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Abstract
Background: ‘Everyday’ pain experiences are potentially critical in shaping our 
beliefs and behaviours around injury and pain. Influenced by social, cultural and 
environmental contexts, they form the foundation of one's understanding of pain 
and injury that is taken into adulthood. How to best communicate to young chil-
dren about their everyday pain experiences, in order to foster adaptive beliefs and 
behaviours, is unknown.
Methods: In this Delphi survey, we sought expert opinion on the key messages 
and strategies that parents/caregivers can consider when communicating with 
young children (aged 2– 7 years) about ‘everyday’ pain that is most likely to pro-
mote recovery, resilience and adaptive pain behaviours. Eighteen experts partic-
ipated including specialists in paediatric pain, trauma, child development and 
psychology; educators and parents. The survey included three rounds.
Results: Response rate was over 88%. Two hundred fifty- three items were raised; 
187 reached ‘consensus’ (≥80% agreement amongst experts). Key messages that 
the experts agreed to be ‘very important’ were aligned with current evidence- 
based understandings of pain and injury. Strategies to communicate messages 
included parent/caregiver role modelling, responses to child pain and discussion 
during and/or after a painful experience. Other key themes included promoting 
emotional development, empowering children to use active coping strategies and 
resilience building.
Conclusions: This diverse set of childhood, pain and parenting experts reached 
consensus on 187 items, yielding 12 key themes to consider when using every-
day pain experiences to promote adaptive pain beliefs and behaviours in young 
children.
Significance: Parents and caregivers likely play a critical role in the development 
of children's fundamental beliefs and behaviours surrounding pain and injury 
that are carried into adulthood. Everyday pain experiences provide key opportu-
nities to promote positive pain- related beliefs and behaviours. This Delphi survey 
identified key messages and strategies that caregivers can consider to optimize 

www.wileyonlinelibrary.com/journal/ejp
mailto:
http://creativecommons.org/licenses/by-nc/4.0/
mailto:sarah.wallwork@unisa.edu.au
http://crossmark.crossref.org/dialog/?doi=10.1002%2Fejp.2008&domain=pdf&date_stamp=2022-07-21


2 |   WALLWORK et al.

1  |  INTRODUCTION

Pain experiences are common during childhood and 
include ‘everyday’ pains (i.e. associated with minor 
scratches, bruises and cuts), procedural pains (e.g. vaccine 
injections), more significant injuries (e.g. broken bones) 
and chronic pain. Approximately 20% of adolescents ex-
perience chronic pain (King et al., 2011), leaving them at 
risk of persisting health issues and societal disadvantage 
(Murray et al., 2020).

Children's pain experiences can be guided by their so-
cial contexts, including parent/caregiver modelling and 
responses (Chambers et al., 2002), sibling and/or peer re-
lationships, and wider social, cultural and environmental 
contexts. How pain is portrayed and modelled in these 
contexts, including behavioural reactions to pain, guides 
learning surrounding pain and pain behaviour, shaping 
the development of children's fundamental beliefs about 
pain, which they take with them through adolescence and 
adulthood.

‘Everyday’ pain experiences provide an optimal op-
portunity for young children to learn about pain and pain 
behaviour because they occur frequently, allowing for 
the development and reinforcement of learning. These 
experiences involve not only learning that is related to di-
rect exposure for children, but include opportunities for 
learning through subsequent interactions with others in 
their environment (e.g. parents, educators). Young chil-
dren can also learn about pain and develop empathy for 
pain by observing others in pain. Studies investigating ‘ev-
eryday’ pain experiences in pre- schoolers (under 6 years) 
and parental and caregiver responses to ‘everyday’ pains 
have been conducted in a number of settings (O'Sullivan 
et al.,  2021b), including in the home (O'Sullivan 
et al.,  2021a), in childcares (Baeyer et al.,  1998; Fearon 
et al., 1996; Gilbert- MacLeod et al., 2000), and within a 
play centre (Noel et al., 2018). These studies have iden-
tified that common parent and/or caregiver responses to 
children's pain include reassurance and tactile comforts 
(i.e. hugging). Age and gender differences in both child 
pain behaviour and caregiver responses to that behaviour 
are observed (Fearon et al., 1996; Noel et al., 2018), but 
whether certain responses are adaptive or not is not cur-
rently understood. There remains then, a clear need to 
better understand how parents and caregivers can best 
foster the development of adaptive pain beliefs and be-
haviours in young children, that facilitate recovery and 
resilience, and protect against later development of pain 
problems.

The primary aim of this Delphi study was to gain ex-
pert opinion on the key messages and strategies that par-
ents/caregivers can consider when communicating with 
young children (aged 2– 7 years) within the context of ‘ev-
eryday’ pain. This age range was chosen because ‘every-
day’ pain experiences are common during this age group, 
and because it is considered to be a critical age for learning 
and development, with high levels of brain plasticity and 
reorganization (Britto & Pérez- Escamilla, 2013; Marshall 
& Kenney,  2009). We were interested in the opinions of 
experts from within and outside of the paediatric pain 
field (e.g. child development specialists, psychologists, ed-
ucators and parents). Secondary aims were to understand 
whether these messages and communication strategies 
might differ according to age and gender, whether tissue 
injury is evident or not, or when a child is observing an-
other in pain.

2  |  METHODS

This was a Delphi survey. Ethical approval was obtained 
from the University of South Australia Human Research 
Ethics Committee (ID:203696). The protocol for this study 
was lodged and locked on Open Science Framework (sub-
mitted 21/7/2021; https://osf.io/vep68). All deviations 
from that protocol are clearly indicated in this manuscript.

2.1 | Participants

Categories of experts were first identified to ensure that 
opinions from important expert groups were not over-
looked (Okoli & Pawlowski,  2004). Experts sought for 
participation on the Delphi panel included: those from 
the fields of paediatric pain (including specific expertise 
in everyday pains and pain within this period of child 
development), paediatric health (i.e. doctors), psychol-
ogy, education, child development, paediatric trauma, 
phobias, attachment theory, parents and people who reg-
ularly work with children (i.e. educators, teachers, child-
care workers). A list of potential participants was then 
collated for each category, with most identified through 
research- based Internet searches, and the remaining were 
identified through word of mouth, or advertising on social 
media.

Potential participants were contacted via email, where 
they were given detailed information about the study and 
were invited to participate in the Delphi survey. A return 

learning, encourage the development of adaptive pain behaviours and build resil-
ience for future pain experiences.

https://osf.io/vep68
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email stating they were willing to take part was consid-
ered as their consent to participate. To follow recommen-
dations in the Delphi method, we aimed for a minimum of 
15 participants, as per Delphi method recommendations, 
to ensure a comprehensive and diverse range of opinions 
would be included (Okoli & Pawlowski, 2004) and to allow 
for potential drop- outs.

2.2 | Survey procedure and data analyses

We conducted three survey rounds (Figure 1).
The Delphi survey was distributed, collected and man-

aged using REDCap (Research Electronic Data Capture) 
electronic data capture tools hosted at the University of 
South Australia (Harris et al.,  2009, 2019). Participants 
were first asked to complete a questionnaire about them-
selves, including demographic information, their profes-
sional role with children, area of expertise, whether or not 
they are a parent (including the age of their child[ren]) 
and asking for their opinion on what constitutes a ‘mod-
ern’ understanding of pain. The latter question was asked 
to determine how many participants were contributing 
an opinion that was based on current pain science knowl-
edge and understanding. We considered participants to 
have a ‘modern’ understanding of pain and injury if they 
described pain to be a complex experience that could be 
influenced by multiple factors, rather than purely a symp-
tom of tissue pathology. This question was posed to obtain 
a broad understanding on participants' perspectives that 

they would be bringing into the Delphi survey, not to de-
termine inclusion or exclusion.

Round 1 of the survey included six questions that 
were broken down into three sections. Question 1 began 
with an open- ended question: In your expert opinion, 
what are the key messages that can be communicated to 
children (aged 2– 7 years), within the context of a child ex-
periencing ‘everyday pain’, that are most likely to encour-
age them to have an understanding of pain and injury 
that promotes recovery and resilience? Subsequent ques-
tions prompted participants to consider aspects of age, 
gender, pain that is associated with and without clear tis-
sue injury (i.e. abdominal pain, headache), strategies to 
communicate these messages and any considerations for 
when a child is observing another in pain or observing 
another responding to another in pain (such as a parent 
responding to a sibling). These questions were designed 
with additional prompts to allow participants to freely 
generate ideas whilst addressing our questions of inter-
est. The Delphi survey questions were generated by the 
research team, involved several iterations and were pi-
loted in four participants before being distributed to the 
final Delphi panel. See Supplementary File S1 for all sur-
vey questions.

Participants were given 2 weeks to respond to each 
round, with reminders being sent out twice during those 
2 weeks if no response was received. A deadline of 2 weeks 
was chosen to be long enough for participants to attend 
the survey around busy schedules, but short enough to 
maintain participant interest and minimize study attrition 

F I G U R E  1  Outline of the Delphi 
survey procedure
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(Trevelyan & Robinson,  2015). We aimed for a response 
rate of ≥70%.

At the completion of Round 1, all responses to open- 
ended questions were collated and converted into state-
ments (‘items’) that were suitable for rating on a Likert 
scale. Where possible, the exact language was retained 
from participant responses to avoid any implicit re-
searcher interpretation bias. In instances where sections 
of responses were not suitable for an importance rating, 
such as general observations, opinions or thoughts (e.g. 
‘my son does ‘X'’), these responses were removed from 
the analysis. Where there was repetition in statements 
amongst expert opinions, the ‘item’ with the most detail 
was included, or the statements were combined to form 
one statement. After the conversion of participants' ideas 
into ‘items’, data were continually read and re- read to gain 
familiarization with the data. Data ‘items’ were grouped 
according to patterns of meaning that reflected the con-
tent and meaning of participants' ideas and addressed the 
main research aims. This was an iterative process that was 
continually reviewed throughout the analysis process. If 
an ‘item’ spanned across multiple groups, it was allocated 
to the group that was considered most appropriate. Broad 
‘themes’ were then identified from these patterns and 
named to reflect the scope and focus of that theme. This 
initial Round 1 analysis was conducted by the primary 
researcher (SBW). A second researcher (MN) reviewed 
‘items’ for clarity, to ensure participant ideas were well 
represented, and that the generated ‘themes’ were appro-
priate, addressed the main research aims and reflected 
the patterns of ideas that were raised by the participants. 
Any disagreements between the two researchers were dis-
cussed, and if required, a third researcher was consulted 
(GLM). In Round 2, participants were sent the collective 
responses from Round 1 (as broken down into themes and 
items) and were asked to allocate a response on a 9- point 
Likert scale, indicating how important they believed each 
item to be. A 9- point Likert scale was chosen to increase re-
liability and discriminating power, test– test reliability and 
due to respondent preference (Preston & Colman, 2000). 
The Likert scale was grouped into three categories; each 
item was anchored at 1, 5 and 9 and included ‘Not at all 
important’ (1– 3), ‘Unsure importance’ (4– 6) and ‘Very 
important’ (7– 9). The Likert scale was categorized to fa-
cilitate analysis and interpretation as it allowed for equal 
grouping of categories (three groups). During Round 2, in 
addition to allocating responses on the Likert scale, par-
ticipants were given the opportunity to provide comments 
on individual items or could provide broader comments 
on the generated themes.

Responses from Round 2 were collated, and measures 
of central tendencies were calculated. Items from Round 
2 that reached consensus were removed for Round 3. 

Consensus on items was achieved when there was agree-
ment on the level of importance of that item, which was 
pre- defined as ≥80% of respondents indicating a similar 
level of importance, with responses falling within one of 
the three pre- defined Likert categories (i.e. ≥80% of re-
sponses falling within either 1– 3, 4– 6 or 7– 9 on the Likert 
scale) (Diamond et al., 2014). In Round 3, items that did 
not reach consensus from Round 2 were re- distributed to 
the Delphi panel where participants were again asked to 
allocate a response on the same 9- point Likert scale, in-
dicating how important they believed each item to be. 
In addition, the calculated measures of central tenden-
cies from Round 2 were presented alongside each ‘item’ 
(i.e. mean Likert response and the percentage agreement 
[within each 3- point Likert category]), which provided 
participants with information about the distribution of 
responses from the other panel members in Round 2. Any 
new items that were raised from additional comments in 
Round 2 were also included in this final round.

2.3 | Final analysis

Descriptive summaries and statistics were reported for 
participant demographic characteristics, response rates 
for each survey round and withdrawals. Descriptive sta-
tistics (percentage agreement) were reported for items 
that reached consensus in both Rounds 2 and 3 and were 
ranked according to the level of participant agreement on 
the 9- point Likert scale of importance.

3  |  RESULTS

Twenty- three participants/experts volunteered to take 
part in the survey. After receiving Round 1 of the survey, 
two participants withdrew due to personal reasons, and 
another three withdrew because they expressed a lack 
of expertise on the topic. Eighteen participants took part 
in the Delphi survey (15 females, 3 males). All catego-
ries of experts were represented. Participants came from 
a range of professions and some had expertise across 
multiple categories: clinical and research psychology 
(including psychological trauma; 4 participants); pae-
diatric pain (3 participants); developmental psychol-
ogy (2 participants); preschool, middle school and high 
school education (5 participants); parents (17 partici-
pants); health care professionals specializing in paediat-
rics (physiotherapist, MDs [emergency, pain specialist, 
mental health, expertise in resilience]; 4 participants); 
child and family advisers and mental health consultants 
(1 participant); specialists in attachment- based interven-
tions (1 participant). Seven countries were represented: 
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Australia (7 participants), New Zealand (2 participants), 
Canada (1 participant), United States (2 participants), 
South Africa (2 participants), Austria (1 participant) and 
the United Kingdom (3 participants). Participants had 
an average of 13.7 years in their professions (min 2, max 
38 years). Eleven participants worked directly with chil-
dren, and eight of those worked directly with children 
aged 7 years or younger. Seventeen participants were 
parents, and 10 of those had children that were aged 
7 years or younger. It was considered that seven partici-
pants had a ‘modern’ understanding of pain (as defined 
above).

Seventeen participants responded to Round 1 (94% re-
sponse rate), 18 participants responded to Round 2 (100% 
response rate) and 16 participants responded to Round 3 
(89% response rate). Responses from Round 1 were col-
lated, from which 12 themes and 235 items were raised. 
Themes included: ‘Messages about ‘everyday’ pain’, 
‘Messages specific to when pain is not associated with 
injury’, ‘Ways to communicate messages about pain’, 
‘Parent/caregiver response to a pain experience: general 
ideas’, ‘Parent/caregiver response to a pain experience: 
attend to the child and validate their pain and injury’, 
‘Parent/caregiver response to a pain experience: encour-
age exploring of emotions/interoception’, ‘Empowering 
children and promoting resilience’, ‘Tailoring communica-
tion about ‘everyday’ pain for different ages’, ‘Differences 
in communicating about ‘everyday’ pain between gen-
ders’, ‘Behaviour and emotion modelling when observing 
another in pain’, ‘Observing another in pain is an oppor-
tunity for empathy building’ and ‘When observing an-
other in pain –  help children process the experience’. In 
Round 2, 128 items reached consensus (≥80% of responses 
were in agreement) and a further 18 items were raised. In 
Round 3, 59 items reached consensus, making for a total 
of 187 items reaching consensus in the survey. See Table 1 
for a summary of the top three items under each theme 
that reached consensus (i.e. the three items that reached 
the greatest consensus amongst experts), in order of agree-
ment ranking. See Supplementary File S2 for a full list of 
the consensus items.

4  |  DISCUSSION AND 
CONCLUSIONS

The primary aim of this study was to gain expert opinion 
on the key messages and strategies that parents/caregivers 
can consider when communicating with young children 
within the context of ‘everyday’ pain, to optimize recov-
ery, resilience and adaptive pain behaviours. We gained 
consensus on a set of 187 key messages, classified into 12 
themes, from an interdisciplinary and international panel.

Some key messages concerned an understanding of 
‘how pain works’. For example, the messages that ‘pain 
is our body's warning system’ (P8, paediatric MD), that 
there can be an ‘emotional component [to pain]’ (P9, early 
childhood educator), and that ‘sometimes the way [people 
feel on the] inside can make pain better or worse’ (P8, pae-
diatric MD) echo current and evidence- based understand-
ing of pain and injury (IASP, 2020). Whilst these messages 
appear simple, they are not well understood by the public 
(Turner et al.,  2017); there is value in this knowledge— 
adults with chronic pain who shift their understanding 
of pain towards these types of messages have better out-
comes than those who do not (Lee et al., 2016). However, 
research on paediatric populations is needed (Laekeman 
et al., 2021; Robins et al., 2016).

Other key messages concerned providing reassurance, 
normalizing pain and educating children that pain can be 
influenced by multiple factors other than tissue damage. 
For example, telling them they will ‘feel better soon’ (P12, 
middle school educator) provides reassurance that there is 
an end to their pain. This is controversial given evidence 
that reassuring children during acute pain increases their 
pain and distress (McMurtry et al., 2010). Communicating 
that ‘[the child] can have some control over [their pain]’ 
(P16, paediatric trauma psychologist) and that the way 
they feel on the inside can influence pain, provides the 
message that the child's pain is adaptive and is empow-
ering them to actively engage with their own pain man-
agement. These messages are consistent with educational 
target concepts for youth and adults with persistent pain 
(Leake et al.,  2021). These messages, if delivered effec-
tively, may lay the foundations for children to develop an 
understanding of pain and injury that promotes adaptive 
pain behaviour, active pain management, and potentially 
reduce the risk of developing pain problems in adoles-
cence and adulthood.

Several experts endorsed that it was important to val-
idate children's pain. For example, getting down to their 
level, acknowledging their pain, making them feel safe, 
heard and protected and validating what happened by 
talking about the event. There is growing recognition 
that validation of pain experiences might have several 
benefits, including improved psychological well- being. 
Edmond and Keefe  (2015) discussed theoretical mod-
els that may predict patient outcomes from validation 
of pain- related thoughts. These included: (i) the operant 
conditioning model (Fordyce,  1976), wherein social re-
inforcement by adults can lead to the development and 
maintenance of negative pain behaviours; (ii) the bioso-
cial model (Linehan, 1993) wherein when a child shares 
their pain- related thoughts, feelings and emotions, it 
helps them to feel understood and accepted, which may in 
turn, reduce emotional arousal, negative affect and pain 
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T A B L E  1  The top three consensus ‘items’, listed under each ‘theme’, in order of highest consensus. See Supplementary File S2 for full 
list of consensus items

Theme Item Consensus
Percentage 
consensus

Messages about ‘everyday pain’ There is often an emotional component to pain (e.g. 
fear, anger, confusion)

Very important 100

Treating pain can help the child heal better and faster Very important 100

Knowledge that there is no danger Very important 94

Messages specific to when pain is not 
associated with injury

Staying calm/relaxed can help manage the pain 
messages

Very important 94

Sometimes emotions (i.e. anxiety) can contribute to 
these pains

Very important 89

More emphasis that the child's pain is real Very important 88

Ways to communicate messages about 
pain

Can be communicated within an adult's response/
reaction to a child when they are experiencing 
pain. (That is, messages can be communicated 
from an adult to a child when an adult attends to a 
child who is in pain.)

Very important 94

Role modelling Very important 94

A discussion ‘in the moment’ (of everyday pain) –  led 
by trusted adult(s)

Very important 88

Parent/caregiver response to a pain 
experience: general ideas

Address their fears Very important 100

Verbal and non- verbal: it is important that the 
caregiver communicates calmness and competence, 
so the child can trust that the caregiver is in charge 
and knows how to keep them safe and comfort

Very important 100

Talk out loud about what you can see and what you 
are doing, talk them through your first aid process 
so they understand what is going on

Very important 100

Parent/caregiver response to a pain 
experience: attend to the child and 
validate their pain and injury

Acknowledge their pain Very important 100

Let them know you are taking it seriously Very important 100

Make sure they feel safe, heard and protected Very important 100

Parent/caregiver response to a pain 
experience: encourage exploring of 
emotions/interoception

Allow the child to cry and express their feelings (i.e. 
‘It's okay to cry when we get hurt. It's good for us to 
show our feelings’)

Very important 94

Allow the child to react before responding to their 
injury (have an awareness that children draw upon 
the reactions of their caregivers to help form their 
own reactions and will pick up on the attitudes of 
those around them towards their pain)

Very important 94

It is important for caregivers to validate emotions and 
connect to how emotions make our bodies feel 
inside

Very important 94

Empowering children and promoting 
resilience

Teaching children that there are things they can do— 
giving them some autonomy over what might help 
them feel more comfortable

Very important 100

They might need some help with the injury to calm 
down. That is totally normal

Very important 100

Let them know there are strategies that can be used to 
help reduce pain

Very important 100
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(Edmond & Keefe, 2015); and (iii) the interpersonal pro-
cess model of intimacy (Reis & Shaver, 1988), which pro-
poses that when partners engage in validating behaviour, 
it can increase intimacy and relationship satisfaction. The 
latter may be relevant to infant attachment- based theory 

(Bowlby, 1978), where pain validation from a parent may 
strengthen the parent– child bond. Experimental studies in 
adults have demonstrated that people who receive valida-
tion, versus invalidation, of a pain experience demonstrate 
greater positive affect (Linton et al., 2012; Vangronsveld & 

Theme Item Consensus
Percentage 
consensus

Tailoring communication about ‘everyday 
pain’ for different ages

Same principles still apply of allowing any emotions to 
come up and be felt, heard and therefore accepted

Very important 94

Differences based on developmental abilities and 
cognitive level, rather than age

Very important 93

2– 3 years old (toddlers) Simple communication during painful incident Very important 94

4– 5 years old (pre- schoolers) Allow room/opportunity for questions coming from 
the child him/herself

Very important 100

5– 7 years old (school children) Parents/carers should have an awareness that 
sometimes there might be more complex emotions 
or causes of an injury such as bullying or 
harassment in the playground

Very important 94

Differences in communicating about 
‘everyday pain’ between genders

It should not be between gender, but will differ 
between individual children

Very important 100

Allow every child to express their pain how they 
choose to and not dismiss pain because of gender

Very important 100

Their personalities dictate differences in messages and 
communication

Very important 94

Behaviour and emotion modelling when 
observing another in pain

Help the child learn/assess when adult support is 
needed

Very important 100

Be cognizant of the ability of the child, even if they are 
very young, to learn from observing interactions/
demonstrations

Very important 100

Try not to minimize or over- dramatize the experience Very important 100

Observing another in pain is an 
opportunity for empathy building

Teach children that they can help others feel better 
through providing kind words and physical 
assistance, (e.g. offering a wet paper towel for a 
sore knee)

Very important 100

It is important that children see that all emotions/big 
feelings (like pain and being scared when hurt) can 
be shared and that the adults are here to help

Very important 100

Build empathy by asking the child what they think 
that person is feeling? What do they think might 
help? How do they see that person trying to feel 
better? What is safe and healthy to try?

Very important 94

When observing another in pain— help 
children process the experience

Provide a safe space for the child to process 
what has happened even if they were just a 
bystander. Communicate openly about the 
pain experience being observed (if appropriate, 
perhaps broadcasting what is happening in calm 
and empathic way that the child observing can 
understand)

Very important 100

Provide honesty about the situation to help them 
process what is happening

Very important 100

Debrief after the event if you think the event may have 
been a) traumatizing b) interesting to the child

Very important 100

T A B L E  1  (Continued)
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Linton, 2012). Validating children's pain experiences ap-
pears intuitive and theoretically well justified, however 
empirical research is needed.

Many themes centred around supporting children's 
emotional development and empowerment. For exam-
ple, allowing children to express their feelings and emo-
tions, encouraging them to ‘[connect] to their body's 
warning signs’ (P22, early childhood educator), helping 
them to communicate their feelings, yet also being mind-
ful of not letting the parent or caregiver's fears and/or 
emotions intervene. Experts agreed that often children 
draw upon the reactions and emotions of their caregiv-
ers to inform their own reactions and emotions. Whilst 
it was agreed that it was important to allow children to 
express their emotions, it may also be noteworthy to 
consider ways in which children's emotional regulation 
skills can also be supported in these contexts. Observing 
another in pain, or observing another attending to some-
one in pain, was considered to create opportunities for 
learning through caregiver role modelling, debriefing 
and reflecting with a trusted adult after the event, and 
empathy building. It was posited that empathy could 
be encouraged by the caregiver through exploring how 
others might be feeling, discussing observed emotions 
or considering how they can help others. Prosocial be-
haviour and empathy are often encouraged by caregiv-
ers to promote social development in children, and the 
strategies raised align with recent evidence (Spinrad & 
Gal, 2018).

Empowering children and promoting resilience was 
another strong theme. Experts agreed that it was very im-
portant to teach children strategies to use to reduce their 
pain and/or attend to their injury. They considered it is 
important to promote active coping strategies, encourage 
return to their activity when they feel comfortable and 
allow them to be involved in treatment decision- making 
(facilitated as appropriate for child's age). Moreover, ex-
perts suggested opportunities for learning through dis-
cussing first aid and healing, what went well, what did 
not, or to highlight and reinforce an effective coping strat-
egy with which the child had engaged.

Experts identified several strategies that they believed 
could effectively communicate these messages to young 
children. This included role modelling of the parent and/or 
caregiver, and through direct responses and reactions to a 
child's pain. These strategies are aligned with social learn-
ing theory, which posits that real- life experiences of chil-
dren can directly and indirectly shape their learning, and 
subsequently their behaviours (Grusec & Davidov, 2010; 
O'Connor et al.,  2013). Other strategies included having 
‘a discussion “in the moment [of the everyday pain expe-
rience]” [which is] led by a trusted adult’ (P16, paediat-
ric trauma psychologist); a ‘discussion after the painful 

[experience]’ (P1, paediatric pain researcher)— which is 
consistent with recent research that supports adult– child 
reminiscing about a pain experience to improve future 
outcomes (Pavlova et al., 2021); use resources that employ 
‘visualisation (e.g. pictures, story books, short- animated 
video)’ (P2, paediatric pain psychologist) to reinforce mes-
saging, yet ‘[avoid] poor messaging with unrealistic [por-
trayals] of pain (cartoons, etc)’ (P8, paediatric MD). The 
latter is consistent with recent evidence that found chil-
dren's popular media to portray an unhelpful, unrealistic, 
gender- stereotyped depiction of pain (Mueri et al., 2021). 
Experts raised that it was critical for these messages to be 
communicated to parents and caregivers, highlighting the 
importance of the role that they play in communicating 
pain messaging to young children.

Experts believed that the messages and strategies 
to communicate messages needed to be tailored to the 
child's developmental and cognitive level, rather than age. 
They agreed that general principles should be maintained 
across the ages of 2– 7, yet ‘levels of abstraction would dif-
fer’ (P6, developmental psychologist) and communication 
strategies should differ. Simple communication, adaptive 
modelling and more non- verbal language were recom-
mended for younger children, and greater explanations, 
more detailed messages and depth of communication 
should increase as the child develops.

There was consensus amongst experts that messages 
and communication ‘[should not differ] between gender 
but differ between individual children’ (P22, early child-
hood educator). They agreed that it ‘is only societal and 
gender [stereotypes] that make it seem like they need dif-
ferent responses’ (P9, early childhood educator). Indeed, 
Mueri et al. (2021) found that pain- related gender stereo-
types were prevalent in young children's popular media, 
where boy characters experienced more pain instances 
than girl characters, yet observers were more responsive 
to girls when they experienced pain. Thus, strong expert 
recommendations to maintain gender- neutral messag-
ing clearly contradict broader social influences, which 
points to the challenge and importance of pursuing such 
recommendations.

This study has several strengths and limitations. The 
nature of Delphi surveys means that our findings are the 
opinions of a limited number of experts. Furthermore, 
derivation of themes may be biased by the analysis. To 
counter these limitations, we sought a diverse range of 
relevant experts, we set a priori sample size, response 
rates and consensus levels consistent with the literature 
recommendations (Okoli & Pawlowski,  2004), and our 
Round 1 analysis was reviewed by two researchers with 
separate expertise. Overall, we achieved a high response 
rate (between 89 and 100%) and participant attrition. We 
also lodged our protocol prior to data collection, a practice 
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now recommended to promote transparency in reporting 
and reproducibility (Lee et al., 2018). Importantly, further 
empirical research is needed before recommendations 
and guidance can be definitively made.

We sought broad expert opinion on the key messages 
and communication strategies that parents/caregivers 
could consider when communicating with young chil-
dren about ‘everyday’ pain. Expert consensus on the key 
messages was aligned with a modern conceptualization 
of pain, and strategies to communicate these messages 
involved strong parent/caregiver guidance. Other themes 
that emerged included fostering emotional development 
and empowering children to be active participants in 
recovery.
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