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Commentary

Knowledge translation in psychological interventions for
pediatric pain: Bridging the gap between research and practice
Nancy F. Bandstra
It is now firmly understood that a child’s
response to pain is not simply a direct result of the
level of tissue damage, but rather a combination of
both physical and psychological variables.
Establishing the multiple dimensions of the pain
experience has served as an important first step in
advancing the role of pediatric psychology in pain
management (Kazdin & Kendall, 1998). Subsequent
research has built upon this foundation and
produced an array of psychological strategies to
help children cope with their pain. Many cognitivebehavioral strategies have been deemed effective in
managing both acute procedural pain (e.g.
distraction, hypnosis, and guided imagery; Uman et
al., 2006) and chronic or recurrent pain (e.g. multicomponent
cognitive-behavioral
treatment
packages; Dahlquist & Switkin, 2003).
Despite advances in the development of
psychological interventions for pediatric pain
management, research continues to suggest that
evidence-based techniques remain relatively unused
in clinical practice, and that children’s pain
continues to be undertreated. While part of the
problem is the continued use of specific flawed
approaches (e.g. reassurance; McMurtry et al.,
2006), the majority of research findings indicate
that some children are simply not provided adequate
management of their pain (Cummings et al., 1996;
Ellis et al., 2002) and that many pediatric hospitals
continue to use outdated or unsupported pain
intervention programs (e.g. O’Byrne et al., 1997).

The objective of this commentary is to identify
some of the barriers in successfully translating
psychological interventions from research to
clinical practice, as well as to offer suggestions for
bridging this gap. While psychological interventions
may vary depending upon the type of pain (e.g.
acute, chronic, injury-related, disease-related,
postoperative), the purpose of the current
commentary is to discuss the lack of knowledge
translation for pediatric pain management in
general, rather than knowledge translation issues
related to specific strategies.
The knowledge to action process
Awareness of the research-practice gap,
coupled with the growing focus on providing
evidence-based and cost-effective healthcare, has
oriented considerable attention to the importance of
knowledge translation (i.e. the process of
disseminating research findings into clinical
applications). While many attempts have been made
to transfer knowledge regarding psychological pain
management to relevant health professionals,
research on these types of training opportunities
suggests that changing clinical practice requires
more attention than simply sharing knowledge (for
a review, see MacLaren & Cohen, 2005). In fact,
obstacles to effective psychological pain
management may not be solely a result of clinical
struggles, but rather grounded at both ends of the
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research process itself – from knowledge creation to
knowledge application.
In their Knowledge to Action (KTA) process
model (see Figure 1), Graham and colleagues (2006)
provide a conceptual framework illustrating the
development and integration of two key concepts:
knowledge creation (i.e. research) and knowledge
application (i.e. action). Using the KTA model as a
framework, problems and difficulties in the process
can be identified and subsequently solved.
Knowledge creation. Within the KTA
framework, knowledge creation is depicted as a
funnel whereby knowledge is repeatedly refined and
synthesized, ultimately leading to knowledge tools
and/or products. The first stage, knowledge inquiry,
refers to the continually growing knowledge base in,
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for example, pediatric pain. In the KTA model,
knowledge inquiries are further refined through
synthesized packages (e.g. systematic reviews).
Finally, the funnel of knowledge creation ends with
a concrete tool or product (e.g. practice guidelines)
designed for use by key stakeholders of that
knowledge (e.g. clinicians, policy makers).
While the focus in knowledge translation is
naturally on dissemination, additional attention
should be paid to the knowledge creation phase of
the KTA process model. One important issue to
address at this stage is the development of
methodologically sound research that also considers
the clinical setting (Kazdin & Kendall, 1998).
Foundational studies of pediatric pain may not
necessarily translate into clinically relevant results.

Figure 1. Knowledge to action process. From Graham et al. (2006, p. 19). Reproduced with permission of the
author and publisher.
33

Pediatric Pain Letter, December 2007, Vol. 9 No. 3

www.pediatric-pain.ca/ppl

targeted population. The KTA process model, on
the other hand, focuses on action (not translation)
and aims to include feedback and suggestions from
all necessary stakeholders at every step in the
process. For pediatric pain, the relative simplicity of
many psychological interventions (e.g. distraction)
has facilitated the incorporation of multiple
stakeholders in delivering appropriate pain
management. In fact, many encouraging attempts
have already been made to train health professionals
(Lasch et al., 2000), paramedical professionals
(Solomon et al., 1998) and parents (Manimala et al.,
2000) to use these strategies to reduce and manage
pediatric pain. However, additional efforts need to
be focused on increasing the long-term success of
these translation efforts (MacLaren & Cohen, 2005).
Increased training in and exposure to psychological
pediatric pain interventions provide not only the
opportunity to increase knowledge about
psychological pain management, but also to
increase health professionals’ motivation to change
their own clinical practices (Craig et al., 1996).
Involving hospital administration further serves to
support these endeavors. Moreover, with the everincreasing acceptance of psychological pain
management strategies, the environment of
healthcare is now optimal for incorporating multiple
disciplines to manage pediatric pain. In the costconscious world of healthcare, the possible
reduction of cost when incorporating nonpharmacological approaches (e.g. Cohen et al., 1999)
and the ability to further reduce costs by
incorporating multiple health professions in a
medical setting (Powers, 1999) becomes
increasingly important.

While this type of intervention research is still
extremely important to developing work in pediatric
psychology (Blount, 1987), the emphasis needs to
shift towards creating clinically meaningful
interventions. Additionally, original investigations
often do not consider the pragmatic factors
associated
with
the
implementation
of
psychologically-based interventions in the real
world. Factors worthy of consideration in this type
of research include the intervention’s utility, the
time required for training and implementation, as
well as health professionals’ satisfaction with and
preference among various available strategies
(Blount et al., 1999). Finally, additional efforts need
to focus not only on advocating for the use of
psychological interventions, but also on creating
interventions attractive to those in charge of making
and implementing health care policies. As health
care and insurance systems continue to attend to and
support more invasive pain management strategies
(Craig et al., 1996), psychological researchers need
to be more prepared to advocate for their own noninvasive approaches. In the end, factors such as the
cost-effectiveness
of
many
psychological
interventions may be of the utmost importance as
constraints on the healthcare budget increase
(Drotar, 1997).
Knowledge application. The knowledge
application portion of the model is depicted as a
cycle highlighting the recurring nature of
knowledge translation. The starting point of the
process is identifying a target problem and
reviewing existing literature for the solution. Once
identified, the knowledge is modified and refined to
reflect the needs and constraints of the context in
which it will be implemented. Next, barriers to
knowledge use are explicitly identified, followed by
selecting and tailoring the chosen intervention.
Upon implementation, the final stages include
monitoring the use of the translated knowledge,
evaluating targeted outcomes (e.g. pain intensity)
and finally, implementing strategies to sustain
knowledge use over time.
While knowledge translation is the term most
commonly used (Graham et al., 2006), it is often
critiqued for suggesting a unidirectional process in
which knowledge is simply translated to the

Broader issues
While beyond the scope of the current commentary, factors beyond the KTA model are also
important to consider in improving knowledge
translation efforts. Researchers are not typically
trained in the art of policymaking; thus, increased
exposure to this important aspect of knowledge
translation should be included in the training of
future researchers. Additionally, funding bodies,
and even research ethics boards, have begun and
will continue to press for researchers to explicitly
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state the populations for which their results are intended. Considering this issue in the design phase of
research may help to ensure the resulting knowledge is successfully translated to the target population. These broader issues will require additional
focus and clarity over time, as knowledge translation efforts come to the center of attention.
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efforts (e.g. the Canadian Institutes of Health Research [CIHR] funded Team in Children’s Pain,
www.childrenspainstudy.ca). It is only through the
development of clinically relevant interventions,
continued advocacy and policy reform, effective
dissemination, and incorporation of multiple health
professions that children will be given the greatest
access to the pain management strategies the field
of pediatric psychology has spent so many years
carefully developing.

Conclusion
Psychological interventions, though established
as effective in managing pediatric pain, have not
been successfully translated into everyday clinical
practice. The problem of effective dissemination, as
well as the lack of clinically meaningful research,
creates a large gap between the care that could be
given and the care that is being received by pediatric patients experiencing pain. While organizations
such as the American Pain Society are attempting to
provide large-scale, macro-level solutions to this
problem (Ness et al., 2007), additional efforts at the
level of the individual researcher are needed to supplement this work. As highlighted in the KTA process model, projects aimed at knowledge translation
should continue to work towards developing better
methods to create and translate effective interventions. In fact, though not exclusively focused on
psychological interventions, many projects are currently underway using theory-driven translation
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