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Video-Distraction System to Reduce 
Anxiety and Pain in Children Subjected to 

Venipuncture in Pediatric Emergencies

Abstract 
We researched the efficacy of distraction with videos in reducing anxiety and 
pain in children subjected to venipuncture in pediatric emergency. Secondary 
objectives were to analyze the associations between anticipatory anxiety, real 
anxiety, perceived pain level and previous history of venipuncture, and between 
children’s and parents’ anxiety. We also investigated risk factors for moderate/
severe pain. 

This was a prospective, randomized, controlled study in children from 3 to 11 
attended to in the emergency department of one hospital. Recruited patients in 3 
subgroups of age (3-5, 6-8 and 9-11) were randomized in one of two groups, video-
distraction or non-video-distraction (control). We used scales to assess anxiety 
and pain.

A total of 140 children were enrolled, 70 per group. Levels of anticipatory and real 
anxiety (p<0.001) and also pain level (p<0.001) were lower in the video-distraction 
group. There were differences in anticipatory anxiety and previous venipuncture 
history (p=0.001), but not in pain level and previous venipuncture. There were no 
gender-based differences in anxiety or pain level. We found age-based differences 
in pain level, this being higher in children 3-5 years old (p=0.007). There was strong 
positive correlation between anticipatory and real anxiety (rho=0.6) and between 
anticipatory anxiety and perceived pain (rho=0.5). Moreover, the higher the real 
anxiety, the higher the perceived pain (rho=0.8). There was a poor correlation 
(rho=0.22) between parents’ stress and children’s anticipatory anxiety.
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Introduction
One of the most common painful procedures in Pediatrics, 
including in Emergency, is venipuncture. The WHO and several 
Pediatric Societies advocate improving the approach to pain and 
anxiety in children in a medical environment [1]. In the last fifty 
years many studies have been carried out on the prevention 
and treatment of anxiety and pain in medical procedures in 
children. In pediatric emergencies punctures for blood analysis 
are the primary cause of pain, followed by angiocatheterisms 
[2-4]. Venipuncture is one of the most feared, distressing and 
painful invasive procedures in Pediatrics [5]. Owing to a natural 
fear of needles, almost all children feel anxiety before and during 
venipuncture, and also pain [6]. Traumatic experiences connected 
with venipuncture can produce extreme anxiety. Treatment and 

prevention of pain and anxiety in children are important for their 
immediate well-being and future development [7,8], including 
harmful effects on the immune and neurological system, behavior 
and mental health [9]. Painful experiences in early childhood, 
their frequency and recall can maintain the negative effects 
[10-12]. Unfortunately, the management of pain and anxiety 
in children in health centers is not always good, so this subject 
needs more research and knowledge [13]. 

The visual distraction would reduce suffering and, at the same 
time, allow venipuncture to be performed in an emergency. 
The distraction diverts the stressful stimulus, and centering the 
patient on a pleasant stimulus [6,14-18]. We compared anxiety 
and pain in two groups of children: an intervention group with 
visual distraction, and a control group (without visual distraction).
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Methods
This was a prospective, randomized and controlled study of 
patients from 3 to 11 years old inclusive, who used the emergency 
department of a single Level I hospital in Madrid and needed 
venipuncture, either for blood analysis or to pass a catheter into a 
peripheral vein. The recruiting period was from July to December 
2011 inclusive, on three fixed days per week. 

The study was considered to involve a low risk for the patient, and 
it obtained the pertinent authorization of the Ethical Committee 
of Clinical Research (Area 1 of Madrid), considering that the study 
followed the legally-established requirements, and complied 
with the GCP standards (CPMP/IHC/135/95). Informed consent 
was obtained from the patient’s parents or guardians.

The inclusion criteria were children from 3 to 11 who required 
venipuncture. Children with psychomotor retardation, chronic 
pathologies, any consciousness disorder, or who were classified 
as Priority 1 or Priority 2 (in a system of 5 levels of triage), or 
whose parents or guardians did not sign the informed consent, 
were excluded.

Recruited children were assigned by randomization to one of two 
groups of study: the study group was composed of children to 
whom the technique of video-distraction was applied, and the 
control group consisted of children to whom this technique was 
not applied.

The video-distraction technique consisted of showing short 
videos of the cartoons most frequently watched by Spanish 
children (using a portable DVD, LG®). The videos were chosen by 
each child (they were Doraemon®, Bob esponja® or Shreck®). 

Venipuncture was performed in the same way in both groups, 
with four steps: 

•	 Preparation of the necessary material for the venipuncture.

•	 Application of the tourniquet, looking for the appropriate 
vein and disinfection of the zone selected for puncture.

•	 Vein puncture (for extraction of blood or for 
catheterization). 

•	 In the case of vein extraction, pressing the punctured area 
and sticking on a plaster; and in the case of catherization, 
fixing of the catheter.

Video-distraction was used from the first step of venipuncture, 
that is, preparation of the material. Children with inclusion criteria 
were chosen consecutively and assigned by randomization to 
one of the two groups, and considering three subgroups of age 
3-5, 6-8 and 9-11 years old following randomed numbers from 
1 to 140, generated by Research Randomizer (http://www.
randomizer.org/form.htm).

Variables of the study taken for each patient were: sex, race/ethnic 
group, age, history of venipuncture (Yes or No; asking parents/
guardian if the child has had a venipuncture in the last 2 months 
before being recruited for this study), technique of venipuncture 
(venipuncture for blood extraction or for catheterization), level of 
difficulty of the venipuncture (subjective assessment of the nurse 
who applied the technique), number of venipunctures up to 
success, experience of the nurse who performed the venipuncture 
(more or less than 6 months), level of anticipatory anxiety (from 

the moment the child knew he/she was going to be punctured to 
the moment the needle or angiocatheter touched the skin, that is, 
the anxiety which the child felt 1-5 minutes before the puncture), 
level of real anxiety (from the moment the needle touched the 
skin to the moment when it was extracted), level of anxiety of 
the parents/guardians (assessed from the moment parents were 
informed about the necessity of venipuncture up to the moment 
the nurse started the technique). The presence of parents/
guardians was not allowed in the study group, because it was 
considered that their presence could be a non-pharmacological 
method to reduce anxiety in children, and it could be a bias). The 
level of pain was recorded (the child was asked about the level 
of pain that he/she felt during the puncture), and also the child’s 
heart pulse (in beats per minute (bpm)).

The following methods were used to evaluate variables:

Level of child anxiety-Groninger Distress Scale [19]: This is a 
validated scale with five levels, from level 1, in which the patient 
has no anxiety or stress, to level 5, in which the child has extreme 
anxiety.

Level of anxiety of companions (parents/guardians)-we devised 
an observational assessment consisting of three steps: 

•	 Basal state of anxiety

•	 Collaboration with the health staff 

•	 Behavior with the child (whether they try to calm the 
child). 

This scale was considered at four levels: 

•	 Level 1, companion who looks calm, is co-operative with 
the staff, and tries to calm the child

•	 Level 2, companion who appears anxious, but tries to calm 
the child

•	 Level 3, companion who appears anxious and does not 
calm the child

•	 Level 4, companion who appears very anxious, is not very 
or not at all co-operative with the staff, and does not calm 
the child.

Level of pain: To measure the pain perceived by the child during 
the venipuncture, we used validated and adapted scales for each 
age group. All children could say how much pain they felt. In 
children 3 to 7 years old the Wong-Baker scale (Copyright 1983, 
Wong-Baker FACES ™ Foundation, www.WongBakerFACES.org. 
Used with permission) was used: it is a visual analog scale with 
drawings of faces expressing different degrees of pain; there are 
6 faces, and each face has a score (0, 2, 4, 6, 8 and 10; where 0 
is no pain, 2 is mild pain, 4 and 6 are moderate pain, and 8 and 
10 are severe pain). In children older than 7 we used the verbally 
administered numerical rating scale [20] (numerical scale with 
regular intervals of one unit from 1 to 10, 0 being no pain and 10 
the maximum pain possible). 

Level of venipuncture difficulty: To assess the difficulty we 
devised a graduated numerical scale from 1 to 5 (1 for very easy, 2 
for easy, 3 for normal, 4 for difficult, and 5 for very difficult to carry 
out). The nurse assessed the level of difficulty after venipuncture. 
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The mean age of the all patients included in the study was 6.82 
years old, 76 males (58.5%) and 54 females (41.5%). The mean age 
was 4.03 (SD=0.75) in the subgroup 3-5 years old, 7.0 (SD=0.75) 
in the 6-8 subgroup and 9.85 (SD=0.85) in the 9-11 subgroup. 
A total of 23 (16.4%) children had had venipuncture in the two 
previous months.

There were no differences in anticipatory anxiety depending 
on the sex (p=0.61). Children 3-5 years old had more significant 
anxiety than the other two age subgroups (p=0.006). Children 
with history of venipuncture in the last two months had more 
significant anxiety (p<0.001). 

There were significant differences in the level of pain depending 
on the age: a higher level of pain in children 3-5 years old than 
in the other two age groups (p=0.007), and in children with 
more than one attempt to puncture (p<0.001). There were no 

The primary outcome was to study the efficacy of the use of a 
video-distraction system to reduce anxiety and pain in children 
(3 to 11 years old) on whom venipuncture was performed in an 
emergency department.

The second outcomes were: 
•	 To determine whether there is a correlation between 

the stress or anxiety of children before the procedure 
(anticipatory anxiety) and during the procedure (real 
anxiety), and the level of perceived pain.

•	 To determine whether the level of anxiety of the 
relatives who accompany children is correlated with the 
anticipatory stress, real stress and pain of children due to 
venipuncture.

•	 To determine the correlation between anticipatory and 
perceived anxiety during the procedure in children who 
had had venipuncture in the two previous months.

•	 To analyze the risk factors of moderate/severe pain related 
to venipuncture. 

Descriptive statistics were assessed using means (SD). Pearson’s 
chi-square test and Fisher’s test were used to analyze the 
association of qualitative variables. Pearson’s linear correlation 
coefficient (r) was used to analyze linear association between two 
variables. Data were also analyzed with nonparametric methods 
when the sample was small or distribution of the population 
data was free (Kruskal-Wallis H test, Mann-Whitney U test and 
Spearman’s correlation coefficient [rho]). Logistic regression 
analysis was also used to analyze the relationship between some 
categorical dependent variables and one or more independent 
variables. Computer analysis was performed with SPSS (version 
16.0; IBM Corporation, Armonk, NY).

Results
For six months, 27,831 children were attended to in the 
emergency department of one hospital. Of these, 2,480 (8.9%) 
received venipuncture, and 868 were aged between 3 and 11 
years old, of whom 375 received venipuncture during the three 
recruiting days. Out of these, 160 children had inclusion criteria. 
A total of 140 of these were included in the study (17 were not 
included because of overload in the department and 3 because 
parents did not consent), 70 in the video-distraction group and 
70 in the control group. Children in both groups were divided into 
subgroups: a) Video-distraction group: 26 children 3-5 years old, 
19 children 6-8 years old and 24 children 9-11 years old; b) Control 
group: 27 children 3-5 years old, 21 children 6-8 years old and 23 
children 9-11 years old. This distribution was homogeneous, so 
groups were comparable. 

Demographic data and characteristics related to venipuncture 
are shown in Table 1. There were no significant differences in the 
characteristics of the two groups of study, except in the experience 
of nurses (p=0.005), with more experienced nurses in the control 
group (90.0% with more than 6 months of experience) than in 
the video-distraction group (71.4% with more than 6 months of 
experience). This last difference was not considered a reason to 
regard the sample as not comparable.

Children’s characteristics N (%)
Sex

-	 Male 81 (57.9)
-	 Female 59 (42.1)

Age
-	 3-5 years old 53 (37.9)
-	 6-8 years old 40 (28.6)
-	 9-11 years old 47 (33.6)

Race/Ethnic group
-	 Asian 1 (0.7)
-	 Spanish 104 (74.3)
-	 Gypsy 11 (7.9)
-	 Hispanic American 11 (7.9)
-	 Black 4 (2.9)
-	 East European 9 (6.4)

History of venipuncture (last 2 months)
-	 Yes 23 (16.4)
-	 No 117 (83.6)

Heart pulse (beats per minute) Mean ± SD
-	 Before venipuncture 102.86 ± 19.24 
-	 During venipuncture 115.76 ± 20.09
-	 After venipuncture 103.94 ± 20.11

Technical characteristics N (%)
Type of technique

-	 For blood extraction 87 (62.1)
-	 For peripheral vein catheterization 53 (37.9)

Number of attempts
-	 1 114 (81.4)
-	 2 26 (18.6)

Nurse’s experience with venipuncture
-	 <6 months 27 (19.3)
-	 >6 months 113 (80.7)

Level of difficulty
-	 1 (very easy) 34 (24.3)
-	 2 (easy) 63 (45.0)
-	 3 (normal) 39 (27.9)
-	 4 (difficult) 4 (2.9)
-	 5 (very difficult) 0 (0.0)

Table 1 Demographic and venipuncture characteristics of the 140 
children recruited.
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significant differences in the level of pain related to sex, history 
of venipuncture in the two previous months, venipuncture 
technique or the experience of the nurse.

In the analysis of anxiety level between intervention groups 
(video-distraction v. control) we found: 1) In the total group of 
children, significantly lower levels of anticipatory anxiety were 
detected in the video-distraction group (p<0.001) (Table 2); and 
significantly lower levels of real anxiety were observed in the 
video-distraction group (p<0.001). The level of real anxiety was 
non-existent or mild in 97.1% and moderate in 2.9% of children 
in the video-distraction group, and there was no case of severe 
anxiety. The control group showed non-existent or mild real 
anxiety in 52%, moderate anxiety in 35.7% and severe anxiety in 
11.4% (Table 2). 2) In anticipatory anxiety in subgroups of age, 
significant differences were observed in two subgroups of age, 
there being a lower level of anticipatory anxiety in children 3-5 
years old (p<0.001) and 6-8 years old (p=0.043) in the video-
distraction group. In children 9-11 years old it was not significant 
(p=0.06). 3) In real anxiety in age subgroups, significant differences 
were observed in all subgroups of age (p<0.05), there being a 
lower level of real anxiety in the video-distraction group.

Results (mean ± SD) comparing anticipatory and real anxiety 

in video-distraction and control groups, in all children and in 
subgroups of age, are shown in Table 3.

In the analysis of pain-level perception between intervention 
groups (video-distraction v. control) we found: 

•	 The mean level of pain was 4.45 (SD 2.49) in all children, 
3.18 (SD 1.72) in the video-distraction group and 5.74 
(SD 2.48) in the control group. There was a significant 
difference (p<0.001; CI 95%: 1.87-3.30; SEM: 0.31) 
between the video-distraction and the control group. 
Moderate/severe pain was more frequent in the control 
group (78% of children) than in the video-distraction 
group (40% of children). 

•	 In age subgroups, significant differences in pain levels 
between video-distraction and no video-distraction were 
found in each age subgroup (Table 3). Moderate/severe 
pain was significantly more frequent in patients without 
video-distraction in the three age groups (p<0.001 for 
3-5 years old group, p<0.001 for 6-8 years old group and 
p<0.006 for 9-11 years old group) (Figure 1).

In the analysis of heart pulse between intervention groups (video-
distraction v. control) we found a significantly higher heart pulse 
in the control group than in the video-distraction group (p=0.01), 

Anticipatory anxiety Video-distraction group N (%) Control group N (%) Significance level (p)
None 24 (34.3) 10 (14.3)

<0.001
Mild 46 (65.7) 36 (51.4)

Moderate 0 (0.0) 20 (28.6)
Severe 0 (0.0) 4 (5.7)

Real anxiety Video-distraction group  (%) Control group N (%) p
None 0 (0.0) 1 (1.4)

<0.001
Mild 68 (97.1) 36 (51.4)

Moderate 2 (2.9) 25 (35.7)
Severe 0 (0.0) 8 (11.4)

Table 2 Level of anticipatory and real anxiety in video-distraction and control groups.

Video-distraction group (mean ± SD) Control group (mean ± SD) Significance level (p)
Anticipatory anxiety

Total 1.76 ± 0.62 2.80 ± 1.17 <0.001
Age (years) subgroups:
3-5 1.92 ± 0.69 3.41 ± 1.01 <0.001
6-8 1.76 ± 0.62 2.63 ± 1.21 =0.043
9-11 1.57 ± 0.51 2.25 ± 1.03 =0.06

Real anxiety
Total 2.33 ± 0.53 3.34 ± 0.99 <0.001
Age (years) subgroups:
3-5 2.58 ± 0.64 3.74 ± 0.76 <0.001
6-8 2.29 ± 0.46 3.47 ± 0.90 <0.001
9-11 2.09 ± 0.29 2.47 ± 1.09 =0.003

Perceived pain
Total 3.18 ± 1.72 5.74 ± 2.48 <0.001
Age (years) subgroups:
3-5 3.38 ± 2.01 6.52 ± 2.69 <0.001
6-8 2.86 ± 1.62 5.89 ± 1.85 <0.001
9-11 2.61 ± 1.12 4.75 ± 2.46 <0.001

Table 3 Anticipatory anxiety, real anxiety and perceived pain in video-distraction and control groups.
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in the three moments of the intervention: before, during and 
after venipuncture.

In the correlation analysis by Spearman’s test (rho) we found that: 

•	 There is a strong correlation (rho=0.658) between 
anticipatory and real anxiety level, meaning that the 
higher the child’s anticipatory anxiety level, the higher 
that child’s real anxiety. There was also correlation 
between anticipatory anxiety and level of perceived pain 
(rho=0.540), the level of pain being higher when the 
anticipatory anxiety was higher. 

•	 There was a strong correlation (rho=0.799) between the 
real level of anxiety just before the procedure and the 
perceived pain, the pain level being higher when the real 
anxiety was higher. 

•	 Considering age groups, a strong correlation was observed 
between real anxiety level and level of pain in all age 
groups: rho=0.757 for 3-5 years old group, rho=0.846 

for 6-8 years old group, and rho=0.748 for 9-11 years old 
group. 

•	 There was a poor correlation between parents’ anxiety and 
anticipatory anxiety of children (rho=0.24). 

Risk factors for moderate/severe pain in venipuncture were 
researched by logistic regression analysis. The result was that 
younger age, venipuncture without video-distraction and a higher 
number of attempts at venipuncture predispose to moderate/
severe pain. 

Discussion
In this study 75% of patients who received venipuncture without 
video-distraction showed anxiety before the procedure, and 
40% showed moderate/severe anxiety; 98% of patients without 
distraction showed anxiety during the procedure, and 49% a 
moderate/severe level. Similar results have been published 
before. In a study of 171 children, in which the level of stress 
was analyzed before and during venipuncture, it was found 
that 34-64% of children from 3 to 6 years old had moderate/
severe stress [21]. In another study, 63% of children from 7 to 
18 remembered having an unpleasant and painful venipuncture, 
and 46% afterwards described their fear as “very” or “extremely” 
high [22]. 

There are several studies showing the efficacy of visual distraction 
to control anxiety and pain in children who experience painful 
procedures, for example, venipuncture. Reinoso Barbero studied 
the prevalence of pain in pediatric patients in hospital, and found 
that 80.3% of children recognized that pain had been reduced by 
the use of different distraction techniques [2]. 

Timing is also an important factor in the efficacy of distraction. 
In order to minimize anticipatory anxiety and to accelerate 
emotional recovery after the event, distraction should begin 
as soon as the child goes into the treatment room and should 
continue for several minutes after the procedure [23]. In our 
study, video-distraction started when the decision to perform 
venipuncture was taken, and just before the preparation of 
material commenced. 

Several distraction systems have been studied, and if it is to be 
efficient, distraction has to be adapted to and attractive for the 
child [24]. The efficacy of visual distraction by showing cartoons 
has been demonstrated in the majority of children, and it is an 
easy and sure system [5,18,25-29]. Children feel anxiety both 
before and during the procedure [30], and any intervention 
to prevent or reduce anxiety has to begin as soon as possible, 
including waiting time, preparation, procedure and end. This is 
supported by a prospective randomized study carried out for 
Capilli et al. in 2007 with interactive music [31].

Our study demonstrates, like other studies [32-34], that children 
who received visual distraction from cartoons had lower anxiety 
levels, both before and during the procedure. The anxiety in 
the video-distraction group can be lower than in the control 
group, because the stress due to the future painful procedure is 
mitigated by watching cartoons and the child is not conscious of 
the preparation of the material, and does not pay attention to 
any elements which produce fear [35]. Children without video-
distraction, as they did not have any compensatory stimulus, are 
more conscious of the technique and its preparation. 

Pain level in subgroups of age in patients subjected to 
venipuncture with or without video distraction (figures 
represent absolute number of children).

Figure 1

Level of pain in patients 3-5 years

Level of pain in patients 6-8 years old

Level of pain in patients 9-11 years old
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We found that video-distraction had a higher benefit in younger 
children (groups of 3-5 and 6-8) by reducing anticipatory anxiety. 
But during the venipuncture all age groups showed much lower 
anxiety levels in the video-distraction group than in the control 
group, as other studies with different techniques to reduce 
anxiety have shown [36]. 

As in our study, Vassey et al. demonstrated that distraction 
using a kaleidoscope reduced the pain and anxiety in children 
caused by venipuncture [37]. Studies carried out by Cohen et al. 
suggest that means of distraction adapted to age (appropriate 
films depending on age, use of rattle or stuffed animals) plus a 
training for adults result in behavior expressing less pain in babies 
and infants [23]. Other studies confirm that using distraction 
is efficient to reduce perceived pain caused by minor painful 
procedures [5,14,33,37,38].

We found higher levels of anxiety among younger children - in 
children aged 3-5 the level was higher than in 6-8 and 9-11 year-
olds (p=0.006), and the same was observed by other researchers 
[39,40]. Some studies indicate that men and women differ in 
the way they feel emotional events, and the studies observed, 
in painful and unpleasant events, a higher level of anticipatory 
anxiety in women than in men [41,42]. Results in our study do not 
confirm this, because we did not find differences in anticipatory 
anxiety between the sexes, as in the study of Sikorova et al. in 
children 5-10 years old [40]. In addition, like other authors, we 
did not find any difference between the sexes in the perception 
of pain [43-45]. Goodenough et al., in a study about the effect of 
age and sex on the feeling of pain caused by needle, observed 
that girls showed a higher level of pain from 8 years old, but boys 
and girls younger than 8 had the same score for pain [46]. And 
other researchers have reported differences in pain expression 
between boys and girls during invasive procedures [23].

Wong and Baker [47] and Duff [22] indicate that repetitive 
venipunctures are a stressful and painful experience for children. 
Prior experience of venipuncture can increase the anticipatory 
anxiety level in children, especially in those for whom the 
previous procedure was inappropriate or bloody. Our results 
coincide with previous discoveries in other studies [36,39,40,48], 
because we detected differences (p<0.001) in anticipatory anxiety 
dependent on whether there was a history of venipuncture 
in the two previous months; but some studies did not find a 
relationship between anxiety and recent venipuncture [45]. But, 
unlike the case with anxiety, we did not find any difference in the 
pain level between children with or without a recent history of 
venipuncture.

The threshold of pain is different with age, and it is known that 
younger children have a lower threshold [49-51]. In general, 
younger children (e.g., 4-6 years old) report more pain than older 
children (7 or older) with the same stimulus [52], and more fear 
and phobia [53]. Our results are similar to those of previous 
studies, observing a higher pain level in younger children, from 
3 to 5 (p=0.007). Nevertheless, Cummings et al. did not find any 
relationship between age and pain level [3]. 

Patients who suffer painful procedures feel more anxiety when 
the painful event is unpredictable [54]. We found differences 

in the pain level depending on the number of attempts at 
venipuncture, the level being higher in patients for whom more 
punctures were necessary. Some studies have researched into 
whether the parents’ behavior can have an influence on the child’s 
anxiety. Broome et al. observed that parents’ anxiety can affect 
the child’s anxiety and pain, and training of parents had positive 
results on the children’s behavior during the procedure [55]. In 
their study, James et al. found that pain perception in children 
was lower when the child’s companion during the procedure 
was the father than when the companion was the mother or a 
grandparent, and this could be caused by the higher stress in the 
latter, which affected the child [56]. But, in our study, we did not 
find any correlation between the anxiety of the parents and that 
of the child during venipuncture. This could be due to the fact 
that the parents did not stay with the child during the procedure; 
and this could be a research bias (mentioned in ‘Limitations’), 
but another possibility, not investigated, is that the anxiety was 
alleviated as much by the staff who carried out the procedure 
in the control group as by the calming effect of the video in the 
video-distraction group. 

In conclusion, video-distraction is an efficient, safe, easy and 
cheap method to use in a pediatric emergency department to 
reduce anxiety and pain in children who are subjected to a very 
common procedure such as venipuncture.

Limitations
This study has several limitations. On the one hand it is a study 
in a single center and with a limited number of patients, in the 
other hand is not a blind study due to the characteristics of the 
intervention. The visual distraction that we used was short of 
cartoons selected previously by the researchers. Perhaps if the 
cartoons were selected by the children, the distraction level 
could be higher.

Conclusions
Video-distraction in pediatric emergency can be a useful method 
to reduce anxiety and pain in children subjected to venipuncture.

Acknowledgements
The authors would like to thank Dr. Ana Moreno Cerro, who 
provided medical writing assistance, and José María Bellón who 
provided statistics; and nurses from the Emergency Department 
of the Gregorio Marañón Hospital (Madrid) without whom this 
research would have been impossible.

Compliance with Ethical Standards
The authors declare that they have no conflicts of interest. The 
study was considered to involve a low risk for the patient, and it 
obtained the pertinent authorization of the Ethical Committee of 
Clinical Research (Area 1 of Madrid), considering that the study 
followed the legally-established requirements, and complied 
with the GCP standards (CPMP/IHC/135/95). Informed consent 
was obtained from the patient’s parents or guardians.



7© Under License of Creative Commons Attribution 3.0 License

ARCHIVOS DE MEDICINA
ISSN 1698-9465

2016
Vol. 1 No. 1: 4

Pediatric Emergency Care and Medicine: Open Access 

References
1	 Canadian Pain Society (2015) Position Statement.

2	 Reinoso Barbero F (2013) Prevalence of pain in hospitalised 
paediatric patients in Spain. Rev Esp Anestesiol Reanim 60: 
421-423. 

3	 Cummings EA, Reid GJ, Finley GA, McGrath PJ, Ritchie JA 
(1996) Prevalence and source of pain in pediatric inpatients. 
Pain 68: 25-31. 

4	 Melhuish S, Payne H (2006) Nurses’ attitudes to pain 
management during routine venepuncture in young children. 
Paediatr Nurs 18: 20-23. 

5	 Cohen LL, Blount RL, Panopoulos G (1997) Nurse coaching and 
cartoon distraction: an effective and practical intervention to 
reduce child, parent, and nurse distress during immunizations. 
J Pediatr Psychol 22: 355-370. 

6	 Sparks L (2001) Taking the ↔ ouch ≈ out of injections for 
children. Using distraction to decrease pain. MCN Am J 
Matern Child Nurs 26: 72-78. 

7	 Porter FL, Grunau RE, Anand KJ (1999) Long-term effects of 
pain in infants. J Dev Behav Pediatr JDBP 20: 253-261. 

8	 Lidow MS (2002) Long-term effects of neonatal pain on 
nociceptive systems. Pain 99: 377-383. 

9	 Young KD (2005) Pediatric procedural pain. Ann Emerg Med 
45: 160-171. 

10	 Chen E, Zeltzer LK, Craske MG, Katz ER (2000) Children’s 
memories for painful cancer treatment procedures: 
implications for distress. Child Dev 71: 933-947. 

11	 Anand KJ (2001) International Evidence-Based Group for 
Neonatal Pain. Consensus statement for the prevention and 
management of pain in the newborn. Arch Pediatr Adolesc 
Med 155: 173-180. 

12	 Taddio A, Shah V, Gilbert-MacLeod C, Katz J (2002) Conditioning 
and hyperalgesia in newborns exposed to repeated heel 
lances. JAMA 288: 857-861. 

13	 Ellis JA, O’Connor BV, Cappelli M, Goodman JT, Blouin R, et 
al. (2002) Pain in hospitalized pediatric patients: how are we 
doing. Clin J Pain 18: 262-269. 

14	 Bellieni CV, Cordelli DM, Raffaelli M, Ricci B, Morgese G, et al. 
(2006) Analgesic effect of watching TV during venipuncture. 
Arch Dis Child 91: 1015-1017. 

15	 Dowling JS (2002) Humor: A coping strategy for pediatric 
patients. Pediatr Nurs 28: 123-131. 

16	 Hoffman HG, Doctor JN, Patterson DR, Carrougher GJ, Furness 
TA (2000) Virtual reality as an adjunctive pain control during 
burn wound care in adolescent patients. Pain 85: 305-309. 

17	 Sander Wint S, Eshelman D, Steele J, Guzzetta CE (2002) Effects of 
distraction using virtual reality glasses during lumbar punctures 
in adolescents with cancer. Oncol Nurs Forum 29: E8-15. 

18	 Cassidy KL, Reid GJ, McGrath PJ, Finley GA, Smith DJ, et al. 
(2002) Watch needle, watch TV: Audiovisual distraction in 
preschool immunization. Pain Med Malden Mass 3: 108-118. 

19	 Humphrey GB, Boon CMJ, Heuvell van L, Wiel HBM (1992) 
The Occurrence of High Levels of Acute Behavioral Distress in 
Children and Adolescents Undergoing Routine Venipunctures. 
Pediatrics 90: 87-91. 

20	 Bijur PE, Latimer CT, Gallagher EJ (2003) Validation of a 
Verbally Administered Numerical Rating Scale of Acute Pain 
for Use in the Emergency Department. Acad Emerg Med 10: 
390-392. 

21	 Fradet C, McGrath PJ, Kay J, Adams S, Luke B (1990) A 
prospective survey of reactions to blood tests by children and 
adolescents. Pain 40: 53-60. 

22	 Duff AJA (2003) Incorporating psychological approaches into 
routine paediatric venepuncture. Arch Dis Child 88: 931-937. 

23	 Cohen LL, Blount RL, Cohen RJ, Schaen ER, Zaff JF (1999) 
Comparative study of distraction versus topical anesthesia 
for pediatric pain management during immunizations. Health 
Psychol Off J Div Health Psychol Am Psychol Assoc 18: 591-598. 

24	 DeMore M, Cohen LL (2005) Distraction for Pediatric 
Immunization Pain: A Critical Review. J Clin Psychol Med 
Settings 12: 281-291. 

25	 Zempsky WT, Cravero JP (2004) American Academy of 
Pediatrics Committee on Pediatric Emergency Medicine 
and Section on Anesthesiology and Pain Medicine Relief of 
pain and anxiety in pediatric patients in emergency medical 
systems. Pediatrics 114: 1348-1356. 

26	 Cavender K, Goff MD, Hollon EC, Guzzetta CE (2004) Parents’ 
positioning and distracting children during venipuncture. 
Effects on children’s pain, fear, and distress. J Am Holist Nurses 
Assoc 22: 32-56. 

27	 Press J, Gidron Y, Maimon M, Gonen A, Goldman V, et al. (2003) 
Effects of active distraction on pain of children undergoing 
venipuncture: Who benefits from it. Pain Clin 15: 261-269. 

28	 Kennedy RM, Luhmann JD (1999) The Touchless emergency 
department. Getting closer: advances in decreasing distress 
during painful procedures in the emergency department. 
Pediatr Clin North Am 46: 1215-1247. 

29	 Stevenson MD, Bivins CM, O’Brien K, Gonzalez del Rey JA 
(2005) Child life intervention during angiocatheter insertion 
in the pediatric emergency department. Pediatr Emerg Care 
21: 712-718. 

30	 Merkel S (2002) Pain assessment in infants anf young children: 
the Finger Span Scale. Am J Nurs 102: 55-56. 

31	 Caprilli S, Anastasi F, Grotto RPL, Scollo Abeti M, Abeti MS, et 
al. (2007) Interactive music as a treatment for pain and stress 
in children during venipuncture: a randomized prospective 
study. J Dev Behav Pediatr JDBP 28: 399-403. 

32	 Lee J, Lee J, Lim H, Son JS, Lee JR, et al. (2012) Cartoon 
distraction alleviates anxiety in children during induction of 
anesthesia. Anesth Analg 115: 1168-1173. 

33	 MacLaren JE, Cohen LL (2005) A comparison of distraction 
strategies for venipuncture distress in children. J Pediatr 
Psychol 30: 387-396. 

34	 Chambers CT, Taddio A, Uman LS, McMurtry CM, HELPinKIDS, 
et al. (2009) Psychological interventions for reducing pain and 
distress during routine childhood immunizations: a systematic 
review. Clin Ther 31 Suppl 2: S77-103. 

35	 Taddio A, Ipp M, Thivakaran S, Jamal A, Parikh C, et al. (2012) 
Survey of the prevalence of immunization non-compliance due 
to needle fears in children and adults. Vaccine 30: 4807-4812. 

36	 Gousie PJ (2001) The effects of live music on the distress of 
pediatric patients receiving injections. 



8  This article is available in: http://pediatric-emergency-care.imedpub.com/archive.php 

ARCHIVOS DE MEDICINA
ISSN 1698-9465

2016
Vol. 1 No. 1: 4

Pediatric Emergency Care and Medicine: Open Access 

37	 Vessey JA, Carlson KL, McGill J (1994) Use of distraction with 
children during an acute pain experience. Nurs Res 43: 369-372. 

38	 De Wied M, Verbaten MN (2001) Affective pictures processing, 
attention, and pain tolerance. Pain 90: 163-172. 

39	 Lander J, Fowler-Kerry S (1991) Age differences in children’s 
pain. Percept Mot Skills 73: 415-418. 

40	 Sikorova L, Hrazdilova P (2011) The effect of psychological 
intervention on perceived pain in children undergoing 
venipuncture. Biomed Pap 155: 149-154. 

41	 Galli G, Wolpe N, Otten LJ (2011) Sex differences in the use 
of anticipatory brain activity to encode emotional events. J 
Neurosci Off J Soc Neurosci 31: 12364-12370. 

42	 Logan DE, Rose JB (2004) Gender differences in post-operative 
pain and patient controlled analgesia use among adolescent 
surgical patients. Pain 109: 481-487. 

43	 Katz ER, Kellerman J, Siegel SE (1980) Behavioral distress 
in children with cancer undergoing medical procedures: 
developmental considerations. J Consult Clin Psychol 48: 356-
365. 

44	 Jay SM, Elliott CH, Katz E, Siegel SE (1987) Cognitive-behavioral 
and pharmacologic interventions for childrens’ distress during 
painful medical procedures. J Consult Clin Psychol 55: 860-865. 

45	 Arts SE, Abu-Saad HH, Champion GD, Crawford MR, Fisher 
RJ, et al. (1994) Age-related response to lidocaine-prilocaine 
(EMLA) emulsion and effect of music distraction on the pain 
of intravenous cannulation. Pediatrics 93: 797-801. 

46	 Goodenough B, Thomas W, Champion GD, Perrott D, Taplin 
JE, et al. (1999) Unravelling age effects and sex differences in 
needle pain: ratings of sensory intensity and unpleasantness 
of venipuncture pain by children and their parents. Pain 80: 
179-190. 

47	 Wong DL, Baker CM (1988) Pain in children: comparison of 
assessment scales. Pediatr Nurs 14: 9-17. 

48	 Sauceda-García JM, Valenzuela-Antelo JR, Valenzuela-Antelo 
JR, Maldonado-Durán JM (2006) Venipuncture stress in 
children and adolescentes. Bol Méd Hosp Infant México 63: 
169-177. 

49	 Walker SM (2008) Pain in children: recent advances and 
ongoing challenges. Br J Anaesth 101: 101-110. 

50	 Bieri D, Reeve RA, Champion GD, Addicoat L, Ziegler JB (1990) 
The Faces Pain Scale for the self-assessment of the severity of 
pain experienced by children: development, initial validation, 
and preliminary investigation for ratio scale properties. Pain 
41: 139-150. 

51	 Haslam DR (2013) Age and the perception of pain. Psychon 
Sci 15: 86-87. 

52	 Costello M, Ramundo M, Christopher NC, Powell KR (2006) 
Ethyl vinyl chloride vapocoolant spray fails to decrease pain 
associated with intravenous cannulation in children. Clin 
Pediatr (Phila) 45: 628-632. 

53	 Kleiber C, Harper DC (1999) Effects of distraction on children’s 
pain and distress during medical procedures: a meta-analysis. 
Nurs Res 48: 44-49. 

54	 Oka S, Chapman CR, Kim B, Shimizu O, Noma N, et al. (2010) 
Predictability of painful stimulation modulates subjective and 
physiological responses. J Pain Off J Am Pain Soc 11: 239-246. 

55	 Broome ME, Bates TA, Lillis PP, McGahee TW (1990) Children’s 
medical fears, coping behaviors, and pain perceptions during 
a lumbar puncture. Oncol Nurs Forum 17: 361-367. 

56	 James J, Ghai S, Rao KLN, Sharma N (2012) Effectiveness of 
“Animated Cartoons” as a distraction strategy on behavioural 
response to pain perception among children undergoing 
venipuncture. Nurs Midwifery Res J 8: 198-207.


