires were excluded.  

Study 2: Measures 

Chart review. A review of each participant’s chart was conducted to identify 

participants’ diagnosis related to abdominal pain (i.e., FGID, organic GID) as diagnosed by a 

pediatric gastroenterologist.  

Parent report. Parents of the participating children and adolescents completed the 

following measures. Participating parents were selected if a) they were the only parent to attend 

the appointment with the child, or b) there were multiple parents in attendance, in which case it 

was left to the parents’ discretion who would complete the parent report measures.  

Demographics. Information pertaining to participant age, sex, medical system usage, and 

presence of chronic pain in family members were collected (see Appendix F for all measures).  

Pain-related disability. The PedMIDAS (Hershey et al., 2001) is a measure of pain-

related disability in children and adolescents aged 4 to 18 who are experiencing difficulties with 
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chronic migraine. The PedIMMPACT statement (McGrath et al., 2008) suggests that researchers 

use the PedMIDAS to evaluate role functioning in pediatric chronic pain contexts, and it was 

thus selected for the current study. Further, a parent report measure offers a multi-informant 

perspective on the well-being of children and adolescents participating in the current study. The 

PedMIDAS measure has adequate internal consistency reliability, test-retest reliability, and 

criterion-related reliability (Hershey et al., 2001). It was adapted for the purposes of the current 

study to reflect parent reported pain-related disability due to abdominal pain (e.g., “How many 

full school days of school were missed in the last 3 months due to abdominal pain?”). Disability 

scores were converted to grades of disability, where grade of disability (number of days) were 

considered low (0-10), mild (11-30), moderate (31-50), and severe (50+) (Hershey et al., 2004). 

The modified PedMIDAS demonstrated good internal consistency reliability in the current study 

(𝛼 = .85).    

Child and adolescent self-report. Participating children and adolescents completed the 

following study measures. 

Pain intensity. Numerical Rating Scale (NRS-11): Child and adolescent participants were 

asked to indicate abdominal pain intensity (pain on an average day, worst pain over the past 

week, lowest level of pain over the past week) on a continuum ranging from 0 = no pain to 10 = 

worst possible pain. The numerical rating scale has demonstrated concurrent validity with other 

common and well-validated pain intensity measures (e.g., Visual Analogue Scale, Faces Pain 

Scale-Revised) in children aged 7-17 (von Baeyer, 2009). Worst pain in the previous week was 

used for central study analyses due to potential variability in pain states involved in abdominal 

pain. As such, it was hypothesized that the rating of “worst pain” might best reflect the acute 

experience of instances of abdominal pain during the previous week for the youth involved in the 
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current study.  

Health-related quality of life. The Pediatric Quality of Life Inventory (PedsQL; Varni, 

Seid, & Kurtin, 2001) is a 23-item measure that provides an overall measure of health-related 

quality of life in children and adolescents. Using a five-point Likert scale where 1 = never and 5 

= always, the PedsQL yields subscale scores for physical, emotional, social, and school 

functioning; however, only the total health-related quality of life score was used for the current 

study. Raw scores were converted to standard scores ranging from 0 to 100, with higher scores 

indicating higher health-related quality of life. This measure demonstrated adequate internal 

consistency reliability, concurrent validity, and construct validity (Varni et al., 2001), and was 

found to have excellent internal consistency reliability in the current study (𝛼 = .91).  

Optimism. The 19-item Youth Life Orientation Test (Ey et al., 2005) was originally 

designed to measure self-reported optimism and pessimism in children aged 8-12 years old, and 

has been used with children aged 7-18 years old (Williams et al., 2010). This measures employs 

a four-point Likert scale where 0 = not true for me and 3 = true for me (e.g., “I am a lucky 

person”) and has adequate internal consistency and test-retest reliability, along with convergent, 

discriminant, and predictive validity (Ey et al., 2005). Although a total score on the optimism 

and pessimism subscales can be calculated, only the 7-item optimism subscale was employed in 

the current study in line with study objectives and previous research differentiating these two 

subscales (Williams et al., 2010). Total scores range from 0 to 21, with higher scores indicating 

higher levels of dispositional optimism. The optimism subscale of the YLOT demonstrated good 

internal consistency reliability in the current study (𝛼 = .87).  

Pain self-efficacy. The Child Self-Efficacy Scale (Bursch et al., 2006) is a 7-item 

measure of child self-efficacy for carrying on with daily activities in spite of pain. Child pain 
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self-efficacy is measured using a five-point Likert scale where 1 = very sure and 5 = very unsure 

(e.g., “How sure are you that you can do house chores when you have pain?”). Scores on the 

pain self-efficacy scale range from 7 to 35, with lower scores indicating higher child pain self-

efficacy. The Child Self-Efficacy Scale has demonstrated adequate internal consistency 

reliability and construct validity with a sample of children aged 9-18 (Bursch et al., 2006), and 

demonstrated good internal consistency reliability in the current study (𝛼 = .89). 

Mindfulness. On the 10-item Child and Adolescent Mindfulness Measure (CAMM; 

Greco et al., 2011), respondents endorse items related to mindfulness using a five-point Likert 

scale, where 0 = never true and 4 = always true (e.g., “At school, I walk from class to class 

without noticing what I’m doing”; reverse scored). Scores on the CAMM range from 0 to 40, 

with higher scores indicating higher dispositional mindfulness. The measure has shown adequate 

internal consistency and construct validity in 10- to 17-year-olds (Greco et al., 2011), and 

demonstrated good internal consistency reliability in the current study (𝛼 = .84). 

Study 2: Procedure 

The current study protocol received research ethics board approval from the University of 

Guelph and the London Health Sciences Centre. All participants were recruited from a pool of 

individuals from the pediatric gastroenterology service at the London Children's Hospital in 

London, Ontario. Depending on their preference, these families either completed the 

questionnaire onsite at the hospital or were contacted by a researcher from the Pediatric Pain, 

Health and Communication Lab at the University of Guelph to participate online. Prior to 

completing the survey, one participating parent for each child provided informed consent and the 

participating children provided assent. Parents of all participants first completed child and family 

demographics and measures of child pain-related disability. Next, child and adolescent 
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participants completed self-report measures. Children aged 8-12 years completed the self-report 

measures with the help of the participating parents (i.e., for reading difficult words, clarifying 

concepts), while children aged years 13 and older completed the self-report measures alone. All 

children and parents were provided with a list of local mental health resources when they 

participated in the study. A review of patient charts was later conducted to collect diagnostic 

information for the purposes of study analyses.  

Study 2: Analyses 

Data analysis started with basic data screening, including scanning for missing data and 

response sets. Due to expectations that the positive psychological factors would moderately 

correlate with one another, analyses such as multiple regression analysis were employed when 

possible to account for the inter-relations between the positive psychological factors. Zero-order 

correlational analyses and independent samples t-tests were employed to test hypothesis 1 (i.e., 

that older age and parent experience of abdominal pain would relate to lower health-related 

quality of life and higher pain related disability). Based on prior research, demographic variables 

of age, gender, and parent experience of abdominal pain were entered into the central study 

analyses to control for these demographic variables. Hierarchical regression analyses were 

conducted to test hypothesis 2a and 2b (i.e., higher pain intensity would be related to 2a lower 

health-related quality of life and 2b higher parent reported pain-related disability), with the 

demographic variables entered into the first step and worst pain entered into the second step. 

Hierarchical regression analyses were again conducted to test hypotheses 3a and 3b (i.e., that 

increased levels of optimism, pain self-efficacy, and mindfulness would be related to 3a higher 

health-related quality of life, and 3b lower parent reported pain-related disability), with 

demographic control variables entered into the first step. Exploratory moderation analyses using 
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centreing were conducted separately for each individual positive psychological factor using the 

PROCESS macro (Hayes, 2013) to test hypothesis 4 (i.e., that optimism, pain self-efficacy, and 

mindfulness would moderate the relations between a) pain intensity and health-related quality of 

life and b) pain intensity and parent reported pain-related disability). Each hypothesis was 

initially examined using the entire sample and then separately according to diagnostic group (i.e., 

FGIDs, organic GIDs).  

The current sample size yielded sufficient numbers to detect medium effect sizes 

(multiple regression analyses for hypotheses one and two: each with 4 independent variables; 

hypotheses three and four: each with 6 variables) for the full sample, and large effect sizes 

(multiple regression analyses for hypotheses one and two: each with 4 independent variables; 

hypotheses three and four: each with 6 variables) for the FGID and organic GID subgroups 

(Cohen, 1992). Similar analyses between positive psychological factors and well-being have 

been found to yield large effects (Cousins et al., 2015b). 

Study 2 Results: Participants 

Participants consisted of 98 youth (n = 42 male, n = 56 female) aged 8-17 years of age (M 

= 13.38, SD = 2.85) and one of their parents4.  Parents identified their participating children as 

European Canadian (85.7%), African Canadian (5.1%), Asian Canadian (2.0%), Indo Canadian 

(2.0%), First Nations (1.0%), and Other (4.1%). Just over half (60.2%; n = 59; 19 male, 40 

female) of participants had a FGID diagnosis (e.g., irritable bowel syndrome, functional 

abdominal pain, functional dyspepsia, abdominal migraine) and 39.7% (n = 39; 23 males, 16 

female) of participants had an organic GID diagnosis (i.e., n = 27 Crohn’s disease; n = 12 

 
4 Some measures (Pain Self Efficacy Scale, Child and Adolescent Mindfulness Measure) had not 

been used in children as young as eight years old.  n = 11 eight and nine year olds were studied 

in the current examination. 
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ulcerative colitis). Participating parents endorsed that their children had experienced abdominal 

pain for an average of 3.57 (SD = 3.74) years. Youth reported that they experienced abdominal 

pain for an average of 4.23 days (SD = 2.36) during an average week, and “worst pain” ratings 

over the previous week (0-10 scale) were, on average, 5.85 (SD = 2.94). The most commonly 

reported pain sensations were “cramping” (57.1%), “sharp” (53.1%), and “pressure” (50.0%; 

participants could choose more than one pain descriptor). Pain description frequencies can be 

found in Figure 1. Forty-eight percent of participants could be considered to experience no 

disability to low disability, 22.4% mild disability, 7.5% moderate disability, and 22.4% severe 

disability (classification from Hershey et al., 2004). Fifteen percent of the children and 

adolescents were reported to have a parent who also experiences abdominal pain and 16.3% were 

reported to have attended mental health counselling during the previous 12 months. 

There were no significant differences between males and females on central study 

variables, except that males experienced higher levels of mindfulness, t(96) = 2.39, p < .05 

(male, M = 27.86, SD = 8.02; female, M = 23.83, SD = 8.41). Ethnicity did not significantly 

relate to central study variables. For results pertaining to participant age and parent experience of 

abdominal pain with respect to health related quality of life and disability, please see results, 

objective 1 below.  

There was no difference between the FGID and the organic GID group in terms of years 

with abdominal pain t(88) = -.97, p = .33, and age when abdominal pain first started, t(88) = -.30, 

p = .77. Youth with FGIDs (M = 1.69, SD = 2.11) reported more emergency department visits 

than those with organic GIDs (M = .78, SD = 1.40), t(94) = 2.32, p < .05, while youth with 

organic GIDs (M = .92, SD = 1.97) had more hospitalizations than those with FGIDs (M = .15, 

SD = .48), t(96) = -2.89, p < .01. The FGID group reported significantly higher “worst” pain 
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(t[94] = 5.16, p < .001; FGID group, M = 6.97, SD = 2.38, organic GID group M = 4.16, SD = 

2.91), , “average pain” (t[94] = 3.68, p < .01; FGID group, M = 4.72, SD = 2.51; organic GID 

group, M = 2.84, SD = 2.37),  “lowest pain” (t[94] = 4.13, p < .001; FGID group, M = 2.31, SD = 

1.98; organic GID group, M = .68, SD = 1.73), and number of days with abdominal pain (t[95] = 

2.89, p < .01; FGID group, M = 4.76, SD = 2.27; organic GID group, M = 3.39, SD = 2.36) than 

the organic GID group over the previous week. Participants with FGID diagnoses reported lower 

health-related quality of life (M = 63.60, SD = 17.65) than participants with organic GID 

diagnoses (M = 71.34, SD = 18.08), t(96) = -2.11, p < .05. Participants did not significantly differ 

on the positive psychological factors according to diagnostic status.  

Study 2 Results: Full Sample 

Means, standard deviations, and zero-order correlations for central study variables for the 

full sample (n = 98; 42 male, 56 female) can be found in Table 1. 

1) Full sample: age and parent experience of abdominal pain as they relate to 

health-related quality of life and parent reported pain-related disability. Correlational 

analyses revealed that older age significantly related to lower health-related quality of life, r = -

.39, p < .01, but not parent reported pain-related disability, r = .10, p = .43. Parent experience of 

abdominal pain did not significantly relate to health-related quality of life, t(96) = .32, p = .75, or 

parent reported pain-related disability, t(65) = 1.80, p = .08 (trended towards significant; yes 

parent abdominal pain M = 1.45, SD = .93; no parent abdominal pain M = 2.16, SD = 1.23), in 

the full sample.  

2) Full sample: pain as it relates to health-related quality of life and parent reported 

pain-related disability. Demographic control variables of age, gender, and parent experience of 

abdominal pain entered into the first step (see Table 2). “Worst” pain explained an additional 8% 
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of variance in health-related quality of life beyond the demographic control variables. The entire 

model was significant, accounting for 25% of the variance in health-related quality of life. 

Within this model, the strongest predictor of higher health-related quality of life was younger 

child age (β = -.35, t[91] = -3.82, p < .001) and lower worst pain (β = -.28, t[91] = -3.05, p < .01). 

Gender trended towards significance (β = -.17, t[91] = -1.85, p =.07), and parent abdominal pain 

was non-significant as they relate to health-related quality of life in the full sample. 

Similarly, the extent to which “worst” pain related to parent reported pain-related 

disability in the full sample was examined using a hierarchical regression analysis with 

demographic control variables of age, gender, and parent experience of abdominal pain entered 

into the first step (see Table 2). Pain explained an additional 11% of variance in parent reported 

pain-related disability beyond the demographic control variables. The entire model was 

significant, accounting for 19% of the variance in parent reported pain-related disability. Within 

this model, the strongest and only significant predictor of higher parent reported pain-related 

disability was higher worst pain (β = .34, t[61] = 2.90, p < .01). Parent experience of abdominal 

pain trended toward significance (β = .34, t[61] = -1.81, p = .08), and gender and age were non-

significantly related to parent reported pain-related disability in the full sample.   

3) Full sample: positive psychological factors as they relate to health-related quality 

of life and parent reported pain-related disability. The extent to which optimism, pain self-

efficacy, and mindfulness related to health-related quality of life in the full sample was examined 

using a hierarchical regression analysis with the demographic control variables of age, gender, 

and parent experience of abdominal pain entered into the first step (see Table 3). Optimism, pain 

self-efficacy, and mindfulness explained an additional 30% of variance in health-related quality 

of life beyond the demographic control variables. The entire model was significant, accounting 
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for 49% of the variance in health-related quality of life. Within this model, the strongest 

predictor of health-related quality of life was higher mindfulness (β = .39, t[90] = 4.47, p < .001), 

followed by higher pain self-efficacy (β = -.23, t[90] = -2.92, p < .01), higher optimism (β = .22, 

t[90] = 2.50, p < .05), and lower age (β = -.21, t[90] = -2.55, p < .05). Gender and parent 

experience of abdominal pain were non-significant within the full sample.  

Next, the extent to which optimism, pain self-efficacy, and mindfulness related to parent 

reported pain-related disability in the full sample was examined using hierarchical regression 

analysis with age, gender, and parent experience of abdominal pain entered into the first step (see 

Table 3). Optimism, pain self-efficacy, and mindfulness explained an additional 20% of variance 

in parent reported pain-related disability beyond the demographic control variables. The entire 

model was significant, accounting for 27% of the variance in parent reported pain-related 

disability. Within this model, the strongest predictor of parent reported pain-related disability 

was lower pain self-efficacy (β = .35, t[60] = 3.13, p < .01), followed by lower optimism (β = -

.28, t[60] = -2.13, p < .05). Parent experience of abdominal pain trended toward significance (β = 

.22, t[60] = -1.87, p =.07), and age, gender, and mindfulness were non-significantly related to 

parent reported pain-related disability in the full sample.  

 4) Full sample: positive psychological factors as separate moderators between pain 

intensity and a) health-related quality of life and b) parent reported pain-related disability. 

Although each overall model was significant, moderated regression analyses revealed that 

optimism, pain self-efficacy, and mindfulness individually did not significantly moderate the 

relation between pain intensity and health-related quality of life after controlling for age, gender, 

and parent abdominal pain in the full sample as shown by the non-significant interaction 

variables (see Table 4).  
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The overall models for optimism, pain self-efficacy, and mindfulness were examined as 

they relate to parent reported pain-related disability were statistically significant for the full 

sample, and individual interactions for optimism and mindfulness were non-significant (see 

Table 5). The model for pain self-efficacy accounted for 33% of the variance in parent-reported 

pain-related disability and pain self-efficacy significantly moderated the relation between pain 

and parent reported pain-related disability in children and adolescents with abdominal pain, b = 

.01, 95% CI [.0004, .02], t = 2.08, p < .05 (see Figure 2). Simple slopes analyses revealed that 

the relation between pain and parent reported pain-related disability was significantly moderated 

by pain self-efficacy at low levels of pain self-efficacy, b = .18, 95% CI [.08, .28], t = 3.64, p < 

.001, but not at high levels of pain self-efficacy, b = .03, 95% CI [-.09, .15], t = .52, p = .60 in 

children and adolescents with abdominal pain.   

Study 2 Results: FGID Sample 

 Means, standard deviations, and correlations for central study variables related to the 

FGID sample (n = 59; 19 male, 40 female) can be found in Table 6.  

 1) FGID sample: age and parent experience of abdominal pain as they relate to 

health-related quality of life and parent reported pain-related disability. Correlational 

analyses revealed that older age significantly related to lower health-related quality of life, r = -

.41, p < .001, but not parent reported pain-related disability, r = .15 p = .39, in children and 

adolescents with FGIDs. Parent experience of abdominal pain did not significantly relate to 

health-related quality of life, t(57) = .88, p = .39, or parent reported pain-related disability, t(34) 

= 1.18, p = .25, in the FGID sample.  

2) FGID sample: pain as it relates to health-related quality of life and parent 

reported pain-related disability. Demographic control variables of age, gender, and parent 
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experience of abdominal pain were entered into the first step (see Table 7). “Worst” pain did not 

significantly explain additional variance beyond the demographic control variables. The entire 

model was significant, accounting for 23% of the variance in health-related quality of life. 

Within this model, the only significant predictor of health-related quality of life was younger 

child age (β = . -.36, t[53] = -2.88, p < .01). Worst pain, parent abdominal pain, and child gender 

were non-significant for the FGID sample. 

 Similarly, the extent to which self-reported “worst” pain related to parent reported pain-

related disability in children and adolescents with FGIDs was examined using hierarchical 

regression analysis with the demographic control variables of age, gender, and parent experience 

of abdominal pain entered into the first step (see Table 7). “Worst” pain did not account for a 

significant amount of variance in parent reported pain-related disability for children and 

adolescents with FGIDs beyond the demographic control variables. The entire model was non-

significant, suggesting that pain does not significantly relate to parent reported pain-related 

disability in the FGID sample when age, gender, and parent abdominal pain are also considered. 

 3) FGID sample: positive psychological factors as they relate to health-related 

quality of life and parent reported pain-related disability. The extent to which optimism, pain 

self-efficacy, and mindfulness related to health-related quality of life in the sample of children 

and adolescents with FGIDs was examined using a hierarchical regression analysis with the 

demographic control variables of age, gender, and parent experience of abdominal pain entered 

into the first step (see Table 8). Optimism, pain self-efficacy, and mindfulness explained an 

additional 34% of variance in health-related quality of life beyond the demographic control 

variables for children and adolescents with FGIDs. The entire model was significant, accounting 

for 56% of the variance in health-related quality of life. Within the entire model, the strongest 
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predictor of health-related quality of life was higher mindfulness (β = .36, t[51] = 3.35, p < .01) 

and pain self-efficacy (β = -.30, t[51] = -2.87, p < .01). Higher optimism trended towards 

significance (β = .23, t[51] = 1.92, p =.06). Age, gender, and parent abdominal pain were non-

significantly related to health-related quality of life in the entire model for children and 

adolescents with FGIDs.  

Next, the extent to which optimism, pain self-efficacy, and mindfulness related to parent 

reported pain-related disability in children and adolescents with FGIDs was examined using a 

hierarchical regression analysis with demographic control variables of age, gender, and parent 

experience of abdominal pain entered into the first step (see Table 8). Optimism, pain self-

efficacy, and mindfulness did not explain additional variance beyond the demographic variables, 

and the entire model was non-significant, suggesting that the positive psychological factors do 

not significantly relate to parent reported pain-related disability when age, gender, and parent 

abdominal pain are considered in a sample of children and adolescents with FGIDs. 

 4) FGID sample: positive psychological factors as separate moderators between pain 

intensity and a) health-related quality of life and b) parent reported pain-related disability. 

The extent to which optimism, pain self-efficacy, and mindfulness individually moderated the 

relation between pain intensity and health-related quality of life in children and adolescents with 

FGIDs was examined using moderated regression analysis while controlling for age, gender, and 

parent experience of abdominal pain (see Table 9). Although each overall model was significant, 

optimism, pain self-efficacy, and mindfulness each did not significantly moderate the relation 

between pain intensity and health-related quality of life in children and adolescents with FGIDs 

as demonstrated by the non-significant interaction variables.  
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Next, the extent to which optimism, pain self-efficacy, and mindfulness individually 

moderated the relation between pain intensity and parent reported pain-related disability in 

children and adolescents with FGIDs was similarly explored using moderated regression 

analyses (see Table 10). The overall models for optimism and pain self-efficacy were non-

significant for children and adolescents with FGIDs. The model for mindfulness accounted for 

24% of variance in parent reported pain-related disability and mindfulness significantly 

moderated the relation between pain and parent reported pain-related disability in children and 

adolescents with FGIDs, b = .-.02, 95% CI [-.03, -.006], t = -2.98, p < .01 (see Figure 3). Simple 

slopes analyses revealed that the relation between pain and parent reported pain-related disability 

was moderated by low levels of mindfulness b = .26, 95% CI [.04, .50], t = 2,36, p < .05, but not 

high levels of mindfulness b = -.08, 95% CI [-.26, .10], t = -.90, p = .37, in children and 

adolescents with FGIDs.  

Study 2 Results: Organic GID Sample 

 Means, standard deviations, and correlations for the organic gastrointestinal disorder 

sample (n = 39; 23 males, 16 females) can be found in Table 11.  

1) Organic GID sample: age and parent experience of abdominal pain as they relate 

to health-related quality of life and parent reported pain-related disability. Correlational 

analyses revealed that older age significantly related to lower health-related quality of life, r = -

.49, p < .001, but not parent reported pain-related disability, r = .08, p = .66 in children and 

adolescents with organic GIDs. Parent experience of abdominal pain did not significantly relate 

to health-related quality of life, t(37) = -.64, p = .53, or parent reported pain-related disability, 

t(29) = 1.40, p = .17, in the organic GID sample. 
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 2) Organic GID sample: pain it relates to health-related quality of life and parent 

reported pain-related disability. The extent to which higher self-reported “worst” pain related 

to health-related quality of life in the sample of children and adolescents with organic GIDs was 

examined using a hierarchical regression analysis with demographic control variables of age, 

gender, and parent experience of abdominal pain entered into the first step (see Table 12). 

“Worst” pain did not account for additional variance in health-related quality of life beyond 

demographic control variables. The entire model was significant, accounting for 25% of the 

variance of health-related quality of life. Within this model, the only significant predictor of 

higher health-related quality of life was younger child age (β = . -.45, t[33] = -2.62, p < .05). 

“Worst” pain, gender, and parent experience of abdominal pain were non-significant within the 

current model. 

Next, the extent to which higher self-reported “worst” pain related to parent reported 

pain-related disability in the sample of children and adolescents with organic GIDs was 

examined using a hierarchical regression analysis with demographic control variables of age, 

gender, and parent experience of abdominal pain entered into the first step. “Worst” pain 

explained an additional 23% of variance beyond the demographic control variables (see Table 

12). The entire model was significant, accounting for 44% of the variance in parent reported 

pain-related disability. Within this model, the only significant predictor of parent reported pain-

related disability was higher worst pain (β = .55, t[25] = 3.19, p < .01). Age, gender, and parent 

experience of abdominal pain were non-significant within the current model.  

 3) Organic GID sample: positive psychological factors as they relate to health-

related quality of life and parent reported pain-related disability. The extent to which 

optimism, pain self-efficacy, and mindfulness related to health-related quality of life in the 
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sample of children with organic GIDs was examined using a hierarchical regression analysis 

with demographic control variables of age, gender, and parent experience of abdominal pain 

entered into the first step (see Table 13). Optimism, pain self-efficacy, and mindfulness 

explained an additional 28% of variance in health-related quality of life beyond demographic 

control variables in children and adolescents with organic GIDs. The entire model was 

significant, accounting for 53% of the variance in health-related quality of life. Within the entire 

model examining children with organic GIDs, the strongest predictor of health-related quality of 

life was higher mindfulness (β = .53, t[32] = 3.84, p < .001), followed by younger age (β = -.42, 

t[32] = -2.96, p < .01). Optimism, pain self-efficacy, gender, and parent abdominal pain were 

non-significant for youth with organic GIDs. 

Next, the extent to which optimism, pain self-efficacy, and mindfulness related to parent-

reported pain-related disability in children and adolescents with organic GIDs was examined 

using a hierarchical regression analysis with demographic control variables of age, gender, and 

parent experience of abdominal pain entered into the first step (see Table 13). Optimism, pain 

self-efficacy, and mindfulness explained an additional 34% of variance in parent reported pain-

related disability beyond demographic control variables. The entire model was significant, 

accounting for 51% of the variance in parent reported pain-related disability. Within this model, 

the strongest predictor of parent reported pain-related disability was lower pain self-efficacy (β = 

.45, t[24] = 3.16, p < .01) and optimism (β = . -.38, t[24] = -2.16, p < .05), and higher 

mindfulness (β = .41, t[24] = 2.46, p < .05). Age and parent reported pain-related disability were 

non-significantly related to parent reported pain-related disability, and gender trended towards 

significance (β = . -.26, t[24] = -1.73, p = .10) with parent reported pain-related disability in the 

full model for the organic GID sample.  
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 4) Organic GID sample: positive psychological factors as separate moderators 

between pain intensity and a) health-related quality of life and b) parent reported pain-

related disability. The extent to which optimism, pain self-efficacy, and mindfulness 

individually moderated the relation between pain intensity and health-related quality of life in 

children and adolescents with organic GIDs was examined using moderated regression analysis 

while controlling for age, gender, and parent experience of abdominal pain (see Table 14). 

Although each overall model was significant, optimism, pain self-efficacy, and mindfulness did 

not individually significantly moderate the relation between pain intensity and health-related 

quality of life in children and adolescents with organic GIDs. 

The extent to which optimism, pain self-efficacy, and mindfulness individually 

moderated the relation between pain intensity and parent reported pain-related disability in 

children and adolescents with organic GIDs were separately explored using moderated 

regression (see Table 15). The overall model for optimism was non-significant, and the overall 

models for pain self-efficacy and mindfulness were statistically significant. Pain self-efficacy 

and mindfulness did not individually significantly moderate the relation between pain intensity 

and parent reported pain-related disability in children and adolescents with organic GIDs, 

although mindfulness trended towards significance (b = .01, 95% CI [-.001, .03], t = 1.91, p = 

.07).  

Study 2: Discussion 

The current study sought to identify how positive psychological factors relate to health-

related quality of life and parent reported pain-related disability in children and adolescents with 

abdominal pain in the form of either FGIDs or organic GIDs. Of particular interest was whether 

optimism, pain self-efficacy, and mindfulness serve as protective factors and buffer the impact of 
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pain on well-being (i.e., health-related quality of life, parent reported pain-related disability). 

Exploratory sub-analyses with demographic variables were conducted to increase understanding 

of how child age and parent experience of abdominal pain relate to health-related quality of life 

and parent reported pain-related disability. Analyses were conducted with all participant data as a 

full abdominal pain sample, and then conducted separately according to diagnostic categories 

(i.e., FGIDs, organic GIDs). The current preliminary findings suggest that higher levels of 

optimism, pain self-efficacy, and mindfulness relate to higher health-related quality of life, and 

lower levels of optimism and pain self-efficacy relate to higher parent reported pain-related 

disability in children and adolescents with abdominal pain (full sample). Further, lower pain self-

efficacy (full sample), and lower mindfulness (FGID sample) moderated the relation between 

pain and disability.  

Mean levels of optimism and pain self-efficacy were similar to extant research examining 

children and adolescents with chronic pain (Carpino et al., 2014; Cousins et al., 2015b), mean 

levels of mindfulness were slightly higher than a non-clinical sample of children and adolescents 

(Greco et al., 2011), and mean “worst” pain ratings were slightly lower than “average” pain 

ratings from children and adolescents with abdominal pain (Walker, Baber, Garber, & Smith, 

2008). Mean levels of health-related quality of life total scores were lower than previous findings 

in youth with organic GIDs and FGIDs (Varni et al., 2015). Although previous findings have 

demonstrated similar levels of health-related quality of life in youth with FGIDs and organic 

GIDs (Varni et al., 2006; Warschburger et al., 2014), the current study appears to support more 

recent findings (Varni et al., 2015) suggesting that children and adolescents experiencing FGIDs 

seem to report lower health-related quality of life than those with organic GIDs. It has been 

theorized that youth with FGIDs have lower health-related quality of life than those with organic 
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GIDs because of the unknown etiology, fewer avenues for treatment, and decreased ability to re-

examine personal expectations and goals because there is no known organic cause (van Tilburg 

& Murphy, 2015). Youth with FGIDs also reported significantly higher “worst” pain ratings than 

the organic GID group, and more days with pain during the previous week. These results mirror 

previous findings suggesting that youth with FGIDs provided higher “usual” pain ratings than 

children with organic GIDs (Crandall, Halterman, & Mackner, 2007).   

Study results suggest that older age related to lower health-related quality of life within 

the full abdominal pain sample, a relation that was also significant when examining the FGID 

and organic GID groups separately. These results are consistent with findings suggesting that 

younger children with chronic illness including pain tend to report higher health-related quality 

of life than adolescents (Gold et al., 2009b; Varni et al., 2007), possibly due to a conflict between 

levels of independence inherent in the adolescent experience and health needs associated with 

chronic conditions. This speaks to the importance of narrowing participant age ranges and 

controlling for age when conducting research with pediatric samples, an issue that was also 

discussed within Study 1. Contrary to past research findings (Walker, Garber, & Greene, 1993; 

Claar & Walker, 2006 [small effect]), age did not significantly relate to parent reported pain-

related disability across the full abdominal pain sample and patient groups. Parent experience of 

abdominal pain was not significantly related to the outcome variables of interest across the full 

sample and patient groups, suggesting that although parent experience of gastrointestinal 

symptoms (i.e., irritable bowel syndrome) are known to be related to child experience of 

gastrointestinal symptoms (Levy et al., 2004; van Tilburg et al., 2015b), parent experience of 

abdominal pain did not necessarily relate to health-related quality of life and parent reported 

pain-related disability in youth with abdominal pain within the current study.  
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 Pain was also examined as it relates to health-related quality of life and parent reported 

pain-related disability in the current study. As in other studies with chronic pain samples 

suggesting that higher pain is inversely related to health-related quality of life (Gold et al., 

2009b; Hunfeld et al., 2001; Sawyer et al., 2004), higher self-reported “worst” pain was indeed 

related to lower health-related quality of life across the full sample when also considering 

demographic control variables but not with the FGID or organic GID groups. Higher pain has 

related to higher levels of disability in children and adolescents with various gastrointestinal 

disorders (Wendland et al., 2010; Wojtowicz et al., 2014), and similarly higher self-reported 

“worst” pain significantly related to higher disability in the full sample and organic GID 

subgroup, but did not significantly relate to higher disability with the FGID subgroup. The 

current study employed a parent rating of pain-related disability versus a child or adolescent self-

report of pain-related disability; the latter may provide more nuanced findings between pain and 

disability. Overall, pain significantly related to lower health-related quality of life and higher 

disability in the full sample, and higher disability in the organic GID sub-sample. Pain did not 

relate to health-related quality of life or disability in the FGID sub-sample, or health-related 

quality of life in the organic GID sub-sample. Given the non-organic etiology of FGIDs, it is 

possible that pain did not significantly relate to study outcomes beyond control variables in youth 

with FGIDs because the condition involves many other factors which may impact well-being 

(i.e., health-related quality of life, disability). It is also possible that pain would significantly 

relate to outcomes in the full sample and the patient subgroups would reach significance with a 

larger sample size.    

 Optimism, pain self-efficacy, and mindfulness were examined as they relate to health-

related quality of life while controlling for select demographic variables. In line with past 
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optimism research with pediatric pain populations (Cousins et al., 2015b; Mannix et al., 2009; 

Williams et al., 2010), mindfulness interventions in adults with chronic health problems 

(Grossman et al., 2010), and higher general self-efficacy in pediatric chronic pain populations 

(Libby & Glenwick, 2010; Seid et al., 2014; also emerged as a “favourable” positive 

psychological factor in Study 1), higher levels of optimism, pain self-efficacy, and mindfulness 

appeared to play a role in the experience of higher health-related quality of life for children and 

adolescents with abdominal pain. Indeed, the positive psychological factors explained health-

related quality of life beyond the control variables across the entire sample and the FGID and 

organic GID patient sub-samples. All three positive psychological factors significantly predicted 

health-related quality of life, such that higher levels of optimism, pain self-efficacy, and 

mindfulness were each related to higher health-related quality of life in the full sample. Higher 

mindfulness and pain self-efficacy significantly predicted higher health-related quality of life in 

the FGID sample, and higher mindfulness significantly predicted higher health-related quality of 

life in the organic GID sample. As such, it appears that the non-judgmental awareness inherent in 

mindfulness and the personal belief in one’s ability to function despite pain symptoms may 

particularly benefit health-related quality of life in children and adolescents with abdominal pain. 

Although Study 2 findings suggest that mindfulness seems to positively impact quality of life, 

mindfulness did not emerge as a “favourable” positive psychological factor in Study 1. This 

could be because a) mindfulness was only examined in one study as of the Study 1 search 

(March 2015) and as such there were limited results available, and b) the mindfulness study 

included in Study 1 was the outcome measure of an intervention study and it could not be 

classified as favourable or unfavourable. All three positive psychological factors significantly 

associated with health-related quality of life in expected directions (zero-order correlations 
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without demographic control variables) for the FGID sub-sample and it is possible that all of the 

positive psychological factors might reach significance in the multivariate models with a larger 

sample size and thus more power.  

 The positive psychological factors of optimism, pain self-efficacy, and mindfulness were 

examined as they relate to parent reported pain-related disability while controlling for select 

demographic variables across the full abdominal pain sample as well as the FGID and organic 

GID subsamples. The positive psychological factors contributed additional variance to the 

prediction of parent reported pain-related disability in the full abdominal pain sample and the 

organic GID sub-sample. In line with expectations and past research on optimism (Cousins et al., 

2015b) and pain self-efficacy (Carpino et al., 2014; Kalapurakkel et al., 2015; Wallace et al., 

2011), higher levels of child optimism and pain self-efficacy related to lower disability in the full 

sample and the organic GID sub-sample. Contrary to past research on adult mindfulness 

(Cassidy, Atherton, Robertson, Walsh, & Gillett, 2012; McCracken, Gauntlett-Glibert, & 

Vowles, 2007), child mindfulness did not relate to disability in the full sample or FGID sub-

sample, while higher child mindfulness related to higher parent reported pain-related disability 

within the organic GID sub-sample. The Child and Adolescent Mindfulness Measure (CAMM; 

Greco et al., 2011) is a child self-report of the extent to which they engage in activities that might 

be considered not to be mindful (e.g., “I keep myself busy so I don’t notice my thoughts or 

feelings” pg. 609), that are then reverse scored to yield a score of mindfulness. It is possible that 

using (reverse scored) items suggesting “mindlessness” may not actually tap into the 

intraindividual positive psychological factor of mindfulness. For example, the opposite of not 

noticing thoughts or feelings might suggest preoccupation with thoughts and feelings, which may 

be the case with catastrophizing. Catastrophizing is related to increased pain, somatic symptoms, 
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and disability in a general chronic pain sample, (Vervoort, Goubert, Eccleston, Bijttebier, & 

Crombez, 2006) as well as increased anxious and depressive symptoms and disability (Langer, 

Romano, Levy, Walker, & Whitehead, 2009; Walker, Freeman Baber, Garber, & Smith, 2008), 

and lower health-related quality of life (Warschburger et al., 2014) in children and adolescents 

with abdominal pain. However, higher mindfulness significantly related to higher health-related 

quality of life, but not lower parent reported pain-related disability in expected directions for the 

full sample and organic GID subsample. It is also possible that higher levels of mindfulness in 

the organic GID group is related to higher parent reported pain-related disability because it leads 

the children and adolescents to engage in more self-care activities, such as resting and staying 

home from school in the face of abdominal pain, which would be captured by the disability 

measure.  

 In line with a protective factor model of resilience (e.g., Fergus & Zimmerman, 2005), 

optimism, pain self-efficacy, mindfulness were each examined separately as buffers of the 

impact of pain on higher health-related quality of life and pain and parent reported pain-related 

disability. None of the interactions between pain and optimism, pain self-efficacy, and 

mindfulness onto health-related quality of life reached significance across the full sample and 

patient sub-samples. Optimism was not a significant moderator in the current study with either 

the health-related quality of life outcome or the parent reported pain-related disability outcome, 

contrary to research suggesting that optimism may buffer the impact of pain on executive 

functioning in adult experimental pain (Boselie et al., 2014). Two individual interactions reached 

significance in the current study as they relate to parent reported pain-related disability. First, 

lower pain self-efficacy and pain related to higher disability in the full abdominal pain sample. 

Secondly, lower mindfulness and pain related to higher levels of disability in the FGID sample. 
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Both moderations were non-significant for higher levels of pain self-efficacy and mindfulness. 

These findings partially supported hypotheses and previous research findings suggesting that 1) 

mindfulness moderates the impact of pain on catastrophizing (Schütze, Rees, Preece, & Schütze, 

2010) and the impact of life stress on mental health in older adults (de Frias & Whyne, 2015), 

and 2) general self-efficacy moderating the impact of daily hassles on depression in children and 

adolescents with fibromyalgia (Libby & Glenwick, 2010). Significant results for lower, not 

higher, levels of positive psychological factors as they relate to higher disability at high levels of 

pain fall in line with a protective-stabilizing theory of resilience which suggests that the impact 

of risk (e.g., pain) is higher when a protective factor is absent, and impact of risk is stable (i.e., 

not higher or lower) when the protective factor is present (Luthar, Cicchetti & Becker, 2000). 

Further, research on the protective factors model suggests that resilience research involving main 

effects onto negative outcomes (i.e., relation between optimism on health-related quality of life) 

yields more robust results, while the protective factors model examining protective factors as 

buffers between risk factors and negative outcomes has yielded small effect sizes and may be 

less stable in nature (Luthar et al., 2000). The current research is consistent with these 

contentions.  

 Strengths, limitations and future research directions. This study was meant to 

produce preliminary data on how positive psychological factors relate to well-being (i.e., higher 

health-related quality of life, lower parent reported pain-related disability) for children and 

adolescents with abdominal pain. Examining factors that promote well-being is important 

because they do not simply represent the opposite of vulnerability factors; rather the field of 

positive psychology proposes the nurturing of qualities related to flourishing in addition to 

vulnerability factors (Seligman & Csikszentmihalyi, 2000). Drawing from children and 
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adolescents visiting a pediatric gastroenterology service at a tertiary care centre is a strength of 

the current study, as it represents a clinical sample of youth who are struggling with abdominal 

pain associated with their gastrointestinal disorders. The sample that was drawn from for the 

current study was also relatively equally balanced according to gender and diagnosis, and 

provided a full range of responses across study variables. This study was novel in the sense that 

it examined multiple positive psychological factors together as they relate to outcomes in 

children and adolescents with abdominal pain in order to understand relative strength of 

association with well-being and to account for overlapping variance between these constructs. 

Further, the variance accounted for by the models examining positive psychological factors as 

they relate to health-related quality of life and parent rated pain-related disability in the current 

study represented large effects (Cohen, 1992). Collecting both parent and child reports of health-

related quality of life and pain-related disability, respectively, added richness to the current 

study, and allowed for a multi-informant perspective on well-being in children and adolescents 

with abdominal pain.  

Like with any research study, the current study is not without limitations. Although age 

was controlled for in central study analyses, there are large developmental differences across 

childhood and adolescence and reducing the sample age range in future research may provide 

insight into the unique struggles that adolescents with abdominal pain experience, for example. 

No subanalyses were conducted according to different age ranges in the current study because 

age was controlled for in all central analyses. However, it might be beneficial in future research 

to limit participant age to either child or adolescent samples to a) answer more targeted 

questions, b) to increase potential effect sizes (i.e., would not have to control for age, so there 

would be one less variable to consider in regression analyses), and c) to maintain recommended 
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age ranges for all measures (i.e., mindfulness measure designed for 10-17 year olds). Further, 

parents were asked to assist younger participants (i.e., 8-12 year olds) with reading and 

answering survey questions. Although age was controlled for in the study’s central analyses, it is 

possible that parent assistance influenced child responses. Indeed, mean levels of pain and 

health-related quality of life were lower than in other similar samples. It is possible that parents’ 

participation in completing some of the questionnaires influenced the children’s scores enough to 

drag the mean values down. Although the current study was adequately powered to detect 

medium and large effect sizes (Cohen, 1992) for the full sample and patient sub-groups, 

respectively, future research with larger sample size would be beneficial for understanding the 

study relations and detect smaller effects. For example, it is possible that smaller effects between 

the positive psychological factors and health-related quality of life or disability would reach 

statistical significance within the current study’s patient subgroups with a larger sample. 

Although the current study’s goal was to examine the full abdominal pain sample together and 

then separately (i.e., according to patient group) as they relate to positive psychological factors 

and well-being, future studies could more directly compare the two groups to understand whether 

or not central study analyses significantly differ according to patient group (e.g., does diagnostic 

status moderate the impact of pain on disability?). Finally, it would have been ideal to use the 

results from the scoping review in Study 1 to inform the research question for Study 2. This was 

not possible because both studies were run concurrently, however, it would have been interesting 

to better understand a subset of the positive psychological factors deemed to be “favourable” 

within Study 1 with an abdominal pain sample within Study 2.  

The current study employed a parent report of pain-related disability using the 

PedMIDAS, which asks parents to list the number of days a child’s functioning has been 
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impacted by pain (e.g., at school, at home, other activities) and is then broken down into 

“grades” of disability (Hershey et al., 2004). This method employs an “open field” response 

system, which was susceptible to missing data in the current study, thus reducing the amount of 

participant data available for analysis. The functional disability inventory (Walker & Greene, 

1991) used in other studies is a self-report measure that asks children to rate their level of 

difficulty engaging in a range of activities due to their physical health, providing the child’s own 

perspective and a larger range of impacted activities. The PedMIDAS may offer a measure of 

role functioning while the functional disability inventory may offer a measure of physical 

functioning (PedIMMPACT, McGrath et al., 2008), and therefore the measures may examine 

dissimilar constructs. In future research, considering both the PedMIDAS and the Functional 

Disability Inventory as outcome measures may provide a rich understanding of child disability 

(impact on physical and role functioning) in chronic pain research. However, it is notable that the 

health-related quality of life measure used in the current study (PedsQL) has a physical 

functioning subscale. 

This study provided preliminary, cross sectional results which could be strengthened by 

employing longitudinal methods (e.g., how do positive psychological factors at baseline relate to 

functioning over time?). The measurement of optimism, pain self-efficacy, and mindfulness in 

the current study reflects trait versus state (i.e., situationally dictated) levels of these factors. 

State optimism (Boselie et al., 2014) and mindfulness (Petter, McGrath, Chambers & Dick, 

2014) have been measured in pain research, and future research might benefit from measuring 

state (e.g., using an optimism priming task prior to an experimental pain task) in addition to trait 

positive psychological factors to garner a better idea of how children and adolescents with 

abdominal pain might approach the experience of an acute painful episode. Further, it is unclear 
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about how presence of trait optimism, pain self-efficacy, and mindfulness might influence 

treatment. For example it is possible that higher levels of these resources would help children 

and adolescents with abdominal pain experience better outcomes in treatment than those with 

low levels of these resources (e.g., higher coping self-efficacy has significantly related to 

positive treatment outcomes in children and adolescents with juvenile fibromyalgia; Sil et al., 

2014), in which case it would be economical to help increase these resources prior to 

intervention. The use of randomized controlled trials employing evidence-based psychological 

treatment, such as Cognitive Behavioral Therapy or Acceptance and Commitment Therapy 

would help elucidate the connections between higher base level of positive psychological factors 

and treatment outcomes. It may also be beneficial to further explore how the positive 

psychological factors relate to sub-domains of health-related quality of life (i.e., in addition to 

the health-related quality of life total score) and how they differ between youth with FGIDs and 

organic GIDs. Finally, future research would benefit from examining positive psychological 

factors in addition to psychological vulnerability factors using a resilience-risk model (i.e., 

Sturgeon & Zautra, 2013; Cousins et al., 2015a).  

Full sample summary. Higher pain intensity was related to lower health-related quality 

of life and higher disability for youth with abdominal pain in the current study. Higher optimism, 

pain self-efficacy, and mindfulness were related to higher health-related quality of life, and lower 

pain self-efficacy and optimism (mindfulness non-significant) were related to higher parent 

reported pain-related disability within the full sample of children and adolescents with abdominal 

pain. Optimism and mindfulness did not individually moderate the impact of pain on health-

related quality of life or disability in the full sample, suggesting that they did not serve as buffers 

between pain and well-being in children who generally have abdominal pain. Lower pain self-
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efficacy and pain interacted to predict higher disability in the full sample (non-significant at 

higher levels of pain self-efficacy).  

 FGID sub-sample summary. Higher pain intensity was not related to health-related 

quality of life or parent reported pain-related disability in the FGID sub-sample. Higher 

mindfulness and pain self-efficacy (optimism was non-significant) emerged as significant 

predictors of higher health-related quality of life, and the positive psychological factors did not 

significantly predict parent reported pain-related disability for the FGID sub-sample. Optimism 

and pain self-efficacy each did not significantly buffer the impact of pain on health-related 

quality of life or parent reported pain-related disability in the FGID sub-sample, however lower 

mindfulness and pain significantly interacted to predict higher disability in the FGID sub-sample 

(non-significant at higher levels of mindfulness).   

 Organic GID sub-sample summary. Higher pain was not significantly related to lower 

health-related quality of life, but did relate to higher parent reported pain-related disability in the 

organic GID sub-sample. Higher mindfulness and pain self-efficacy (optimism was non-

significant) significantly related to higher health-related quality of life in the organic GID sub-

sample. Lower pain self-efficacy and optimism and higher mindfulness (contrary to 

expectations) related to higher disability in the organic GID sub-sample. Optimism, pain self-

efficacy, and mindfulness each did not significantly buffer the impact of pain on health-related 

quality of life or parent reported pain-related disability in the organic GID sub-sample.  

Conclusion and clinical implications. Study 1 and Study 2 in the current investigation 

were run concurrently and thus the results from the Study 1 scoping review could not inform the 

selection of research variables in Study 2. However, while self-efficacy (including pain self-

efficacy) emerged as a positive psychological factor related to more positive outcomes (i.e., 
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favourable) in youth with chronic pain in Study 1, mindfulness and optimism did not emerge as 

clearly related to positive or negative outcomes in youth with chronic pain, likely because there 

were a) fewer studies conducted with those variables and b) the analyses conducted with those 

variables were not conducive to the favourable, unfavourable, or unclear designations used for 

description in the narrative synthesis of the scoping review. However, if the scoping review from 

Study 1 was fully updated with studies that have been published since 2015 (see Appendix D; 

optimism n = 1 study, mindfulness n = 6 studies), it is possible that the results regarding 

favourability would be clearer. Indeed, the results of Study 2 would support mindfulness and 

optimism as favourable positive psychological factors for youth with abdominal pain. As such, it 

is possible that given the recent results and more current search in Appendix D, optimism and 

mindfulness would likely be considered favourable positive psychological factors in an updated 

Study 1 scoping review. 

Study 2 falls within a greater context of the biopsychosocial model of chronic pain, 

which considers how biological, psychological, and social factors interact (Gatchel, 2005). Study 

results primarily point to psychological factors related to functioning in children and adolescents 

with abdominal pain that can be addressed through intervention. Findings also address the social 

component of the biopsychosocial model which also apply to the social communication model of 

pain (i.e., the intrapersonal, interpersonal, and biological components of the experience of pain 

that interact between the person experiencing pain and an observer; Craig, 2009) by a) 

considering participating parents’ own experiences of abdominal pain in central study analyses 

and b) gathering parent perspective on child disability. The biological, psychological, and social 

aspects of the abdominal pain experience can be addressed through intervention with youth (i.e., 

providing psychoeducation about the biological components of abdominal pain which may 
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exacerbate pain symptoms, engaging in child-focused psychotherapy and parent training, and 

providing accommodations for school re-integration; Reed-Knight et al., 2017). Further 

recommendations for child-focused psychotherapy could be considered based on current study 

results.  

Findings from the current study suggest that higher levels of optimism, pain self-efficacy, 

and mindfulness relate to higher health-related quality of life, and lower optimism and pain self-

efficacy relate to higher parent reported pain-related disability in children and adolescents with 

abdominal pain related to FGIDs or organic GIDs. The promotion of these positive psychological 

factors could be incorporated in current evidence-based cognitive behavioural treatment of 

FGIDs (Levy et al., 2010) or IBD (Levy et al., 2016). Optimism could be promoted through 

engaging in a “best possible self” exercise, through which children and adolescents could 

imagine and write about their ideal futures (i.e., everything had gone as planned), which can 

increase positive affect (King, 2001) and reduce pain through lower catastrophizing during acute 

pain experiences (Hannsen et al., 2013). Mindfulness could be promoted through engaging a 

child or adolescent in mindfulness-based activities focused on cultivating non-judgmental 

awareness surrounding concrete stimuli (e.g., a taste or sound), eventually increasing time 

duration and extending to different life experiences and eventually pain (Wicksell & Greco, 

2008). Finally, pain self-efficacy could be targeted through Acceptance and Commitment 

Therapy or Cognitive Behavioural Therapy approaches with pediatric chronic pain populations. 

For example, pain self-efficacy in children and adolescents may be cultivated through exposure 

techniques with previously avoided activities (e.g., Wicksell, Melin, Lekander, & Olsson, 2009), 

with a focus on highlighting youth success, eventually increasing the youth’s experience of 
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mastery. Identifying these intraindividual positive psychological factors as related to well-being 

is promising, as they can be targeted through intervention.  
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Table 1 

Summary of Correlations, Means, and Standard Deviations for Positive Psychological Factors, Pain, Parent Reported Pain-Related 

Disability and Health-Related Quality of Life for FULL SAMPLE 
 Mean SD Observed 

Range/Total 

Disability HRQOL Optimism PSE Mindfulness Worst 

Pain 

Average 

Pain 

Lowest 

Pain 

Disability  2.04 1.21 1-4/4 - -.19 -.23 .35** .09 .36** .19 .25* 

HRQOL 66.68 18.13 21.74-

100/100 

 - .50** -.36** .56** -.32** -.34** -.26** 

Optimism 14.75 4.45 0-21/21   - -.26** .39** -.25** -.23* -.15 

Pain Self-

Efficacy 

 

18.99 6.08 7-35/35    - -.13 .18 .21* .24* 

Mindfulness 25.55 8.45 4-40/40     - -.10 -.18 -.11 

Worst Pain  5.85 2.94 0-10/10      - .58** .47** 

Average Pain  3.98 2.61 0-10/10       - .66** 

Lowest Pain  1.67 2.04 0-9/10        - 

Note: n = 105; PSE = pain self-efficacy, HRQOL = health-related quality of life; pain ratings over previous week; * indicates 

correlation is significant at p < .05, ** indicates correlation is significant at p < .01. Lower scores on pain self-efficacy scale indicate 

higher pain self-efficacy.
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Table 2 

Pain as it Relates to Health-Related Quality of Life and Parent Reported Pain-Related Disability for FULL SAMPLE 

Pain and Health-Related Quality of Life 

 

Variable b SE B β R2 F ∆ R2 F Change 

Step 1    .17 6.17**   

Constant 103.95 8.87      

Age -2.54 .62 -.36***     

Gender -5.51 3.55 -.16     

Parent Abdominal Pain .18 4.68 -.04     

Step 2    .25 7.37*** .08 9.27** 

Constant 111.07 8.81      

Age -2.28 .60 -.32***     

Gender -6.31 3.41 -.18*     

Parent Abdominal Pain .45 4.49 -.03     

Worst Pain -1.74 .57 -.34***     

Pain and Parent Reported Pain-Related Disability 

 

Step 1    .08 1.77   

Constant 2.07 .74      

Age .02 .05 .05     

Gender -.37 .30 -.15     

Parent Abdominal Pain -.67 .40 -.21     

Step 2    .19 3.59* .11 8.42* 

Constant 1.58 .72      

Age .000001 .05 .000002     

Gender -.30 .28 -.12     

Parent Abdominal Pain -.68 .37 -.21     

Worst Pain .14 .05 .34**     

Note. *indicates p < .05, ** indicates p < .01, *** indicates p < .001. 
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Table 3 

 

Positive Psychological Factors as They Relate to Health-Related Quality of Life and Parent Reported Pain-Related Disability for 

FULL SAMPLE 

Positive Psychological Variables and Health-Related Quality of Life 

Variable b SE B β R2 F ∆ R2 F Change 

Step 1    .19 7.23***   

Constant 105.30 8.40      

Age -2.66 .59 -.42***     

Gender -4.53 3.42 -.13     

Parent Abdominal 

Pain 

-.27 4.57 -.01     

        

Step 2    .49 14.25*** .30 17.43*** 

Constant 62.77 12.70      

Age -1.33 .52 -.21*     

Gender .18 2.85 -.01     

Parent Abdominal 

Pain 

2.84 3.74 .06     

Optimism .89 .36 .22*     

Pain Self-Efficacy -.68 .23 -.23**     

Mindfulness .83 .19 .39***     

Positive Psychological Variables and Parent Reported Pain-Related Disability 
 

Variable b SE B β R2 F ∆ R2 F Change 

Step 1    .08 1.69   

Constant 1.86 .71      
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Age .04 .05 .08     

Gender -.33 .29 -.14     

Parent Abdominal 

Pain 

-.65 .40 -.20     

Step 2    .27 3.69** .20 5.34** 

Constant 2.06 1.22      

Age -.005 .05 -.01     

Gender -.41 .27 -.17     

Parent Abdominal 

Pain 

-.71 .38 -.22     

Optimism -.08 .04 -.28*     

Pain Self-Efficacy .07 .02 .35*     

Mindfulness .02 .02 .12     

Note. *indicates p < .05, ** indicates p < .01, *** indicates p < .001. Lower scores on pain self-efficacy scale indicate higher pain 

self-efficacy. 
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Table 4 

Positive Psychological Factors as Moderators of Pain Intensity and Health-Related Quality of 

Life for FULL SAMPLE 

Optimism 

Variable b, [CI] SE B t p 

Constant  92.94 

[75.64, 112.23] 

9.71 9.58*** <.001 

Age -1.74 

[-3.11, -.38] 

.69 -2.54** .01 

Gender -4.16 

[-11.22, 2.89] 

3.55 -1.17 .24 

Parent Abdominal Pain .33 

[-8.44, 9.10] 

4.41 .08 .94 

Optimism 1.35 

[.50, 2.20] 

.43 3.15*** .002 

Pain -1.32 

[-2.57, -.07] 

.63 -2.10* .04 

Optimism x Pain .07 

[-.30, .44] 

.19 .36 .72 

R2 .36    

F 8.03***     

Pain Self-Efficacy 

Variable b, [CI] SE B t p 

Constant  97.94 

[81.52, 114.36] 

8.26 11.85*** <.001 

Age -2.14 

[-3.29, -.99] 

.58 -3.71*** <.001 

Gender -4.99 

[-11.89, 1.93] 

3.48 -1.43 .16 

Parent Abdominal Pain -.48 

[-9.29, 10.24] 

4.91 -.10 .92 

Pain Self-Efficacy -.83 

[-1.59, -.06] 

.39 -2.14** .04 

Pain -1.42 

[-2.93, -.08] 

.76 -1.89* .06 

Pain Self-Efficacy x Pain .07 

[-.22, .36] 

.15 .49 .63 
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R2 .33    

F 9.14***    

Mindfulness 

Variable b, [CI] SE B t p 

Constant  88.52 

[71.02, 106.02] 

8.81 10.05*** <.001 

Age -1.58 

[-2.78, -.38] 

.60 -2.62** .01 

Gender -2.47 

[-8.91, 3.96] 

3.24 -.76 .45 

Parent Abdominal Pain 3.84 

[-5.43, 13.11] 

4.67 .82 .41 

Mindfulness 1.01 

[.51, 1.50] 

.25 4.03*** <.001 

Pain -1.46 

[-2.74, -.18] 

.65 -2.26* .03 

Mindfulness x Pain -.04 

[-.20, .13] 

.08 -.47 .64 

R2 .44    

F 12.89***    

Note. * indicates p < .05, ** indicates p < .01, *** indicates p < .001. Lower scores on pain self-

efficacy scale indicate higher pain self-efficacy. 
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Table 5  

 

Positive Psychological Factors as Moderators of Pain Intensity and Parent Reported Pain-

Related Disability for FULL SAMPLE 

Optimism 

Variable b, [CI] SE B t p 

Constant  2.81 

[1.15, 4.46] 

.83 3.40** .001 

Age -.03 

[-.14, .08] 

.06 -.54 .59 

Gender -.37 

[-.97, .24] 

.30 -1.20 .23 

Parent Abdominal Pain -.72 

[-1.41, -.03] 

.35 -2.08 .04 

Optimism -.06 

[-.15, .03] 

.05 -1.38 .17 

Pain .11 

[.002, .22] 

.05 2.04 .05 

Optimism x Pain .007 

[-.03, .04] 

.02 .41 .68 

R2 .22    

F 2.90*    

Pain Self-Efficacy 

Variable b, [CI] SE B t p 

Constant  2.09 

[.81, 3.38] 

.64 3.27** .002 

Age .02 

[-.07, .11] 

.05 .39 .70 

Gender -.35 

[-.90, .21] 

.28 -1.24 .22 

Parent Abdominal Pain -.73 

[-1.40, -.06] 

.34 -2.18 .03 

Pain Self-Efficacy .06 

[.02, .10] 

.02 2.93 .005 

Pain .11 

[.02, .19] 

.04 2.53* .01 

Pain Self-Efficacy x Pain .01 

[.0004, .02] 

.006 2.08 .04 
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R2 .33    

F 8.68***    

Mindfulness 

Variable b, [CI] SE B t p 

Constant  2.36 

[.87, 3.86] 

.75 3.16** .002 

Age -.006 

[-.11, .10] 

.05 -.11 .91 

Gender -.26 

[-.86, .33] 

.30 -.88 .38 

Parent Abdominal Pain -.61 

[-1.34, .12] 

  .37 -1.67 .10 

Mindfulness .007 

[-.03, .04] 

.02 .39 .70 

Pain .14 

[.05, .24] 

.05 2.94* .005 

Mindfulness x Pain -.007 

[-.02, .005] 

.006 -1.18 .24 

R2 .22    

F 2.43*    

Note. * indicates p < .05, ** indicates p < .01, *** indicates p < .001. Lower scores on pain self-

efficacy scale indicate higher pain self-efficacy.
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Table 6 

Summary of Correlations, Means, and Standard Deviations for Positive Psychological Factors, Pain, Parent Reported Pain-Related 

Disability and Health-Related Quality of Life for FGID SAMPLE 

 Mean SD Observed 

Range/Total 

Disability HRQOL Optimism PSE Mindfulness Worst 

Pain 

Average 

Pain 

Lowest 

Pain 

Disability  2.22 1.27 1-4/4 - -.28 -.22 .35* -.05 .14 .03 .03 

HRQOL 63.60 17.65 21.74-

100/100 

 - .58** -.47** .59** -.24 -.39* -.30* 

Optimism 14.10 5.14 0-21/21   - -.41** .43** -.16 -.27* -.18 

Pain Self-

Efficacy 

 

18.92 5.95 7-35/35    - -.14 .25 .07 .15 

Mindfulness 25.12 8.68 4-40/40     - -.13 -.26* -.26 

Worst Pain  6.97 2.38 0-10/10      - .54** .29** 

Average Pain  4.72 2.51 0-10/10       - .61** 

Lowest Pain  2.31 1.99 0-7/10        - 

Note: n = 55; PSE = pain self-efficacy, HRQOL = health-related quality of life; pain ratings over previous week; * indicates 

correlation is significant at p < .05, ** indicates correlation is significant at p < .01. Lower scores on pain self-efficacy scale indicate 

higher pain self-efficacy. 
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Table 7 

Pain as It Relates to Health-Related Quality of Life and Parent Reported Pain-Related Disability for FGID SAMPLE 

Pain and Health-Related Quality of Life 

Variable b SE B β R2 F ∆ R2 F Change 

Step 1    .20 4.49**   

Constant 100.77 10.54      

Age -2.48 .77 -.40**     

Gender -6.81 4.67 -.18     

Parent Abdominal Pain -.67 5.85 -.01     

Step 2    .23 4.00** .03 2.24 

Constant 107.88 11.45      

Age -2.23 .78 -.36**     

Gender -7.81 4.67 -.21     

Parent Abdominal Pain   -.53 5.78 -.01     

Worst Pain -1.39 .93 -.19     

Pain and Parent Reported Pain-Related Disability 

Step 1    .09 1.05   

Constant 1.45 1.00      

Age .09 .07 .20     

Gender -.31 .45 -.12     

Parent Abdominal Pain -.81 .58 -.24     

Step 2    .10 .87 .01 .40 

Constant 1.15 1.11      

Age .08 .08 .18     

Gender -.26 .46 -.10     

Parent Abdominal Pain -.83 .59 -.25     

Worst Pain .06 .09 .11     

Note. *indicates p < .05, ** indicates p < .01, *** indicates p < .001. 
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Table 8 

Positive Psychological Factors as They Relate to Health-Related Quality of Life and Parent Reported Pain-Related Disability FGID 

SAMPLE 

 

Positive Psychological Variables and Health-Related Quality of Life 

Variable b SE B β R2 F ∆ R2 F Change 

Step 1    .22 5.10**   

Constant 102.47 10.22      

Age -2.66 .75 -.44**     

Gender -5.35 4.47 -.15     

Parent Abdominal Pain -1.04 5.67 -.02     

        

Step 2    .56 10.72*** .34 12.95*** 

Constant 66.03 15.60      

Age -1.09 .65 -.18     

Gender -1.14 3.54 -.03     

Parent Abdominal Pain -.46 4.43 -.01     

Optimism .76 .40 .23     

Pain Self-Efficacy -.87 .30 -.30**     

Mindfulness .74 .22 .36**     

Positive Psychological Variables and Parent Reported Pain-Related Disability 
 

Variable b SE B β R2 F ∆ R2 F Change 

Step 1    .09 1.05   

Constant 1.45 1.00      

Age .09 .07 .20     

Gender -.31 .45 -.12     

Parent Abdominal Pain -.81 .58 -.24     
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Step 2    .26 1.66 .17 2.15 

Constant 1.56 1.82      

Age .05 .08 .11     

Gender -.50 .43 -.19     

Parent Abdominal Pain -.97 .57 -.29     

Optimism -.04 .05 -.14     

Pain Self-Efficacy -.07 .03 .36*     

Mindfulness -.01 .03 -.05     

Note. *indicates p < .05, ** indicates p < .01, *** indicates p < .001. Lower scores on pain self-efficacy scale indicate higher pain 

self-efficacy. 
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Table 9 

Positive Psychological Factors as Moderators of Pain Intensity and Health-Related Quality of 

Life for FGID SAMPLE 

Optimism 

Variable b, [CI] SE B t p 

Constant  86.26 

[62.63, 109.89] 

11.77 7.33*** <.001 

Age -1.43 

[-3.10, .23] 

.83 -1.73 .09 

Gender -4.63 

[-14.34, 5.07] 

4.83 -.96 .34 

Parent Abdominal Pain -.94 

[-13.24, 11.37] 

6.13 -.15 .88 

Optimism 1.50 

[.64, 2.36] 

.43 3.51 .001 

Pain -1.09 

[-3.20, 1.02] 

1.05 -1.04 .31 

Optimism x Pain .05 

[-.36, .45] 

.20 .24 .81 

R2 .42    

F 5.84***    

Pain Self-Efficacy 

Variable b, [CI] SE B t p 

Constant  92.75 

[71.93, 113.57] 

10.37 8.94*** <.001 

Age -1.97 

[-3.45, -.49] 

.74 -2.67* .01 

Gender -5.28 

[-16.09, 5.54] 

5.39 -.98 .33 

Parent Abdominal Pain -1.93 

[-16.98, 13.11] 

7.49 -.26 .80 

Pain Self-Efficacy -1.22 

[-2.11, -.33] 

.44 -2.76* .008 

Pain -.26 

[-2.33, 1.81] 

1.03 -.25 .80 

Pain Self-Efficacy x Pain .14 

[-.16, .45] 

.15 .93 .36 
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R2 .39    

F 6.41***    

Mindfulness 

Variable b, [CI] SE B t p 

Constant  82.86 

[62.06, 103.66] 

10.36 8.00*** <.001 

Age -1.29 

[-2.77, .19] 

.74 -1.75 .09 

Gender -4.17 

[-13.27, 4.93] 

4.53 -.92 .36 

Parent Abdominal Pain 1.63 

[-10.94, 14.20] 

6.26 .26 .80 

Mindfulness .97 

[.36, 1.58] 

.30 3.17** .003 

Pain -.99 

[-2.82, .83] 

.91 -1.09 .28 

Mindfulness x Pain -.06 

[-.24, .13] 

.09 -.58 .56 

R2 .42    

F  6.75***    

Note. * indicates p < .05, ** indicates p < .01, *** indicates p < .001. Lower scores on pain self-

efficacy scale indicate higher pain self-efficacy. 
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Table 10 

Positive Psychological Factors as Moderators of Pain Intensity and Parent Reported Pain-

Related Disability for FGID SAMPLE 

Optimism 

Variable b, [CI] SE B t p 

Constant  2.30 

[-.50, 5.08] 

1.36 1.68 .10 

Age .04 

[-.17, .25] 

.10 .36 .72 

Gender -.49 

[-1.68, .71] 

.58 -.83 .41 

Parent Abdominal Pain -.92 

[-2.46, .61] 

.75 -1.23 .23 

Optimism -.08 

[-.19, .03] 

.05 -1.48 .15 

Pain -.001 

[-.25, .25] 

.12 -.009 .99 

Optimism x Pain .02 

[-.06, .10] 

.04 .54 .59 

R2 .15    

F  .98    

Pain Self-Efficacy 

Variable b, [CI] SE B t p 

Constant  1.14 

[-1.29, 3.57] 

1.19 .96 .34 

Age .11 

[-.06, .29] 

.09 1.32 .20 

Gender -.48 

[-1.50, .55] 

.50 -.95 .35 

Parent Abdominal Pain -.89 

[-2.29, .52] 

.69 -1.29 .21 

Pain Self-Efficacy .07 

[-.03, .17] 

.05 1.43 .16 

Pain .02 

[-.16, .21] 

.09 .26 .80 

Pain Self-Efficacy x Pain .02 

[-.02, .05] 

.02 1.01 .32 
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R2 .27    

F  1.74    

Mindfulness 

Variable b, [CI] SE B t p 

Constant  1.42 

[-.96, 3.80] 

1.16 1.22 .23 

Age .07 

[-.12, .26] 

.09 .73 .47 

Gender -.02 

[-1.05, 1.00] 

.50 -.05 .97 

Parent Abdominal Pain -.81 

[-1.89, .27] 

.53 -1.53 .14 

Mindfulness -.01 

[-.06, .03] 

.02 -.51 .61 

Pain .09 

[-.08, .26] 

.08 1.14 .26 

Mindfulness x Pain -.02 

[-.03, -.006] 

.007 -2.98 .006 

R2 .24    

F  5.28    

Note. * indicates p < .05, ** indicates p < .01, *** indicates p < .001. Lower scores on pain self-

efficacy scale indicate higher pain self-efficacy. 

 



   
 

 

256 

Table 11 

Summary of Correlations, Means, and Standard Deviations for Positive Psychological Factors, Pain, Parent Reported Pain-Related 

Disability and Health-Related Quality of Life for ORGANIC GID SAMPLE 

 Mean SD Observed 

Range/Total 

Disability HRQOL Optimism PSE Mindfulness Worst 

Pain 

Average 

Pain 

Lowest 

Pain 

Disability  1.84 1.13 1-4/4 - -.01 -.20 .40* .33 .55* .32 .47** 

HRQOL 71.35 18.08 29.35-

100/100 

 - .32 -.23 .52** -.29 -.15 -.06 

Optimism 15.72 2.97 9-21/21   - .04 .34* -.33* .03 .16 

Pain Self-

Efficacy 

 

19.10 6.36 7-34/35    - -.12 .17 .48** .46** 

Mindfulness 26.21 8.15 10-39/40     - -.03 .01 .17 

Worst Pain  4.16 2.92 0-10/10      - .44** .45** 

Average Pain  2.84 2.37 0-9/10       - .60** 

Lowest Pain  .68 1.73 0-9/10        - 

Note: n = 50; PSE = pain self-efficacy, HRQOL = health-related quality of life; pain ratings over previous week; * indicates 

correlation is significant at p < .05, ** indicates correlation is significant at p < .01. Lower scores on pain self-efficacy scale indicate 

higher pain self-efficacy. 
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Table 12 

Pain as it Relates to Health-Related Quality of Life and Parent Reported Pain-Related Disability for ORGANIC GID SAMPLE 

Pain and Health-Related Quality of Life 

Variable b SE B β R2 F ∆ R2 F Change 

Step 1    .24 3.61*   

Constant 118.86 16.16      

Age -3.43 1.08 -.49**     

Gender 1.95 5.57 .05     

Parent Abdominal Pain -1.62 7.80 -.03     

Step 2    .25 2.79* .01 .49 

Constant 118.08 16.32      

Age -3.10 1.19 -.45*     

Gender .29 6.10 .008     

Parent Abdominal Pain -.81 7.95 -.02     

Worst Pain -.77 1.10 -.12     

Pain and Parent Reported Pain-Related Disability 

Step 1    .21 2.27   

Constant 2.93 1.14      

Age -.05 .08 -.11     

Gender -.87 .42 -.38*     

Parent Abdominal Pain -.68 .57 -.23     

Step 2    .44 4.85** .23 10.16** 

Constant 2.90 .98      

Age -.12 .07 -.28     

Gender -.43 .38 -.18     

Parent Abdominal Pain -.78 .49 -.26     

Worst Pain .21 .07 .55**     

Note. *indicates p < .05, ** indicates p < .01, *** indicates p < .001. 
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Table 13 

Positive Psychological Factors as They Relate to Health-Related Quality of Life and Parent Reported Pain-Related Disability 

ORGANIC GID SAMPLE 

Positive Psychological Variables and Health-Related Quality of Life 

Variable b SE B β R2 F ∆ R2 F Change 

Step 1    .25 3.83*   

Constant 116.00 14.50      

Age -3.25 .99 -.50     

Gender 2.27 5.46 .06     

Parent Abdominal 

Pain 

-1.18 7.64 -.02     

Step 2        

Constant 92.35 23.32  .53 6.00*** .28 6.39** 

Age -2.72 .92 -.42**     

Gender 7.94 4.78 .22     

Parent Abdominal 

Pain 

4.76 6.46 .10     

Optimism -.48 .89 -.08     

Pain Self-Efficacy -.56 .35 -.20     

Mindfulness 1.19 .31 .54**     

Positive Psychological Variables and Parent Reported Pain-Related Disability 
 

Variable b SE B β R2 F ∆ R2 F Change 

Step 1    .17 1.88   

Constant 2.27 1.03      

Age -.004 .07 -.01     
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Gender -.79 .42 -.34     

Parent Abdominal 

Pain 

-.54 .57 -.18     

Step 2        

Constant 1.88 1.64  .51 4.21** .34 5.58** 

Age -.04 .07 -.11     

Gender -.60 .35 -.26     

Parent Abdominal 

Pain 

-.42 .48 -.14     

Optimism -.14 .06 -.38*     

Pain Self-Efficacy .08 .02 .45**     

Mindfulness .06 .02 .41*     

Note. *indicates p < .05, ** indicates p < .01, *** indicates p < .001. Lower scores on pain self-efficacy scale indicate higher pain 

self-efficacy. 
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Table 14 

Positive Psychological Factors as Moderators of Pain Intensity and Health-Related Quality of 

Life for ORGANIC GID SAMPLE 

Optimism 

Variable b, [CI] SE B t p 

Constant  112.04 

[65.40, 158.68] 

22.87 4.90*** <.001 

Age -2.88 

[-6.13, .37] 

1.59 -1.81 .08 

Gender -.09 

[-14.83, 14.64] 

7.22 -.01 .99 

Parent Abdominal Pain -.72 

[-18.57, 17.13] 

8.75 -.08 .93 

Optimism .66 

[-1.90, .3.22] 

1.26 .53 .60 

Pain -.69 

[-3.05, 1.67] 

1.16 -.60 .56 

Optimism x Pain .06 

[-.84, .96] 

.44 .14 .89 

R2 .26    

F 3.15*    

Pain Self-Efficacy 

Variable b, [CI] SE B t p 

Constant  111.43 

[73.31, 149.56] 

18.69 5.96*** <.001 

Age -2.94 

[-5.66, -.23] 

1.33 -2.21* .03 

Gender 1.72 

[-11.28, 14.72] 

6.37 .27 .79 

Parent Abdominal Pain -.54 

[-16.51, 15.44] 

7.83 -.07 .95 

Pain Self-Efficacy -.61 

[-2.09, .87] 

.72 -.84 .41 

Pain -.76 

[-3.37, 1.84] 

1.28 -.60 .55 

Pain Self-Efficacy x Pain .17 

[-.23, .56] 

.19 .86 .39 
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R2 .34    

F  3.24*    

Mindfulness 

Variable b, [CI] SE B t p 

Constant  109.94 

[70.00, 149.89] 

19.59 5.61*** <.001 

Age -2.94 

[-5.66, -.23] 

1.33 -2.21* .03 

Gender 5.00 

[-6.49, 16.48] 

5.63 .89 .38 

Parent Abdominal Pain 3.24 

[-13.66, 20.14] 

8.29 .39 .70 

Mindfulness 1.13 

[.36, 1.91] 

.38 2.98** .006 

Pain -.28 

[-2.57, 2.01] 

1.12 -.25 .80 

Mindfulness x Pain -.07 

[-.37, .23] 

.15 -.48 .64 

R2 .51    

F  6.30***    

Note. Lower scores on pain self-efficacy scale indicate higher pain self-efficacy. 
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Table 15 

Positive Psychological Factors as Moderators of Pain Intensity and Parent Reported Pain-

Related Disability for ORGANIC GID SAMPLE 

Optimism 

Variable b, [CI] SE B t p 

Constant  4.00 

[1.30, 6.71] 

1.31 3.06* .006 

Age -.13 

[-.31, .05] 

.09 -1.48 .15 

Gender -.43 

[-1.17, .30] 

.35 -1.23 .23 

Parent Abdominal Pain -.80 

[-2.02, .42] 

.59 -1.36 .19 

Optimism -.03 

[-.20, .13] 

.08 -.42 .68 

Pain .20 

[.05, .35] 

.07 2.70 .01 

Optimism x Pain .01 

[-.03, .06] 

.02 .64 .53 

R2 .46    

F 2.47    

Pain Self-Efficacy 

Variable b, [CI] SE B t p 

Constant  3.25 

[1.21, 5.30] 

.99 3.29** .003 

Age -.08 

[-.23, .07] 

.07 -1.08 .29 

Gender -.50 

[-1.18, .18] 

.33 -1.52 .14 

Parent Abdominal Pain -.83 

[-1.71, .05] 

.43 -1.95 .06 

Pain Self-Efficacy .05 

[-.003, .11] 

.03 1.95 .06 

Pain .15 

[.002, .30] 

.07 2.10 .05 

Pain Self-Efficacy x Pain .009 

[-.005, .02] 

.007 1.34 .19 
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R2 .57    

F  4.08**    

Mindfulness 

Variable b, [CI] SE B t p 

Constant  2.72 

[.42, 5.02] 

1.11 2.45 .02 

Age -.05 

[-.21, .11] 

.08 -.63 .53 

Gender -.30 

[-.95, .35] 

.32 -.95 .35 

Parent Abdominal Pain -.43 

[-1.32, .46] 

.43 -1.00 .33 

Mindfulness .06 

[.02, .10] 

.02 2.86** .009 

Pain .17 

[.03, .32] 

.07 2.42* .02 

Mindfulness x Pain .01 

[-.001, .03] 

.008 1.91 .07 

R2 .58    

F  9.13***    

Note. * indicates p < .05, ** indicates p < .01, *** indicates p < .001. Lower scores on pain self-

efficacy scale indicate higher pain self-efficacy.  
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Figure 1. Pain sensation frequencies for n = 98 participants. Note: participants could choose 

more than one option to describe their pain sensations.  
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Figure 2. Parent reported pain-related disability scores as a function of lower (-1 SD) and higher 

(+1 SD) pain, and higher (-1 SD) and lower (+1 SD) pain self-efficacy scores for full abdominal 

pain sample. 
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Figure 3. Parent reported pain-related disability scores as a function of lower (-1 SD) and higher 

(+1 SD) pain, and higher (+1 SD) and lower (-1 SD) mindfulness scores for FGID sample. 
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Appendix A 

List of Positive Psychological Factors and Definitions 

Positive 

Psychological 

Factor 

Definition Reference 

Optimism Personal disposition involving the 

expectation of positive results 

Scheier & Carver, 1985 

Trait mindfulness  Awareness of present moment and 

actions, along with an accepting and 

nonjudgmental stance 

Greco et al., 2011 

Trait positive affect Positive mood states Watson & Tellegen, 1985 

Self-concept  Thoughts and feelings related to self Rosenberg, 1986 

Self-esteem  Evaluation of self Gecas, 1982 

Pain acceptance  Acknowledging that pain exists and 

modifying attempts to control pain 

while striving to live a satisfying life 

despite pain 

McCracken, 1998 

Committed action Persistence according to goals with 

the ability to incorporate difficulties 

McCracken & Morely, 2014 

Pain self-efficacy  Ability to function in spite of pain Bursch et al., 2006 

Sense of 

controllability  

Perception of personal control over 

pain; 

Zeltzer, Bursch, & Walco, 

1997 

Problem solving or 

active coping  

Effortful coping in response to pain Brown & Nicassio, 1987 
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List of Coping Definitions 

Type of coping Definition Reference 

Active Coping Coping using cognitive and behavioural 

strategies 

Anie et al., 2002 

Adaptive Coping profile involving "acceptance, self-

encouragement, or social support seeking"  

Claar & Simons, 

2011, pg. 192 

Approach Coping profile involving "information 

seeking, problem solving, seeking social 

support, and positive self statements"  

Reid et al., 1998, pg. 

84  

Cognitive 

coping/cognitive self-

instruction 

"Internal self-statements that deal with the 

pain at a cognitive level" 

Varni et al., 1996, 

pg. 143 

Coping attempts  "Use of multiple cognitive and behavioral 

strategies such as diverting attention and 

calming self-statements." 

Gil et al., 1993, pg. 

623 

Disengagement coping  Includes "problem avoidance, wishful 

thinking, and self criticism. Likely to 

disengage the individual from the person-

environment transaction" 

Tobin et al, 1989, 

pg. 350 

Distraction (cognitive, 

behavioural)/ Cognitive 

refocusing coping  

"Shifting attention to things other than the 

pain" 

Varni et al., 1996, 

pg. 143 

Emotion-focused coping  "Alters only what is in the mind in one of 

two ways, either by attention deployment 

(e.g., avoidance) or by changing the 

meaning of the relationship (e.g., by denial 

or distancing)" 

Lazarus, 1991, pg. 

830 

Engagement coping  "individuals engage in active effort to 

control, manage, or change stressful 

circumstances, and manage emotional 

responses to the stressor" 

Tobin et al., 1989, 

pg. 350  

Higher order coping “Approach, behavioural distraction, and 

emotion-focused avoidance coping.” 

Kashikar-Zuck et al., 

2001, pg. 344 

Information seeking  Seeking information about physical 

experience 

Reid et al., 1998 

Internalizing coping  Engaging in internalizing (e.g., worry) in 

response to pain 

Reid et al., 1998 

Externalizing coping  Engaging in externalizing behaviour (e.g., 

argue or fight) in response to pain.  

Reid et al., 1998 

Negative thinking  "A pattern of coping in which children 

engaged 

in catastrophizing and self-statements of 

fear and anger" 

Gil et al., 1993, pg. 

623 

Pain control coping  Pain control/rational thinking: "the ability to 

control and decrease pain, while avoiding 

the use of catastrophizing 

Schanberg et al., 

1996, pg. 91 
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strategies for dealing with pain" 

Passive 

adherence/adherence 

coping  

"utilise pain coping methods recommended 

by doctors, such as increasing fluid intake 

and resting, rather than active psychological 

techniques" 

Anie et al., 2002, pg. 

327 

Passive coping  "Depending on others for help in pain 

control (e.g., calling health care providers. 

engaging in wish-fulfilling thoughts, and 

restricting one’s functioning due to pain)."  

Brown & Nicassio, 

1987, pg.58 

Child positive task 

verbalization  

"Comments that convey feelings of 

optimism, enthusiasm, enjoyment related to 

the task and/or that child is coping well with 

the demands of the task without reference to 

pain" 

Reid et al., 2005, pg. 

204 

Positive/coping self-

statements  

"Active attempts to regulate emotions using 

positive statements about the situation (e.g., 

say to myself it will be ok)" 

Reid et al., 1998, pg. 

86 

Primary and secondary 

control coping  

Primary "efforts to directly change the 

stressor or one's emotion - problem solving, 

emotional regulation, emotional 

expression". Secondary "Attempts to adapt 

to the stressor by regulating attention or 

cognition - acceptance, distraction, positive 

thinking, cognitive restructuring" 

Thomsen et al., 

2002, pg. 216 

Problem-focused coping 

potential  

"the ability to alter circumstances to make 

them more desirable (in this case, to 

alleviate pain)" 

Walker et al., 2005, 

pg. 3 

Problem solving coping  "Overt acts intended to manage pain" Varni et al., 1996, 

pg. 143 

Problem and emotion-

focused avoidance  

Problem-focused avoidance:" attempts to 

disengage from pain" (Reid et al., 1998). 

Emotion-focused avoidance: "tendency to 

avoid regulating negative feelings when in 

pain" (Kashikar-Zuck et al., 2005) 

Reid et al., 1998; 

Kashikar Zuck et al., 

2005, pg. 1597 

Rational thinking coping  Pain control/rational thinking: "the ability to 

control and decrease pain, while avoiding 

the use of catastrophizing 

strategies for dealing with pain" 

Schanberg et al., 

1996, pg. 91 

Religious coping  "focuses on how individuals may use R/S 

specifically to deal with a stressor such as a 

chronic illness." 

Cotton et al., 2009, 

pg. 2 

Social support coping  "Child seeks aid, comfort, or understanding 

from parents, peers, or others" 

Varni et al., 1996, 

pg. 143 

Child striving for rest and 

being alone  

"'Go to bed,’‘Ask to stay by myself','Go to 

sleep until it feels better', 'lie down', 'sit 

quietly'" 

Varni et al., 1996, 

pg. 146 
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Appendix B 

Search Strategy for PsycINFO 

1. ti=pediatric* or it=pediatric* or ab=pediatric* 

2. ti=paediatric* or ab=paediatric* 

3. ti=adolesc* or it=adolesc* or ab=adolesc* 

4. ti=child* or it=child* or ab=child* 

5. ti=infan* or it=infan* or ab=infan* 

6. ti=youth or it=youth or ab=youth 

7. 1 or 2 or 3 or 4 or 5 or 6 

8. ti=pain or it=pain or ab=pain 

9. ti=headache or it=headache or ab=headache 

10. ti=migraine or it=migraine or ab=migraine 

11. ti=“stomach ache” or ab=“stomach ache” 

12. ti=stomachache or ab=stomachache 

13. ti=“tummy ache”  

14. ab=tummyache 

15. ab=bellyache 

16. ab=earache 

17. ab=“ear ache” 

18. ab=“tooth ache” 

19. ti=toothache or ab=toothache 

20. ti=odontalgi* or ab=odontalgi* 

21. ti=dysmenorr* or it=dysmenorr* or ab=dysmenorr* 

22. ti=neuralgi* or it=neuralgi* or ab=neuralgi* 

23. ti=fibromyalgia or it=fibromyalgia or ab=fibromyalgia 
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24. ti=arthritis or it=arthritis or ab=arthritis 

25. ti=“sickle cell” or it=“sickle cell” or ab=“sickle cell” 

26. ab=sicklecell 

27. 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 or 21 or 22 or 23 or 24 or 25 

or 26 

28. ti=“quantitative sensory testing” or ab=“quantitative sensory testing” 

29. ti=needle* or it=needle* or ab=needle* 

30. ti=“cold pressor” or ab=“cold pressor” 

31. 28 or 29 or 30 

32. ti=adapt* or it=adapt* or ab=adapt* 

33. ti=resilien* or it=resilien* or ab=resilien* 

34. ti=wellbeing or ab=wellbeing 

35. ti=well-being or it=well-being or ab=well-being 

36. ti=optimis* or it=optimis* or ab=optimis* 

37. ti=hope or it=hope or ab=hope 

38. ti=acceptance or it=acceptance or ab=acceptance 

39. ti=“psychological flexibility” or ab=“psychological flexibility” 

40. ti=“positive affect” or ab=“positive affect” 

41. ti=“positive emotions” or ab=“positive emotions” 

42. ti=“benefit finding” or ab=“benefit finding” 

43. ti=flow or it=flow or ab=flow 

44. ti=positivity or ab=positivity  

45. ti=savoring or ab=savoring 

46. ti=savouring or ab=savouring 

47. ti=“meaning making” or ab=“meaning making” 

48. ti=accomplishment or ab=accomplishment 
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49. ti=“positive relationships” or ab=“positive relationships” 

50. ti=engage* or it=engage* or ab=engage* 

51. ti=self-efficacy or it=self-efficacy or ab=self-efficacy 

52. ti=selfefficacy or ab=selfefficacy 

53. ti=mindful* or it=mindful* or ab=mindful* 

54. ti=coping or it=coping or ab=coping 

55. ti=strength* or it=strength* or ab=strength* 

56. ti=“positive psychotherapy” or ab=“positive psychotherapy” 

57. ti=“positive psycholog*” or it=“positive psycholog*” or ab=“positive psycholog*” 

58. ti=humor or it=humor or ab=humor 

59. ti=humour or ab=humour 

60. ti=gratitude or it=gratitude or ab=gratitude 

61. ti=“health-related quality of life” or ab=“health-related quality of life” 

62. ti= hrqol or ab= hrqol 

63. ti=“quality of life” or it=“quality of life” or ab=“quality of life” 

64. ti=qol or ab=qol 

65. ti=satisfaction or it=satisfaction or ab=satisfaction 

66. ti=happiness or it=happiness or ab=happiness 

67. ti=happy or ab=happy 

68. ti=flourish or ab=flourish 

69. ti=promot* or it=promot* or ab=promot* 

70. ti=protective or it=protective or ab=protective 

71. ti=achievement or it=achievement or ab=achievement 

72. ti=self-concept or it=self-concept or ab=self-concept 

73. ti=selfconcept or ab=selfconcept 

74. ti=optimal or ab=optimal  
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75. ti=wellness or ab=wellness 

76. ti=growth or it=growth or ab=growth 

77. ti=probem-solving or it=problem-solving or ab=problem-solving 

78. ti=cope or ab=cope 

79. ti=spirituality or it=spirituality or ab=spirituality  

80. ti=committed-action or ab=committed-action 

81. 32 or 33 or 34 or 35 or 36 or 37 or 38 or 39 or 40 or 41 or 42 or 43 or 44 or 45 or 46 or 47 or 48 or 

49 or 50 or 51 or 52 or 53 or 54 or 55 or 56 or 57 or 58 or 59 or 60 or 61 or 62 or 63 or 64 or 65 or 66 

or 67 or 68 or 69 or 70 or 71 or 72 or 73 or 74 or 75 or 76 or 77 or 78 or 79 or 80 

82. (7) and (27 or 31) and (81) 

Search Syntax 

The “blocks” are from the “Positive Psychology and Pain Search Term March 18th 2015” file. 

“ti=” – title 

“ab=” – abstract 

“it=” – index terms   

1. (7) and (27 or 31) and (81) 

 (ti=pediatric* or it=pediatric* or ab=pediatric* or ti=paediatric* or ab=paediatric* or ti=adolesc* or 

it=adolesc* or ab=adolesc* or ti=child* or it=child* or ab=child* or ti=infan* or it=infan* or 

ab=infan* or ti=youth or it=youth or ab=youth) AND (ti=pain or it=pain or ab=pain or ti=headache or 

it=headache or ab=headache or ti=migraine or it=migraine or ab=migraine or ti="stomach ache" or 

ab="stomach ache" or ti=stomachache or ab=stomachache or ti="tummy ache" or ab=tummyache or 

ab=bellyache or ab=earache or ab="ear ache" or ab="tooth ache" or ti=toothache or ab=toothache or 

ti=odontalgi* or ab=odontalgi* or ti=dysmenorr* or it=dysmenorr* or ab=dysmenorr* or ti=neuralgi* 

or it=neuralgi* or ab=neuralgi* or ti=fibromyalgia or it=fibromyalgia or ab=fibromyalgia or ti=arthritis 

or it=arthritis or ab=arthritis or ti="sickle cell" or it="sickle cell" or ab="sickle cell" or ab=sicklecell or 

ti="quantitative sensory testing" or ab="quantitative sensory testing" or ti=needle* or it=needle* or 

ab=needle* or ti="cold pressor" or ab="cold pressor") AND (ti=adapt* or it=adapt* or ab=adapt* or 

ti=resilien* or it=resilien* or ab=resilien* or ti=wellbeing or ab=wellbeing or ti=well-being or it=well-

being or ab=well-being or ti=optimis* or it=optimis* or ab=optimis* or ti=hope or it=hope or ab=hope 

or ti=acceptance or it=acceptance or ab=acceptance or ti="psychological flexibility" or 

ab="psychological flexibility" or ti="positive affect" or ab="positive affect" or ti="positive emotions" 

or ab="positive emotions" or ti="benefit finding" or ab="benefit finding" or ti=flow or it=flow or 

ab=flow or ti=positivity or ab=positivity or ti=savoring or ab=savoring or ti=savouring or 
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ab=savouring or ti="meaning making" or ab="meaning making" or ti=accomplishment or 

ab=accomplishment or ti="positive relationships" or ab="positive relationships" or ti=engage* or 

it=engage* or ab=engage* or ti=self-efficacy or it=self-efficacy or ab=self-efficacy or ti=selfefficacy 

or ab=selfefficacy or ti=mindful* or it=mindful* or ab=mindful* or ti=coping or it=coping or 

ab=coping or ti=strength* or it=strength* or ab=strength* or ti="positive psychotherapy" or 

ab="positive psychotherapy" or ti="positive psycholog*" or it="positive psycholog*" or ab="positive 

psycholog*" or ti=humor or it=humor or ab=humor or ti=humour or ab=humour or ti=gratitude or 

it=gratitude or ab=gratitude or ti="health-related quality of life" or ab="health-related quality of life" or 

ti= hrqol or ab= hrqol or ti="quality of life" or it="quality of life" or ab="quality of life" or ti=qol or 

ab=qol or ti=satisfaction or it=satisfaction or ab=satisfaction or ti=happiness or it=happiness or 

ab=happiness or ti=happy or ab=happy or ti=flourish or ab=flourish or ti=promot* or it=promot* or 

ab=promot* or ti=protective or it=protective or ab=protective or ti=achievement or it=achievement or 

ab=achievement or ti=self-concept or it=self-concept or ab=self-concept or ti=selfconcept or 

ab=selfconcept or ti=optimal or ab=optimal or ti=wellness or ab=wellness or ti=growth or it=growth or 

ab=growth or ti=probem-solving or it=problem-solving or ab=problem-solving or ti=cope or ab=cope 

or ti=spirituality or it=spirituality or ab=spirituality or ti=committed-action or ab=committed-action) 

Search Strategy for PubMed 

1. pediatric*[tiab] or pediatric*[mh] 

2. paediatric*[tiab] 

3. adolesc*[mh] or adolesc*[tiab] 

4. child*[tiab] or child*[mh] 

5. infan*[tiab] or infan*[mh] 

6. youth[tiab] or youth[mh] 

7. 1 or 2 or 3 or 4 or 5 or 6  

8. pain[tiab] or pain[mh] 

9. headache[tiab]  

10. migraine[tiab]  

11. stomach ache[tiab] 

12. stomachache[tiab] 

13. tummy ache[tiab] 

14. tummyache[tiab] 

15. abdominal ache[tiab] 
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16. belly ache[tiab] 

17. bellyache[tiab]  

18. earache[tiab] 

19. ear ache[tiab]  

20. tooth ache[tiab] 

21. toothache[tiab]  

22. odontalgi*[tiab] 

23. dysmenorr*[tiab]  

24. neuralgi*[tiab]  

25. fibromyalgia[tiab] 

26. arthritis[tiab]  

27. sickle cell[tiab] 

28. sicklecell[tiab] 

29. 8 or 9 or 10 or 11 or 12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 or 21 or 22 or 23 or 24 or 25 

or 26 or 27 or 28 

30. quantitative sensory testing[tiab] 

31. needle*[tiab] or needle*[mh] 

32. cold pressor[tiab] 

33. 30 or 31 or 32  

34. adapt*[tiab] 

35. resilien*[tiab] 

36. wellbeing[tiab] 

37. well-being[tiab] or well-being[mh] 

38. optimis*[tiab] 

39. hope[tiab] or hope[mh] 

40. acceptance[tiab] 
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41. psychological flexibility[tiab] 

42. positive affect[tiab] 

43. positive emotions[tiab] 

44. benefit finding[tiab]  

45. flow[tiab] 

46. positivity[tiab] 

47. savoring[tiab] 

48. savouring[tiab] 

49. meaning making[tiab] 

50. accomplishment[tiab] 

51. positive relationships[tiab] 

52. engage*[tiab] 

53. self-efficacy[tiab] or self-efficacy[mh] 

54. selfefficacy[tiab]  

55. mindful*[tiab] or mindful*[mh] 

56. coping[tiab] or coping[mh] 

57. strength*[tiab] 

58. positive psychotherapy[tiab] 

59. positive psycholog*[tiab] 

60. humor[tiab] 

61. humour[tiab] 

62. gratitude[tiab] 

63. health-related quality of life[tiab] 

64. hrqol[tiab] 

65. quality of life[tiab] or quality of life[mh] 

66. qol[tiab] 
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67. satisfaction[tiab] or satisfaction[mh] 

68. happiness[tiab] or happiness[mh] 

69. happy[tiab] or happy[mh] 

70. flourish[tiab] 

71. promot*[tiab] 

72. protective[tiab] 

73. achievement[tiab] 

74. self-concept[tiab] 

75. selfconcept[tiab] 

76. optimal[tiab] 

77. wellness[tiab] 

78. growth[tiab] 

79. problem-solving[tiab] 

80. cope[tiab] 

81. spirituality[tiab] 

82. committed-action[tiab] 

83. 34 or 35 or 36 or 37 or 38 or 39 or 40 or 41 or 42 or 43 or 44 or 45 or 46 or 47 or 48 or 49 or 50 or 

51 or 52 or 53 or 54 or 55 or 56 or 57 or 58 or 59 or 60 or 61 or 62 or 63 or 64 or 65 or 66 or 67 or 68 

or 69 or 70 or 71 or 72 or 73 or 74 or 75 or 76 or 77 or 78 or 79 or 80 or 81 or 82  

84. (7) and (29 or 33) and (83) 

Search Syntax 

 [tiab] = Title/Abstract 

[mh] = MeSH term 

1. (7) and (29 or 33) and (83)  

 (((pediatric*[tiab] or pediatric*[mh] or paediatric*[tiab] or adolesc*[mh] or adolesc*[tiab] or 

child*[tiab] or child*[mh] or infan*[tiab] or infan*[mh] or youth[tiab] or youth[mh])) AND (pain[tiab] 

or pain[mh] or headache[tiab] or migraine[tiab] or stomach ache[tiab] or stomachache[tiab] or tummy 

ache[tiab] or tummyache[tiab] or abdominal ache[tiab] or belly ache[tiab] or bellyache[tiab] or 
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earache[tiab] or ear ache[tiab] or tooth ache[tiab] or toothache[tiab] or odontalgi*[tiab] or dysmenorr* 

[tiab] or neuralgi* [tiab] or fibromyalgia[tiab] or arthritis[tiab] or sickle cell[tiab] or sicklecell[tiab] or 

quantitative sensory testing[tiab] or needle* [tiab] or needle*[mh] or cold pressor[tiab])) AND 

(adapt*[tiab] or resilien*[tiab] or wellbeing[tiab] or well-being[tiab] or well-being[mh] or 

optimis*[tiab] or hope[tiab] or hope[mh] or acceptance[tiab] or psychological flexibility[tiab] or 

positive affect[tiab] or positive emotions[tiab] or benefit finding[tiab] or flow[tiab] or positivity[tiab] or 

savoring[tiab] or savouring[tiab] or meaning making[tiab] or accomplishment[tiab] or positive 

relationships[tiab] or engage*[tiab] or self-efficacy[tiab] or self-efficacy[mh] or selfefficacy[tiab] or 

mindful*[tiab] or mindful*[mh] or coping[tiab] or coping[mh] or strength*[tiab] or positive 

psychotherapy[tiab] or positive psycholog*[tiab] or humor[tiab] or humour[tiab] or gratitude[tiab] or 

health-related quality of life[tiab] or hrqol[tiab] or quality of life[tiab] or quality of life[mh] or qol[tiab] 

or satisfaction[tiab] or satisfaction[mh] or happiness[tiab] or happiness[mh] or happy[tiab] or 

happy[mh] or flourish[tiab] or promot*[tiab] or protective[tiab] or achievement[tiab] or self-

concept[tiab] or selfconcept[tiab] or optimal[tiab] or wellness[tiab] or growth[tiab] or problem-

solving[tiab] or cope[tiab] or spirituality[tiab] or committed-action[tiab]) 
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Appendix C 

Extraction pages 

IDENTIFYING INFO 

Study citation: ________________________________________________________________ 

Ref Data Base #:       

 Abstract    Full-length article           Personal communication   

 Other ______________________  

Reviewer 1 Name:           Date of review (dd/mm/yyyy): ____________ 

Reviewer 2 Name:           Date of review (dd/mm/yyyy): ____________ 

STUDY ELIGIBILITY  

Published manuscript:     yes   no 

Original data:      yes   no  

Pediatric (0-18 years):     yes   no 

Experience of Pain:      yes   no 

OUTCOME MEASURE USED 

Health-Related Quality of Life    yes   no 

Functioning      yes   no 

Disability      yes   no 

Pain       yes   no 

Emotional Well-Being    yes   no 

Other (specify): __________________________________________ 

Include   

Notes:_____________________________________________________________________________

___________________________________________________________________________________ 

STOP: END OF FORM IF STUDY EXCLUDED 
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STUDY DESCRIPTION  

Country         Not reported and unclear  

   Not reported but appears to be _________________ 

Study Period       Not reported 

DESIGN: Where stated in text: page _____ paragraph ____   Not reported 

  Original Data. Was it:    

    Cross sectional   Longitudinal   

 Correlational/observational   Experimental   Quasi-experimental 

 Other  Describe: _________________ 

TYPE OF PAIN:  Not reported   Unclear 

Chronic Pain 

 Arthritis (specify): ________________ 

 Dysmenorrhea 

 Ear Ache 

 Fibromyalgia 

 Headache 

 Migraine 

 Neuralgia 

 Sickle Cell 

 Stomach/Tummy/Abdominal Ache 

 Tooth Ache 

 Other Specify: __________________ 

 

SETTING:  Not reported    Unclear. Where described in text: page: _____ paragraph: ____ 

 Community clinic/doctor’s office. Specify: _________________ 

 Hospital day treatment. Specify: ____________________ 
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 Hospital inpatient. Specify: ____________________ 

 Hospital outpatient. Specify: ____________________ 

 Hospital unclear. Where described in text: page:____  paragraph:____ 

 School 

 Other. Specify: _________________    

CHILD PARTICIPANTS:  

FULL SAMPLE  

Number eligible:  ________________  Not reported 

 Exclusion criteria:  Not reported     

  Age. Specify: _______________  Cognitive ability. Specify: _______________ 

  Language. Specify: __________  Other. Specify: ______________ 

Sample description:  

Mean age: _____________  Range (SD):  _______________  Not reported 

Sample size (completed): ___________  Not reported   

# males ______ # females: ________  Not reported 

Disease Category: 

Chronic pain (diverse)  

Chronic pain associated with other medical condition  

Describe: _______________________________________________________________________ 

Race:   Not reported 

  African/black # or %______                        Asian # or %______  

  Caucasian/non-hispanic white # or %______   

  East Indian # or %______     First Nations/native # or %______  

  Hispanic/latino # or %______    Middle Eastern # or %______   

  Other (please specify):__________ # or %______ 
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 SES:  Not reported  Measure_________________________ 

Value/interpretation__________________________________  

Child report?  

Parent report?  

Both?  

ADULT PARTICIPANTS:  

Number eligible:  ________________  Not reported 

 Exclusion criteria:  Not reported     

  Age. Specify: _______________  Cognitive ability. Specify: _______________ 

  Language. Specify: __________  Other. Specify: ______________ 

Sample description:  

Mean age: _____________  Range (SD):  _______________  Not reported 

Sample size (completed): ___________  Not reported   

# males ______ # females: ________  Not reported 

Parent  

Physician  

Nurse  

Social worker  

Occupational Therapist  

Physiotherapist  

Other Medical Professional  (specify): ____________ 

Other : ____________________ 

Pain Measured   yes  no     If yes, complete the following:  

Tool Rater Time Frame Used 
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  Child     Parent 

 Nurse     Researcher 

 Other. Specify: __________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

 

Tool Rater Time Frame Used 

  Child     Parent 

 Nurse     Researcher 

 Other. Specify: __________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

 

Tool Rater Time Frame Used 

  Child     Parent 

 Nurse     Researcher 

 Other. Specify: __________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

 

Positive Psychological Factors 

Factor Measure Used 

(Describe) 

Rater Timing/ Time Frame 

Acceptance    Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Accomplishment 

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Achievement    Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: -

____________________________________ 
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 Unclear 

Adaptability  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Benefit Finding 

 

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Committed-

Action  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Coping  not 

catastrophizing, 

not avoidance 

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Engagement  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Flourish  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 
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Specify: 

__________ 

 Unclear 

Flow    Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Gratitude  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Growth  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Happiness  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Hope  

 

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Humour  

 

  Child     

Parent 

 Nurse     

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 
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Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Unclear: ____________________ 

Meaning 

Making  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Mindfulness  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Optimism  

  

Describe:   Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Psychological 

Flexibility  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Positive 

Affect/Emotions 

 

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Positive   Child      Initial evaluation  
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Relationships  

 

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Positivity  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Problem-Solving 

 

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Promotion  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Resilience  

 

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Satisfaction  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 
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 Unclear 

Savouring  

 

  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Self-concept  
  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Self-Efficacy  
  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Self-esteem  
  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Spirituality    Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 

Strength  
  Child     

Parent 

 Nurse     

Researcher 

 Other. 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 
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OUTCOME MEASURE USED 

Health-Related Quality of Life    yes   no   Measure: ____________________ 

Functioning      yes   no   Measure: ____________________ 

Disability      yes   no   Measure: ____________________ 

Pain       yes   no   Measure: ____________________ 

Emotional Well-Being    yes   no   Measure: ____________________ 

Other (specify): __________________________________________ 

 

 

ANALYSIS USED 

 Correlation Describe ________________________ 

 Regression  Describe ________________________ 

 ANOVA  Describe (grouping variable?): _________________________ 

 Other  Describe: ____________________________ 

DIRECTION OF EFFECT __________________________ 

NOTES: 

___________________________________________________________________________________

___________________________________________________________________________________ 

Indication of Effect Size?  

Specify: 

__________ 

 Unclear 

Wellness  
  Child     

Parent 

 Nurse     

Researcher 

 Other. 

Specify: 

__________ 

 Unclear 

 Initial evaluation  

 Post-treatment 

 Follow-up (when): ____________ 

 Unclear: ____________________ 
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 Not reported  

 Reported  

Describe: ________________________________________________
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REFERENCE LIST:  

Reviewed:   Yes  

References to follow up on:  

 

 

 

 

 

 

 

 

 

 

NOTES:   
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Appendix D 

Updated Scoping Review 

An updated scoping review search was conducted on September 4th, 2018 in order to 

address concerns that the original literature review search, conducted on March 26, 2015, was 

becoming out of date. The original search terms and strategy were duplicated with one 

exception: databases were searched specifying dates after March, 2015. The process for training, 

screening, and extracting the articles yielded from the search remained the same as the initial 

review (described in the methods section of Study 1). Figure D.1 shows the updated scoping 

review study screening according to the preferred reporting items for systematic literature 

reviews (PRISMA; Moher et al., 2009). The search strategy yielded 6, 554 articles and was 

reduced to 6, 122 articles once duplicates were removed (see Figure D.1). Following the title and 

abstract screening, 367 articles were assessed for eligibility for inclusion at the full text level and 

63 were retained. Some articles contained findings reflecting multiple positive psychological 

factors, and as such there were 86 positive psychological factors from the 63 articles; Table D.1 

presents the summary information of all articles. A frequency analysis of the different positive 

psychological factors represented in the final dataset can be found in Figure D.2. In order to limit 

the scope of the current review while also providing information on the articles published since 

March 2015, a decision was made to conduct full extraction on 20% of the included articles 

which were selected using a random number generator. Results for these 13 randomly chosen 

articles can be found in Table D.2.  

The 63 studies identified in the updated search examined positive psychological factors in 

children and adolescents with chronic pain (general), juvenile arthritis, sickle cell disease, 

headache, toothache, abdominal pain, musculoskeletal pain, back pain, lupus, and fibromyalgia. 
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Studies were mainly conducted in the USA (54%), along with Brazil, Canada, Denmark, Finland, 

Germany, Hungary, Italy, Jamaica, Lebanon, the Netherlands, Poland, Saudi Arabia, Spain, 

Sweden, Turkey, and the UK. Interestingly, the 163 articles included in the original review were 

conducted in n = 12 countries, while the 63 articles included in the updated review were 

conducted in n = 17 countries, suggesting that positive psychology research in pediatric pain may 

be conducted by more international researchers in recent years. Ages of participants ranged from 

2-years-old to 21-years-old in the updated review, which is similar to the original review which 

ranged from birth to 20 years old. Patterns that emerged from the updated search support the 

major finding from the original scoping review, that coping is by far the most examined positive 

psychological factor in the chronic pain literature to date, with 38% of articles examining coping.  

As noted above, 20% of the included articles underwent full article extraction. Although 

it is difficult to deem positive psychological factors as favourable, unfavourable, or unclear 

based on a limited sample of 13 articles, this framework will be used for the purposes of 

organizing results. Mindfulness, acceptance, and problem/emotion-focused self-efficacy all 

emerged as being related to positive outcomes in children and adolescents with chronic pain, 

along with one type of coping (i.e., seeking social support). Other forms of coping (i.e., rest, 

social isolation, behavioural disengagement) emerged as unfavourable. These patterns fall in line 

with the original review (e.g., acceptance and self-efficacy emerging as favourable; rest, social 

isolation, and behavioural disengagement emerging as unfavourable), with the exceptions of a) 

mindfulness emerging as favourable in the current review (it was deemed unclear in the original 

review), and seeking social support emerging as favourable in the updated review (it was deemed 

unfavourable in the original review). Results of other examined studies were deemed unclear in 

the current framework because they did not clearly link the positive psychological factors to 
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positive or negative outcomes. For example, these studies a) compared children with chronic 

pain to other illness groups on certain variables, b) examined how intervention impacted certain 

coping variables, and/or c) provided descriptive information about coping or other positive 

psychological factors used.   
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Authors Positive Psychological Factor Chronic Pain Type Age Range Country 

Anand et al., 2017 Self-efficacy, coping Chronic Pain Median age 

13 

USA 

Armbrust et al., 2016 Self-efficacy JIA 8-13 Netherlands 

Atoui et al., 2015 Coping, Acceptance SCD 12-17 Lebanon 

Beez et al., 2018 Coping Chronic headache 3-21 Germany 

Bhatt-Poulose et al., 

2016 

Coping SCD 15-19 Jamaica 

Bung et al., 2017 Coping Chronic headache 12-17 Germany 

Burbage et al., 2015 Positivity JIA 7-18 USA 

Cartwright et al., 2015 Resilience JIA 13-17 UK 

*Chadi et al., 2016 Mindfulness, coping Chronic pain 14-18 Canada 

Clayton-Jones et al., 

2016 

Acceptance, meaning making, 

spirituality 

SCD 15-18 USA 

Cousins et al., 2015 Optimism Chronic pain 8-17 USA 

*Cox et al., 2017 Engagement SCD 9-16 USA 

Daniel et al., 2015 Engagement, problem-solving SCD 6-12 USA 

da Rosa et al., 2015 Promotion Chronic toothache, 

headache, stomach ache 

15-19 Brazil 

Dobson et al., 2015 Self-efficacy, coping SCD 6-11 USA 

Evans et al., 2015 Coping Chronic pain (abdominal 

pain, musculoskeletal 

pain) 

12-18 USA 

Evans et al., 2017 Adapt, positive emotion, 

engagement 

General chronic pain, 

head/back pain, SCD 

7-17 USA 

Feinstein et al., 2018 Self-efficacy, mindfulness JIA 17 USA 

Forrester et al., 2015 Coping, positive relationships SCD 18-19 Jamaica 
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*Gillard et al., 2016 Positive affect SCD and other illnesses 7-15 USA 

Gulewitsch et al., 2017 Coping Abdominal pain 7-13 Germany 

*Hildenbrand et al., 

2015 

Coping SCD 6-14 USA 

Holm et al., 2015 Self-efficacy Chronic pain 12-16 Sweden 

Jones et al., 2017 Coping General chronic 

pain/SCD 

11-19 USA 

Jones et al., 2016 Coping Lupus 8-20 USA 

Kalapurakkel et al., 

2015 

Acceptance, pain self-efficacy Chronic headache 8-17 USA 

Kashikar-Zuck et al., 

2016 

Self-efficacy Fibromyalgia 12-18 USA 

Kemper et al., 2016 Resilience, mindfulness Chronic headache 12-18 USA 

Leksell et al., 2015 Coping JIA 6-16 Sweden 

Levy et al., 2017 Coping Abdominal pain 7-12 USA 

*Logan et al., 2017 Self-concept, self-efficacy Chronic pain 12-17 USA 

*Lomholt et al., 2015 Self-efficacy JIA 9-14 Denmark 

Lovas et al., 2017 Mindfulness Chronic pain 14-17 Canada 

Major et al., 2017 Coping Chronic pain 10-19 Hungary 

Marino et al., 2015 Self-efficacy Chronic headache 11, 13, 15 Italy 

Marttinen et al., 2018 Coping JIA, musculoskeletal pain 8-15 Finland 

Misterska et al., 2017 Happiness JIA 2-10 Poland 

*Nieto et al., 2015 Coping Functional abdominal 

pain 

9-15 Spain 

*Nogaard et al., 2017 Coping JIA 10-16 Denmark 

Oliveria et al., 2017 Coping SCD 8-10 Brazil 

Orr et al., 2017 Coping Chronic migraine 10-18 Canada 
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Oymak et al., 2015 Coping JIA 4-18 Turkey 

Pielech et al., 2018 Acceptance, coping Chronic pain conditions 10-19 USA 

Przekop et al., 2016 Mindfulness, coping Chronic tension type 

headache 

13-18 USA 

Reed-Knight et al., 

2018 

Coping Abdominal pain 

(inflammatory bowel 

disease) 

8-18 USA 

Ruskin et al., 2017 Acceptance, coping, mindfulness Chronic pain 12-18 Canada 

*Sanchez et al., 2015 Hope SCD 3-18 USA 

Schatz et al., 2015 Coping SCD 8-21 USA 

Schlenz et al., 2016 Coping, mood, positive 

relationships 

SCD 8-19 USA 

Sehlo et al., 2015 Positive relationships, social 

support 

SCD 10-15 Saudi 

Arabia 

Shirkey et al., 2015 Self-efficacy Chronic abdominal pain 8-18 USA 

Simons et al., 2015 Acceptance Chronic headache 8-17 USA 

Smith et al., 2015 Pain acceptance Chronic pain 8-17 USA 

Stephens et al., 2016 Self-efficacy JIA 11-18 Canada 

Stommen et al., 2016 Acceptance Chronic musculoskeletal 

pain 

13-21 (and 

young adults) 

Netherlands 

Stone et al., 2016 Coping, self-efficacy Chronic abdominal pain  8-18 USA 

van Tilburg et al., 2015 Coping Inflammatory bowel 

disease 

7-18 USA 

van Tilburg et al., 2017 Coping Crohn's disease 8-18 USA 

Voerman et al., 2015 Coping Chronic abdominal pain  12-17 Netherlands 

Wallace et al., 2015 Acceptance, psychological 

flexibility 

Chronic pain 10-19 USA 

Westendorp et al., 2017 Coping Chronic pain/fatigue 10-20 Netherlands 
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Wojtowicz et al., 2015 Coping (passive, dependent) Chronic pain 16 +/- 3 USA 

Yarboi et al., 2017 Academic achievement  SCD 6-16 USA 

Table D.1. Positive psychology articles in the updated review. Table is organized alphabetically according to author. Most articles did 

not receive full article extraction, and thus only summary information is included in this table. Note: JIA = juvenile idiopathic arthritis, 

SCD = sickle cell disease. * = study extracted in full, summarized in Table D.2.  
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Table D.2. Random Selection (20%) of Articles Examined in Updated Review 

 

Study Positive 

Psychological 

Factor 

Age N Country Chronic 

Pain Type 

Outcome Summary of Findings 

Chadi et al., 

2016 

Coping 13-17 19 Canada Diverse 

chronic 

pain 

Qualitative Youth who completed a 

mindfulness-based intervention for 

chronic pain reported improvements 

in pain coping.  

Cox et al., 

2017 

Engagement 9-16 26 

(SCD) 

USA SCD Engagement Child engagement in relationship 

building with clinician occurred 

53% more in children with diabetes 

than children with SCD.  

Gillard & 

Allsop, 

2016 

Positive 

affect, growth 

15 24 USA SCD (n = 

5) among 

other 

health 

conditions 

Qualitative Campers with SCD perceived the 

summer camp as a place to personal 

growth (n=4) and a place for 

positive affect (n=4).  

Hildenbrand 

et al., 2015 

Coping 6-14 15 USA SCD Qualitative 

and 

quantitative 

results 

combined 

Children tended to use a 

combination of approach-avoidance 

oriented strategies. Children tended 

to endorse using more types of 

coping strategies in quantitative 

measures vs. qualitative interviews. 

Approach strategies included 

"relaxation, emotional expression, 

practical disease management 

strategies, making plans and setting 

routines, seeking help from medical 

team, taking control, seeking 
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understanding, problem solving, 

acceptance, emotion-focused 

support, problem-focused support, 

cognitive decision making". Items 

endorsed in qualitative but not 

quantitative interviews included 

"maintaining normalcy, using 

comfort items, social support". 

Items endorsed in quantitative but 

not qualitative included "religious 

coping and cognitive restructuring".  

Logan et al., 

2017 

Self-efficacy, 

school self-

concept 

12-17 264 USA Diverse 

chronic 

pain, JIA 

School 

functioning 

Higher pain self-efficacy related to 

higher school self-concept, sense of 

school membership, school 

functioning, social functioning. 

Higher pain self-efficacy related to 

lower school absences, disability, 

visits to the nurse's office.  

Lomholt et 

al., 2015 

Self-efficacy not 

provided 

19 Denmark JIA Self-

efficacy 

Children who engaged in a CBT 

program for pain rated higher self-

efficacy than controls.  

Nieto et al., 

2015 

Coping 9-15 9 Spain Abdominal 

Pain 

Qualitative 67% of parents of children with 

abdominal pain reported that their 

children learned coping strategies 

from an online intervention for 

abdominal pain. 

Norgaard et 

al 2017 

Coping 12-14 61 Denmark JIA Physical 

activity 

Pain coping not significantly related 

to physical activity in youth.  
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Sanchez et 

al., 2015 

Hope, 

spirituality 

3-18 101 USA SCD Descriptive; 

no outcome 

really 

reported for 

patients 

with SCD 

Most common type of 

complementary alternative medicine 

(CAM) used was prayer (60% 

SCD). Main reason to use CAM was 

to provide hope (25% SCD).  

Stommen et 

al., 2016 

Acceptance 13-21 42 The 

Netherlands 

MSK pain Acceptance, 

goal 

frustration, 

health, 

personal 

values 

Youth with chronic MSK pain felt 

less able to achieve goals related to 

social acceptance and self-

acceptance than controls. 

Depressive symptoms were 

significantly related to goal 

frustration with social and self-

acceptance.  

Stone et al., 

2016 

Coping 

efficacy, self-

efficacy, 

coping 

8-18 871 USA Abdominal 

Pain 

Coping Psychometric validation of short 

form of Pain Beliefs Questionnaire. 

Zero-order correlations; problem-

focused coping efficacy was 

positively related to emotion-

focused coping efficacy and both of 

these factors were related to higher 

accommodative coping, and self-

efficacy, and lower passive coping, 

abdominal pain, somatic symptoms, 

disability, and depressive symptoms. 

Other zero-order correlations 

available in the article.  
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van Tilburg 

et al 2015 

Coping 7-18 389 USA Abdominal 

Pain, IBD 

Depression, 

Disability 

Youth with abdominal pain had 

higher coping scores across self-

isolation, behavioural 

disengagement, problem-solving, 

and seeking social support than 

youth with IBD. In youth with 

abdominal pain, social isolation was 

related to higher levels of depression 

after controlling for age, sex, and 

other forms of coping; rest was 

related to higher levels of disability 

for children with abdominal pain 

after controlling for age, sex, and 

other types of coping. In youth with 

IBD, behavioural disengagement 

and social isolation were related to 

higher depression, and seeking 

social support was related to lower 

depression after controlling for age, 

sex, and other types of coping.  

Wojtowicz 

& Banez, 

2015 

Coping Adolescent 100 USA Diverse 

chronic 

pain 

Descriptive Clinicians from interdisciplinary 

pain rehabilitation program rated 

94% of the youth as having a 

passive coping style.  

 

Table D.2. Random selection (20%) of positive psychology articles in the updated review. Table is organized alphabetically according 

to author. Note: JIA = juvenile idiopathic arthritis, SCD = sickle cell disease. Details regarding main outcome measure and study 

findings are highlighted in the “outcome” and “summary of findings” columns, respectively. Note. CAM = complementary alternative 

medicine, IBD = inflammatory bowel disease, JIA = juvenile idiopathic arthritis, MSK = musculoskeletal pain, RAP = recurrent 

abdominal pain, SCD = sickle cell disease.  
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Figure D.1. Included study flow chart following PRISMA guidelines  
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Figure D.2. Included positive psychological factors according to number of studies within which 

they were examined. Some studies examined more than one positive psychological factor (n = 63 

total studies investigating 80 factors).   
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Appendix E 

Exploration of Favourability Criteria 

 

Figure E.1. Throughout the dissertation revision process, concerns were raised regarding 

classifying positive psychological factors as favourable, unfavourable, or unclear when the 

results were derived from a small number of studies. As such, the studies were reviewed once 

again for favourability with more stringent criteria; that is, there needed to be a minimum of four 

included studies before a favourability determination could be made. If there were fewer than 

four studies, the positive psychological factor was deemed to be unclear for the purposes of 

exploration. Positive psychological factors that did not meet the minimum study number criteria 

are marked in the unclear section above; bolded factors were once either deemed favourable or 

unfavourable, and italicized factors were previously deemed unclear but were represented by 

fewer than four studies and continue to be considered unclear. Indeed, the more stringent criteria 

more conservatively evaluated the factors, and many fewer were deemed to be either favourable 

or unfavourable in this context.  
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Appendix F 

 Child Survey 8-12 Years Old 

THE FOLLOWING QUESTIONS ARE TO BE COMPLETED WITH PARENT 

 

Pain Experience 

 

1. What kind of pain do you regularly experience (check)? 

 

a) Stomach pain ☐ 

b) Headache/migraine ☐ 

c) Joint pain ☐ 

d) Back pain ☐ 

e) Other: ________________________________________ 

 

The next 8 questions all ask about your stomach pain ONLY: 

 

2. In a typical week, on how many days would you experience stomach pain (circle)?  

  

0 1 2 3 4 5 6 7 

 

a) How long does the pain last (select)?  

i. Less than one hour ☐ 

ii. 1-2 hours ☐ 

iii. 3-6 hours ☐ 

iv. 7-10 hours ☐ 

v. About half the day (11-14 hours) ☐ 

vi. More than half the day (15-22) hours ☐ 

vii. All day (23-24 hours) ☐ 

 

3. Where do you feel your stomach pain (select)?  
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a) Top-right section of my stomach ☐ 

b) Top-left section of my stomach ☐ 

c) Bottom-right section of my stomach ☐ 

d) Bottom-left section of my stomach ☐ 

e) Right in the centre, behind my belly button ☐ 

 

4. How would you describe your stomach pain (check)? 

 

Sharp ☐ Cutting ☐ Pressure ☐ Throbbing ☐ Dull ☐ Muscle Pain ☐ 

Pinching ☐ Aching ☐ Cramping ☐ Stinging ☐ Scraping ☐  

Tingling ☐ Shooting ☐ Electric-Like ☐ Itching ☐ Hot ☐ Pins & Needles 

☐ 

 

 

5.  On a scale of 0-10, where 0 means no pain and 10 means the worst pain possible, rate how much pain 

you have right now: 

  

6.  On a scale of 0-10, rate how much pain you have on an average day:  

 

7. On a scale of 0-10, rate the worst pain you had in the past week (7 days): 
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8. On a scale of 0-10, rate the lowest level of pain in the past week: 

 

 

9. On a scale of 0-10, rate your overall level of pain in the last week: 
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Health-Related Quality of Life - PedsQL 

 

In the past one month how much of a problem have you had with….  

 

A. Physical Functioning 

 Never Almost 

Never 

Sometimes Often Almost 

Always 

1. Walking more than one block  0 1 2 3 4 

2. Running 0 1 2 3 4 

3. Participating in sports activity or exercise 0 1 2 3 4 

4. Lifting something heavy  0 1 2 3 4 

5. Taking a bath or shower by myself  0 1 2 3 4 

6. Doing chores around the house  0 1 2 3 4 

7. Having hurts or aches 0 1 2 3 4 

8. Low energy Level  0 1 2 3 4 

 

B. Emotional Functioning   

 Never Almost 

Never 

Sometimes Often Almost 

Always 

1. Feeling afraid or scared 0 1 2 3 4 

2. Feeling sad or blue 0 1 2 3 4 

3. Feeling angry 0 1 2 3 4 

4. Trouble sleeping 0 1 2 3 4 

5. Worrying about what will happen to you 0 1 2 3 4 

 

C. Social functioning 

 Never Almost 

Never 

Sometimes Often Almost 

Always 

1. Getting along with other children 0 1 2 3 4 

2. Other kids not wanting to be your friend 0 1 2 3 4 

3. Getting teased by other children 0 1 2 3 4 

4. Not able to do things that other children your 

age can do 

0 1 2 3 4 

5. Keeping up when playing with other children 0 1 2 3 4 

 

D. School Functioning  

 Never Almost 

Never 

Sometimes Often Almost 

Always 
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1. Paying attention in class 0 1 2 3 4 

2. Forgetting things 0 1 2 3 4 

3. Keeping up with schoolwork 0 1 2 3 4 

4. Missing school because not feeling well 0 1 2 3 4 

5. Missing school to go to the doctor or hospital 0 1 2 3 4 
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When You Have Pain 

 

Some people are able to do many things even when they have pain. Some people with pain are not able to 

do things. The next questions are about your ability to do things when you have pain.  

 

How sure are you that you can do the following things when you have pain?  

 

 Very 

Sure 

Pretty 

Sure 

In the 

Middle 

Pretty 

Unsure 

Very 

Unsure 

1. How sure are you that you can make it through 

a day of school when you have pain? 

1 2 3 4 5 

2. How sure are you that you can be with your 

friends when you have pain? 

1 2 3 4 5 

3. How sure are you that you can do well in 

school when you have pain? 

1 2 3 4 5 

4. How sure are you that you can do house chores 

when you have pain? 

1 2 3 4 5 

5. How sure are you that you can take care of 

yourself when you have pain? 

1 2 3 4 5 

6. How sure are you that you can do your 

homework when you have pain? 

1 2 3 4 5 

7. How sure are you that you can do things with 

your family when you have pain?  

1 2 3 4 5 
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Child and Adolescent Mindfulness Measure 

 

We want to know more about what you think, how you feel, and what you do. Read each sentence. Then, 

choose the option that tells how often each sentence is true for you. 

 

 Never 

True 

Rarely 

True 

Sometimes 

True 

Often 

True 

Always 

True 

1. I get upset with myself for having 

feelings that don’t make sense. 

0 1 2 3 4 

2. At school, I walk from class to class 

without noticing what I’m doing 

0 1 2 3 4 

3. I keep myself busy so I don’t notice my 

thoughts or feelings. 

0 1 2 3 4 

4. I tell myself that I shouldn’t feel the way 

I’m feeling. 

0 1 2 3 4 

5. I push away thoughts that I don’t like. 0 1 2 3 4 

6. It’s hard for me to pay attention to only 

one thing at a time. 

0 1 2 3 4 

7. I think about things that happened in the 

past instead of thinking about things that 

are happening right now. 

0 1 2 3 4 

8. I get upset with myself for having certain 

thoughts. 

0 1 2 3 4 

9. I think that some of my feelings are bad 

and that I shouldn’t have them. 

0 1 2 3 4 

10. I stop myself from having feelings that 

I don’t like. 

0 1 2 3 4 
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Youth Life Orientation Test (Optimism Subscale Only) 

 

Please answer the following questions about yourself by putting how true or not true each statement is 

for you. Please indicate the option that seems to describe you best. There are no right or wrong 

answers. Just describe yourself as best as you can 

 

 True for 

Me 

Sort of True 

for Me 

Sort of 

Not True 

For Me 

Not True 

for Me  

3. I’m always hopeful about my future. 3 2 1 0 

5. When I am not sure what will happen next, I 

usually expect it to be something good. 

3 2 1 0 

8. I am a lucky person. 3 2 1 0 

10. Each day I look forward to having a lot of fun. 3 2 1 0 

12. I usually expect to have a good day. 3 2 1 0 

14. Overall, I expect more good things to happen to 

me than bad things. 

3 2 1 0 

16. When things are bad, I expect them to get better. 3 2 1 0 
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Parent Questionnaire 

Demographic and Basic Information 

 

1. Child’s Gender (select):   Male ☐  Female ☐ 

 

2. Child’s Date of birth (month/year): ________/_________ 

3. Child’s Ethnicity (select):  

a) Euro-Canadian/White ☐  

b) First Nations ☐ 

c) Indo-Canadian ☐ 

d) African-Canadian ☐                                                  

e) Asian-Canadian ☐ 

f) Other (please specify):______________  

 

4. Child’s Age when pain first started: 

a)  __________ years, ____________ months 

b) Don’t Know ☐ 

 

5. Over the 12 months, please indicate the: 

a) Number of visits to emergency departments in the past 12 months related to your child's 

abdominal pain (select): 

• 0 ☐ 

• 1 ☐ 

• 2 ☐ 

• 3 ☐ 

• 4 ☐ 

• 5 ☐ 

• Other ☐ (specify) _____________________ 

 

b) Number of hospital admissions in the past 12 months related to your child’s abdominal 

pain (select):  

• 0 ☐ 

• 1 ☐ 

• 2 ☐ 

• 3 ☐ 

• 4 ☐ 

• 5 ☐ 

• Other (specify) _____________________ 
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c) If there has been a hospital admission related to abdominal pain in the past 12 months, 

please indicate the length of hospital admission in days: ____________ 

 

d) Number of consultations or visits with general/family physician or pediatrician in the past 

12 months regarding your child’s abdominal pain:  

• 0 ☐ 

• 1 ☐ 

• 2 ☐ 

• 3 ☐ 

• 4 ☐ 

• 5 ☐ 

• 6-10 ☐ 

• 11 or more ☐ 

• Other (specify) _____________________ 

 

6. Has your child accessed counseling in the past 12 months?   YES ☐   NO ☐  

i. Ever?  YES ☐   NO ☐  

ii. If yes, please indicate the source(s) of counseling:  

1. Psychologist ☐ 

2. Counselor ☐ 

3. Social worker ☐ 

4. Psychiatrist ☐ 

5. Don’t know ☐ 

iii. Was this counseling about the abdominal pain YES ☐   NO ☐ or something 

else ☐?  

 

7. In addition to the child who is the focus of your recent appointment with the Pediatric 

Gastroenterology Service, do other family members experience recurrent/chronic pain?  

• Yes ☐ /  no  ☐/  don’t know ☐ 

• If yes, who (mother, father, brother, sister etc.): ________________ 

• Description of family member’s pain: _______________________ 

• Description of family member’s diagnosis (if applicable) : 

________________________ 
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PedMIDAS - Role Functioning 

 

Concerning your child:  

 

1. How many full school days of school were missed in the last 3 months due to abdominal pain? 

________________ 

2. How many partial days of school were missed in the last 3 months due to abdominal pain (do not 

include full days counted in the first question)? _____________ 

3. How many days in the last 3 months did your child function at less than half of his/her ability in school 

because of abdominal pain (do not include days counted in the first two questions)? 

____________________ 

4. How many days in the last 3 months was your child not able to do things at home (i.e., chores, 

homework, etc.) due to abdominal pain? ______________________ 

5. How many days in the last 3 months did your child not participate in other activities due to abdominal 

pain (i.e., play, go out, sports, etc.)? _______________________ 

6. How many days in the last 3 months did your child participate in these activities, but functioned at less 

than half his/her ability (do not include days counted in the 5th question)? ____________________ 

 

 

 

 

 

 

 

 

 


