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Parents and Procedures: A Randomized Controlled Trial
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ABSTRACT. Introduction. Previous work has shown
that parents prefer to be present when their children
undergo common invasive procedures, although physi-
cians are ambivalent about parental presence.

Purpose. To determine the effect of a parent-focused
intervention on the pain and performance of the proce-
dure, anxiety of parents and clinicians, and parental sat-
isfaction with care.

Population. Children younger than 3 years old Un-
dergomg venipuncture, intravenous cannulation, or ure-
theral catheterization.

Setting. Pediatric emergency department of Boston
City Hospital.

Design. Randomized controlled trial with three
groups; parents present and given instructions on how to
help their children; parents present, but no instructions
given; and parents not present.

Intervention. The parents were instructed to touch,
talk to, and maintain eye contact during the procedure.

Results. A total of 431 parents was randomized to the
intervention (N 153), present (N 147), and not
present (N = 131) groups. The groups were equivalent
with respect to measured sociodemographic variables
and parents’ previous experience in the pediatric emer-
gency department. No differences emerged with respect
to pain (3-point scale measured by parent and clinician,
and analysis of cry); performance of the procedure (num-
ber of attempts, completion of procedure by first clini-

cian, time); clinician anxiety; or parental satisfaction with
care. Parents who were present were more likely to rate
the pain of the children as extreme/severe (52%) in com-
parison to clinicians (15%, ac .07, poor agreement) and
were significantly less anxious than parents who were
not present.
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Conclusion. Overall, the intervention was not effec-
live in reducing the pain of routine procedures. Parental
presence did not negatively affect performance of the
procedure or increase clinician anxiety. Parents who were
present were less anxious than those who were not
present.

Clinical Implication. In general, parents have indi-
cated that they want to be present when their children
undergo procedures. The results of this study challenge
the traditional belief that parental presence negatively
affects our ability to successfully complete procedures.
We should encourage parents who want to be present to
stay during procedures. Pediatrics 199698:861-867; pain,
parents, procedures, RCT.

ABBREVIATIONS. PED, pediatric emergency department; STAI,
state-trait anxiety inventory.

Previously, we reported that the majority of par-
ents prefer to be present when their children un-
dergo common invasive medical procedures, such as
venipuncture or intravenous cannulation.’ Of 250
parents who responded to a questionnaire about
their preferences, 78% indicated that they would
want to be present if their child needed to have blood
drawn or an IV started. Of the group who indicated
a preference to be present, 80% said it would make
them feel better, 91 % believed the child would feel
better, and 73% replied it would help the physician.1
After this report, Merrift and others2 reported the
preference of physicians with respect to parental
presence. We confirmed their findings that for com-
mon procedures, the majority of physicians are corn-
fortable with parents being present.3 However, as
procedures become more invasive, eg, arterial blood
sampling or chest tube insertion, physicians prefer
that parents not be present.2’�

Despite these reports, what actually happens dur-
ing encounters when children undergo procedures is
unclear. In 1991, we reported the results of an obser-
vational study of 50 children undergoing venipunc-
hire or intravenous cannulation in the pediatric
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emergency department (PED).3 Parents remained
with their children during 62% of the procedures.3
Parents were more likely to stay if the index child or

his or her sibling had previously undergone a pro-
cedure. Only 43% of the parents who did stay were
given that option by the physician, and of those who
did not stay, 37% reported that the physician asked
them to leave.3

Physician ambivalence about parental presence re-

suits from a number of factors.4 First, some physi-
cians perceive that they are less proficient at proce-
dares if parents are present. Parents make us
nervous. Second, parents are anxious when their

children are ill and can be difficult when procedures
are performed during prolonged emergency depart-
ment evaluations. Parents can communicate anxiety
to their children and, on occasion, be physically in-

trusive. Third, having parents present can be time-
consuming, because the clinician needs to explain the
procedure to the parent. In a busy office or emer-
gency room, sometimes it is just faster to get the
procedure done. Fourth, some parents are uncertain

how best to help their children during procedures.
Although some instinctively soothe and calm their
children, parental anxiety and fear may prevent oth-
ers from offering optimal support for their children.

Believing that parental presence during proce-
dures is important and that parents should be in-
structed on how to help their children, we designed
a study in which parents were taught how to help
their children during common invasive medical pro-
cedures. The intervention was kept simple, so it
could be used in other settings, and focused on
younger children, because they are more amenable

to an intervention than older children. By the time
children reach the ages of 5 through 6 years they
already have well-defined coping strategies.5 The
overall purpose of the study was to determine the
effect of a parent-focused intervention on the pain
and performance of the procedure, anxiety of the
parents and physicians, and parental satisfaction
with care. Our primary objective was to determine if
the parent-focused intervention would reduce the
pain of the procedure. Other questions asked in-
cluded: (1) do parents perceive pain similarly to phy-
sicians? and (2) could parents be taught how to im-

plement the intervention?

METHODS

The study was a randomized controlled trial with three groups:
parent present and given instructions on how to help their child
(intervention); parents present, but no instructions given (present);

and parents not present (absent). Children younger than 3 years
old, being seen in the PED and undergoing venipuncture, intra-
venous cannulation, or uretheral catheterization were eligible to
participate. Attendings, residents, and nurses performed the pro-
cedures. Parents were excluded if children needed emergency
medical attention, had previously participated in the study, or had
a history of chronic disease that frequently requires invasive pro-

cedures, such as sickle cell anemia.

Consent Procedure

Randomization was performed using a technique developed by
Zelen6’7 referred to as prerandomization. Traditionally, informed
consent is obtained before randomization. With prerandomiza-
lion, participants are randomized before obtaining informed con-

sent. There were two benefits to using this technique: (1) partici-

pants were less likely to withdraw because they were not
specifically aware of the other groups and (2) the measure of
anxiety was less influenced by parents being assigned to a group
they did not want, and hence the measure of anxiety more accu-
rately reflected anxiety related to the procedure rather than group
assignment.

After a physician in the FED determined that a parent-child

pair was eligible to participate, they notified the research assistant
who told the parents, depending on the randomization assign-
ment, that: (1) we like parents to be with their children when they
are having blood drawn, an intravenous started, or urine ob-
tamed, we think it helps the child, we would like you to be present
and we will tell you what to do to help calm your child down
(intervention); (2) we like parents to be with their children when
they are having blood drawn, an intravenous started, or urine
obtained, could you please stay with them (present); or (3) we do
not like parents to be with their children when they are having

blood drawn, an intravenous started, or urine obtained, it makes
the doctor nervous and is not helpful (absent). If parents wanted
to be present, but were assigned to the not present group, they
could opt not to enroll in the study. The study was approved by
the Human Investigation Committee of the Boston City Hospital.

Parental Instructions

Parents were instructed how to calm and relax their child
(Appendix). The intervention was brief and was based on clinical
experience and data suggesting that children are calmer and their
vital signs return to normal more quickly when two sensory
modalities (touch and sound) are engaged.8 The parents were

asked to sit at the head of the bed and talk to, touch, and maintain
eye contact with their children. They were told not to help restrain
their children. The research assistant recorded whether the parents

were able to implement the intervention. The categories included:

most successful (talked to, touched, and maintained eye contact
with child); very successful (talked to and touched child); success-
ful (maintained eye contact and talked to or touched child); some-
what successful (talked to or touched or maintained eye contact);

and not successful (none of three).

Measurement of Pain

Pain was measured using analysis of cry and an observational
scale completed by the physician and parent. These two measures
were chosen because they reflect physiologic and behavioral mea-

surements, and have been reported to change when infants and
children undergo painful procedures.10’3

Over the last decade, computerized analysis of cry has been
used in a number of investigations of infants and young children.12
In general, computerized analysis of cry confirms the reports of

parents that the cry of children in pain is higher pitched and more

turbulent.’4
Each procedure served as a stimulus for the cry. Each 30-second

cry signal was filtered above 10 kHz and digitized at 20 kHz by the
computer. For each cry utterance (defined as a cry sound lasting at
least 0.5 seconds), Fourier transformation was used to compute the
log magnitude spectrum for each 25-millisecond block of each cry

utterance. Variables analyzed included level of energy; frequency
variables (fundamental-frequency of vocal fold vibration, first
formant-first resonance frequency resulting from the ifitering of
the sound by the vocal tract); cry modes (phonation-periodic

signal with a fundamental frequency no more than 1000 Hz,
hyperphonation-aperiodic signal with a fundamental frequency
exceeding 1000 Hz, dysphonation-turbulent or aperiodic sound);
and number of cry utterances (number of cry sounds that last at
least 0.5 seconds). Frequency variables were determined for each

25-millisecond block in the phonation mode. The cry mode was
determined for each 25-millisecond block. The percentage of
blocks in each cry mode was determined for each utterance.

As mentioned above, some of the cry variables analyzed
have been reported to changed as a consequence of pain.’#{176}”5

More specifically, we hypothesized that total energy reflects
pain and would be reduced for children in the intervention
group. Analysis was conducted controlling for age, because cry
technique has generally been used for children younger than six
months old.

There are a number of scales available to measure the pain of
procedures, although none have been widely used in infants.’#{176}’5”6
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Because the study was conducted in an urban PED, there were
significant time and space constraints, and hence, we chose to use
a global measure of pain that could easily be completed by the
parents and clinicians. Each was asked to rate the extent of pain of

the procedure on a 3-point categorical scale with I = severe/great;
2 = moderate; and 3 = some/little.

Performance of Procedure

The performance of the procedure was measured by assessing
(1) the number of needles/catheters used; (2) how often the pro-
cedure was completed by the first clinician attempting it; and (3)

the amount of time from insertion of the needle to withdrawal of
blood (or insertion of the catheter to withdrawal of urine).

Anxiety of Parent and Physician

The anxiety of the parents, physicians, and nurses was mea-

sured using the state-trait anxiety inventory (STAI). The STAI is a
20-item forced choice questionnaire that measures current anxiety.

It has excellent reliability and validity.’6 Sample questions include:
I feel calm, I am tense, I feel strained, I am relaxed. It was
completed by the parents and dinicians approximately 10 minutes
after the procedure was completed.

Satisfaction With Care

Parents were asked, “Overall, how satisfied were you with the
care your child received?” There were five possible responses

ranging from extremely unsatisfied to extremely satisfied. For the
first 100 enrollees, satisfaction was assessed by telephone 48
through 72 hours after discharge from the PED. However, because

of difficulty contacting families, satisfaction was assessed at the
end of the visit for the remainder of participants.

Sample Size Calculations

The sample size calculations were based on two of the outcome

measures: pain of the procedure (main outcome variable) as ana-
lyzed by cry and performance of the procedure. Based on previous
research,’5 it was assumed that the fundamental frequency of the

cry of children whose parents were not present would be 627 Hz
(SD 150 Hz) and that of children whose parents were in the
intervention group would be 575 Hz (SD 150 Hz). A difference of

50 Hz is audible to the human ear, hence the sample size calcula-
tion reflected both statistical as well as clinical significance. As-
suming an a of 0.05 and a power of 0.80, the sample size estimate
was 131 per group, for a final sample size estimate of 393. The
sample size estimate for the performance of the procedure was
smaller.

;t2 was used to analyze categorical variables and t tests or
analysis of variance for continuous variables. Kappa was used to
measure agreement between parent and clinician pain ratings and
multiple logistic regression was used to analyze cry, controlling
for confounding variables, such as age.

RESULTS
A total of 431 of 572 (75%) eligible parents con-

sented and participated in the study: 153 in the in-
tervention group; 147 in the present-not taught

group; and 131 in the not present group. The groups
were similar with respect to parental and child so-

ciodemographic variables, parental experience in the
PED, procedure performed, and frequency of hospi-
talization (Tables I and 2). The accompanying parent
was usually the mother (87%), most were between
the ages of 20 and 24, described themselves as Amer-
ican-born blacks, single, and had completed high
school (Table 1). Most of the children had previously
been to a PED (69%) and the majority (82%) of par-
ents had previously been with a sibling in a PED.

The majority of children were male (57%), younger

than I year old age (53%), and 33% were admitted to
the hospital (Table 2). The most common procedure

performed was venipuncture (62%), followed by in-
travenous cannulation (28%) and uretheral catheter-

ization (10%, Table 2). The majority of procedures
were performed by residents (Table 2).

Parents who did not consent to participate were

similar to parents who did consent with respect to

TABLE 1. Demographic and Other Charade ristics of Accompanying Adult

Intervention Present Not Present
(N = 153) (%) (N = 147) (%) (N = 131) (%)

Adult
Mother 128 (84) 129 (88) 113(87)
Father 16 (11) 11 (8) 12 (9)

Other 8 (5) 6 (4) 5(4)
Age (y)

�19 20(13) 31(22) 21(16)

20-24 50 (33) 47 (33) 37(29)
25-29 45 (30) 33 (23) 31 (24)
�30 36(24) 33(23) 40(31)

Ethnicity
Foreign-born black 21 (14) 19 (14) 18(14)
American-born black 66 (45) 66 (48) 59 (45)
Hispanic 37 (25) 29 (21) 26(20)
White 12 (8) 12 (9) 11 (9)
Other 11 (7) 12 (9) 16 (12)

Marital status
Married 33 (22) 25 (25) 31 (24)
Single 106 (70) 90 (64) 89(68)
Other 12(8) 16(11) 11(8)

Educational status
Less than high school 65 (43) 52 (37) 37(28)

Completed high school 58 (38) 54 (38) 61 (47)
More than high school 28 (19) 35 (25) 33(25)

Index child previously to PED
Yes 104 (68) 98 (69) 94 (72)
No 47(31) 44(31) 36(28)

Other children previously to PED
Yes 82(85) 65(81) 57(74)
No 15(15) 15(19) 20(26)
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Present Not Present
(N - 147) (%) (N = 131) (%)

Gender
Male 73 (48) 59 (40) 50 (38)
Female 80 (52) 88 (60) 80 (62)

Age
0-6 mo 37 (24) 38 (26) 43 (33)
7-12 mo 38 (25) 40 (27) 29 (22)

13-24 mo 54 (36) 47 (32) 40 (31)

>24 mo 23 (15) 22 (15) 17(13)

Insurance
Medicaid 76 (52) 65 (47) 69 (56)

Self-pay 33 (22) 27 (19) 20(16)

Commercial 38 (26) 47 (34) 35 (28)
Procedure

Intravenous cannulation 44 (29) 34 (23) 42 (32)
Venipuncture 87 (57) 101 (69) 79(61)

Urethral catheterization 21 (14) 11 (8) 9 (7)

Individual performed procedure
Attending, nurse, fellow 19 (13) 17 (13) 16 (13)
Resident 129 (87) 126 (88) 111 (87)

PLI 43 (33) 33 (26) 35 (32)
PL2 42 (33) 49 (39) 38(34)
PL3 37 (29) 34 (27) 33(30)
PM 7(5) 10(13) 5(5)

Admitted to hospital
Yes 45 (29) 46 (31) 50 (39)
No 108 (71) 101 (69) 79 (61)

relationship to child (mother, 86%), ethnicity Amer- their children’s pain as extreme/great in 55% and 50%

ican-born blacks, 59%), and educational level (corn- of the encounters, respectively (P = .60).
pleted at least high school, 47%). Nonparticipants Because our previous work and clinical experi-
were more likely to be assigned to the not present ence . suggest that some parents are better at fol-
group (65%) than participants (30%, P < .001). lowing instructions, reanalysis of the clinician and

parent ratings was performed based on the ability
Pain Assessment of parents to successfully implement the interven-

No differences between groups emerged with re- tion (Table 4). Clinicians rated the pain of children

spect to the following cry variables: mean level of whose parents successfully implemented all three
energy, mean fundamental frequency, mean variabil- aspects of the intervention (spoke to, touched, and
ity of the fundamental frequency, mean first formant maintained eye contact with their children, n =

frequency, mean variability of the first formant fre- 106) as significantly less (extreme/great, 10%) than
quency, mean percent hyperphonation or dysphona- parents in the intervention group who were not as
tion, and the number of cry utterances. In particular, successful combined with those in the present
mean fundamental frequency was 454 Hz (SD ± 333)

in the intervention group, 447 Hz (SD ± 199) in the group (extreme/great, 19%, P = .036). Similar
present group and 448 (SD ± 276) in the not present analysis of parent ratings was not significant (Ta-
group. Age was found to affect the following cry ble 4, P = .249). Only two parents in the present
variables: mean level of energy, mean variability of not taught group were categorized as most effec-
the fundamental frequency, and first formant. tive.

There were no differences between the groups in the The comparison of physician and parent pain rat-
pain ratings of the dinidans or parents (Table 3). In the ings showed poor agreement (Table 5). Parents in the
intervention, present, and not present groups, cmi- intervention and present groups rated their child-
cians rated the childrens’ pain as extreme/great in 14%, rens’ pain as extreme/great for 52% of the proce-
18%, and 13% of the encounters, respectively (P = .56). dures although dlinicans rated 15% of same proce-
In the intervention and present groups, parents rated dures as extreme/great (K = 0.07).

TABLE 3. Pain Ratings of Clinicians and Parents

Intervention Present Not Present

Clinicians (%) Parents (%) Clinicians (%) Parents (%) Clinicians (%) Parents (%)

Extreme/great 21 (14)* 77 (55)1. 25 (18) 68 (50) 17 (13) N/A
Moderate 75 (49) 32 (23) 71 (50) 32 (24) 57 (45) N/A
Some/little 56 (37) 31 (22) 47 (33) 36 (26) 53 (42) N/A

* P = .56 for clinician ratings of all three groups.

t P = .60 for parent ratings in intervention and present groups.

864 PARENTS AND PROCEDURES: A RANDOMIZED CONTROLLED TRIAL

TABLE 2. Demographic and Other Characteristics of Child

Intervention
(N = 157) (%)
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TABLE 4. Pain Ratings of Clinicians and Parents by Effectiveness at Intervention
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Intervention-Effective Intervention (Other)/Present

Clinicians (%) Parents (%) Clinicians (%) Parents(%)

Extreme/great 11 (10)* 33 (50)f 35 (19) 112 (53)
Moderate 49 (46) 19 (29) 97 (51) 45 (21)
Some/little 46 (43) 14 (21) 57 (30) 53 (25)

* P = .036 for clinician ratings in both groups.

t P = .249 for parent ratings in both groups.

TABLE 5. Pain Ratings of Paren ts and Clinicians*

Parents

Clinicians

Extreme/Great Moderate Some/Little

Extreme/great 27 79 36
Moderate 7 30 26
Some/little 8 25 33

*Dc= .07.

Anxiety of Parents and Physicians

Parents who were not present reported being more
anxious (STAI, 45.2) than parents who were present
(intervention, 40.7; present, 41.4, P = .025). There was
no difference between groups in anxiety scores of the
clinicians (intervention, 34.0; present, 33.6; not
present, 32.5, P = .430).

Performance of Procedure

There were no differences between the three

groups in the performance of the procedure (Table
6). Only one needle was used for 78% of the proce-
dures and 90% of the procedures were completed by
the first clinician attempting it. The time needed to
complete the procedure was similar for the three
groups.

Satisfaction With Care

Overall, 71 % of parents indicated that they were
very or extremely satisfied with the care that they
received. Specific group responses (very or ex-
tremely satisfied) were: intervention, 94%; present,

86%; and not present, 85% (P = .135).

DISCUSSION
We were not able to demonstrate a reduction in

pain in the intervention group. However, parental
presence did not negatively affect performance of the
procedure nor increase clinician anxiety. Parents
who were present were less anxious than those who

TABLE 6. Performance of the Procedure

Intervention Present Not Present

(%) (%) (%)

No. of needles used�
I 121 (79) 108 (75) 103 (80)
2 or more 32 (21) 36 (25) 26 (20)

Completed by first dliniciant
Yes 135 (88) 129 (88) 119(92)
No 18(12) 17(12) 10(8)

Mean time in seci: 241 (SD6I 1) 190 (5D2 65)167 (5D274)

*P= .573.

tP= .473.
�P= .330.

were absent. Overall, satisfaction with care was high,
and there was a trend suggesting that parents who
were in the intervention group were more satisfied
than parents in the other two groups.

The majority of major pediatric and emergency
medicine textbooks contain little information about
parental presence during procedures.’7� In contrast,
general information about parental presence during
procedures, anxiety of children and parents, types of
coping mechanisms, and techniques to reduce pain
appear in the pediatric psychology and dental liter-
ature.�31 Unfortunately, few controlled trials have
demonstrated that parental presence is effective in

reducing childrens’ pain in any setting?�6 Because
of the complexity of measuring pain, the episodic
nature of medical encounters during which proce-

dures are performed, and practical restrictions on
how much can be done to teach parents how to help
their children in the acute care setting, it may be
difficult to demonstrate that parental presence re-
duces the pain of procedures. The difference in pain
ratings of parents and clinicians is disturbing. Par-
ents were more than three times as likely to report
that their children were in severe/extreme pain in
comparison to clinicians. Because assessment of pain
is quite subjective, it is difficult to know how to
interpret this difference. Regardless, reconciling the
difference between parent and clinician ratings of
pain is important. If parents are asked to assist us in
assessing childrens’ pain, and they consistently re-
port that their children are in more pain than we
believe, it is unclear who is correct. Because pain
reduction is a basic tenet of medicine, the difference
in pain assessment creates a complicated dilemma.
The use of physiologic measures may be critical in
order to assess the effectiveness of pain reduction
interventions.

Parents who were present reported that they were
equally as satisfied with care as parents who were
not present. The lack of difference between groups
may have occurred for a number of reasons. First,
overall satisfaction was quite high. Parents in the not
present group indicated that they were very or ex-
tremely satisfied after 85% of the encounters. It is
difficult to improve on such high levels of satisfac-
lion, although there was a trend suggesting that par-
ents in the intervention group may have been more
satisfied (94%). Second, the question reflected all as-
pects of care in the PED, and not just their presence
or absence during procedures. In response to addi-
tional questions about satisfaction, 94% of parents in
the two present groups indicated that they thought
their presence helped the child, 87% indicated it
helped them to be present, and 93% said they would
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want to be present in the future. Third, because of the
inability to contact parents 2 to 3 days after the
encounter in the pediatric emergency department,
the assessment of satisfaction changed after the first
100 enrollees. However, there was no difference in

satisfaction ratings between the two time periods.
Many physicians report that they are not as profi-

cient at procedures when parents are present.4 We
used three different measures of proficiency and

could find no difference between the groups. It is
possible that the residents, nurses, and attending
staff in the PED at Boston City Hospital are comfort-
able with parental presence and hence it does not
effect their performance. The similarity in anxiety
rating scores of the physicians and nurses among the
three groups support this position. With respect to
the time of the procedure, although there was no
statistical difference between groups, the procedure
did take longer in the intervention group. In addi-
tion, we did not count the amount of time it took the
research assistant to explain the intervention to the
parents (approximately 10 minutes).

This study has a number of limitations. First, the
type of randomization used, prerandomization, is
unusual, and may have created bias. Although the
families who refused to participate were similar to
those who consented, more of the refusers were as-
signed to the not present group. This finding rein-
forces our previous report indicating that parents
want to be present during procedures.’ It is possible
that the group of parents who refused to participate
would have been more effective at implementing the
intervention. Second, the measurements of pain, a
global rating score, and cry analysis, are limited.
However, we tried to address all of the issues that
impact on parental presence, including anxiety and

performance, rather than measuring one outcome in
great detail. Because this study was conducted in a
busy urban PED it would not have been possible to
add any additional or more elaborate measures of
pain. In addition, it is unclear if detailed observation
scales are more valid measures of pain.’5”6 Our goal
was to ensure that this study reflected the issues that
impact on parental presence and that the results be
generalizable. Third, the age range of the children
was quite wide. In general, cry analysis has been
used with only young infants. We did control for age
in the analysis of cry. Fourth, the difference in cmi-
cian pain ratings seen when the intervention group
was recategorized (Table 4) may be subject to bias.
Clinicians may have rated the pain of children whose
parents were effective as less because the parent
performed the intervention well, rather than because
the child exhibited fewer signs of pain. Regardless, it
was encouraging that this difference emerged. Fi-
nally, no interobserver reliability was assessed dur-
ing the study. This was not possible with the clini-
cians, because so many were involved. In part, the
global measurement of pain was used to simplify
how clinicians would interpret the scale. With re-
spect to measurement of parent effectiveness, only
one research assistant enrolled patients during the
entire study, and precise definitions were used. The
pain assessment was performed by the dinicians and

parents, both of whom were unaware of the research
assistant’s ratings of parent effectiveness.

It is possible that if the intervention was more
intensive we would have found greater differences
among the groups. However, our goal was to use an
intervention that was simple, based on our clinical
experience and the research literature, and reproduc-
ible. Emergency rooms, inpatient units, and physi-
cian offices are busy places. Few providers have
sufficient time to teach parents elaborate techniques
to help their children. Asking parents to sit at the

head of the bed, and talk to, touch, and maintain eye
contact with their children takes only a few minutes.

Clinical Implications

Previously we have shown that the majority of

parents want to be present when their children Un-
dergo common invasive procedures. Traditionally,
many of us have objected because of concerns about
our technical proficiency and anxiety level. The re-
sults of this study challenge these beliefs-parental
presence did not negatively effect performance, and
clinicians were not more anxious when parents were
present. Furthermore, parents who were present
were less anxious than those who were absent.
Therefore, despite the fact that we were not able to
demonstrate a reduction in pain measures, we be-
lieve parents who wish to be with their children

should be encouraged to be present when their chil-
dren undergo common invasive procedures. It also
seems reasonable to provide instruction to parents
regarding strategies they may use to help their chil-

dren, although the efficacy of specific strategies re-

main to be defined.

APPENDIX

I am going to read you some instructions to help
your child relax when he/she has blood drawn, an
N started, or urine obtained. If you do not under-
stand them, just stop me and I will explain them
again.

I know you are going to be with (child’s name)
when he/she has blood drawn (or N started or urine
obtained). We know that you can help (child’s name)
during this procedure and help (him or her) and the
doctor.

We want you to go to the head of the bed, sit
down, and just talk to (child’s name). If there is
anything you usually say to (child’s name) to corn-
fort (him or her) you should do that after you sit
down. If not, it is important for you just to talk to
(him or her). Perhaps you can sing to (him or her), or
count with (him or her) from I to 10. It is also helpful
if you can touch his face while your talking to (him or
her) and hold (his or her) hand if possible. (Child’s
name) will want to hear your voice, see you, and feel
that you are with (him or her).

Your child may cry, but that is okay. Sometimes
children cry to release some of their tension. It is not
your fault if your child cries and you should keep
talking and touching (him or her).

It is important not to tell your child that this will
not hurt-it may hurt and its always important to be
honest with children.
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