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Abstract
Although psychological treatments benefit youth with chronic pain, treatment is not accessible in most communities. Digital health
interventions offer promise for expanding access and reach to this population. Using a stepped-wedge cluster randomized trial
design, we evaluated effectiveness and implementation of a digital health delivered psychological intervention for pediatric chronic
pain. One hundred forty-three youth, aged 10 to 17 years, with chronic pain and a caregiver were recruited from 8 clinics in the
United States. Active intervention included access to the Web-based Management of Adolescent Pain (WebMAP) Mobile app and
the WebMAP parent web site to learn pain self-management skills. Effectiveness outcomes included pain intensity, disability, and
patient global impression of change, while Reach, Adoption, Implementation, and Maintenance were implementation outcomes.
Results showed that youth in both treatment conditions (WebMAP vs Usual Care) had similar changes over time in pain and
disability. Youth in the WebMAP condition perceived greater improvement (patient global impression of change) at post-treatment
and follow-up (d’s5 0.54 and 0.44, P, 0.05) compared with youth receiving usual care. Use of the digital health intervention was
modest and variable; approximately 30% of youth and parents completed treatment. Greater engagement (number of completed
modules) was associatedwith significantly greater reductions in pain and disability frompre-treatment to follow-up (d’s520.57 and
20.38, P , 0.05). Parents, youth, and providers found treatment acceptable; providers had positive attitudes and demonstrated
referrals over a maintenance period. Further research is needed to understand how to enhance treatment engagement with digital
health interventions and optimize implementation.

Keywords: Chronic pain, Pediatric, Psychological treatment, Digital health, Stepped-wedge cluster randomized controlled trial,
Implementation

1. Introduction

In the United States alone, 2 to 5 million children experience
chronic pain21,26 and are at risk of impairments in physical and
psychosocial functioning. A robust evidence base demonstrates
that psychological treatments have small to moderate effects for

reducing pain and disability in children with chronic pain.15

Because children with chronic pain are at risk of continued
pain,23,41 worse educational, vocational, and social outcomes in
adulthood,31 effective intervention during childhood is a key
priority to address the overall societal burden of chronic pain.
Despite the promise of psychological interventions for chronic
pain management, few children have access to them39 because
of numerous barriers including geographic distance4,7 and long
wait-lists.35

Digital health interventions targeting behavior change (ie, psycho-
logical interventions delivered through the Internet and smartphone
applications) have the unique potential to bridge this critical gap in
servicedelivery. According to a recent PewResearchCenter Internet
Survey, 95% of teens in the United States own a smartphone and
use the Internet daily.37 Digital health interventions for pediatric
chronic pain are emerging.13 Our own Internet-delivered program,
Web-based Management of Adolescent Pain (WebMAP),33 has
shown excellent patient engagement and small to moderate
treatment effects for improving pain-related outcomes in a large-
scale randomized controlled trial (RCT).33

Although positioned to overcome major barriers to access,
effectiveness of digital health interventions for pediatric chronic
pain in real-world settings—outside the tightly controlled setting
of a randomized clinical trial design—has not been widely
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studied.15 Furthermore, factors that may hinder or facilitate real-
world implementation of digital health interventions in this
population are understudied.3,30 Systematic reviews have shown
that end users do not typically have access to tools developed
during research studies; for example, only 13 of 53 tools were
found to be publicly available in a review of eHealth tools for
pediatric pain management,19 reducing their real-world impact.
Hybrid effectiveness-implementation clinical trials have the
potential to address these gaps.28 To the best of our knowledge,
there have not been any previous clinical trials of psychological
interventions for youth with chronic pain that have evaluated both
treatment effectiveness and implementation in real-world clinical
settings.

Building on our previous work with WebMAP,32,33 the goals of
this hybrid effectiveness-implementation clinical trial are to (1)
evaluate the real-world usage and effectiveness of WebMAP for
youth with chronic pain and (2) assess implementation of
WebMAP in pediatric specialty care and pain clinic settings
across the United States. Using a stepped-wedge cluster
randomized trial (SW-CRT) design, we hypothesized that youth
receiving the WebMAP program would show greater improve-
ments in pain-related disability, pain intensity, and patient-
reported global impression of change compared with youth
receiving usual care. We hypothesized that youth and parents
would use the intervention in real-world clinical settings, and that
higher engagement in the WebMAP program would be associ-
ated with greater treatment benefit. Finally, we expected to find
that WebMAP would have adequate reach, adoption, implemen-
tation, and maintenance (assessed by the Reach, Effectiveness,
Adoption, Implementation, and Maintenance [RE-AIM]
framework).

2. Methods

2.1. Participants and setting

The sample included 143 children and adolescents aged 10 to 17
years with chronic pain and a participating caregiver. The trial is
registered (Clinicaltrials.gov Identifier NCT03332563), and the
protocol is published,34 which provides full details on the study
design. Participants were recruited from 8 clinics (5 pain clinics
and 3 specialty gastroenterology clinics) at 5 children’s hospitals
across the United States: Seattle Children’s Hospital (gastroen-
terology clinic and pain clinic), Children’s Mercy Medical Center
(abdominal pain clinic and pain clinic), C.S. Mott Children’s
Hospital (pain clinic), Nationwide Children’s Hospital (pain clinic),
and Connecticut Children’s Medical Center (gastroenterology
clinic and pain clinic). This study was approved by the institutional
review board at the primary site (Seattle Children’s Research
Institute), and approvals were obtained from collaborating study
sites to refer patients to the study.

2.2. Participant inclusion criteria

To study effectiveness in real-world clinic settings, inclusion criteria
for participants were purposefully broad to enhance external validity.
All youth were new patients receiving evaluation at 1 of the 8
participating clinics andwere (a) aged 10 to 17 years, (b) had chronic
pain defined as pain present for at least 3 months, and (c) had
access to a smartphone (iOS or Android) and/or web-enabled
device (eg, laptop, computer, or iPad). Exclusion criteria were (a)
non-English speaking, (b) presently in a psychiatric crisis (eg, recent
inpatient psychiatric admission and suicide attempt), and (c) unable
to read at the fifth grade level.

2.3. Recruitment

Providers at referring centers gave potential participants a flyer
about the study and asked whether they would be willing to be
contacted by phone by study staff to undergo additional
screening. Providers then transferred referral information through
a secure study web site or email. Potential participants could also
contact study staff directly by calling a toll-free number provided
on the study flyer. Study staff not involved in clinic randomization/
treatment allocation screened potential participants through
phone and, if eligible, obtained verbal parent consent and child
assent for study participation. Recruitment took place from
November 2017 until November 2018; final follow-up data
collection was completed in June 2019.

2.4. Trial design

To evaluate intervention effectiveness, we used an SW-CRT design
where clinic served as the unit of randomization.18 Given the goals of
this hybrid effectiveness-implementation trial, an SW-CRT design
provided several advantages over alternatives such as a parallel-
groupRCT, including (1) enhanced external validity, and (2) the ability
to simultaneously test intervention effectiveness and collect
implementation data.8 This design included unidirectional and
random sequential crossover of the clinics from control (“nonexpo-
sure”) phase to intervention (“exposure”) phase until all clinics were
exposed (November 2017-November 2018). There was an initial
control period during which none of the clinics were exposed to the
intervention and all participants who were referred to the study
received usual care alone at their respective clinic. Subsequently,
clinics were randomized to 1 of 4 waves (occurring at 2, 4, 6, and 8
months after study commencement) to cross from the control/
nonexposure phase to the intervention/exposure phase, with 2
clinics switching at each wave.

This was an open cohort study in which patients were recruited
throughout the study duration, but patients were not allowed to
switch exposure status. Patients referred during their clinic’s
exposure phase received the active intervention, which included
access to the WebMAP Mobile app for teens and WebMAP parent
web site to learn pain self-management skills, in addition to receiving
usual care at their referring clinic. Participants referred during their
clinic’s nonexposure phase received usual care at their referring
clinic and were not given access to theWebMAP interventions even
after the clinic switched to active intervention phase. Thus, all youth
in the study received usual care, which was not altered by study
participation. All the clinics provided interdisciplinary care and youth
received at minimum an initial evaluation visit with treatment
recommendations, which could include referrals for other services
(psychology, physical therapy, and acupuncture) and clinic follow-
ups as needed. Recruitment into the trial ended as planned per our
trial protocol in November 2018.

2.4.1. Maintenance period

From November 2018 to August 2019, all clinics had access to the
treatment and could refer patients who had not enrolled in the study
to the active intervention (the WebMAP Mobile app). During this 8-
month period, we collected 2 outcomes: a provider survey and the
number of referrals made by providers to the WebMAP Mobile app.
We created clinic-specific login codes, so that we could track the
number of users fromeachclinic. At the endof the trial, theWebMAP
Mobile app was then made freely available to the public (in English-
speaking countries) through the iPhone and Android app stores in
September 2019.
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2.5. Randomization

A biostatistician not involved in any other study procedures
generated the randomization schedule of the clinics assigned to
cross from the usual care control/nonexposure period to the
active/exposure period at each of the 4 waves. The randomiza-
tion schedule was stored in an encrypted document that was only
accessible to study staff responsible for intervention procedures;
this document was not accessible to study staff involved in
recruitment or outcomes assessment. Participants were in-
formed of their assignment to usual care or active intervention
after completing the pre-treatment assessment. Because we
used a usual care/nonexposure period, blinding of participants to
their intervention group assignment was not possible.

2.6. Participant flow

Figure 1 shows our CONSORT diagram depicting flow of
participants through each phase of the study. A total of 249
referrals were received from the 8 clinics. Of those families who
were referred to participate, 33 declined because of lack of time
or interest and 30 were unable to be reached. This left 186
participants who were contacted and assessed for eligibility by
study staff, of which an additional 43 participants were excluded
(n 5 23 declined, n 5 15 did not complete pre-treatment
assessments or were unable to be reached after screening, and
n 5 5 did not meet inclusion criteria). Thus, the final sample
consisted of 143 patients and a participating caregiver.

Seventy parent–youth dyads were allocated to the Usual Care
only condition because these patients entered the study during
the “nonexposure” phase at their referring clinic; the remaining 73
parent–youth dyads were allocated to the WebMAP intervention
condition (1Usual Care) because their referring clinic had
crossed over to the “exposure” phase at the time of study entry.
Post-treatment assessments were available for 92.3% (N5 132)
of the youth sample (86.3% WebMAP and 98.6% Usual Care);
and 3-month follow-up was available for 91.6% (N 5 131) of the
sample (86.3%WebMAP and 97.1% Usual Care) (Figure 1). The
full samplewas included (N5 73WebMAP; N5 70Usual Care) in
intention-to-treat analyses.

2.7. Procedures

2.7.1. Outcome assessments

Study assessments were completed by youth and parents online
through Research Electronic Data Capture,17 a secure web-
based data collection platform, at baseline before treatment
allocation (T1), after completion of the 8-week intervention
(immediately after treatment) (T2), and at 3-month follow-up
(T3). As part of their assessments, youth completed online diaries
through Research Electronic Data Capture for 7 days at each
assessment period. Study staff contacted youth about comple-
tion of assessments only; both the app and web program include
automated reminders to log in and complete intervention tasks.
We provided gift card incentives after completion of each of the 3
study assessments.

2.7.2. Implementation strategy

The implementation method targeted provider referrals to the
app. Several implementation strategies were used, including (1)
preparing the intervention programs for wide-scale dissemina-
tion, (2) identifying site champions, (3) establishing site commu-
nication, and (4) engaging individual providers. The original,

Internet-based version of the WebMAP program delivers
treatment to youth and their parents through separate web
sites.32,33 To facilitate large-scale dissemination of the interven-
tion, we developed a smartphone application for youth called
WebMAP Mobile. Youth randomized to the treatment arm
received access to WebMAPMobile, while their parents received
access to the WebMAP parent web site to learn pain self-
management skills. One champion was identified at each site
who served as the point person for training providers on the study
procedures and how to refer individual patients. A PowerPoint
presentation about the study was shared with each champion,
and access to the WebMAP programs was provided to each site
with test accounts. Instructions on how to complete and return
patient referrals (ie, through email or a secure online referral web
site) were sent regularly to each site. Site communication
included contact with individual providers by study staff
throughout the trial by sending a thank you email each time they
made a referral and by sending monthly email newsletters. The
newsletters included updates about study progress including
recruitment and enrollment. As a site engagement strategy, we
also conducted periodic referral contests (eg, number of referrals
in a month) and provided clinics with small tokens of appreciation
(eg, popcorn).

2.7.3. Treatment conditions

2.7.3.1. Usual care control condition (nonexposure phase)

As part of their routine care, all enrolled participants received an
initial evaluation for chronic pain at their referring specialty or pain
clinic and subsequently received recommendations for treatment
(eg, physical therapy, psychology, andmedicationmanagement).
For this clinical trial, we did not alter usual care as recommended
by each participant’s referring clinic. Youth and parents who
entered the study during their referring clinic’s usual care/
nonexposure phase continued with usual care and did not
receive access to the WebMAP intervention.

2.7.3.2. WebMAP intervention condition (exposure phase)

In addition to usual care, youth who entered the study during their
referring clinic’s active intervention/exposure phase received
access to themobile app version of the program, calledWebMAP
Mobile, available on Android and iOS operating systems. Their
parents also received access to the web-based version of the
WebMAP parent program (evaluated and described in Ref. 33).
For this trial, we chose to deliver treatment to youth through a
mobile app version of the program rather than a web site to
facilitate dissemination of the program to youth in real-world
settings. The design and treatment content of both the mobile
andweb-based versions ofWebMAP follow cognitive-behavioral,
social learning, and family systems frameworks.

2.7.3.2.1. Youth intervention: WebMAP Mobile

TheWebMAPMobile app was adapted from the web site version of
WebMAP, which we have previously described in the published
protocol for this trial and contains screenshots of the app.34

WebMAP Mobile is an interactive, self-guided smartphone applica-
tion that includes 4 functional components: (1) treatment modules
(places/lessons), (2) skills library (audio clips, videos of peers, and
infographics for skills practice), (3) daily check-in (record and track
pain, sleep, activity, and mood), and (4) skills tracker (record and
track skills practice, eg, relaxation). Badge and reward systemswere
included to encourage engagement and skills practice.
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Youth visit different “places” (such as the desert, an island
paradise, or the northern lights) to learn skills for managing
chronic pain. These “places” correspondedwith 6 core treatment
modules and 2 supplementary modules. Core modules included
(1) pain education, (2) stress, emotions, and thoughts, (3)
relaxation and imagery, (4) lifestyle (including sleep) and school
interventions, (5) staying active, and (6) maintenance and relapse
prevention. This is a tailored treatment, such that youth can
receive 2 supplementary modules for problems with low mood
and insomnia. Specifically, when setting up their initial profile
within the app, youth completed the Patient Health Question-
naire-21 to screen for depressive symptoms; youth scoring 3 or

higher were provided the supplementary module to address
negative mood. Youth also completed 2 items from the
Adolescent Sleep Wake Scale11 to screen for (1) difficulties with
falling asleep and (2) staying asleep, with endorsement of “quite
often” or greater for either symptom triggering release of a
supplementary module targeting insomnia symptoms. To facili-
tate engagement and skills acquisition, youth review their
knowledge at the end of each module with brief quizzes and
complete an assignment corresponding with the skills taught in
each module (eg, relaxation practice). Upon completion of
assignments, youth receive a badge and receive access to the
subsequent module.

Figure 1. Consort diagram of participant flow. The primary analysis was intention to treat (ITT) and included all subjects.
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Content is metered according to a time schedule, requiring youth
to spend 5 days on skills practice before an assignment can be
completed. This was intended to space out treatment delivery and
provide opportunity for skills acquisition. Components of the
program can be used daily (eg, check in, skills practice). Total
treatment duration is approximately 15 to 20minutes per week over
6 to 8 weeks depending on the number of supplementary modules
assigned. The app generated daily reminder notifications to
encourage users to log in and complete intervention tasks. Study
staff did not contact participants to encourage individual adherence
to the treatment.

2.7.3.2.2. Parent intervention: WebMAP Internet Program

During the intervention phase, parents received access to the
WebMAP Internet-based parent program, which was previously
developed and evaluated by our team.33 The 8 parent modules
include (1) education about chronic pain, (2) recognizing stress and
negative emotions, (3) operant strategies I (using attention andpraise
to increasepositive coping), (4) operant strategies II (using rewards to
increase positive coping; strategies to support school goals), (5)
modeling, (6) sleep hygiene and lifestyle, (7) communication, and (8)
maintenance and relapse prevention. Similar to the app, the
WebMAP parent web site includes weekly behavioral assignments
to facilitate skills practice, as well as vignettes, videos, illustrations,
and reinforcing knowledge quizzes.

Parents were asked to complete 1 module per week (15-20
minutes each in duration) over the 8-week intervention period.
Parents received automated weekly reminder notifications
through email to use the program. Study staff did not use any
strategies to encourage individual compliance with the treatment.

2.7.4. Measures

2.7.4.1. Pre-treatment participant characteristics

Parents reported on the youth’s age, sex, and race, annual
household income, and parent education status. Parents also
reported on whether the youth had a chronic disease (eg, arthritis
and sickle cell disease) and listed current prescription medications
for pain. Youth reported on their pain location, duration of their pain
condition (in months), and their pain frequency over the past 3
months. Youth completed the PROMIS Pediatric Emotional Distress
scales22 to assessdepressionandanxiety symptomsover thepast 7
days. The 8-item scale of anxiety symptoms and 8-item scale of
depressive symptoms are scored on a 4-point scale (15 never and
5 5 almost always). A score of 50 represents the mean of the US
general population with a standard deviation of 10 points. T scores
above 60 indicate elevated anxiety and depressive symptoms.

2.7.4.2. Effectiveness measures

For this primary report, we report on 3 clinical effectiveness
outcomes: pain-related disability (primary outcome), pain intensity,
and global impression of change. There were several other
secondary youth and parent outcomes (eg, depression, anxiety,
and insomnia) collected in the trial. Because of the complexity of the
design and the aim to also evaluate implementation outcomes, we
limit the effectiveness outcomes presented. However, we may
present these in subsequent secondary data analysis reports.

2.7.4.2.1. Pain-related disability

Our primary effectiveness outcome measure was pain-related
disability, assessed using the Child Activity Limitations Interview-9
(CALI-9 diary version), a prospective measure that evaluates

perceived difficulty completing typical daily activities because of
pain.20 Youth rated the difficulty of 9 daily activities (eg, walking 1 or
2 blocks, doing schoolwork, and doing things with friends) on a 5-
point scale (05 “no difficulty” and 45 “extremedifficulty”) once per
day over 7 days. Consistent with established scoring proce-
dures,20 daily ratings for the 9 activity items were linearly
transformed into a 0 to 100 scale (0 5 0, 1 5 25, 2 5 50, 3 5
75, and 45 100) and then averaged to create daily disability scores
(0-100). We used mean daily disability scores across the 7-day
period in analyses, with higher scores indicating greater pain-
related disability.

2.7.4.2.2. Pain intensity

Youth also reported on daily pain intensity through the 7-day daily
diary at each assessment period using an 11-point numerical
rating scale (05 “no pain” and 105 “worst pain possible”).40 We
used mean pain intensity ratings across the 7-day diary period in
analyses.

2.7.4.2.3. Patient global impression of change

At immediate post-treatment and 3-month follow-up, youth
completed a patient global impression of change (PGIC)12

consisting of the following, single-item, “Since the start of the
study my overall status is…” with 7 response options ranging
from 1 5 “no change (or condition has gotten worse)” to 7 5 “a
great deal better, and a considerable improvement that hasmade
all the difference.”

2.7.4.2.4. Adverse events

Study staff tracked participant spontaneous reports of un-
anticipated problems and adverse events at the post-treatment
and follow-up assessments.

2.7.4.2.5. Treatment engagement

Exposure to (engagement with) the WebMAP interventions was
computed using data automatically recorded by the app and web
program: (1) number of youth who downloaded the app onto their
phone, (2) number of parents who logged in to the web program,
and (3) number of completed treatment modules by youth and
parent dyads.

2.7.4.3. Implementation measures

Our implementation outcomes were guided by the RE-AIM public
health impact framework.9 The goal of RE-AIM is to help guide
programplanners, evaluators, funding agencies, and researchers
to develop and assess interventions considering external validity
and sustainable adoption and implementation to ultimately
disseminate effective, generalizable, evidence-based
interventions.

2.7.4.3.1. Reach

Reach was measured by (1) tracking the percentage of patients

giving consent to participate in the study out of the eligible

patients referred (to determine reach of this study) and (2)

treatment acceptability rated on the Treatment Evaluation

Inventory (TEI),24 by children and parents who were randomized

to receive the WebMAP program (to determine potential future

reach of the intervention). The TEI is a treatment acceptability

measure; scores above 27 indicate that patients perceive the

treatment to be at least “moderately acceptable.24 For our

analyses, we computed the percentage of participants with TEI

scores above 27.
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2.7.4.3.2. Adoption

Adoption was computed as the number of clinics that referred
patients to the study vs the number of clinics that agreed to
participate in the study.

2.7.4.3.3. Implementation

We assessed implementation by evaluating provider attitudes
about the intervention using a 6-item survey (eg, “I think my
patients would benefit from this app”) with response options that
ranged from “strongly disagree” to “strongly agree.” We also
compared our original budgeted costs vs actual costs incurred to
develop the WebMAP Mobile app and make it freely available to
the public.

2.7.4.3.4. Maintenance

Maintenance was computed as (1) the percentage of clinics
agreeing to continue referring patients to the intervention (ie,
agreeing to continue to use the app in clinic) and (2) the
percentage of clinics actually providing referrals of their patients
to the app during the maintenance period, which was tracked by
unique clinic-specific log in codes.

2.7.4.4. Sample size and power analysis

Sample size estimates were based on linear mixed effects (LME)
models and adjusted for the clustering of patients within clinics,
using the intraclass correlation coefficient (ICC) derived from the
study team’s previous multisite investigation,33 ICC 5 0.02 for
this estimate. The effect size estimate was derived from the pain-
related disability outcome in our previous multisite RCT of
WebMAP (d 5 0.25).33 Minimal attrition was expected in the
study sample based on previous clinical trials of digital health
interventions conducted by our research group that have
consistently achieved follow-up completion rates .90% at 6-
month follow-up with similar populations.32,33 With 8 clinic sites
referring on average 16 patients per clinic into the study, using an
ICC of 0.02, and assuming a 2-tailed alpha of 0.05, a total sample
size of N5 128 subjects provides 80% power to detect an effect
size of 0.25 on the primary outcome of pain-related disability in
mixed linear models for examining differential changes between
the 2 treatment conditions.

2.7.4.5. Data analysis plan

We performed intention-to-treat analysis of all participants
according to the exposure status of the clinic from which a
participant was referred. All data analyses were conducted using
IBM SPSS (Version 25 for Windows). We calculated engagement
and implementation outcomes using frequencies and descriptive
statistics. We summarized demographic characteristics using
descriptive statistics, including frequencies for categorical
variables and mean and SD for continuous variables. Our main
analysis was based on LME regression models, which allowed us
to use all available data from participants. A participant may have
missing outcomes values at 1 or more time points, but as long as
the participant had at least 1 outcome value at any of the
assessment time points, the data were retained and used in the
analysis, which can ameliorate selection bias due to drop out.
Overall, missing data were minimal on the primary and secondary
outcomes, ranging from 0.7% to 1.4% at baseline, 11.2% to
16.1% at post-treatment, and 9.1% to 20.3% at 3-month
follow-up.

To test effectiveness of the intervention, we applied LME
regression models to examine the effect of the WebMAP

intervention vs usual care only on pain-related disability and pain
intensity. These models included a binary intervention group
indicator (ie, whether their clinic was in the usual care control/
nonexposure phase or active treatment/exposure phase at the
time the participant enrolled in the study; 0 5 control; 1 5 active
treatment), a 3-level time indicator representing the outcome
assessment time point (baseline, immediate post-treatment, and
3-month follow-up), a 4-level period indicator representing wave
at study entry (wave 1, wave 2, wave 3, and wave 4), and the
interaction term between intervention group3 time indicator. Our
primary parameter of interest was the intervention group 3 time
indicator interaction term, which evaluated whether change in the
outcome over time differed between the 2 treatment groups. We
report the beta coefficient, P-value, and effect size for each
interaction term. Significance tests were based on restricted
maximum likelihood estimates and Kenward–Roger degree-of-
freedom approximation.25 Because patient-reported global
impression of change was measured at only 2 time points
(immediate post-treatment and 3-month follow-up), we con-
ducted 1-way analyses of covariance controlling for wave at study
entry to determine group differences on this outcome at each
time point. We calculated effect sizes (Cohen’s d) to elucidate the
magnitude of treatment effects. By convention, d 5 0.20, d 5
0.50, and d5 0.80 are interpreted as small, moderate, and large
effects, respectively.5

Because engagement in the WebMAP program was expected
to be variable in this effectiveness trial, we also examined the
effects of treatment engagement on treatment response from
pre-treatment to 3-month follow-up for families assigned to the
WebMAP condition (n5 73). For these analyses, we applied LME
regressionmodels comprising treatment engagement (number of
modules completed by parent–youth dyads), time (baseline,
post-treatment, and 3-month follow-up), and slopes of improve-
ment (treatment engagement 3 time). To display significant
engagement3 time interaction effects graphically, we calculated
parameter estimates at high (11 SD above the mean) and low
(21 SD below the mean) values of treatment engagement.2 This
technique uses all the data in the LME model to calculate model
predicted parameters for different levels of engagement, allowing
for an understanding of the trajectory of disability and pain
intensity among individuals with high and low engagement.

3. Results

3.1. Participants

Participants were 143 youth aged 10 to 17 years (M5 14.5; SD5
1.9) and their parents. Participants were primarily female and
Anglo-American (Table 1). About half (53%) reported a house-
hold annual income above $70,000.Most parents had completed
a college degree. Youth were referred from pain clinics (78.3%) or
gastroenterology clinics (21.7%) and had chronic pain that
occurred daily (73.2%), that was moderate to severe in intensity
(M 5 5.9, SD 5 1.8), and that had been present on average 4
years before study enrollment (M 5 47.8 months; SD 5 42.4).
Pain-related disability was moderate (M 5 37.5, SD 5 22.0). A
subset of youth (14.3%) had a comorbid chronic disease such as
arthritis, chronic pancreatitis, or sickle cell disease. Medication
use was common with 25.9% of youth using 3 or more
prescription medications for pain; very few youth (n 5 6, 4.2%)
were prescribed opioid medication. A subset of youth had
elevated anxiety (36%) and depression (35%) symptoms on the
PROMIS Emotional Distress scales. Independent t tests and x2

tests indicated that the 2 treatment groups were equivalent
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across demographic and clinical characteristics at baseline (p’s
. 0.05; Table 1).

3.2. Engagement with the WebMAP intervention

Of the 73 youth assigned to the WebMAP group, 68 youth (93%)

downloaded the WebMAP Mobile app and 54 youth (74%)

completed at least 1module of the intervention. Of the 73 parents

assigned to the WebMAP group, 60 parents (82%) logged in to

the web program and completed at least 1 module. Youth

completed an average of 3.1 modules (SD 5 2.8; range 5 0-8),

and 27% of youth completed the entire intervention program.

Similarly, parents completed an average of 4.2 modules (SD 5
3.1; range 0-8), and 27% of parents completed all of the

intervention. Across parent–teen dyads, an average of 7.3

modules (SD 5 5.3, range 5 0-16) were completed; 27% of

dyads completed the full treatment, while 12%did not access any
of the intervention.

3.3. Effectiveness

Mean and SD for pain-related disability and pain intensity at pre-
treatment, immediate post-treatment, and 3-month follow-up are
presented in Table 2. We found that pain-related disability and pain
intensity improvedover time in both treatment conditions.Wedid not
detect a statistically significant effect of the treatment group
(WebMAP vs Usual Care) on change over time in pain-related
disability from baseline to post-treatment (b 5 20.56, P 5 0.87,
95%CI [27.11 to6.00], d520.08) orbaseline to3-month follow-up
(b5 0.96, P5 0.78, 95%CI [25.75 to 7.66], d5 0.03). The pattern
of results was similar for pain intensity, where we also did not find a
statistically significant effect of the treatment group on change over
time from baseline to post-treatment (b 5 0.31, P 5 0.26, 95%

Table 1

Baseline characteristics of the sample, overall and by arm.

Total sample (N 5 143) Treatment (N 5 73) Control (N 5 70)

Demographic characteristics

Child age (M/SD, y) 14.5 (1.9) 14.4 (2.0) 14.6 (1.8)

Child sex (%/n, female) 81.8 (117) 84.3 (58) 79.5 (59)

Child race (%/n)

White 79.3 (111) 80.3 (57) 78.3 (54)

Hispanic 10 (14) 8.5 (6) 11.6 (8)

Black or African American 2.1 (3) 2.8 (2) 1.4 (1)

Asian 2.1 (3) 2.8 (2) 1.4 (1)

American Indian/Alaska Native 0.7 (1) 1.4 (1) 0 (0)

Multiracial 5.7 (8) 4.2 (3) 7.2 (5)

Annual household income (%/n, $)

,10,000 2.1 (3) 0 (0) 4.3 (3)

10,000-29,999 11.9 (17) 12.3 (9) 11.4 (8)

30,000-49,999 14.1 (20) 16.4 (12) 11.4 (8)

50,000-69,999 19.0 (27) 19.2 (14) 18.6 (13)

.70,000 52.8 (75) 52.1 (38) 52.9 (37)

Parent education (%/n)

High school or less 9.9 (14) 11.1 (8) 8.7 (6)

Vocational school/some college 21.3 (30) 22.2 (16) 20.3 (14)

College 44.7 (63) 45.8 (33) 43.5 (30)

Graduate/professional school 24.1 (34) 20.8 (15) 27.5 (19)

Clinical characteristics

Referral site (%/n)

Pain clinic 78.3 (112) 82.2 (60) 74.3 (52)

Specialty clinic 21.7 (31) 17.8 (13) 25.7 (18)

Chronic disease (%/n, yes) 14.3 (20) 11.3 (8) 17.4 (12)

Anxiety symptoms (%/n, yes) 35.7 (51) 35.6 (26) 35.7 (25)

Depression symptoms (%/n, yes) 35.0 (50) 38.4 (28) 28.6 (20)

Pain duration (M/SD, mo) 47.8 (42.4) 48.2 (46.8) 47.3 (37.8)

Pain frequency (%/n)

1x per week or less 5.6 (8) 8.2 (6) 2.9 (2)

2-6x per week 21.1 (30) 24.7 (18) 17.4 (12)

Daily 73.2 (104) 67.1 (49) 79.7 (55)

Pain location (%/n)

Headache 53.1 (76) 53.4 (39) 52.9 (37)

Abdominal pain 52.4 (75) 54.8 (40) 50.0 (35)

Musculoskeletal pain 81.1 (116) 83.6 (61) 78.6 (55)

Multisite pain 77.6 (111) 80.8 (59) 74.3 (52)

Prescription medications

# of medications (M/SD, range 0-5) 1.6 (1.4) 1.4 (1.3) 1.7 (1.5)

31 medications (%/n) 25.9 (36) 19.7 (14) 32.4 (22)

Opioid medication (%/n) 4.2 (6) 1.4 (1) 7.1 (5)

For pain location, total percentage is greater than 100% because participants were able to endorse more than 1 pain location. Multisite pain was coded as 1 5 yes, 0 5 no if teen endorsed more than 1 pain location.

Depression and anxiety were coded as 1 5 yes, 0 5 no if teen’s T score was above 60 on the PROMIS scale. Missing data: parent education (n 5 2), household income (n 5 1), and child race (n 5 3).
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CI [20.23 to 0.85], d 5 0.11) or baseline to follow-up (b 5 20.24,
P5 0.38, 95% CI [20.79 to 0.30], d 520.14).

On the PGIC, we found a statistically significant moderate-
sized intervention effect at immediate post-treatment and 3-
month follow-up (F(1, 122) 5 8.60, P 5 0.004, d 5 0.54; F(1,
127) 5 6.32, P 5 0.01, d 5 0.44, respectively). At immediate
post-treatment, greater improvement in overall status due to
treatment was reported by youth in the WebMAP group (M 5
3.9, SD 5 1.8, 95% CI 5 3.43-4.38) compared with youth in
the Usual Care group (M 5 2.9, SD 5 1.8, 95% CI 5 2.5-3.4).
Youth in the WebMAP group continued to report greater
treatment benefit at 3-month follow-up (M 5 4.2, SD 5 1.7,
95% CI 5 3.8-4.7) compared with the Usual Care group (M 5
3.4, SD 5 2.0, 95% CI 5 3.0-3.9).

Consistent with our hypothesis, greater treatment engage-
ment (total number of modules completed by parent–youth
dyads) was associated with greater improvement on our
primary outcome of pain-related disability from pre-treatment
to 3-month follow-up (b 5 21.27, SE 5 0.53, P 5 0.02). In
Figure 2, we graphically display the estimated marginal means
of pain-related disability 3 treatment engagement from
baseline to 3-month follow-up. Relative to families with lower
engagement (M2 1 SD), those with higher engagement (M1 1
SD), demonstrated significantly greater decreases in pain-
related disability (higher engagement: b 5 28.39, SE 5 3.50,
P5 0.02, d520.38; lower engagement: b5 4.94, SE5 4.20,
P 5 0.24, d 5 0.27), and this was a small effect size. Greater
treatment engagement was also associated with greater
improvement on our secondary outcome of pain intensity at
3-month follow-up (b 5 20.10, SE 5 0.04, P 5 0.02).
Specifically, families with higher treatment engagement (M1 1
SD) had significantly greater reduction in pain intensity than
families with lower engagement (M 2 1 SD) (higher engage-
ment: b 5 20.94, SE 5 0.28, P , 0.01, d 5 20.57; lower
engagement: b 5 0.10, SE 5 0.33, P 5 0.77, d 5 0.05), and
this was a moderate effect size.

3.3.1. Adverse events

Participants did not report any treatment-related adverse events
at post-treatment or follow-up.

3.4. Implementation outcomes using RE-AIM

Implementation results from our trial using the RE-AIM framework
are summarized in Table 3.

3.4.1. Reach

We received 181 referrals and 143 parent–teen dyads consented to
participate in the trial (79% referral/enrollment rate, which is

consistent with our previous multisite trial of WebMAP19). Our final
sample size of 143 youth and their parents was 19% above our
original planned enrollment goal of 120. Consistentwith our previous
trials of WebMAP,32,33 we found 85.7% of youth and 88.5% of
parents rated the WebMAP program as moderately to highly
acceptable on the TEI, suggesting that the existing program has
reasonable potential for future reach.

3.4.2. Adoption

We invited 8 clinics to participate in this study. All 8 clinics agreed
to participate, and all the clinics referred patients to the trial. The
range of referrals per clinic was 6 to 80, and the range of enrolled
participants per clinic was 4 to 44.

3.4.3. Implementation

Twenty-seven of 58 providers (47%) completed the online
provider survey about their experience with the WebMAP
program. Approximately 100% of providers responded to the
following 3 items with “agree” or “strongly agree”: “I believe pain
management apps like WebMAP are a helpful tool to provide
cognitive and behavioral skills for my patients,” “I believe my
patients would benefit from using WebMAP, and “It improves the
quality of care for patients.” For the remaining 3 items, 93% of
providers responded with “agree” or “strongly agree” and 7%
responded with “neutral”: “It helps our clinic better use
resources”, “It fills an important need in my clinic”, and “I will
encourage my patients to use WebMAP Mobile after the study is
over.”

We also examined the actual costs to develop WebMAP
Mobile and make it freely available to the public vs our original
budgeted costs. We found that the actual costs exceeded the
original budget by 7%; this overage was due to unanticipated
costs incurred to perform the public release of the app.

3.4.4. Maintenance

After we closed enrollment into the trial, all the participating clinics
(8/8) agreed to continue referring theWebMapMobile app to their
patients. Over the subsequent 8-month maintenance period, we
found that 87.5% of the participating clinics (7/8) referred the
WebMAP Mobile app to their patients (range 0-26 patients
referred/clinic). Fifty-six new patients downloaded the app during
the maintenance period.

4. Discussion

Building on our previous work delivering Internet-based pain self-
management to youth with chronic pain,32,33 we conducted a
hybrid effectiveness-implementation trial to facilitate large-scale

Table 2

Unadjusted descriptive statistics for effectiveness outcomes by the treatment group.

WebMAP program (n 5 73), M (SD) Usual care control (n 5 70), M (SD) Between-group difference
over time

Baseline Post-
treatment

3-month follow-up Baseline Post-
treatment

3-month follow-up Post-
treatment

3-month
follow-up

P d P d

Pain-related disability 35.7 (20.1) 34.9 (25.4) 34.1 (21.8) 39.3 (24.0) 37.8 (25.7) 35.1 (27.7) 0.87 20.08 0.78 0.03

Pain intensity 5.6 (1.9) 5.8 (1.9) 5.3 (1.9) 6.4 (1.7) 6.1 (2.1) 6.2 (1.8) 0.26 0.11 0.38 20.14

Global impression of change — 3.9 (1.8) 4.2 (1.7) — 2.9 (1.8) 3.4 (2.0) ,0.01 0.54 0.01 0.44
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dissemination of the WebMAP intervention program. In our first
phase of work, we devised an implementation approach to target
provider referrals to the intervention and converted our web-
based intervention into a smartphone application for youth
(WebMAP Mobile) to allow it to be more readily disseminated.
We trained providers and clinics in making study referrals and
implemented procedures to increase provider and clinic engage-
ment. In the second phase of work, we conducted a hybrid
effectiveness-implementation trial using a stepped-wedge de-
sign to evaluate implementation and effectiveness outcomes and
intervention use in real-world clinic settings, without tightly
controlled study monitoring to influence patient compliance. In
the third phase of work, we released the app to the clinics to use
with their patients in a maintenance period, followed by a public
release of the app.

Our first aim was to evaluate the real-world usage and clinical
effectiveness of WebMAP Mobile for youth with chronic pain. Our
findings demonstrated that the intervention could be delivered in
real-world clinic settings through provider referral in interdisciplinary
pain clinics and pediatric specialty clinics. Intervention usage by
individual patients and families was variable; most youth down-
loaded and tried the WebMAP Mobile app and parents logged into
the WebMAP parent web site, but only about 30% of parents and
youth completed the treatment program. Across the treatment and
usual care conditions, pain and disability decreased at a similar rate
at post-treatment and follow-up. However, youth in the WebMAP
treatment group indicated greater improvements on the PGIC
comparedwith the control group,with small tomoderate effect sizes
at post-treatment and follow-up. Thus clinical effectiveness at the
group level was only weakly demonstrated. However, within the
treatment group, higher levels of intervention use/engagement were
associated with significantly reduced pain and disability, and these
were small to moderate effects, indicating that use of the treatment
program was associated with clinical benefit.

We used the PGIC in our trial, which, although widely used in
adult clinical care and clinical trials, has had very limited use in
pediatric chronic pain clinical trials, despite identification of global

impression of change as a key outcome domain.29 For example,
in a recent systematic review of design characteristics of trials of
chronic and recurrent pain conditions in children and adoles-
cents,6 none of the 52 included studies reported on global
impression of change as an outcome. Future studies are needed
to understand the relationship between PGIC and other pain
outcomes in pediatric patients with chronic pain and to un-
derstand how to integrate the patient’s perception of treatment
effectiveness.

Clinical effectiveness of digital health interventions is interwoven
with user engagement since these are often self-administered
interventions, which rely on patient motivation to be exposed to
treatment and to then make behavioral changes.38 In our previous
tightly controlled RCTs of the WebMAP program, we achieved high
levels of engagement with treatment completion around 75% and
parent–teen dyads completing 14 of 16 treatment modules on
average”; we also demonstrated efficacy on pain-related disability
and multiple secondary outcomes.33 By contrast, in this effective-
ness study where we broadened the inclusion criteria and did not
use staff to influence participant adherence to treatment, engage-
ment with the WebMAP program was modest: Parent–teen dyads
completed 7.3 of 16 treatment modules on average and about 30%
completed treatment. Indeed, systematic reviews have demon-
strated relatively low engagement in digital mental health interven-
tions in teens, with most studies reporting completion of less than
half of intervention components and high rates of study attrition.16

The issue of engagement has received a great deal of attention and
includes concerns about whether engagement with the digital
intervention is too limited to support behavior change and whether
there are demographic or clinical characteristics that can be used to
prospectively identify individuals at risk of lower engagement with
digital health technologies (eg, mental health comorbidity, computer
literacy, social/physical environment, etc.).36 More research is
needed to define “effective engagement” for theWebMAP program,
to develop and test strategies that may enhance engagement, as
well as to understand whether the modality (app vs web site) plays
any role in treatment effectiveness. Our findings demonstrated a
relationship between engagement with treatment and clinical benefit
(ie, reductions in pain and disability) supporting the obvious idea that
exposure to treatment is needed and that a few periods of
engagement may not be sufficient to produce effects that are
greater than usual care.

Our second aim was to assess implementation of WebMAP in
pediatric specialty care and pain clinic settings through provider
referral. We evaluated our implementation approach using the RE-
AIM framework9 because it provides a broad perspective to
understand potential public health impact of an intervention. Our
findings demonstrated high levels of treatment acceptability as
perceivedbyparents, youth, andproviders;moreover, providers had
positive attitudes about the helpfulness of a digital health intervention
focused on pain self-management and intentions to use the
intervention with their patients. During our maintenance period, we
demonstrated that 7 of 8 clinics did uptake the intervention with their
patients. Our overall costs were mostly on-target with a slight
expenditure over budget to ready the WebMAP Mobile app for
public release.

To the best of our knowledge, this is the first study using a hybrid
effectiveness-implementation design to evaluate a pain manage-
ment intervention and offers several advantages over a traditional
RCT design. Several general concerns have been raised about the
parallel-group RCT design including initial sample selection bias and
unclear representativeness of samples.27 Moreover, specific to the
psychological treatment literature in chronic pain, significant
concerns have been raised regarding the abundance of trials using

Figure 2. Higher dyadic treatment engagement is associated with greater
reduction in pain-related disability compared to lower treatment engagement.
Note. Treatment engagement was defined as the total number of modules
completed by youth and their parents (range5 0-14 across the dyad). Figure 2
displays estimated marginal means of pain-related disability from baseline to
3-month follow-up when (A) dyadic engagement was higher (mean 1 1 SD),
and (B) dyadic engagement was lower (mean 2 1 SD).

December 2020·Volume 161·Number 12 www.painjournalonline.com 2771

www.painjournalonline.com


small sample sizes with confirmatory designs and exclusion of
patients with common medical and psychological comorbid-
ities.10,14 Our trial used broad inclusion criteria, resulting in a more
heterogeneous, representative group of youth with medical and
mental health comorbidities. Furthermore, there is a lack of studies
that have examined organizational/system barriers and facilitators to
implementing efficacious psychological interventions for pain
management in pediatric settings. Hybrid effectiveness-
implementation designs address the limitations inherent in tightly
controlled, parallel-group RCTs by promoting external validity and
increasing efficiency through a single trial that tests both intervention
effectiveness and effectiveness of implementation strategies.8

We chose to use a stepped-wedge design, which offered
several advantages over a more traditional parallel-group
design. Because we already had evidence in support of our
WebMAP intervention, we could offer a known effective
treatment to clinics. Moreover, all clinics could end the
recruitment period in an exposure phase to allow for studying
maintenance after the close of enrollment. Most typically,

stepped-wedge designs are used with routinely collected data
(ie, through the electronic medical record) and eliminate the
need for individual participant recruitment. However, because
we wanted to use best practice for outcomes assessment, we
included patient-reported outcome measures and an individ-
ual participant recruitment method.

There are several limitations of the study that should be
considered in interpreting the findings. Although our sample reflects
the general composition of youth presenting to pain and specialty
clinics for chronic pain, it still represents a predominantly white and
female population. Our design was limited to short-term follow-up at
3 months, which may not have been enough time to understand
continued use of the WebMAP program, as well as maintenance of
treatment effects. The amount or type of care received by the
participants at their referring clinics is unknown. However, given that
all the participants received usual care, irrespective of the study
group, and that participants in both groups were referred by all the 8
clinics, significant differences between groups in care are unlikely.
Certain implementation outcomes were difficult to evaluate within

Table 3

Summary of results using the RE-AIM framework.

RE-AIM domain Operational definition Result

Reach Proportion and representativeness of individuals

willing to receive the intervention.

Treatment acceptability by teens and parents.

Sample characteristics were similar to other trials of

youth with chronic pain. Enrollment goal was

exceeded.

Majority of families (86% youth; 89% parents) rated

the WebMAP program as moderately to highly

acceptable.

Effectiveness Short- and long-term effects of the WebMAP

program compared with Usual Care on pain-related

disability (primary outcome), pain intensity, and

patient global impression of change (secondary

outcomes).

Within the WebMAP group, examination of the

effect of treatment engagement (parent–youth

module completion) on treatment benefit

(improvement in pain-related disability and pain

intensity).

No statistically significant treatment group effect

identified on pain-related disability or pain intensity

at post-treatment or 3-month follow-up.

Youth in the WebMAP group reported greater

improvement in their overall status at post-

treatment and follow-up compared with youth in the

Usual Care group

In the WebMAP group, youth in families with higher

treatment engagement achieved greater reductions

in pain-related disability and pain intensity at follow-

up.

No adverse events were reported.

Adoption Percentage of clinics agreeing to participate in the

study.

Percentage of participating clinics referring patients

to the study.

100% of invited clinics agreed to participate and

made referrals during the trial period (range of

referrals per clinic: 6-80)

Implementation Percentage of providers reporting a positive

experience with the intervention.

Budgeted vs actual costs to develop and release

WebMAP Mobile.

Most providers reported a positive experience with

the intervention.

Actual costs exceeded the original budget by 7%.

Maintenance Percentage of clinics that agreed to continue

referring patients to WebMAP Mobile.

Percentage of clinics who referred patients to

WebMAP Mobile and the number of patients who

downloaded WebMAP Mobile during the 8-month

maintenance period.

All clinics (8/8) agreed to continue to refer patients

to the WebMAP Mobile app.

During the maintenance period, most clinics (7/8)

referred patients to the app and 56 new patients

downloaded the app.
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our study design. For example, we attempted to collect information
on clinic patient volumes to understand the potential reach of the
intervention, but these data were not interpretable across the clinics
because of differences inwho they serve (pain vs specialty clinic) and
availability of data on patient characteristics (age and chronic pain
diagnosis).

Because our objective was to disseminate our intervention
to the public at the end of the study, we developed plans during
the trial to facilitate a public release. Previous reviews have
shown that very few evidence-based digital health tools
become publicly available for pain management after research
studies are concluded.19 We achieved our aim of publicly
releasing the app, WebMAP Mobile, which is available for
Android and iPhone in English to the following countries:
United States, Australia, Canada, Ireland, Israel, New Zealand,
South Africa, Spain, and the United Kingdom.

Data from this trial provide critical information for future
development of strategies to disseminate evidence-based
digital health interventions in clinical settings serving youth with
chronic pain. Future work is needed to enhance user
engagement and to further develop and test implementation
strategies including targeting direct to consumer uptake as well
as provider referral for disseminating digital health interventions
for pain management.

Conflict of interest statement

The authors have no conflicts of interest to declare.

Acknowledgments

This research was supported by the American Pain Society and
Pfizer Independent Grants for Learning and Change (Grant ID #:
27971161, PI: T.M.P.). Dr E. Law was supported by NIH/NINDS
grant number K23NS089966 (PI: E.L.). The study sponsor and
funders had no role in study design; collection, management,
analysis, and interpretation of data; writing of the report; and the
decision to submit the report for publication. 2Morrow.inc was
responsible for software development. The authors thank the
children and parents who participated in this study, and the
providers from Seattle Children’s Hospital (gastroenterology
clinic, pain clinic), Children’s Mercy Medical Center (abdominal
pain clinic, pain clinic), C.S. Mott Children’s Hospital (pain
clinic), Nationwide Children’s Hospital (pain clinic), and Con-
necticut Children’s Medical Center (gastroenterology clinic,
pain clinic) who participated, and Kristen Daniels for her help
preparing the databases.

Supplemental video content

A video abstract associatedwith this article can be found at http://
links.lww.com/PAIN/B103.

Article history:
Received 21 February 2020
Received in revised form 9 June 2020
Accepted 18 June 2020
Available online 10 July 2020

References

[1] Arroll B, Goodyear-Smith F, Crengle S, Gunn J, Kerse N, Fishman T,
Falloon K, Hatcher S. Validation of PHQ-2 and PHQ-9 to screen for major
depression in the primary care population. Ann FamMed 2010;8:348–53.

[2] Bauer DJ, Curran PJ. Probing interactions in fixed and multilevel
regression: inferential and graphical techniques. Multivariate Behav Res
2005;40:373–400.

[3] Chambers CT. From evidence to influence: dissemination and
implementation of scientific knowledge for improved pain research and
management. PAIN 2018;159(suppl 1):S56–64.

[4] Choiniere M, Dion D, Peng P, Banner R, Barton PM, Boulanger A, Clark
AJ, Gordon AS, Guerriere DN, Guertin MC, Intrater HM, Lefort SM, Lynch
ME,Moulin DE, Ong-LamM, RacineM, Rashiq S, Shir Y, Taenzer P,Ware
M. TheCanadian STOP-PAIN project—part 1: who are the patients on the
waitlists of multidisciplinary pain treatment facilities? Can J Anaesth 2010;
57:539–48.

[5] Cohen J. A power primer. Psychol Bull 1992;112:155–9.
[6] Connolly MR, Chaudari JY, Yang X,Ward N, Kitt RA, HerrmannRS, Krane

EJ, LeBel AA, Smith SM, Walco GA, Weisman SJ, Turk DC, Dworkin RH,
Gewandter JS. Design and reporting characteristics of clinical trials of
select chronic and recurrent pediatric pain conditions: an analgesic,
anesthetic, and addiction clinical trial translations, innovations,
opportunities, and networks systematic review. J Pain 2019;20:394–404.

[7] Cucchiaro G, Schwartz J, Hutchason A, Ornelas B. Chronic pain in
children: a look at the referral process to a pediatric pain clinic. Int J
Pediatr 2017;2017:8769402.

[8] Curran GM, Bauer M, Mittman B, Pyne JM, Stetler C. Effectiveness-
implementation hybrid designs: combining elements of clinical
effectiveness and implementation research to enhance public health
impact. Med Care 2012;50:217–26.

[9] Dzewaltowski DA, Glasgow RE, Klesges LM, Estabrooks PA, Brock E.
RE-AIM: evidence-based standards and a Web resource to improve
translation of research into practice. Ann Behav Med 2004;28:75–80.

[10] Eccleston C, Williams AC, Morley S. Psychological therapies for the
management of chronic pain (excluding headache) in adults. Cochrane
Database Syst Rev 2009:CD007407.

[11] Essner B, Noel M, Myrvik M, Palermo T. Examination of the factor
structure of the Adolescent Sleep-Wake Scale (ASWS). Behav SleepMed
2015;13:296–307.

[12] Farrar JT, Young JP Jr, LaMoreaux L, Werth JL, Poole RM. Clinical
importance of changes in chronic pain intensity measured on an 11-point
numerical pain rating scale. PAIN 2001;94:149–58.

[13] Fisher E, Law E, Palermo TM, Eccleston C. Psychological therapies
(remotely delivered) for the management of chronic and recurrent pain in
children and adolescents. Cochrane Database Syst Rev 2015;3:
CD011118.

[14] Fisher E, Law E, Dudeney J, Palermo TM, Stewart G, Eccleston C.
Psychological therapies for the management of chronic and recurrent
pain in children and adolescents. Cochrane Database Syst Rev 2018;9:
CD003968.

[15] Fisher E, Law E, Dudeney J, Eccleston C, Palermo TM. Psychological
therapies (remotely delivered) for the management of chronic and
recurrent pain in children and adolescents. Cochrane Database Syst
Rev 2019;4:CD011118.

[16] Garrido S, Millington C, Cheers D, Boydell K, Schubert E, Meade T,
Nguyen QV. What works and what doesn’t work? A systematic review of
digital mental health interventions for depression and anxiety in young
people. Front Psychiatry 2019;10:759.

[17] Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research
electronic data capture (REDCap)—a metadata-driven methodology and
workflow process for providing translational research informatics
support. J Biomed Inform 2009;42:377–81.

[18] Hemming K, Taljaard M, McKenzie JE, Hooper R, Copas A, Thompson
JA, Dixon-Woods M, Aldcroft A, Doussau A, Grayling M, Kristunas C,
Goldstein CE, Campbell MK, Girling A, Eldridge S, Campbell MJ, Lilford
RJ, Weijer C, Forbes AB, Grimshaw JM. Reporting of stepped wedge
cluster randomised trials: extension of the CONSORT 2010 statement
with explanation and elaboration. BMJ 2018;363:k1614.

[19] Higgins KS, Tutelman PR, Chambers CT, Witteman HO, Barwick M,
Corkum P, Grant D, Stinson JN, Lalloo C, Robins S, Orji R, Jordan I.
Availability of researcher-led eHealth tools for pain assessment and
management: barriers, facilitators, costs, and design. Pain Rep 2018;
3(suppl 1):e686.

[20] Holley AL, Zhou C, Wilson AC, Hainsworth K, Palermo TM. The CALI-9: a
brief measure for assessing activity limitations in children and adolescents
with chronic pain. PAIN 2018;159:48–56.

[21] Huguet A, Miro J. The severity of chronic pediatric pain: an
epidemiological study. J Pain 2008;9:226–36.

[22] Irwin DE, Stucky B, Langer MM, Thissen D, Dewitt EM, Lai JS, Varni JW,
Yeatts K, DeWalt DA. An item response analysis of the pediatric PROMIS
anxiety and depressive symptoms scales. Qual Life Res 2010;19:
595–607.

December 2020·Volume 161·Number 12 www.painjournalonline.com 2773

http://links.lww.com/PAIN/B103
http://links.lww.com/PAIN/B103
www.painjournalonline.com


[23] Kashikar-Zuck S, Cunningham N, Peugh J, Black WR, Nelson S, Lynch-
Jordan AM, Pfeiffer M, Tran ST, Ting TV, Arnold LM, Carle A, Noll J,
Powers SW, Lovell DJ. Long-term outcomes of adolescents with juvenile-
onset fibromyalgia into adulthood and impact of depressive symptoms on
functioning over time. PAIN 2019;160:433.

[24] Kelley ML, Heffer RW, Gresham FM, Elliott SN. Development of a
modified treatment evaluation inventory. J Psychopathol Behav Assess
1989;11:235–47.

[25] Kenward MG, Roger JH. Small sample inference for fixed effects from
restricted maximum likelihood. Biometrics 1997;53:983–97.

[26] King S, Chambers CT, Huguet A, MacNevin RC, McGrath PJ, Parker L,
MacDonald AJ. The epidemiology of chronic pain in children and
adolescents revisited: a systematic review. PAIN 2011;152:2729–38.

[27] Krauss A. Why all randomised controlled trials produce biased results.
Ann Med 2018;50:312–22.

[28] Landes SJ, McBain SA, Curran GM. An introduction to effectiveness-
implementation hybrid designs. Psychiatry Res 2019;280:112513.

[29] McGrath PJ, Walco GA, Turk DC, Dworkin RH, Brown MT, Davidson K,
Eccleston C, Finley GA, Goldschneider K, Haverkos L, Hertz SH,
Ljungman G, Palermo T, Rappaport BA, Rhodes T, Schechter N, Scott
J, Sethna N, SvenssonOK, Stinson J, von Baeyer CL,Walker L,Weisman
S, White RE, Zajicek A, Zeltzer L. Core outcome domains and measures
for pediatric acute and chronic/recurrent pain clinical trials: PedIMMPACT
recommendations. J Pain 2008;9:771–83.

[30] McGuire BE, Henderson EM, McGrath PJ. Translating e-pain research
into patient care. PAIN 2017;158:190–3.

[31] Murray CB, Groenewald CB, de la Vega R, Palermo TM. Long-term
impact of adolescent chronic pain on young adult educational,
vocational, and social outcomes. PAIN 2020;158:190–3.

[32] Palermo TM, Wilson AC, Peters M, Lewandowski A, Somhegyi H.
Randomized controlled trial of an Internet-delivered family cognitive-
behavioral therapy intervention for children and adolescents with chronic
pain. PAIN 2009;146:205–13.

[33] Palermo TM, Law EF, Fales J, Bromberg MH, Jessen-Fiddick T, Tai G.

Internet-delivered cognitive-behavioral treatment for adolescents with

chronic pain and their parents: a randomized controlled multicenter trial.

PAIN 2016;157:174–85.
[34] Palermo TM, de la Vega R, Dudeney J, Murray C, Law E. Mobile health

intervention for self-management of adolescent chronic pain (WebMAP

mobile): protocol for a hybrid effectiveness-implementation cluster

randomized controlled trial. Contemp Clin Trials 2018;74:55–60.
[35] Palermo TM, SlackM, ZhouC, AaronR, Fisher E, Rodriguez S.Waiting for

a pediatric chronic pain clinic evaluation: a prospective study

characterizing waiting times and symptom trajectories. J Pain 2019;20:

339–47.
[36] Perski O, Blandford A, West R, Michie S. Conceptualising engagement

with digital behaviour change interventions: a systematic review using

principles from critical interpretive synthesis. Transl Behav Med 2017;7:

254–67.
[37] Pew Research Center. Teens, social media, and technology, 2018.

Washington, DC: Pew Research Center, 2018.
[38] Ritterband LM, Thorndike FP, Cox DJ, Kovatchev BP, Gonder-Frederick

LA. A behavior change model for internet interventions. Ann Behav Med

2009;38:18–27.
[39] Toliver-Sokol M, Murray CB, Wilson AC, Lewandowski A, Palermo TM.

Patterns and predictors of health service utilization in adolescents with

pain: comparison between a community and a clinical pain sample. J Pain

2011;12:747–55.
[40] von Baeyer CL. Numerical rating scale for self-report of pain intensity in

children and adolescents: recent progress and further questions. Eur J

Pain 2009;13:1005–7.
[41] Walker LS, Dengler-Crish CM, Rippel S, Bruehl S. Functional abdominal

pain in childhood and adolescence increases risk for chronic pain in

adulthood. PAIN 2010;150:568–72.

2774 T.M. Palermo et al.·161 (2020) 2763–2774 PAIN®


