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Abstract 

 

 

Aims:  Benign nocturnal idiopathic leg pains (BNILP) are a common musculoskeletal 

ailment experienced by children.  This study aims to explore the experiences of 

caregivers parenting children experiencing these night-time pains and what 

strategies are used to support them. 

 

Design: This research project used a qualitive approach with an interpretive description 

mode of analysis.  Recruitment was via a jpeg flyer posted on public Facebook 

pages in the Hibiscus Coast, North Auckland.  Data were collected during five 

semi-structured interviews conducted and recorded over Zoom.  The data was 

then thematically analysed through an interpretive description process which 

allowed themes to evolve.  

 

Results: Three themes emerged from the interviews and data analysis processes.  Theme 

one discussed the emotions that the caregivers are experiencing while parenting 

a child with BNILP.  Theme two discussed what caregivers are dealing with 

when it comes to how the child responds and reacts to their pains.  Finally theme 

three detailed the different strategies that caregivers are using to help their child 

with their pains and what support is available. 

 

Conclusions: Parenting a child with BNILP has a similar emotional impact to that of parenting 

a child with chronic pain and parents find support is crucial.  Caregivers have a 

proactive attitude towards helping their children and have built a resilience to 

aid them through these times.  The New Zealand health care system is lacking 

in their education on this childhood ailment, and treatment offered is for the 

symptoms but does not address the cause.  Parents are seeking out their own 

strategies for coping with the effects the experience is having on their children 

and seeking support from other parents with children experiencing BNILP.  The 

results from this study led to the recommendation of more research into the 

cause and plausible treatment options for this, and the implementation of 

support groups for the caregivers of children with BNILP. 
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Preface 

 

This research explores the caregiver experiences of parenting children with Benign Nocturnal 

Idiopathic Leg Pain (BNILP), more commonly known as ‘growing pains’, of five participants 

on the Hibiscus Coast and in Warkworth, North Auckland, New Zealand.  This thesis is 

presented in three parts.   

 

Part one is comprised of five chapters.  Chapter one provides an introduction explaining the 

structure of this thesis.  Chapter two provides an orientation for the reader to the history, 

symptoms, and possible causes of growing pains through a review of current available 

literature.  Chapter three provides an overview of the methodology and research methods used 

for this thesis.  Chapter four introduces the reader to the results discovered during this project 

and a discussion of what this means.  Chapter five provides a discussion of the results and 

concludes the study. 

 

Part two is a manuscript written with the intention of submission to Journal of Pediatrics.  

 

Part three is the appendices containing participant information, ethical approval, and examples 

of data and how they were interpreted throughout the research process, and a qualitative 

research checklist. 
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Part One Chapter One 

Introducing the research 

 

The reader is orientated to the structure of this thesis in the preface.  This introduction will 

provide the reasons for this topic, and why this research may be important. 

 

Introduction 

 

Benign Nocturnal Idiopathic Leg Pains (BNILP), which is more commonly referred to as 

‘growing pains’, has been cited as the most predominant musculoskeletal reason for a child to 

be taken to see a doctor (Al-Khattat & Campbell, 2000; Pavone et al., 2019).  At present, the 

most common medical method of treating BNILP is with the prescription of analgesics such as 

paracetamol (acetaminophen) (Al-Khattat & Campbell, 2000; Evans & Scutter, 2004; Pavone 

et al., 2019).  As parents are increasingly wanting to avoid medicating where possible and 

turning to more natural remedies for their child’s ailments, more research is being undertaken 

into the aetiology of ‘growing pains’ so the causes can be addressed (Evans et al., 2006; Evans 

& Scutter, 2004; Lehman & Carl, 2017). 

 

BNILP affects children of all ages but mostly during the ages of 4-6 years and 8-10 years 

(Evans & Scutter, 2004; Pavone et al., 2019; Williams, 1928). Several studies have been carried 

out to determine the prevalence and the causes of these pains (Al-Khattat & Campbell, 2000; 

Evans & Scutter, 2004; Lee et al., 2015; Morandi et al., 2015; Park et al., 2015; Pavone et al., 

2019; Qamar et al., 2011; Sharma et al., 2018). These studies have been inconclusive in 

determining the cause but identified several factors associated with its aetiology. These factors 

include familial history, vitamin D deficiency, lower pain threshold, and foot posture as 

possible aetiological factors for this condition (Pavone et al., 2019).  The range of prevalence 

is 2% to 37% depending on the age of the children studied, the method of questioning and the 

definition of growing pains used in the studies. Research suggests that prevalence is higher in 

specific age ranges, for example, 37% in four to six years old and 40-50% in eight to ten years 

old (Evans & Scutter, 2004; Williams, 1928). 

 

Some children with BNILP experience pains for more than three months which puts BNILP 

into the category of chronic pain for these children (Evans & Scutter, 2004; Ferrell, 2006; 
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Treede et al., 2015, 2019). Research has suggested that caregivers of children with chronic 

pain, musculoskeletal, and/or development difficulties face issues that can negatively impact 

their emotional, physical, social, and economic wellbeing (Le et al., 2019; Maciver et al., 

2010).  

 

Despite the extensive research into prevalence, aetiology, and treatment for BNILP, there is 

little research available about the effects these childhood pains have on the child’s caregivers.  

However, numerous studies have reported on the effects of paediatric chronic pain on the 

parents and family (Donnelly et al., 2020; Eccleston & Malleson, 2003; Le et al., 2019; Maciver 

et al., 2010).  Therefore, the aim of this research project was to conduct interviews with 

caregivers of children with BNILP to ascertain what these caregivers are experiencing 

regarding their child’s pains, and what, if any, coping strategies these parents are utilising to 

help during these experiences.  As this thesis forms partial requirement for the Master of 

Osteopathy, clinical relevance for health professional will be discussed.  
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Part One Chapter Two 

Review of literature 

 

 

This literature review aims to orientate the reader to BNILP including the history behind some 

of the controversy with the term ‘growing pains’, the inconsistencies around the definition, 

some of the possible causes of these pains, and how these childhood pains can become chronic 

pain.  Following on from this, the aim is to then orientate the reader into previous research on 

parental experiences with childhood pain, why this study is necessary, and what the goals of 

this study are. 

 

History of Benign Nocturnal Idiopathic Leg Pain 

 

BNILP is a term that describes a common, but benign, syndrome of recurrent discomfort in 

children (Lehman & Carl, 2017).  The term ‘growing pains’ was first used by a French 

physician, Marcel Duchamp, in 1823 to describe recurrent limb pains in children (Al-Khattat 

& Campbell, 2000; Evans et al., 2006; Lehman & Carl, 2017; Pavone et al., 2011). Duchamp 

observed that numerous children experienced muscular aches and pains and assumed that 

because adults did not experience these pains, growth was the obvious cause (Al-Khattat & 

Campbell, 2000). In the early 20th century, it was thought that these pains were a manifestation 

of rheumatic fever and children were prescribed bed rest. However, between 1918 and 1939 it 

was concluded that growing pains were benign (Al-Khattat & Campbell, 2000).  In 1938, 

Hawksley found no scientific evidence for growth to be painful and deemed the term growing 

pains to be unsatisfactory (Hawksley, 1939a). Since then, it has been the subject of debate 

among medical personnel due to no evidence being found that ‘growing’ can cause pain, along 

with the pains not coinciding with growth periods, therefore, something other than growth must 

be the cause of these pains (Al-Khattat & Campbell, 2000; Lehman & Carl, 2017).  

 

Definitions  

 

Since Duchamp first described limb pains in children, there have been numerous studies 

performed on these pains.  As yet, there has been no evidence to link ‘growing pains’ to a phase 
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of peak growth which has led physicians to use different terms for the condition (Lehman & 

Carl, 2017; Pavone et al., 2019). They were defined as ‘vague recurrent afebrile muscular 

pains’ by Seham & Hilbert (1933), following a two-year study of 208 children between 9 and 

14 years of age. However, as Seham and Hilbert could not produce evidence that growth is not 

painful at the time, it was stated by peers that they were showing bias against the term ‘growing 

pains’(Al-Khattat & Campbell, 2000).  In a study with children aged 8-12 years, Naish & Apley 

(1951) recommended that the term ‘growing pains’ be discarded due to the lack of connection 

between the pain occurrence and rapid growth. Instead, they claimed, that the onset occurs 

most frequently at times and ages when growth has slowed. Brenning (1960) conducted a study 

of 257 children aged 6-7 years and 419 children aged 10-11 years. The author stated that while 

the aetiology of growing pains is unknown, there is no evidence to suggest that it is caused by 

the process of growth.  As such, he stated the term ‘growing pains’ was misleading and 

suggested ‘leg pains in children’ as a better alternative (Brenning, 1960). 

Øster & Nielsen (1972) used the definition of ‘non-articular pain in the extremities without a 

demonstrable organic basis’. Their study used a sample of 2178 children aged 6-19 years and 

concluded that growth was not a factor in the pain experiences. They recommended that the 

term ‘growing pains’ be retained until research was able to determine an aetiology.  

 

The term ‘growing pains’ remains the most commonly used due to the fact that it does not 

implicate any other pathology and also suggests that childhood is the period in which it occurs 

(Pavone et al., 2019). Some of the other terms commonly used are ‘benign nocturnal limb pains 

of childhood’, ‘recurrent limb pain of childhood’, and ‘benign nocturnal idiopathic limb pain’ 

(Lehman & Carl, 2017; Pavone et al., 2019). There is no agreed definition for this condition 

which makes it difficult to evaluate and diagnose, however, ‘growing pains’ is the most 

common diagnosis given for musculoskeletal pain in children (Al-Khattat & Campbell, 2000; 

Lehman & Carl, 2017; Pavone et al., 2019). It has been stated that the main obstacle to research 

this condition is because of this lack of formal definition (Al-Khattat & Campbell, 2000; Evans 

& Scutter, 2004; Lehman & Carl, 2017; Pavone et al., 2011).  The term ‘benign nocturnal 

idiopathic limb pain’ has been chosen for this study due to it explaining that it is essentially 

non-hazardous, occurs mostly at night, has unknown aetiology, and causes limb pain.  
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Epidemiology  

 

Reported prevalence of BNILP varies, depending on the age of the participants and the 

definition used for the study (Lehman & Carl, 2017). BNILP tends to mostly affect children 

aged 4-14 years, however, on rare occasions it has been experienced outside these ages (Lowe 

& Hashkes, 2008). At the beginning of the 20th century, it was widely thought that BNILP was 

caused by a type of rheumatism or a manifestation of rheumatic fever (Al-Khattat & Campbell, 

2000). Research conducted between 1918 and 1939 concluded that rheumatism and BNILP are 

two separate conditions and not related (Al-Khattat & Campbell, 2000; Hawksley, 1939a). In 

this research, focusing on rheumatism and rheumatic fever, the prevalence of BNILP reported 

was approximately 40% (Hawksley, 1931, 1939; Williams, 1928). Williams (1928) conducted 

a large-scale study on English school children in urban and rural areas. Her study revealed that 

44% of 8-10 year olds, 40% of 10-12 year olds, and 21% of over 12 year olds in urban areas 

experienced BNILP (Williams, 1928). In rural areas, Williams discovered 49% of 8-10 year 

olds, 13% of 10-12 year olds, and 28% of over 12 year olds experienced BNILP (Williams, 

1928). Two years later, Hawksley (1931) looked at the prevalence of BNILP among children 

aged 4-14 years with Nordic and Mediterranean ancestry in London and Birmingham. He found 

a prevalence of BNILP in children with Nordic ancestry of 33% and 58% for those with 

Mediterranean ancestry (Hawksley, 1931). In Bristol, England, Naish and Apley (1951) found 

a prevalence of 4% among children with a history of pains for over three months that was 

severe enough to limit their activities normally undertaken. More recently, Evans and Scutter 

(2004) found a prevalence of 37% among 4-6 year olds in South Australia. 

Interestingly, the subjects Hawksley (1931) used for his study were children already resident 

in a hospital with rheumatological conditions, and Williams (1928) used children she was 

seeing for routine examinations at school.  During these examinations, it was usual to ask the 

child if they ever ached anywhere or if they had growing pains (Williams, 1928).  Williams 

noted that she omitted these questions from 200 children who were routinely examined, and 

none mentioned any leg aches.  From this, it was noted that when asked if a child had pains, 

more would indicate positive than would come forward and say without prompting (Williams, 

1928).  From this, it could be argued that prevalence rates depend on the definition of BNILP 

and how the participant is questioned.  When directly asked if they had pain, the likelihood of 

a positive answer increased rather than letting the participant bring up the pain on their own 

accord, therefore, increasing the prevalence.  Previous research concludes that this variance in 
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prevalence is a direct result of the lack of definition regarding this condition, the method of 

study, and the inclusion and exclusion criteria chosen for the study (Al-Khattat & Campbell, 

2000; Evans & Scutter, 2004; Lehman & Carl, 2017).   

 

Most studies state that boys and girls have been found to be affected by BNILP equally 

(Lehman & Carl, 2017).  However, Øster and Nielsen (1972) found a prevalence of 12% among 

boys and 18% among girls aged 6-19 years of age.  

 

Aetiology  

 

Although many studies have been conducted over the years to investigate the cause of BNILP, 

no unifying aetiology has been determined (Evans et al., 2006; Lehman & Carl, 2017; Lowe & 

Hashkes, 2008; Pavone et al., 2019). They have however suggested a number of risk factors 

for this condition (Pavone et al., 2019). 

 

• Lower pain threshold  

It has been hypothesised that children experiencing BNILP have a lower pain threshold due 

to the pains being non-inflammatory (Hashkes et al., 2004; Uziel, Chapnick, et al., 2010). 

Studies involved comparing pain thresholds between children with BNILP and control 

children showed that children with BNILP had lower pain thresholds than control children. 

A dolorimeter was used on predetermined points on children to assess their pain threshold.  

These points included control points of left thumb, forehead, and right arm; fibromyalgia 

points of hip bone, upper outer buttocks, back of the neck, and upper chest area; and the 

‘growing pain area on the anterior tibia below the tibial tuberosity.  However, these studies 

could not determine whether the pains were a consequence of a lower pain threshold or 

whether the chronic pain lowered the pain threshold for these children (Hashkes et al., 2004; 

Uziel, Chapnick, et al., 2010). 

 

• Changes in vascular perfusion  

Øster (1972) reported that there was a high prevalence of migraine among children 

experiencing BNILP and this might be a result of a particular pattern of vascular perfusion 

(blood flow pattern) associated with migraine.  This theory was tested with a hypothesis that 

the blood flow pattern would differ in the painful areas caused by ‘growing pains’ than in 
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those same areas in children without ‘’growing pains’ , however no such pattern was found 

(Hashkes et al., 2005). 

 

• Foot posture  

Many children who are observed due to leg pains present with abnormal foot postures, which 

are treated with wedges or orthotics (Pavone et al., 2019). Studies have been conducted to 

investigate whether there is an association between foot posture and BNILP with varying 

results (Evans, 2003; Evans & Scutter, 2007; Lee et al., 2015; Pavone et al., 2019). Lee et 

al. (2015) found 75% of children presenting with BNILP have overpronated feet and 

following treatment with orthoses, pain was reduced after three months. Furthermore, Evans 

(2003) revealed that most patients treated with orthoses had a decrease in symptoms, which 

returned following treatment withdrawal. In contrast, Evans and Scutter (2007) found that 

there was no relationship between foot posture and BNILP.  

 

• Family history  

Many studies have reported a family history of BNILP with a large difference of familial 

prevalence being reported between the studies (Evans & Scutter, 2004; Insaf, 2017; Pavone 

et al., 2011). Pavone et al.(2011) reported a 20% prevalence within such families, while 

others have reported a higher prevalence of 66-75% (Evans & Scutter, 2004; Insaf, 2017; 

Pavone et al., 2011). Champion et al. (2012) looked at 88 sets of twins with at least one 

experiencing BNILP, and due to the high rate of monozygotic twins both experiencing 

BNILP compared to dizygotic twins, it was concluded that there is a high genetic linkage.   

The reliability of this research was increased by ‘removing the potential confounding of 

cases who, it might be argued, actually had restless legs syndrome’ by excluding those that 

also met restless legs syndrome criteria (Champion et al., 2012).  Haque (2016) studied 

kindergarten children and concluded a family history of BNILP was a risk factor. Some 

studies have examined the hypothesis that children whose mothers or other family members 

have experienced restless leg syndrome will be more at risk of BNILP (Ekbom, 1975; 

Rajaram et al., 2004). They concluded that although restless leg syndrome and BNILP are 

two separate conditions, a family history of restless leg syndrome in a parent can increase 

the risk of BNILP in a child (Ekbom, 1975; Rajaram et al., 2004).  
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• Hypovitaminosis D  

Vitamin D plays an important role in bone growth and mineralisation (Morandi et al., 2015; 

Qamar et al., 2011). Several studies have attempted to determine whether a vitamin D 

deficiency is an aetiological factor in BNILP. One hypothesis by Morandi et al. (2015) is 

that during vitamin D deficiency, the osteoblasts continue laying down a collagen matrix 

which causes an outward pressure onto the periosteum. Nociceptors within the periosteum 

then alert the brain to potential damaging stimuli which the brain feels as pain. The authors 

conducted a pilot study of 33 children with ‘growing pains’ and discovered that 94% of the 

children had vitamin D levels lower than normal (Morandi et al., 2015). Similar results have 

been found in other studies (Insaf, 2017; Morandi et al., 2015; Park et al., 2015; Qamar et 

al., 2011; Sharma et al., 2018; Vehapoglu et al., 2015). These studies found that the 

prevalence of low vitamin D levels in children experiencing BNILP was between 62% and 

97% (Insaf, 2017; Park et al., 2015; Qamar et al., 2011; Sharma et al., 2018; Vehapoglu et 

al., 2015). One study found that 91% of the children with BNILP who participated had 

hypovitaminosis while 58% of the control children had hypovitaminosis (Sharma et al., 

2018).  The other five studies did not include control children to validate their research 

(Insaf, 2017; Morandi et al., 2015; Park et al., 2015; Qamar et al., 2011; Vehapoglu et al., 

2015). 

 

Three of these studies provided supplementation of vitamin D and all found a significant 

decrease in pain along with an increase in vitamin D levels within these children (Insaf, 

2017; Morandi et al., 2015; Vehapoglu et al., 2015).  All of these studies concluded that 

supplementation with vitamin D reduces the pain intensity for children experiencing BNILP, 

and recommend that this should be considered when treating children with BNILP (Insaf, 

2017; Morandi et al., 2015; Vehapoglu et al., 2015). 

 

Diagnosis  

 

Although BNILP is a common diagnosis, other pathologies must be excluded before BNILP 

can be considered (Pavone et al., 2019). A detailed case history is needed including a 

description of the child’s pain quality, frequency and timing, in order to exhaustively exclude 

all other possible pathologies before a diagnosis of BNILP can be given (Lehman & Carl, 

2017). Other pathologies could include injuries, tumours, and infections (Lehman & Carl, 
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2017; Pavone et al., 2019).  As there is no single test available to diagnose BNILP, it is more 

a diagnosis based on both inclusion and exclusion criteria that excludes other possible 

pathologies (Evans, 2008; Lehman & Carl, 2017; Pavone et al., 2019).  A misdiagnosis of less 

common, but more serious conditions is unlikely provided these criteria are adhered to (Evans, 

2008).   Adhering to these criteria helps to ensure that all other pathologies are eliminated as 

possibilities, thus allowing BNILP to become a diagnosis.  These criteria are:  pain occurs late 

afternoon or during the night; intermittently occurring once or twice a week with intervals of 

pain-free days; pain located in thighs, calves, shins, or popliteal fossa; must be bilateral; pain 

diminished by the next morning; no signs of inflammation and non-articular pain (Lehman & 

Carl, 2017; Pavone et al., 2019).  Any further signs or symptoms are likely to indicate a 

diagnosis of a different condition and, therefore, a diagnosis of BNILP cannot be given (Evans, 

2008; Lehman & Carl, 2017; Pavone et al., 2011).   

 

Although frequent episodes of BNILP may affect a child’s motivation to participate in sports 

or other physical activity, BNILP should not occur during the activity.  Pain during activity 

should be considered an exclusion criterion for BNILP (Lehman & Carl, 2017). Any refusal to 

bear weight, any changes in gait, or any systemic symptoms such as fever, night sweats, weight 

loss, fatigue or pallor, are not consistent with BNILP and should lead to further investigations 

(Lehman & Carl, 2017).  

 

Common treatments  

 

An Australian study conducted in 2004 concluded that due to the lack of consensus around the 

causes of BNILP, the treatment and management is not evidence-based (Evans et al., 2006).  

For many children, massage of the limbs by their caregivers helps relieve the pain, which is 

described by older children as severe and cramping (Lehman & Carl, 2017).  Most cases of 

BNILP are self-limiting by adolescence without treatment or intervention (Lehman & Carl, 

2017).  This means that the natural course of BNILP is to resolve on its own without treatment, 

intervention, or long term sequalae.  In 1988, a small randomised controlled study in 36 

children showed possible benefits of the stretches of the quadriceps, hamstrings and calf 

muscles on BNILP (Baxter & Dulberg, 1988; Lehman & Carl, 2017). Analgesics such as 

paracetamol or ibuprofen may provide relief and are commonly prescribed by doctors for 
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BNILP (Evans et al., 2006; Kanta & Gopinathan, 2019; Lehman & Carl, 2017; Lowe & 

Hashkes, 2008; Pavone et al., 2011).  

 

Chronic pain and BNILP  

 

Chronic pain is usually defined as pain that persists beyond an expected time frame for normal 

tissue healing (Treede et al., 2015, 2019).  It has been defined by The International Association 

for the Study of Pain as lasting more, or recurring for more than three months (Ferrell, 2006; 

Treede et al., 2015, 2019).  Chronic pain has been stated to often be more difficult to manage 

as the underlying cause is no longer remedial and treatment strategies are short lived and 

difficult to maintain (Ferrell, 2006).  In a study conducted in South Australia on the prevalence 

of ‘growing pains’, it was reported that 17% of children experience BNILP for more than three 

months (Evans et al., 2006). Using the above definition, these cases can be considered chronic 

pain cases.   

 

Paediatric pain and family functioning 

 

A literature review conducted in 2020 on family functioning and chronic pain in children, found 

that there were higher levels of conflict, and less organisation, communication, and general 

cohesion in families of children with chronic pain than families of children without chronic 

pain (Donnelly et al., 2020). They also found a correlation between family functioning and 

child disability level. As the levels of disability increased, so did the level of disturbances in 

family functioning.  Meta-analyses found that parental pain catastrophising, protection, 

depression, and stress, was higher among those that were parenting a child with higher pain 

intensities, higher levels of disability, and non-favourable prognoses (Donnelly et al., 2020; 

Lewandowski et al., 2010).  BNILP is self-limiting, meaning it will diminish by adolescence 

without treatment, and with no physical sequelae (Evans & Scutter, 2004; Lehman & Carl, 

2017).  Taking this into consideration, it is hypothesised for this study that BNILP will not 

produce these higher levels of family functioning disturbances. 
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Available research on caregiver experiences with parenting a child in pain 

 

The literature review revealed that what the caregivers of children with BNILP experience is 

largely unresearched. Evans (2006) stated that despite the reported distress and disturbance to 

sleep, just 6% of caregivers with children experiencing BNILP indicated that the quality of life 

of their children was affected as a result of their pains. However, there was no mention of how 

these pains impacted the caregivers.  

 

In other health contexts, parental experiences with childhood chronic pain have been widely 

researched.  Eccleston & Malleson (2003) stated that caregivers have reported anxiety, sleep 

disturbance, dysfunctional family roles, and parenting stress when supporting children in 

chronic pain. Le et al. (2019) described common feelings of helplessness, frustration, guilt, and 

worry among parents of children in chronic pain. In addition, caregivers felt isolation from 

other families due to exhaustion, while the sporadic nature of pain made it difficult to take 

holidays or make social plans (Eccleston & Malleson, 2003; Le et al., 2019; Maciver et al., 

2010). Other families described the expenses associated with having a child in pain with 

medications and physical therapy costs mounting up (Le et al., 2019).  A meta-analysis into 

parental experiences with chronic pain performed by Donnelly and colleagues (2020) 

discovered that child pain intensity did not affect parental experiences as highly as child pain-

related disability.  This indicates that having a child who can function or perform as a child is 

expected to, is more important than the level of pain a child encounters (Donnelly et al., 2020).  

Maciver et al. (2010) conducted research into ten families with children with musculoskeletal 

or neurological pain and found that these parents felt guilt that their child was not experiencing 

childhood as it ‘should be’.  They also felt shame when talking to parents of ‘normal’ children 

when the other parent did not understand how it was to parent a child with chronic pain.  All 

parents in this study, found they were required to alter their idea of what a representation of 

good parenting looked like in order to alleviate their sense of failure and powerlessness.  While 

prior to the pain, they acted intuitively and with comforting behaviour when their child was in 

pain, this rapidly became ineffective and sometimes counterproductive when the pain became 

chronic.  The participants were then required to find alternative responses to their child’s 

distress that remained appropriate.  They were required to move past the natural instinct that 

their child was in imminent danger from their pain, and to a point where they could remain 

firm with their child to ensure school was attended and daily chores were performed (Maciver 
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et al., 2010).  As these families had children with musculoskeletal pain, it could be hypothesised 

that families with children experiencing BNILP will experience similar effects and in 

conducting this research, we will see similar trends and have similar discussions. 

  

Summary  

 

Research has been conducted on prevalence and aetiology of BNILP, however, results for 

prevalence vary and for aetiology are inconclusive. Some children with BNILP experience 

pains for more than three months which puts BNILP into the category of chronic pain for these 

children. Research has suggested that caregivers of children with chronic pain, 

musculoskeletal, and/or development difficulties do face issues that can negatively impact their 

emotional, physical, social, and economic wellbeing. The literature available has revealed that 

although there have been studies conducted on the causes of BNILP and numerous studies have 

reported on the effects of paediatric chronic pain on the parents and family, little has been done 

to investigate the experiences of the caregivers living with a child with BNILP. The aim of this 

project is to gain an insight into the experiences that New Zealand caregivers have with a child 

experiencing BNILP and what coping strategies are used by these parents. 
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Part One Chapter Three 

Methodology and Methods 

 

 

Introduction to Methodology and Methods 

 
This chapter will examine the methodology and methods utilised to undertake this project, and 

to research the experiences of caregivers when parenting a child with BNILP.  It will discuss 

why the qualitative approach of interpretive description was chosen and the processes 

undertaken to ensure a valid and robust project was produced to a high standard, complete with 

constructive outcomes.  In this section, the reader will be orientated to why the semi-structured 

interview process over Zoom was utilised; how sampling, participant recruitment, and data 

collection was carried out; and the processes used for data analysis and coding.   

 

 

The Qualitative Approach 

 

This study explored the experiences of a caregiver who are parenting a child, or children, with 

BNILP.  The literature available has revealed that there have been several studies conducted 

on the causes of BNILP, and different studies on parenting children with chronic pain from 

various ailments.  From this literature, we know that parenting children with chronic pain has 

a negative impact on caregivers, however, little has been done to investigate the experiences of 

the caregivers living with a child with BNILP.  Most of the current research into BNILP uses 

a quantitative methodology to look at the ‘why’ and ‘how many’.  Quantitative research has 

been defined concisely as “explaining phenomena by collecting numerical data that are 

analysed using mathematically based methods (in particular statistics)” (Creswell, 2018). 

 

When discussing lived experiences and social phenomena rather than statistics and numbers, a 

qualitative approach to research is necessary (Jamshed, 2014; Thorne, 2016).  Qualitative 

methods add a depth and breadth of outcomes beyond averages to research that quantitative 

methods cannot (Smythe & Giddings, 2007).  This makes both approaches necessary to truly 

explore a subject (Creswell, 2018).  A search of available literature indicates that there is little 
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qualitative research available on the frequency and intensity of BNILP and none on how caring 

for children with these pains affect the caregivers (Haque, 2016).  The one study that did look 

at the effects on parents was in the form of a quantitative questionnaire on quality of life and 

the psychological status of the parents (Uziel, Friedland, et al., 2010).  The results from this 

quantitative study indicated that quality of life was not affected but maternal depression was 

slightly increased.  The feelings that parents were experiencing was not discussed at all.  A 

qualitative approach was chosen for this thesis to increase the research available on the 

emotional and physical experiences of the caregivers of children with BNILP. 

 

There are various methods within the qualitative research framework.  Examples of these are 

grounded theory, ethnography, hermeneutic phenomenology, and interpretive description.  

Grounded theory is the study of social processes and building theory from the data, and 

ethnography is the study of social organisation and culture (Teherani et al., 2015).  Although 

social processes and culture are important and were discussed in the data, these were not the 

main goal of the research.  Therefore, grounded theory and ethnology were not considered for 

this study.  The Hermeneutic phenomenology approach explores the lived experiences to 

explain “first-hand experiences of an individual or a group” (Dowling, 2007).  Although lived 

experiences were considered during this study, Hermeneutic phenomenology does not look at 

the clinical relevance for health professionals that suited the aim of this study. Therefore, 

interpretive description was chosen as it as it best suits the aims of this study by considering  

the lived experiences and then further analysing and interpreting these experiences in a 

clinically relevant way (Creswell, 2018; Smythe & Giddings, 2007; Thorne, 2016).   

 

Interpretive description 

 

Interpretive description was developed in the mid 1990’s to assist health professionals in 

understanding phenomena in research (Thorne, 2016).  It focuses on the interpretation and 

description of themes identified within the data collected (Smythe & Giddings, 2007; Thorne, 

2016).  It has been stated as the best method to be able to provide straightforward descriptions 

of experiences and perceptions (Doyle et al., 2020; Sandelowski, 2010).  Interpretive 

description is an appropriate research method to use when there is a lack of research into a 

phenomena of a subject because rather than being purely descriptive, it also allows for 



15 
 

association, patterns, and relationships to be described and analysed (Doyle et al., 2020; 

Sandelowski, 2010; Thorne, 2016). 

 

The results from an interpretive description method should hold relevance to practical 

application where a clinician could utilise the results to enhance the care given, therefore, 

benefiting the patient (Thorne, 2016).  The main understanding from an interpretive description 

study should disclose common clinical phenomena that can, in turn, offer an answer to a 

multidisciplinary approach to health care that will most benefit a patient (Thorne, 2016).  The 

focus of interpretive description research projects within a clinical setting is to contribute to 

improvement of the quality of care a patient receives, not on increasing theoretical or 

conceptual understanding, although this may happen (Doyle et al., 2020). 

 

Methods 

 

Participant recruitment  

 

Participants were recruited and interviewed about their experiences parenting a child with 

BNILP.  The recruitment process utilised a flyer (Appendix A) which was posted on local 

school and community Facebook pages.  From here, word of mouth allowed snowballing to 

take place and potential participants from further afield in Wellington and Palmerston North, 

contacted the researcher for more information.  There were twenty responses from potential 

participants that resulted in five participants meeting inclusion criteria and proceeding to the 

interview stage. 

 

Inclusion and exclusion criteria 

 

BNILP is a diagnosis of exclusion of other pathologies, therefore, it was essential to have strict 

inclusion criteria to ensure that the research was centred on the correct pathology.  Once a 

participant responded to the flyer, the researcher conducted an email conversation to ensure 

that the following criteria were met.  All inclusion criteria were covered in this email 

conversation worded in a way that removed any confusion or jargon.  Those that did not meet 

the inclusion criteria were excluded. 
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Inclusion Criteria: 

 Participants must have access to an internet-connected device for video-interviewing. 

 The child had been experiencing BNILP for at least three months to further exclude 

other pathologies or injuries (Treede et al., 2015). 

 The child was currently experiencing the pains to ensure the participant was currently 

experiencing any issues related to their child’s pains. 

 The child must be 5-10 years of age (primary school aged) to encompass most of the 

peaks of prevalence at 4-6 and 8-10 years of age.  Note: Participant four’s child’s 

pains began during the targeted age band of 8-10 years and at the time of the interview 

was 13.  The researcher identified that this participant provided valuable information 

within the context of the research and permission to use the data was granted by ethics 

committee on 16 August 2021 (Appendix C). 

 Pain must be experienced bilaterally (Lehman & Carl, 2017; Pavone et al., 2019). 

 Pain must be intermittent with pain free days (Lehman & Carl, 2017; Pavone et al., 

2019). 

 Pain must be in legs – thighs, calves, behind the knees, or any combination of these 

(Lehman & Carl, 2017; Pavone et al., 2019). 

 Pain must occur in the evening or during the night and be gone by morning (Lehman 

& Carl, 2017; Pavone et al., 2019). 

 The child must have seen a doctor/specialist and been given the diagnosis of BNILP 

and have had other pathologies excluded. 

 

Exclusion Criteria: 

 Caregiver or child has a prior relationship with the researcher. 

 Inability for the caregiver/s to understand or communicate in English. 

 Any current diagnosis or previous diagnosis of a pathology in the lower limbs, e.g., 

malignancy, osteomyelitis, Osgood-Schlatter disease. 

 

Ethical consideration 

 
Ethical approval for this research project was sought from the Unitec Research Ethics 

Committee.  Principles that were observed were participant confidentiality, informed consent, 
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truth, and prevention of harm.  Ethical approval was granted on 15/02/2021 to be undertaken 

between 15/02/2021 and 15/02/2022.  Approval number 2020-1062 (Appendix B). 

 

 

Participant Protection 

 

Potential participants were recruited via advertising on local Facebook pages targeting parents 

through community, school and parenting groups.  An advertisement flyer (Appendix A) was 

posted to each Facebook page.  Those that were interested were instructed to email or phone 

with their interest.  All responded via email. They were then assessed by the researcher to 

ascertain their eligibility.  Those that passed both the inclusion and exclusion criteria were then 

sent a participant information sheet (Appendix D) to allow them to make an informed choice 

to participate or not.  Each participant was then required to sign a consent form prior to 

commencement with the research interview (Appendix E). 

 

This documentation will be stored in a locked filing cabinet at Unitec Institute of Technology 

in Mount Albert, Auckland for ten years following completion of this study in accordance with 

the regulations of Unitec Institute of Technology, after which they will be destroyed.  

Following the discontinuation of the Master of Osteopathy programme in 2023, the 

responsibility of these files is passed to the sitting Secretary of the Unitec Research Ethics 

Committee. 

 

All material relating to data collection including audio and video recordings of the interviews, 

transcriptions, and email communications with participants have been stored in a password 

protected computer which only the researcher has access to.   This will be kept for ten years 

following completion of the study before being deleted by the researcher. 

 

Semi-structured interviews 

 
When conducting an interview for interpretive description studies, it is necessary to use a semi-

structured style where pre-set, open-ended questions are employed (Jamshed, 2014).  This 

format of interview is the most frequently used in healthcare and the flexibility it permits, 

allows for a dimension of discovery of participant information that may not have initially been 
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thought of as relevant by the researcher (Gill et al., 2008).  Semi-structured interviews are 

considered in-depth, and ask open-ended questions thus allowing the participant to respond 

with stories of their experiences in their own words (Berry, 1999).  These types of interviews 

are usually conducted once, face to face for 30 to 60 minutes (Jamshed, 2014), however due to 

the Covid-19 pandemic, interviews for this study were conducted over the internet via Zoom 

rather than face to face. Using this video calling program had several advantages, such as the 

ability to recruit participants from anywhere within New Zealand without the necessity to 

arrange travel, whilst still allowing the interviewer to gather a greater amount of information 

in the way of body language, voice tone, and non-verbal communication such as hand gestures. 

An interview guide was utilised (Appendix F) to ensure the researcher was able to ask the 

required questions while allowing the participant opportunities to talk freely about their 

experiences with growing pain. The questions in the interview guide were formed using key 

themes discovered in the background literature. 

 

Data Collection 

 
The interviews took place over the internet using a video and audio program called Zoom.  This 

ensured safety for both the participant and the researcher.  Interviews were arranged for a time 

that suited the participants and they were advised to be inside, in a quiet place, as free from 

distractions as possible.  They were also required to have a suitable device with a camera and 

a microphone, as well as a reliable internet source. 

 

Zoom provides a recording function which was utilised for later transcription.  The recordings 

were saved in a local drive on the researcher’s computer and then transcribed by the researcher.  

To ensure privacy was not breached, no names were used during the recorded interviews.  On 

the three occasions that identifiable information was passed on during the interview stage, it 

was removed during this transcription stage.  The transcriptions were then sent to the 

participant for review where they had the opportunity to make amendments should they wish 

to.  No modifications were requested by the participants.  They also had two weeks following 

receipt of their transcription to withdraw from the study should they wish to with no 

explanation necessary.   
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Transcription Reliability 

 

The transcriptions were sent to the supervisors to be checked against the recordings for 

accuracy and ensure transcription reliability.  Four pages of transcription each from three 

different scripts (from interviews one, three, and five) were checked twice.  There were no 

substantive errors found with only three missing pause fillers from these 12 pages of 

transcription. 

 

Demographics 

 
Five caregivers were interviewed with the duration of these interviews ranging from 13 minutes 

to 28 minutes in length.  All caregivers were mothers and located on the Hibiscus Coast or 

Warkworth, North Auckland, New Zealand.  The parental description of characteristics of the 

children in summarised in Table 1.   

 

 

Table 1 Parental description of the characteristics of children concerned in study. 

Participant Child 

Gender 

Age in 

years 

Height Weight Activity  

level 

Time  

experiencing  

pains 

Frequency 

of pains 

1 Male 9 Average Average Very 7 years 4-6 x a 

week 

2 Male 7 Average Average Very 4 years 1 x week 

3 Female 10 Short Average Average 4 years 2 x a week 

4 Female 13 Short Slender Very 5 years 1 x a week 

5 Female 6 Tall Average Very 4 years 4 x a week 

 

Note: Participant four’s child’s pains began during the targeted age band of 8-10 years and at the time of the 

interview was 13.  The researcher identified that this participant provided valuable information within the 

context of the research and permission to use the data was granted by the ethics committee on 16 August 2021 

(Appendix C). 

 

Data Analysis and Coding 

 
The transcriptions from the recorded interviews, and subsequent analysis and coding process, 

formed the foundations of the results generated for this study.  The process included 
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familiarisation of the data, categorising the data using a coding system, and identification of 

themes and subthemes as described by Braun & Clarke (2006).  These processes are described 

separately below. 

 

• Familiarisation 

 

The researcher first became familiar listening to each participant during the interview stage.  

Following the interview, the researcher then transcribed each interview and was further 

immersed into the data during this process.  Further familiarisation was achieved by reading 

the transcripts and summarising the main points each participant made during the interview.  

The parts of the dialogue relevant to the research question were highlighted to be coded at 

a later step in the analytical process.  

 

• Coding the data 

 

The highlighted sections of the transcripts were sorted into groups using NVivo (version 12, 

QRS International) data analysis software.  Initially, the data were coded into emotions, 

strategies, child, and what the caregivers were told by the healthcare professionals.  Quotes 

from each participant were colour coded and pasted below each heading for later analysis.  

These were then transferred to a word document which created a format to easily navigate 

the material and ascertain the frequency in which each code was mentioned.  At the end of 

this process, there were 23 codes available. 

 

• Searching for themes 

 
During the transferral of information in the coding process, themes began to become evident 

and by the end of the process, there were six themes emerging.  Bubble charts were drawn 

up of the codes and these were placed under umbrellas of possible themes.  This enabled a 

visual representation of the elements and allowed for easier, and more accurate, placement 

of codes within theme brackets.  The quotes from the interviews were added to this 

document where it became apparent which codes, and therefore, themes were more 

extensive and potentially more important. 
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• Reviewing of themes 

 

Having achieved a number of themes that have emerged, along with codes and quotes to 

back them up, it was time to review and revise the themes.  This process involved refining 

the themes.  This was accomplished by collapsing some themes into others, rearranging 

codes to complement each theme, and finally, appropriately labelling the themes and codes.  

Data analysis to this point had involved refining large amounts of information into more 

cohesive and condensed segments.  This approach to the coding process helped ensure that 

the themes emerged rather than being sought out (Braun & Clarke, 2006).  This process 

decreases the risk of possible bias and ensures the researcher remains open-minded toward 

emerging themes and sub-themes (Ryan-Nicholls & Will, 2009). 

 

 

• Finalising of themes 

 

Once the basic themes and sub-themes were identified, these were then arranged and 

presented in a cohesive way while ensuring they kept within the interpretive description 

style.  This meant ensuring they remained true to the research question and clinically 

relevant.  As this thesis forms part of the Master of Osteopathy qualification, it was 

important to stay true to the clinical context of this study from an osteopathic point of view.  

Osteopathy has a core principle that physical health is influenced by the mind and spirit, as 

well as the physical body (Paulus, 2013).  This is where the emotional impact of the child, 

the child’s responses and reactions to the pains, the supports put in place, as well as the 

parent’s emotions were considered as they all play a part in the experiences of the parent 

through their journey with BNILP.  At the end of this stage of the analysis process, three 

main themes were evident, with 15 sub-themes distributed under these main themes.  See 

Appendix G for mind map of themes and sub-themes. 

 

Addressing rigour in qualitative research 

 

It is important to address rigour to provide trustworthiness in qualitative research.  In order to 

establish high quality research, and therefore, confidence in the results of the research, rigour 

must be shown during data collection and analysis (Thorne, 2016).  Defined as “the quality of 

being detailed, careful, and complete”, rigour in qualitative research is the ability to put 
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personal perspectives to one side to ensure that they do not influence the quality of the research 

(Thomas & Magilvy, 2011, p. 151).  Although it is not always possible to ignore personal 

experience and bias, this has been addressed during the various stages of this project and is 

covered in the paragraph on contextual awareness. 

 

• Epistemological integrity 

 

All qualitative research needs to demonstrate a coherent line of reasoning between the research 

question, through the analytical process and into the results to ensure credibility within the 

research (Thorne, 2016).  This research has demonstrated this through a clear line of connection 

visible through the research question, data collection and the process of data analysis to the 

final results.     

 

• Representative credibility 

 
To enable the researcher to move beyond a ‘single angle of vision’, and add credibility to the 

research, it is important to confirm ideas and theories by sharing with others who have had the 

same or similar experiences (Thorne, 2016).  This allows the creation of a platform of reflection 

by triangulating data. In this project, representative credibility was ensured by supervisor 

review and participant’s response to the transcripts. 

 

• Analytic logic 

 

Experts on qualitative research recommend the generation of an audit trail during data analysis 

to add further credibility to the analysis process (Thorne, 2016).  Examples of coding 

(Appendix H), initial theme development (Appendix I) and final mind map of themes 

(Appendix G) are included as part of this project’s audit trail. 

 

• Interpretive Authority 

 

Caregivers have their own views and experiences when it comes to parenting their children.  

To ensure honest information was obtained, the researcher applied an analytical process that 



23 
 

engaged them deep into the data.  In doing this, the researcher gained an element of interpretive 

authority in this research and, therefore, maintained integrity (Thorne, 2016). 

 

• Moral Defensibility 

 

All participants gave their time for this research project freely and willingly, with the clear 

notion that the narratives of their experiences would be interpreted with sensitivity and with 

the hope that by sharing their experiences, someone else’s journey through parenting a child 

with this ailment will be less burdensome.   

 

• Disciplinary Relevance 

 

BNILP has been stated as the most common childhood musculoskeletal complaint (Pavone et 

al., 2019).  Though extensive research has been conducted on the causes and treatments, there 

is still no immediate answer available for the best treatment (Evans et al., 2006; Lehman & 

Carl, 2017; Lowe & Hashkes, 2008; Pavone et al., 2019).  Along with analgesics, manual 

therapy is one of the more commonly prescribed treatment methods (Lehman & Carl, 2017).  

It is relevant for all primary health care practitioners to understand caregivers’ experiences to 

ensure the correct empathy is shown and to provide an insight into possible coping strategies 

that have worked for other families.  This information can then be passed on to more families 

with children with BNILP and physical therapists so that they can further assist these children 

and empower the caregivers with their own strategies. 

 

• Pragmatic obligation 

 

Thorne (2016) states that to recognise pragmatic obligation, “any proposed research must 

intend to do no harm”.  The purpose of this research was to explore the experiences of 

caregivers of children with BNILP in New Zealand and any themes that developed are data 

driven rather than experiment driven.  The researcher respects that treatment for BNILP needs 

to be based on the individual and does not judge people for their choices. 
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• Contextual awareness 

 

For research to have sound clinical relevance, it is necessary to ensure previous biases are 

addressed (Sanjari et al., 2014; Thorne, 2016).  Due to the researcher being a parent herself, it 

was logical that some bias would be present.  The researcher is a parent of a primary aged boy 

who does not experience BNILP.  The researcher herself has beliefs that should her child have 

any pathology that causes him pain or discomfort that she could not help with, that she would 

feel frustration at not being able to help, guilt that she brought him into a world of pain, and a 

fear of over medicating should long term medication be necessary.  Despite this prior bias, by 

using thorough thematic analysis from the onset of the data analysis process, and with 

supervisor auditing, it was possible to view the data with an open mind and from a more neutral 

position (Thorne, 2016). 

 

• Probable Truth 

 

All research methods must disclose the question of truth (Sanjari et al., 2014; Thorne, 2016).  

With qualitative research, the researcher uses an interpretative approach so must accept their 

research as ‘probable truth’, as opposed to ‘absolute’ truth.  Probable truth is the truest 

representation of the data that their skills are able to interpret; and the qualitative methods used 

will provide a diversity of truths acknowledging the breadth and depth of individual experience 

in family contexts (Thorne, 2016). 

  

Withdrawal from study 

 

All participants were given the opportunity to withdraw from this study at any point, without 

explanation, should they want to.  This was outlined to them in the participant information 

sheet (Appendix D) and in the participant consent form (Appendix E).  Additionally, at the 

beginning of their voice recorded interview, each participant was reminded of their opportunity 

to withdraw up to two weeks following receiving their copy of the transcript to review.  When 

transcripts were emailed to participants for their approval, they were again reminded of their 

right to withdraw within the two-week timeframe. 
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Summary 

 

In summary, this study used qualitative methodology in the form of interpretive description 

from semi-structured interviews to gather data to address the research question.  The data was 

initially analysed using NVivo (version 12, QRS International) data analysis software for 

coding purposes and organisation of data.  From here, initial themes were constructed as they 

became evident and finalised into three themes and 15 sub-themes. 
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Part One Chapter Four 

Results 

 
 

This chapter reports the results unpacked in the interpretive analysis of the interview recordings 

and transcriptions.  It will include direct quotes from the participants to increase the rigour and 

reduce any bias in the reporting. The five mothers who participated will now be referred to as 

Participant One (P1), Participant Two (P2), and so on to Participant Five (P5). 

 

Themes 

 
During the analysis stage, three major themes with 15 sub-themes were identified.  (1) 

Caregiver’s own emotional journey with six subthemes; fear, isolation, helplessness, 

acceptance, confusion, and frustration.  This theme reports on the caregiver’s own emotional 

journey through parenting their child through their pains.  (2) Dealing with child’s emotional 

and physical response with four subthemes; child emotions, child responses, physical 

exhaustion, and child reactions.  This theme reported on the child’s emotions such as 

embarrassment, child responses such as how the pains manifests, the physical exhaustion that 

having a child in pain during the night can cause, and the child’s reactions to their pain such as 

avoidance of triggers. (3) Education and support from self and healthcare professionals.  This 

was further broken down into healthcare provided and self-provided.  These included strategies 

from healthcare professionals, education from healthcare professionals, own support, own 

strategies, and trying alternative methods.  This theme reports on what the caregivers were told 

by their health care professionals, what education is supplied to them by their healthcare 

professional, what avenues where they have found support themselves, the strategies they have 

devised themselves, and which alternative methods were undertaken and the results from trying 

them. 

 

Theme one: Caregiver’s own emotional journey 

 

Throughout the interviewing process, participants were using words to identify their own 

emotions they felt in relation to their child’s leg pains.  This ranged from their own emotions, 

through their not understanding what was happening or why this was happening, through to 
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the emotions they felt due to other parents not understanding.  Theme one included any 

emotions that were felt due to watching their child experience pain along with any emotion 

resulting from watching their child deal with their own emotions and reactions.  These emotions 

include frustration, fear, guilt, helplessness, and acceptance, along with a common feeling of 

confusion about what was happening to their child and other people not understanding what 

was happening. 

 

• Fear 

 

All participants spoke of fear.  Some were fearful of misdiagnosis, some were fearful of 

overmedicating, while one was fearful of the pain returning the next night after an episode and 

another fearful of sending their son away to his grandparents in the event they do not medicate 

him when he needs it.   

 

“Sometimes I am pre-emptive.  I can just tell from his behaviour or the way he is, and I 

worry sometimes sending him up there that they’re going to withhold that and he’s going to 

wake up in agony.” [P2] 

 

“You’re googling it and you’re going to another some form of specialist doctor or something 

to try and check, just check that it is actually growing pains and not something else that 

people have misdiagnosed.  Previously I was really concerned because I was sure it couldn’t 

be something that just happened.  That the doctors hadn’t investigated enough to be able to 

help you with.  It’s awful!” [P1] 

 

“It was something we considered to be fairly normal, but we were worried that his were so 

extreme. I thought they were a bit extreme for what I would consider growing pains to be. I 

was pretty concerned because they had been going on and they seemed quite extreme for 

what my thoughts on what leg aches or growing pains should be. It does play in the back of 

your mind that what is going on for them to be so bad.  Every now and then when they’re 

quite extreme you do worry that there might be something underlying these leg aches.” [P2] 

 

“Just as a mother, I’ve always believed that it’s something more than that, it’s so consistent 

that I believe that it’s something more than that.  It happens so regularly telling me that 
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there’s something that’s, it’s a horrible word to use, but sinister that’s affecting these pains.  

It’s just something I have to deal with but there’s still a part of me in the back of mind that 

I’m not convinced. And I hope that one day it will go away and that it’s just a childhood 

thing that she gets.” [P4] 

 

“I don’t know of anyone who’s has gone on for this long and quite as severe as it is at night-

time sometimes to keep us up all night.  I just feel like the, the instances where it is the really 

bad nights, where she’s in a lot of pain, and it does enter my head sometimes that this doesn’t 

quite seem right. But there is no other explanation for it.  It’s always been niggling in the 

back of my mind that it doesn’t really make sense that this is just that and there’s nothing 

they can do about it.” [P5] 

 

“Am I going to kill him by giving him so much Pamol?” [P1] 

 

“Then you hope it doesn’t happen the next night.” [P1] 

 

• Confusion 

 

All but one participant (P3) did not have an understanding of what growing pains are or how 

they are supposed to progress.  This caused confusion among the parents and a feeling that 

more should be offered in a way of explanation from the health care professionals and 

specialists that were seen. 

 

“It is just a really confusing thing for me.” [P4] 

 

“It’s bizarre that it’s in all those different places.” [P1] 

 

“If it’s this common, I, yeah, I wonder whether maybe there should be something that, like 

more explanation about where it’s coming from, or what to do about it, or how long it’s 

going to last, or, just more.  There doesn’t seem to be much knowledge about it.  There’s no 

end sight, you know, no end date for it and there doesn’t seem to be any pattern to it, so 

hopefully there’s, yeah, hoping there’s some more answers to come.” [P5] 
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• Helplessness 

 

Four of the five participants highlighted feelings of helplessness when faced with their child’s 

pains. 

 

“It’s always hard to see your kids in pain.  You just feel a bit helpless I guess.” [P5] 

 

“Because it really quite horrible to see them in agony.  He’s quite a toughie so when he’s 

throwing himself on the floor because he can’t walk to us with such bad leg aches, we know 

they’re pretty sore.” [P2] 

 

“They were so sore and that as a mum you’re just completely . . . like you just have to watch 

it because they’re just in pain and there’s just nothing you can do.  That feels completely 

out of your control and that is really hard to watch.  You wanna look after your kid.” [P1] 

 

“I felt really bad for her.  She’s such a bubbly little girl, she’s very active and she’s so happy 

but there’s these pains to her are just excruciating.  I can see how much pain she is in.  It’s 

just not nice as a parent to see that.  I don’t want to see her go through that because it’s 

painful, like, it stops her in her tracks from whatever she’s doing.” [P4] 

 

• Frustration 

 

Another common word used by the participants for describing emotion is frustration. 

 

“It’s just infuriating.  Yeah, terrible!  The worst!  There must be something more I can do.” 

[P1] 

 

“I was frustrated that I couldn’t help him.” [P2] 

 

“It’s just frustrating because I personally feel it’s not growing pains.  It’s stressful for me.” 

[P4] 
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“It’s frustrating because I don’t have a solution for it.  It is down to growth.  I can’t do 

anything about her height so I’m just going to continue.  So, it’s not like there’s an end in 

sight.  Like it’s just going to be temporary like an injury.  So that’s very frustrating.  It’s 

very hard as a mum to not be able to take away your kid’s pain.  There’s no medicine that’s 

going to take this pain away, so it is very frustrating.  Yeah, it’s very frustrating.” [P5] 

 

One parent felt guilty when her frustration and sleepiness caused her to feel she was not 

providing the best care in the middle of the night.   

 

“I do feel sorry for him sometimes because you get frustrated, you know, in that sleepiness.  

You don’t always make rational decisions in the night-time when you’re tired.  I guess you 

feel guilty for that.” [P2] 

 

• Isolation 

 

Participants talked of other parents not understanding how bad their child is experiencing the 

pains.  When going on sleepovers, school camps, and family vacations, children have been 

anxious or embarrassed that they get the pains, and if they have experienced the pains, other 

parents have been shocked by the pain intensity. 

 

“But they don’t really understand how extreme they can be.  And how frequent they are.” 

[P2] 

 

“Like her friends they get really, they think that she’s just full of nonsense, you know, that 

she’s just being whiny.” [P4] 

 

“School camp for example, I always have to write on the little forms, ah, if he sleeps 

overnight, I have to write on the forms and then I have to seek out the teacher and explain.  

We keep it secret because he’s embarrassed by it obviously, and doesn’t want everybody to 

know.” [P1] 
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Participant one had her child go for a sleepover and although the other parent was warned about 

the pains, the next day after experiencing if for herself, the other parent was shocked at the 

intensity. 

 

“And the next day she was like, ‘I know that you talked about how bad it was, but I just 

didn’t know’.” [P1] 

 

And participant four talked of what is like when her child, who was the oldest in the study, 

sends her text messages about her pains while away on a sleepover. 

 

“It happened the other night, she went to sleep at her friend’s, and she messaged me at 

about nine pm, and she said, ‘Mum, my legs.  It’s the worst it’s been’ so I said, ‘why don’t 

you go and ask her mum for a paracetamol’, and um, she was a bit shy about it and her 

friend was a bit iffy about it.”[P4]  

 

Two of the participants talked about family vacations and what happens when the pains occur 

while camping. 

 

“Try tenting and then you get growing pains in the middle of the night.  That’s 

embarrassing.  Um, massive impact because you’ve got this . . . You’re the one with the 

screaming baby and you’re like, ‘shhh, because everyone is asleep’, but there’s nothing you 

can do.  Um, so you throw them in the car and get out as quickly as possible and try and 

deal with something, yeah.” [P1] 

 

“We go camping and stuff.  We’ll do a lot of physical activities, we’ll be out and about, and 

um, she’ll have the pains at night and then how do you accommodate her, you know, with 

the special cushion, and the ice, and you know, you just know she’s going to have a rough 

night in the tent.” [P4] 

 

• Acceptance 

 

Finally, there was a kind of acceptance from participants that this is it, and they can only do so 

much to help. 
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“But it’s almost become our normal.  To a point where it doesn’t bother us as much because 

it’s just the normal now ‘(son) has got leg aches, you get the Pamol’, ‘no, you get the Pamol’. 

(laughs)” [P2] 

 

“It’s just so part of our life, her lifestyle, that it seems like this is it.  You know, this is what 

she’s going to have for the rest of her life.” [P4] 

 

“I feel like it’s just something you, you kind of get though as a kid.  Obviously seeing your 

child in pain is not nice, but, you know, it’s not the end of the world, there’s worse things 

out there for sure.  This is something that definitely givers her grief, but I feel like we can 

manage it, and it’s a childhood thing that you just kind of get through.  In my own 

experiences, and people I’ve talked to, I just feel like it’s something that happens as a kid.  

They do grow out of it hopefully, and for me, it’s an inconvenience on top of everything 

else.” [P3] 

 

“You kind of learn to manage it over time.  We’ve had it for nine years right, so it’s one of 

those routines.  You manage what you’ve got, but it’s pretty cruel.” [P1] 

 

Caregivers are experiencing a range of emotions; however, they were all on par with each other 

with the emotions they were dealing with and the extent that they were affected by these 

emotions.  Caregiver emotions mostly ran with the amount of pain intensity, or the frequency 

that the child experienced.  The higher the intensity or frequency, the higher the emotions ran 

with the caregiver, while acceptance was easier during times of pain free nights. 

 

Theme two: Dealing with child’s emotional and physical response. 

 

This theme looks at what the caregiver needs to deal with regarding the physical pain and 

exhaustion that their child is experiencing, as well as the physical exhaustion the sleepless 

nights can cause for other members of the household.  It also looks at what the child is 

experiencing as a result of BNILP as well as how the child reacts to these pains, and how the 

parents deal with these reactions and responses.   
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• Child responses to BNILP (how it affects them) 

 

Most caregivers found a cycle in the pains.  There would be periods of no pains then it would 

start up for a few nights, then be gone for a few nights. 

 

“We find it happens in cycles.  When it starts to happen one day, then it’s likely that for the 

next week it’s going to suck.  It’s kind of fine for a bit and then it happens again”. [P1] 

 

“I would say probably four out of seven nights we have growing pains where she comes 

back downstairs after going to bed saying her legs are sore.  Maybe once a month we would 

have the . . . consistently throughout the night.” [P5] 

 

The caregivers talked in length about the level of pain and length of time it takes for the pains 

to subside each affected night and how sometimes it can be all night long especially if not 

caught soon enough to treat effectively. 

 

“As soon as it gets into that deep happening, it’s just screaming.” [P1] 

 

“We will get her back to sleep and she will wake up in agony again and just keep going all 

night long.” [P5] 

 

“If we send him off to bed, he will try and go back to sleep and then you will have a sobbing 

kid in another hour when he wakes up and they’re still there.  You know, he sobs, sobs, sobs, 

has some Pamol, and he knows, he’s old enough to know that that’s going to work soon.” 

[P2] 

 

“She’ll wake up in the middle of the night with excruciating pain.  She feels like she has to 

move her legs to get the pain away, but it actually makes it worse.  It’s a very strange thing.” 

[P4] 

• Physical exhaustion 

 

All caregivers discussed how the pains caused disruptions in sleep and daily activities for not 

only themselves and the children, but also other members of the household. 
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“It’s exhausting.  You can be up all night and it completely knocks you around.  When he 

was a kid, the nanny would come and it was ‘ah, no.  He’s exhausted, it’s terrible’, and 

that’s when I would have to stay home and look after him because he just couldn’t do 

whatever it was.  Then, other times, we were doing doctor’s things because we were hoping 

they would try and figure out what the problem was.” [P1] 

 

“There are sleepless nights.  There were times when she was younger and she just couldn’t 

go to school, um, because her legs were still sore, or we were both just exhausted.” [P4]  

 

“It’s not nice to see, but I guess for me, it sounds cruel, but it’s often in the night, and you 

know, it’s disrupting my sleep.  Half an hour of massaging, and by then you’re wide awake 

and then your night is disrupted.” [P3] 

 

“It affects both mine and my husband’s sleep in the middle of the night, yes, we’ve been up 

a lot and woken up a lot by him with leg aches.  We’ve taken days off and gave him the day 

off school because he’s been up with leg aches in the nighttime, and we just figure we’re 

exhausted, he must be pretty exhausted.” [P2] 

 

“There are some nights when nothing helps, and she will literally be up most of the night.  

It does affect our whole household sometimes.  My other younger daughter sometimes gets 

woken up, but we actually live with my parents and there has been on the all-night ones, 

they wake up in the morning and they’ll be like ‘oh, that was a bad night’.” [P5] 

 

• Child emotions and reactions to the pains 

 

All the caregivers spoke of dealing with emotions from the child which did seem to become 

less as they got older. 

 

“To be fair, it has got easier the older he’s got.” [P1] 
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“When he was little, he had no concept of what was happening.  He felt stink about waking 

us up in the middle of the night.  He didn’t want to come in and he was trying to manage it 

by rolling around outside holding his feet.” [P1] 

 

“At times she does get quite frustrated with it and she’s like ‘just stop it’, and she’s kind of 

banging her legs, you know, ‘how do I stop it myself?’.” [P3] 

 

 

Caregivers also have to support their child through comments from others who do not 

understand, the child’s own fears of being ridiculed from peers, and child avoidance of 

activities that may trigger the pains to come on or intensify.   

  

“Eventually, she built up the courage to go and ask her friend’s mum for a paracetamol.” 

[P4] 

 

“Her friends would say to her ‘if you had growing pains as much as you say you do, you’d 

be much taller than us.  You’d be a giant’.” [P4] 

 

“He’s a bit embarrassed about it.  It’s secret so that he doesn’t feel stupid amongst other 

people.” [P1] 

 

“She used to do swimming when she was younger and that also triggered it off.  And I think 

that put her off swimming because it used to trigger it so badly.  She has missed some 

sporting events because she was worried her legs were going to get sore.  Running, she, 

yeah it’s interesting, she avoids it because the pains in her legs that she gets afterwards.” 

[P4] 

 

“With her sleepovers at her friends, you know, she’s sometimes got to think twice.” [P4] 

 

Caregivers are dealing with their children’s emotions as well as their own emotions when it 

comes to parenting a child with BNILP.  Both the child, the caregiver, and the whole household 

are affected at times by these nighttime pains. At times these children can feel embarrassed by 

their pains around their peers and subsequently, sleepovers need to be planned with actions at 

the ready should these pains strike.  These children, and their caregivers, need to consider any 
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consequences of physical activity prior to participating with some choosing not to participate 

in fear of attacks of pain later that evening.  

 

 

Theme three: Education and support from self and healthcare professionals. 

 

 

This theme centres around the support and advice that was given to the participant either from 

a health care professional, a friend, colleague, or anything they had sought for themselves.  

Three sub-themes quickly became evident.  Education, whether it came from healthcare 

professionals or what the participant had sought for themselves; Strategies or advice given to 

them from health care professionals; or their own support which was further divided into 

strategies they came up with themselves to help their child manage their pain or trying 

alternative methods to alleviate the pains. 

 

• What is being offered by healthcare professionals 

 

All participants had sought care and advice from their general practising doctor at some point.  

Participant one has been to the doctor several times over the seven years that her son has been 

experiencing BNILP, and while being told that there is nothing sinister going on, the doctors 

have never actually said that it is growing pains. 

 

“(the doctors) don’t ever often say ‘oh, it’s growing pains, it’s 100%’, they go ‘oh, yeah, 

well it could be growing pains but just in case it’s not, here, have some blood tests and do 

this and do that, and do this.  Then it comes back to ‘it’s just growing pains’.  You are told 

there is nothing they can do but they are seriously sore.  Two in the morning, your kid just 

screaming like they’re being tortured and you’re getting told it’s a normal stage.” [P1] 

 

 

Participants two, four and five have also been to doctors and specialists several times: 
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“Every time I go to a doctor they just say ‘it’s growing pains, its growing pains’, but I don’t 

know of any other children that have growing pains this severe.  I always get the same, 

they’re like ‘well, she’ll grow out of it, just give her Panadol’, or something like that.” [P4] 

 

“It was put down to growing pains because (daughter) has always been in the 90th 

percentile for her height.  It’s kind of like a roundabout way of saying, ‘you’ve just got to 

deal with it’.” [P5] 

 

“Yeah, we’ve seen the GP a few times.  They did an x-ray, but they only x-rayed one leg and 

not the other even though it kind of alternates between the two.” [P2] 

 

 

And treatment for these pains given by the doctors is purely pharmaceutical. 

 

“. . . and then we give him Pamol.  If we can get the Pamol into him when it’s coming on 

versus when it’s happening, it acts way better.  Even still we sometimes miss it, but if we 

can get it as it’s coming on, it seems to relieve it.” [P1] 

 

“No, just medication.  Just Panadol before bedtime.  Um, and if we do give him Panadol, it 

does get rid of it, but if we don’t treat it at the first sign that he says he’s got a leg ache, he 

will be up in the night crying and sobbing.” [P2] 

 

• Education 

 

All participants visited their doctor for advice, treatment, and some explanation of their child’s 

pains.  Participant two was given an explanation about these pains provided by their doctor, 

but the others only know from their own knowledge and research. 

 

“I had one GP told me an explanation which kind of may have been one theory I guess why 

they may get leg aches is sometimes children get a little bit more inflammation with any kind 

of virus or cold or flu, and potentially that’s his body’s reaction. He’s getting a little bit of 

inflammation in the joints when he’s got a virus.” [P2] 
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“Like I don’t even know what a growing pain is.  We weren’t sure if the doctor knew.  I’ve 

done lots of research myself.” [P1] 

 

“It was just from my own knowledge.  I suppose it’s just common knowledge. You take it for 

granted so I don’t, yeah, I don’t know anything, I’ve never been explained further than that, 

I guess.” [P4] 

 

• Trying alternative methods 

 

Three of the five participants tried alternative methods in an attempt to provide relief to their 

child.  One went to a podiatrist, one went to talk to a pharmacist, one tried an osteopath, one 

tried a chiropractor, and two tried naturopaths.  Naturopaths and the pharmacist advised 

magnesium and two of the three participants that use magnesium indicated they believe that it 

has slightly reduced the severity of the pains.  The podiatrist could not help at this stage due to 

the foot still growing and changing, however advised buying the most supportive shoes 

possible.   

 

“At one stage we went down a line of talking to a, ah, what’s it called, a podiatrist and they 

said ‘oh, it’s probably not worthwhile for that coming to us now.  We can help later if it’s 

about a correction of the way their feet are, but because they’re growing and everything 

else, it’s going to be a) really, really expensive and b) we’re not going to be able to do a hell 

of a lot, so just get the most supportive shoes you possibly can’.  So ever since he was really 

little, we’ve bought him brand new shoes, there’s been no hand me downs, and he always 

gets good quality shoes.” [P1] 

 

The osteopath found tension within the pelvis of the child and following treatment, a four to 

five month reduction in the frequency of the pains was seen by the parent.  The parent then 

went on to say that it was too expensive to continue with this line of treatment and then felt 

guilt for not continuing. 

 

“When we did see the osteo, we saw the osteo three times, he did say there was some tension 

or something through the pelvis. And when we did see them, we did see a reduction in the 

leg aches for about three or four months.  I do feel guilty when you don’t go back to 
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something like that, but the costs involved. You know, its $75 a time cause it’s not ACC.” 

[P2] 

 

The same pain reduction was seen by P4 when she took her daughter to a chiropractor: 

 

“One of the treatment options that we tried with my daughter is, um, a chiropractor.  She 

actually showed her how to stretch her muscles and, um, and then use techniques to alleviate 

the pain.  I stopped going because it actually got a bit expensive, cause it’s not, with holistic 

treatments and natural treatments, you don’t get funded. But yeah, that’s the only reason 

why we stopped, and she often says to me, she’s like ‘Mum, I’d love to go back’, because 

it’s also relaxing for her.  It was initially twice a week when it was severe, then we did once 

a week, and then every second week, but if I could, I would take her once a week. It’s just 

too expensive.” [P4] 

 

• Own support 

 

The participants talked of how other parents who are going through the same (albeit milder 

symptoms) are instrumental in supporting them through their concerns about their child’s leg 

pains. 

 

“Then you talk to other people and they seem to have the same sort of issues. . .  you talk to 

friends. . .  But it’s much more about you and other parents talking. . .  it’s a whole lot easier 

at this stage because I’ve talked to other mums.” [P1] 

 

“It’s nice knowing, though, that other moms are experiencing it. I mean, you feel less 

isolated, and it feels more normal I guess.” [P5] 

 

Other support that they have is their partner at home.  As this phenomenon occurs during the 

evening or night, having another person to support them through the late nights, or in the night 

episodes was crucial for them.   

 

“My husband and I juggle it.  For example, I’ve got a board meeting coming up on Friday, 

so if there’s ever a problem Thursday night, he will do it.” [P1] 
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“Whoever’s in the less sleepier state gets up.” [P2] 

 

“He’s normally the one who actually gets up. He seems to be a little bit more patient than 

me, and he’s on that side of the, he’s by the door. So he’ll often get up.” [P5] 

 

There is an array of different strategies that each caregiver has come up with to try to help their 

child and ease their pain.  Common among all participants is to try magnesium supplementation 

and massaging their child’s legs.  However, most do need to resort to paracetamol most times 

to reduce the pain to a level where the child can sleep. 

 

“We do give him a massage. And try rubbing the legs.” [P2] 

 

“I did have it myself when I was younger and went round in circles and I just kind of feel 

like massage, and heat, and heat rub if it’s really bad, and eat a banana.  Try to stretch her 

legs out.  Like I say, I won’t medicate, but sometimes like a little bit of Nurofen or Pamol, 

you know, just to kind of take the edge off I guess.  I think when it’s really bad, I can get it 

to a moderate level and then um, try to relax her a bit and then eventually she kind of falls 

asleep.” [P3] 

 

“We actually have a plan of action.  She’ll have a nice warm bath, with lavender.  Then I 

get arnica oil and the lavender again and I give her legs a good massage.  Then she has to 

elevate her legs with an ice pack on them, because an ice pack actually, I think it just numbs 

the leg.  I give her a bit of magnesium, so I either give her magnesium tissue salts or just a 

magnesium tablet. A really good, strong dose. If that hasn’t gone away in the next half an 

hour, if it’s still there, I just give her paracetamol.  I’m sitting there at night, half asleep, 

rubbing her legs and, you know, until she feels a bit better. So, it can be anywhere up to an 

hour rubbing her legs cause that friction on her legs is very soothing for her.” [P4] 

 

“If it’s a really bad night, we’ll get her up and get her to do some walking around and 

running around to move her legs again.” [P5] 
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One participant has compression bandages that the child is now able to put on himself if he 

wakes up in the night with pains.  To make this more appealing for the child, they have renamed 

these compression bandages, ‘ninja bandages’. 

 

“I use the words ‘ninja bandage’ because he was little, and he felt like a ninja. Ah, and so 

we’ve got a few of those floating around and they always go everywhere.  If he goes for a 

sleepover or something, ninja bandage comes with him, because he now can work out it’s 

coming on.  Because it’s growing pains, it’s never just one foot, and so sometimes he comes 

out in the morning with, like, little white things all over his body, well not on his hands but 

on all over his feet all pulled up over different parts just to try and help.  So, compression 

seems to help.” [P1]   

 

As BNILP is a night-time ailment, one concern among the older participants was the fear of 

having these pains while the child was on a sleepover or school camp.  Three participants talked 

of strategies they had put in place for these events.  

 

“He’s got a best buddy, and they sleep over at each other’s houses. So, he’s got a system 

even if he doesn’t have growing pains, and even now at night, ah, she (the other child’s 

mother) gives him Pamol even if doesn’t need it.” [P1] 

 

“He’s good as long as we take the Pamol with us. If we would forget, we’d have to go on a 

hunt for it.” [P2] 

 

“Our new strategy is if she goes to for sleepovers, she takes one paracetamol tablet with 

her in case.” [P4] 

 

The narratives were very complex but provided some key insights into what the health 

profession was able to provide, what the participants needed to provide for themselves, and 

some common ways that parents adopt to provide the best care they can for their child as they 

experience BNILP. 
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Summary 

 

In summary, these results have reported on the three themes that emerged from the narratives 

during the transcription of the interviews, data familiarisation, and data analysis processes.  

Theme one revealed several emotions that the caregivers are experiencing during the journey 

of parenting a child with BNILP.  Theme two reported on what caregivers are required to deal 

with when it comes to how the child responds and reacts to their pains, along with the child 

emotions to the pains.  Finally theme three details the different strategies that caregivers have 

come up with to help their child with their pains, who they are turning to for support, what is 

being said and what strategies are given to them by health care professionals, and which 

alternative care methods have been tried by the caregivers.   
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Part One Chapter Five 

Discussion and Conclusion 

 

Discussion 

 

The aim of this research was to gain an insight into what New Zealand caregivers are 

experiencing due to having a child with BNILP, what coping strategies work for them, and 

what advice and strategies New Zealand health care practitioners are offering them.  The review 

of available literature uncovered several studies that have looked at the causes and prevalence 

of BNILP, however evidence around what effects these pains have on the caregivers and 

households of these children was limited.  This study conducted in-depth, semi-structured 

interviews with five affected caregivers about their experiences.   

 

The participants in this study all talked of the intense emotional journey that parenting a child 

with BNILP led to.  This process could be likened to Elizabeth Kübler-Ross’s model of grief 

which is now being used as a model of change (Shoolin, 2010).  It starts with denial or 

confusion, then moves to frustration, reaching out to others, helplessness and finally to 

acceptance (Kübler-Ross, 1969; Shoolin, 2010).  During the interviews, it became evident that 

these parents all moved through several common emotional states.  The fear felt by the parents 

that their child had been misdiagnosed and these pains were caused by something more sinister 

was clear during each interview.  Some were then frustrated that while they were still fearful, 

there was little they could do to help their child and they then felt helpless.  All they could do 

was offer support and attempt methods of management strategies to help relieve their child’s 

pains each night.  Finally, despite this, the parents had an acceptance that showed they had built 

a resilience to it.  Every parent showed support and empathy for their child. 

 

As the participants have children that have been experiencing these pains regularly for over 

four years, and taking the definition of chronic pain as occurring for at least three months 

(Ferrell, 2006; Treede et al., 2015, 2019), the children in this study are experiencing chronic 

pain.  Numerous studies have reported on the effects of paediatric chronic pain on  parents and 

family (Donnelly et al., 2020; Eccleston & Malleson, 2003; Le et al., 2019; Maciver et al., 

2010).  The results of the emotional journey of this study are similar to the results of those 
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parenting children with chronic pain from a range of musculoskeletal, visceral, and neuropathic 

causes with common feelings of helplessness, frustration, guilt and worry among parents 

(Donnelly et al., 2020; Le et al., 2019; Maciver et al., 2010). 

 

The results of the interviews described the pain that these children are experiencing is severe 

and frequent.  When looking at the physical and emotional impact that these children face, it 

was discovered they are not only physically affected, but also mentally affected by the 

experience of their pains.  These effects are severe and long term, and limit physical and social 

activity.  They feel embarrassment that their peers will find out, and if their peers do discover 

they have these pains, there can be unsupportive comments coming from these peers.  Children 

with BNILP are avoiding some physical activities that could bring on the pains.  Physical 

activity is important during childhood as it is shown to decrease mental health issues such as 

depression and anxiety, improve sleep quality, and begins to build good habits toward physical 

activity leading into adulthood (Lahti et al., 2018; Schneller et al., 2017).  The caregivers and 

the children consider the consequences of activities prior to taking part and, therefore, are 

missing out on opportunities. Research has shown that social interaction and friendships are 

essential to every aspect of a child’s health and development (Kington et al., 2013).  These 

interactions help build confidence and if these opportunities are missed, friendships may be 

affected and this confidence may drop (Kington et al., 2013; Moriguchi, 2014).  Children with 

BNILP may be disadvantaged by the disruption to their physical and social interactions. 

 

Finally, this study looked at the support offered to the caregivers and what support they sought 

themselves.  The results showed that there is a lack of formal support offered or available to 

these parents.  One of the five participants had an explanation provided to them by their doctor 

about what it meant to have ‘growing pains’, however the explanation given does not 

correspond with the literature available on the possible aetiology of childhood leg pains.  Some 

studies have made suggestions of treatments for possible causes of these pains such as testing 

and supplementing for hypovitaminosis D, or with possible foot orthoses (Evans, 2003; Insaf, 

2017; Morandi et al., 2015; Vehapoglu et al., 2015); none of the participants have been offered 

any further investigation into these or other treatment options for causes.  The one treatment 

option from doctors or specialists was of a pharmaceutical intervention in the way of 

paracetamol.  This is treating the symptom of pain, however with research on aetiology being 

inconclusive, the ailment is being left untreated.  Some parents had tried complementary 

methods of treatment including osteopathy and chiropractic care with positive results; however, 
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this was unable to be pursued due to the financial burden it created.  The majority of the support 

for the caregivers came from other members of the household in the way of partners, and all 

caregivers found talking to other parents of children with BNILP was helpful.  All participants 

mentioned how important finding support was for their wellbeing.  By talking to other parents 

of children with BNILP, they no longer felt so isolated, and they developed a sense that what 

they were enduring was more normal than it felt.  Two participants were eager to start a 

Facebook group for caregivers of children with BNILP to find parents like them, share stories 

and strategies, and offer support to one another. 

 

In summary, these parents are experiencing an emotional journey while supporting their child 

through BNILP that is similar to literature regarding parenting a child with chronic pain.  The 

parents have developed an acceptance and resilience to allow them to show empathy while 

supporting their child.  There was a lack of explanation and education from their doctors about 

this ailment with treatment for the symptom of pain and little being done to ascertain the cause.  

Parents found talking to other parents of children with BNILP beneficial, however no support 

groups could be found.   

 

Limitations 

 

BNILP is one of the most common childhood musculoskeletal complaints (Al-Khattat & 

Campbell, 2000; Pavone et al., 2019).  As such, there is a belief that ‘growing pains’ is a 

childhood ailment that children grow out of eventually with no sinister sequelae.  Often parents 

are not obtaining advice from doctors for this ailment (Evans et al., 2006).  Therefore, the 

inclusion criterion of “The child must have seen a doctor/specialist and been given the 

diagnosis of BNILP and have had other pathologies excluded” meant that 35% of the 

applicants for this study were excluded due to not fitting this criterion. 

 

Having the inclusion criterion that the child must have had BNILP for at least three months 

meant that all the participants have chronic cases which may present as more severe than those 

who pains are not chronic.  This could increase the emotions that the parents are experiencing 

and make their experiences less generalisable. 
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The small number of self-selected participants, all from a small demographic area also adds to 

the limitations to this research.  It is possible the parents who did reach out were those whose 

children are experiencing more severe or frequent pains which may add self-selected bias as 

noted in other contexts (Hudson et al., 2004; James, 2006; Yasser et al., 2014).  While it has 

been suggested that a low number of participants is sufficient for an interpretive description 

study provided no new data are being recorded, the participants of this study were all from the 

Hibiscus Coast and Warkworth, North Auckland therefore, excluding other demographic 

groups.  A wider area to include city, urban, and rural participants could enhance the value of 

this research. 

 

All participants in this study were mothers.  Having a wider cross-section of caregivers to 

include fathers, grand-parents, or non-familial caregivers, may provide an alternative 

perspective and more data to analyse and consider. 

 

Conclusion 

 

The data collected in this study, and the results that culminated from the data, indicate that 

parenting a child with BNILP has a similar emotional impact to that of parenting a child with 

chronic pain.  Parents find that support is crucial to their wellbeing and mental state of health, 

however, the New Zealand health care system is lacking in their education on this common 

childhood ailment.  Treatment provided for BNILP by New Zealand health care providers is 

for the symptoms but, considering more research is needed, does not address the cause.  This 

study finds that caregivers have a proactive attitude towards helping their children gain relief 

from their experiences with BNILP and the parents have built a resilience to aid them through 

these times.  Parents are seeking out their own strategies for coping with the effects the 

experience of these pains is having on their children, and seeking support, understanding, and 

empathy from other parents with children experiencing BNILP. 

 

The significant impacts of BNILP on caregivers, children and their families has been 

highlighted by this study.  More research is needed into the possible reasons children 

experience BNILP and effective treatments for these causes.  No support groups could be found 

by the researcher and no participant was aware of any available.  Based on the results from this 

study, it is recommended that support groups being put in place by local health authorities or 
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affected parents, to provide a safe place for caregivers to discuss their coping strategies, to aid 

their mental wellbeing, and share strategies that have provided relief for their child. 
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Abstract 

 

Objective:  This study explored the effects Benign Nocturnal Idiopathic Leg Pains 

(BNILP) has on the caregivers parenting children experiencing these pains and 

what strategies are used to support them. 

 

Study Design:  A qualitive approach with an interpretive description mode of analysis was used 

for this study.  Data were collected during semi-structured interviews of five 

caregivers which were recorded, transcribed, and analyzed thematically.  

 

Results: Three themes emerged from the data analysis processes.  Theme one discusses 

the emotions that the caregivers are experiencing while parenting a child with 

BNILP.  Theme two centered on what caregivers are dealing with regarding how 

the child reacts to their pains.  Finally, theme three detailed the different 

strategies that caregivers are using to help their child with their pains and where 

they found effective support. 

 

Conclusions: Parenting a child with BNILP has a similar emotional impact to that of parenting 

a child with chronic pain.  The lack of available research means treatment 

offered is for the symptoms as the cause is unclear.  Parents are seeking out their 

own strategies for coping with the effects the experience is having on their 

children.  The results from this study led to the recommendation of more 

research into identifying the cause with appropriate treatment options, and more 

support offered to caregivers of children with BNILP. 
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Introduction: 

 

Benign Nocturnal Idiopathic Leg Pain (BNILP) has been cited as the most predominant 

musculoskeletal reason for a child to be taken to see a doctor(1,2).  At present, the most common 

medical method of treating BNILP is with the prescription of analgesics such as paracetamol 

(acetaminophen)(1–3).  As parents are increasingly wanting to avoid medicating where possible 

and turning to more natural remedies for their child’s ailments, more research is being 

undertaken into the etiology of growing pains so the causes can be addressed(3–5). 

 

BNILP affects children of all ages but mostly during the ages of 4-6 years and 8-10 years(1,3,6). 

Several studies have been carried out to determine the prevalence and the causes of these 

pains(1–3,7–11). These studies have been inconclusive in determining the cause but identified 

several factors associated with its etiology. These factors include familial history, vitamin D 

deficiency, lower pain threshold, and foot posture as possible etiological factors for this 

condition(1).  The range of prevalence is 4% to 37% depending on the age of the children 

studied, the method of questioning and the definition of growing pains used in the 

studies(3,5,12,13).  

 

Some children with BNILP experience pains for more than three months which puts BNILP 

into the category of chronic pain for these children(3,14–16). Research has suggested that 

caregivers of children with chronic pain, musculoskeletal, and/or developmental difficulties 

face issues that can negatively impact their emotional, physical, social, and economic 

wellbeing(17,18).  

 

Despite extensive research into prevalence, etiology, and treatment for BNILP, there is little 

research available about the effects these childhood pains have on the child’s caregivers.  

However, research has reported numerous negative effects on the caregivers and families  of 

children experiencing chronic pain(17–20).  Therefore, the aim of this research project was to 

conduct interviews with caregivers of children with BNILP to ascertain what these caregivers 

are experiencing in relation to their child’s pains, and what, if any, strategies these parents 

adopt to support them through these experiences. 
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Methods: 

 

Design: 

 

This study explored the experiences of caregivers parenting a child, or children, with BNILP.  

When discussing social phenomena, a qualitative approach to research is most effective(21,22).  

Interpretive description was chosen as it considers the lived experiences and then further 

analyses and interprets these experiences in a clinically relevant way that suits the goals of this 

project(21,23,24).   

 

Recruitment and participants: 

 

Five caregivers, all mothers of children aged 6 years to 13 years, were recruited and interviewed 

about their experiences parenting a child with BNILP.  There were twenty responses from 

potential participants that resulted in five participants meeting inclusion criteria and proceeding 

to the interview stage.  Recruitment stopped following these five as no new data were being 

recorded. 

 

Inclusion criteria 

 
 Participants must have access to an internet-connected device for video-interviewing. 

 The child had been experiencing BNILP for at least three months(15). 

 The child was currently experiencing the pains to ensure the participant was currently 

experiencing any issues related to their child’s pains. 

 The child must be 5-10 years of age (primary school aged) to encompass most of the peaks 

of prevalence at 4-6 and 8-10 years of age.  Note: Participant four’s child’s pains began 

during the targeted age band of 8-10 years and at the time of the interview was 13.  The 

researcher identified that this participant provided valuable information within the context of 

the research and permission to use the data was granted by Unitec ethics committee on 16 

August 2021. 

 Pain must be experienced bilaterally(1,5). 

 Pain must be intermittent with pain free days(1,5). 

 Pain must be in legs – thighs, calves, behind the knees, or any combination of these(1,5). 

 Pain must occur in the evening or during the night and be gone by morning(1,5). 

 The child must have seen a doctor/specialist and been given the diagnosis of BNILP and have 

had other pathologies excluded. 

 

Exclusion criteria 

 
 Caregiver or child has a prior relationship with the researcher. 

 Inability for the caregiver/s to understand or communicate in English. 

 Any current diagnosis or previous diagnosis of other pathologies of the lower limb. 
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Ethical consideration: 

 
Ethical approval for this research project was sought from the Unitec Research Ethics 

Committee.  Principles that were observed were participant confidentiality, informed consent, 

truth, and prevention of harm.  Ethical approval was granted on 15/02/2021 with approval 

number 2020-1062. 

Potential participants were recruited via advertising on local Facebook pages targeting parents 

through school and parenting groups.  Those that were interested were instructed to email or 

phone with their interest.  All responded via email. They were then assessed by the researcher 

to ascertain their eligibility.  Those that passed both the inclusion and exclusion criteria were 

then sent a participant information sheet to allow them to make an informed choice to 

participate or not.  Each participant was then required to sign a consent form prior to 

commencement with the research interview. 

 

Data collection:  

 

The semi-structured interviews took place over the internet using a video and audio program 

called Zoom.  This ensured safety for both the participant and the researcher.  Zoom provides 

a recording function which was utilized for later transcription.  Transcription of the interviews 

was completed by the primary author and checked for accuracy by the third author and the 

participant.  Participants then had the opportunity to make amendments should they wish to. 

They also had two weeks following receipt of their transcription to withdraw from the study 

should they wish to with no explanation needed. 

 

Data analysis: 

 

The transcriptions from the recorded interviews, and subsequent analysis and coding process, 

formed the foundations of the results generated for this study.  The process included 

familiarization of the data, categorizing the data using a coding system, and identification of 

themes and subthemes as described by Braun & Clarke(26).  These processes are described 

separately below. 

 

Familiarization: 

 

Familiarization of the data began with the interview stage and further through the self-

transcribing.  The transcripts were then read over several times to obtain further 
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familiarization with the data and parts that were relevant to the research question were 

highlighted.  

 

Categorizing the data: 

 

Relevant sections of the transcripts were sorted into groups using NVivo software (version 12) 

produced by QRS International.  Initially, the data were coded into emotions, strategies, child, 

and what the caregivers were told by the healthcare professionals.  Quotes from each participant 

were color coded and pasted below each heading for later analysis.  These were then transferred 

to a word document which created a format to easily navigate the material and ascertain the 

frequency in which each code was mentioned.  At the end of this process, there were 23 

categories available. 

 

Searching for themes: 

 

During the transferal of information in the categorizing and coding process, themes became 

evident and by the end of the process, there were six themes emerging.  Bubble charts were 

drawn up of the codes and these were placed under umbrellas of possible themes.  This enabled 

a visual representation of the elements and allowed for easier, and more accurate, placement of 

codes within theme brackets.  The quotes from the interviews were added to this document 

where it became apparent which codes, and therefore, themes were more extensive and 

potentially more important. 

 

Finalizing of themes: 

 

Once the basic themes and sub-themes were deciphered, it was time to arrange and present 

them in a cohesive way while ensuring they kept within the interpretive description style.  

This meant ensuring they remained true to the research question and clinically relevant.  This 

is where the emotional impact of the child, the child’s responses and reactions to the pains, 

the supports put in place, as well as the parent’s emotions were considered as they all play a 

part in the experiences of the parent through their journey with BNILP.  At the end of this 

stage of the analysis process, three main themes were evident, with 15 sub-themes distributed 

under these main themes. 
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Results: 
 
 
The results of the three major themes with 15 sub-themes that were identified during the 

analysis stage are shown in Table 1. 

Table 1: Thematic analysis 

 Theme      Sub themes 

1 Caregiver’s own emotional journey 1. Fear 

  2. Confusion 

  3. Helplessness 

  4. Frustration 

  5. Isolation 

  6. Acceptance 

2 Dealing with child’s emotional and  1. Child emotions such as embarrassment 

 physical response 2. Child responses such as how the pain manifests 

  3. Physical exhaustion night-time pain can cause 

  4. Child reactions such as avoidance of triggers 

3 Education and support from self and 1. Education from health care professionals 

 healthcare professionals 2. Strategies from health care professionals 

  3. Own support 

  4. Own strategies 

  5. Trying alternative methods 

 

Theme one: Caregiver’s own emotional journey 

 

Throughout the interviewing process, participants were using words to identify their own 

emotions they felt in relation to their child’s leg pains.  These emotions include frustration, 

fear, guilt, helplessness, and acceptance, along with a common feeling of not understanding 

what was happening to their child and other people not understanding what was happening. 

 

“It’s always hard to see your kids in pain.  You just feel a bit helpless I guess.” [P5] 

“Like her friends they get really, they think that she’s just full of nonsense, you know, that 

she’s just being whiny.” [P4] 

“It’s just infuriating.  Yeah, terrible!  The worst!  There must be something more I can do.” 

[P1] 

“It’s just frustrating because I personally feel it’s not growing pains.  It’s stressful for me.” 

[P4] 

“You kind of learn to manage it over time.  We’ve had it for nine years right, so it’s one of 

those routines.  You manage what you’ve got, but it’s pretty cruel.” [P1] 
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Caregivers are experiencing a range of emotions; however, they were all on par with each 

other with the emotions they were dealing with and the extent that they were affected by 

these emotions.  Caregiver emotions mostly ran with the amount of pain intensity, or the 

frequency that the child experienced.  

 

Theme two: Dealing with child’s emotional and physical response 

 

This theme identified what the caregiver deals with regarding the physical pain and 

exhaustion that their child is experiencing, as well as the physical exhaustion the sleepless 

nights can cause for other members of the household.  It also describes what the child is 

experiencing as a result of BNILP as well as how the child reacts to these pains, and how the 

parents deal with these reactions and responses. 

 

“As soon as it gets into that deep happening, it’s just screaming.” [P1] 

“There are some nights when nothing helps, and she will literally be up most of the night.  

It does affect our whole household sometimes.  My other younger daughter sometimes gets 

woken up, but we actually live with my parents and there has been on the all-night ones, 

they wake up in the morning and they’ll be like ‘oh, that was a bad night’.” [P5] 

“At times she does get quite frustrated with it and she’s like ‘just stop it’, and she’s kind of 

banging her legs, you know, ‘how do I stop it myself?’.” [P3] 

 

Caregivers are dealing with their children’s emotions as well as their own emotions when it 

comes to parenting a child with BNILP.  Both the child, the caregiver, and the whole household 

are affected at times by these nighttime pains. At times these children can feel embarrassed by 

their pains around their peers and subsequently, sleepovers need to be planned with actions at 

the ready should these pains occur.  These children, and their caregivers, need to consider any 

consequences of physical activity prior to participating with some choosing not to participate 

in fear of attacks of pain later that evening.  

 

Theme three: Education and support from self and healthcare professionals 

 

This theme centers around the support and advice that was given to the participant either from 

a health care professional, a friend, colleague, or anything they had sought for themselves.  
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Three sub-themes became evident.  Education, whether it came from healthcare professionals 

or what the participant had sought for themselves; Strategies or advice given to them from 

health care professionals; or their own support which was further divided into strategies they 

found through trial and error to help their child manage their pain or trying alternative methods 

to alleviate the pains. 

 

“Every time I go to a doctor they just say ‘it’s growing pains, its growing pains’, but I don’t 

know of any other children that have growing pains this severe.  I always get the same, 

they’re like ‘well, she’ll grow out of it, just give her paracetamol’, or something like that.” 

[P4] 

“Like I don’t even know what a growing pain is.  We weren’t sure if the doctor knew.  I’ve 

done lots of research myself.” [P1] 

“We actually have a plan of action.  She’ll have a nice warm bath, with lavender.  Then I 

get arnica oil and the lavender again and I give her legs a good massage.  Then she has to 

elevate her legs with an ice pack on them, because an ice pack actually, I think it just numbs 

the leg.  I give her a bit of magnesium, so I either give her magnesium tissue salts or just a 

magnesium tablet. A really good, strong dose. If that hasn’t gone away in the next half an 

hour, if it’s still there, I just give her paracetamol.  I’m sitting there at night, half asleep, 

rubbing her legs and, you know, until she feels a bit better. So, it can be anywhere up to an 

hour rubbing her legs cause that friction on her legs is very soothing for her.” [P4] 

“When we did see the osteo, we saw the osteo three times, we did see a reduction in the leg 

aches for about three or four months.  I do feel guilty when you don’t go back to something 

like that, but the costs involved.  You know, its $75 a time cause it’s not ACC” [P2] 

 
These results provided some key insights into what the health profession was able to provide, 

what the participants needed to provide for themselves, and some common ways that parents 

adopt to provide the best care they can for their child as they experience BNILP. 

 

The narratives were very complex but provided some key evidence and an awareness into what 

effects caregivers are experiencing while parenting a child with BNILP.  The interview 

transcriptions provided data regarding their emotional journey, the child’s emotional and 

physical journey, and what strategies are being advised by healthcare professionals, and who 

is providing support to these caregivers. 
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Discussion: 

 

The aim of this research project was to gain an insight into what New Zealand caregivers are 

experiencing due to having a child with BNILP, what coping strategies work for them, and 

what advice and strategies New Zealand health care practitioners are offering them.  Several 

studies have looked at the causes and prevalence of BNILP(1–3,7–11), however there was very 

little around what effects these pains have on the caregivers and households of these children.  

This study conducted in-depth, semi-structured interviews with five affected caregivers about 

their experiences.   

 

The participants in this study all talked of the intense emotional journey that parenting a child 

with BNILP led to.  This process could be likened to Elizabeth Kübler-Ross’s model of grief 

which is now being used as a model of change(27).  It starts with denial or confusion, then to 

frustration, on to reaching out to others, helplessness and finally to acceptance(27,28).  During 

the interview discussions, it became evident that these parents all moved through several 

common emotional states.  The fear felt by the parents that their child had been misdiagnosed 

and these pains were caused by something more sinister was evident during each interview.  

Some were then frustrated that while they were still fearful, there was little they could do to 

help their child and they then felt helpless.  All they could do was offer support and attempt 

methods of management strategies to help relieve their child’s pains each night.  Finally, 

despite this, the parents had an acceptance that showed they had built a resilience to it.  Every 

parent showed support and empathy for their child. 

 

As all the participants have children that have been experiencing these pains regularly for over 

four years, and taking the definition of chronic pain as occurring for at least three months(14–

16), it can be stated that these caregivers have children affected by chronic pain.  Numerous 

studies have reported on the effects of pediatric chronic pain on the parents and family(17–20).  

The results of the emotional journey of this study are similar to the results of those parenting 

children with chronic pain from a range of musculoskeletal, visceral, and neuropathic causes. 

 

The results of the interviews provided evidence that the pain these children are experiencing is 

severe and frequent.  When looking at the physical and emotional impact that these children 

face, it was discovered they are not only physically affected, but also mentally affected by the 

experience of their pains.  These effects are severe and long term, and limit physical and social 
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activity.  They feel embarrassment that their peers will find out, and if their peers do discover 

they have these pains, there can be unsupportive comments coming from these peers.  Children 

with BNILP are avoiding physical activities that they feel could bring on the pains.  Physical 

activity is important during childhood as it is shown to decrease mental health issues such as 

depression and anxiety, improve sleep quality, and begins to build good habits toward physical 

activity leading into adulthood(29,30).  The caregivers and the children consider the 

consequences of activities prior to taking part and, by avoiding these, are missing out on 

opportunities. Research has shown that social interaction and friendships are essential to every 

aspect of a child’s health and development(31).  These interactions help build confidence and if 

these opportunities are missed, friendships may be affected and this confidence may drop(31,32).  

Children with BNILP may be disadvantaged by this disruption to their physical and social 

interactions. 

 

Finally, this study looked at the support offered to the caregivers and what support they sought 

themselves.  The results showed that there is a lack of formal support offered or available to 

these parents.  One of the five participants had an explanation given to them about what it 

meant to have ‘growing pains’ by their doctor, however the explanation given does not 

correspond with the literature available on the possible etiology of childhood leg pains.  During 

the literature review, it was noted that some studies had made suggestions of treatments for 

possible causes of these pains such as testing and supplementing for hypovitaminosis D, or 

with possible foot orthoses(9,33–35); none of the participants have been offered any further 

investigation into these or other treatment options for potential causes.  The one treatment 

option from doctors or specialists was of a pharmaceutical intervention in the way of 

paracetamol.  This is treating the symptom of pain, however with research on etiology being 

inconclusive, the ailment is being left untreated.  Some parents had tried complementary 

methods of treatment including osteopathy and chiropractic care with positive results; however, 

this was unable to be pursued due to the financial burden it created.  The majority of the support 

for the caregivers came from other members of the household in the way of partners, and all 

caregivers found talking to other parents of children with BNILP was helpful.  All participants 

mentioned how important finding support was for their wellbeing.  By talking to other parents 

of children with BNILP, they no longer felt so isolated, and they developed a sense that what 

they were enduring was more normal than it felt.  Two participants were eager to start a 

Facebook group for caregivers of children with BNILP to find parents like them, share stories 

and strategies, and offer support to one another. 
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Limitations 

 

BNILP is one of the most common childhood musculoskeletal complaints (1,2).  As such, there 

is a belief that ‘growing pains’ is a childhood ailment that children grow out of eventually with 

no sinister sequelae.  Often parents are not obtaining advice from doctors for this ailment (4).  

Therefore, the inclusion criterion of “The child must have seen a doctor/specialist and been 

given the diagnosis of BNILP and have had other pathologies excluded” meant that 35% of 

the applicants for this study were excluded due to not fitting this criterion. 

 

The small number of self-selected participants, all from a small demographic area also adds to 

the limitations to this research.  It is possible the parents who did reach out were those whose 

children are experiencing more severe or frequent pains which may add self-selected bias as 

noted in other contexts(36–38).  While it has been suggested that a low number of participants is 

sufficient for an interpretive description study provided data saturation has been met, the 

participants of this study were all from the Hibiscus Coast and Warkworth, North Auckland 

therefore, excluding other demographic groups.  A wider area to include city, urban, and rural 

participants could enhance the value of this research. 

 

All participants in this study were mothers.  Having a wider cross-section of caregivers to 

include fathers, grand-parents, or non-familial caregivers, may provide an alternative 

perspective and more data to analyze and consider. 

 

Conclusion 

 

The data collected in this study, and the results that culminated from the data, indicate that 

parenting a child with BNILP has a similar emotional impact to that of parenting a child with 

chronic pain.  Parents find that support is crucial to their wellbeing and mental state of health, 

however, the New Zealand health care system is lacking in their education on this common 

childhood ailment.  Treatment provided for BNILP by New Zealand health care providers is 

for the symptoms but, considering more research is needed, cannot address the cause.  This 

study finds that caregivers have a proactive attitude towards helping their children gain relief 

from their experiences with BNILP and the parents have built a resilience to aid them through 

these times.  Parents are seeking out their own strategies for coping with the effects the 
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experience of these pains is having on their children, and seeking support, understanding, and 

empathy from other parents with children experiencing BNILP. 

 

The significant impacts of BNILP on caregivers, children and their families has been 

highlighted by this study.  It is recommended that more research to be conducted into the 

possible reasons children experience BNILP and effective treatments for these causes.  No 

support groups could be found by the researcher and no participant was aware of any available.  

Therefore, it is also recommended that support groups being put in place by local health 

authorities or affected parents, to provide a safe place for caregivers to discuss their coping 

strategies, to aid their mental wellbeing, and share strategies that have provided relief for their 

child. 
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Appendix A: Participant Recruitment Advertisement 

 
 

 

This study has been approved by the UNITEC Research Ethics Committee 

(Registration Number: 2020-1062).

Childhood Leg Pain Study Seeking 

Participants

Who:    Caregivers of children with “growing pains”.

What:   A 60-minute interview with you over Zoom to investigate your experiences      

             parenting a child with growing pains.

When:  February - March 2021 at a time convenient to you.

If you are interested, or would like more information about this project entitled 

“Benign Nocturnal Idiopathic Leg Pain: Experiences of New Zealand Caregivers”,

Please contact:

Clare Russell (Study Researcher) 

Email: growingpainsnz@gmail.com 

Phone: 021-426-126 
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Appendix B: Ethical Approval Letter 

 

  

Dear Clare Russell,

Your file number for this application: 2020-1062
Title: Benign Nocturnal Idiopathic Leg Pain: Experiences of New Zealand caregivers

Your application for ethics approval has been reviewed by the Unitec Research Ethics Committee (UREC) 
and has been approved for the following period:  

Start date: 15 February 2021
Finish date: 15 February 2022

Please note that: 

1. The above dates must be referred to on the information AND consent forms given to
allparticipants.

2. You must inform UREC, in advance, of any ethically-relevant deviation in the
project.This may require additional approval.

You may now commence your research according to the protocols approved by UREC. We wish 
you every success with your project.  

Yours sincerely, 

Nigel Adams
Deputy Chair, UREC

cc: Asher Lewis
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Appendix C: Ethics Amendment Email 
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Appendix D: Participant Information Sheet 

 

 
Information for participants 
 
Research Project Title 
Benign Nocturnal Idiopathic Leg Pain: Experiences of New Zealand caregivers. 
 
What we are doing 
My name is Clare Russell, and I am a Master of Osteopathy student at Unitec Institute of Technology 
in Auckland. As part of my course, I am required to undertake research for my thesis. For this, I 
would like to interview caregivers of children who are currently experiencing growing pains about 
their experiences with this condition. There will be generic questions about your child and then 
some more in-depth questions about your feelings and experiences parenting a child with growing 
pains. Once you have given your consent to join the research project, you will be contacted via 
email/telephone by the researcher (Clare) to arrange the most convenient date/time for you to 
attend an interview. Prior to the interview, the intention, purpose and ethical considerations of the 
research will be discussed. The interview will last around an hour. Due to the Covid-19 pandemic, 
the interviews will be conducted over the internet using a program called Zoom. For this, you will 
need access to an internet linked device with a camera and a microphone (e.g. smart phone, or 
laptop), as well as reliable internet service. The interview will be recorded and later transcribed.  
 
To protect your identity, I would like to assign a pseudonym to you before starting the interview to 
use it in entire data collection, analysis and dissemination. Should any such information be released 
by the participant and accidently recorded, it will be removed from the recordings before and after 
transcribing them. A copy of the transcription will be sent to you so you can review it and make any 
changes if you want to. At this point you may completely withdraw from the study if you wish, but 
this decision must be communicated to the researcher within two weeks of receiving the 
transcripts. I wish to make this as easy as possible for you.  
 
What it will mean for you 
If you agree to participate, you will be asked to sign a Consent Form. Your involvement in this study 
is voluntary. You are free to withdraw consent and stop at any time. You can withdraw your data 
(the interview recordings and transcriptions) within the first two weeks following the interview by 
emailing or phoning either myself or my supervisors (contact details below). All of your information 
including your name, contact details and recordings will be kept completely confidential and not 
used in any report or publication. This information will be kept in a password-protected computer 
and/or a locked cabinet for a period of 10 years at Unitec and only you, the researcher, and two 
supervisors will be able to have access. The information from the interviews will form the basis of 
my thesis and I hope will be used to give recommendations for future research into coping 
strategies to ease the issues that caregivers face when living with a child with growing pains. 
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Please contact Clare Russell, email: growingpainsnz@gmail.com if you need more information 
about the project. At any time if you have any concerns about the research project you can contact 
my supervisor, Dr Helen Anderson, email: handerson@unitec.ac.nz 
 
UREC REGISTRATION NUMBER: 2020-1062 
This study has been approved by the UNITEC Research Ethics Committee from 15/02/2021 to 
15/02/2022. If you have any complaints or reservations about the ethical conduct of this research, 
you may contact the Committee through the UREC Secretary (ph: 09 815-4321 ext 8551). Any issues 
you raise will be treated in confidence and investigated fully, and you will be informed of the 
outcome. 

 

 

  

mailto:growingpainsnz@gmail.com
mailto:handerson@unitec.ac.nz
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Appendix E: Participant Consent Form 

 
 

Research Project Title:  
Benign Nocturnal Idiopathic Leg Pain: Experiences of New Zealand caregivers. 

 
I have had the research project explained to me and I have read and understand the 
‘Participant Information Sheet’ given to me.  
 
I understand that I do not have to be part of this research project and can withdraw from the 
study if I wish, but I must communicate this to the researcher within two weeks of receiving the 
interview transcripts. 
 
I understand that everything I say is confidential and none of the information I give will identify 
me and that the only persons who will know what I have said will be the researcher and their 
supervisors.  
 
I also understand that all the information that I give will be stored securely on a password-
protected computer and/or a locked cabinet at Unitec for a period of 10 years. 
 
I understand that my discussion with the researcher will be recorded and transcribed.  
 
I understand that I can see the finished research document. 
 
I have had time to consider everything and I give my consent to be a part of this project.  
 
 
Participant Name: ……………………………………………………………………....  
 
 
Participant Signature: …………………………. Date: …………………………… 
 
 
Project Researcher: ……………………………. Date: …………………………… 
 

 
UREC REGISTRATION NUMBER: 2020-1062 
This study has been approved by the UNITEC Research Ethics Committee from 15/02/2021 to 
15/02/2022. If you have any complaints or reservations about the ethical conduct of this research, 
you may contact the Committee through the UREC Secretary (ph: 09 815-4321 ext 8551). Any issues 
you raise will be treated in confidence and investigated fully, and you will be informed of the 
outcome. 
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Appendix F: Semi-Structured Interview Guide and Questions  

 
 

 

Guide 

The student researcher must follow the following procedures before, during and after 

interviewing:  

“Hello PARTICIPANT’S NAME”. How are you today? Thank you for accepting to 

participate in my research. For the confidentiality purpose, I would like to assign a 

pseudonym to you to use it in entire data collection, analysis and dissemination. You will be 

called (e.g., Participant 1) from now on.  

Before I begin the interview, I want to remind you of a few important aspects that are 

included in the “Participant Information Sheet” and “Participant Consent Form”. The goal of 

this interview is to find out how your life has been affected by having a child that is 

experiencing benign nocturnal idiopathic leg pains (growing pains). Please try to answer 

questions as honestly as you can, and give an example where possible.  

It is expected that the interview will last 45-60 minutes. Today’s interview will be recorded, 

transcribed and analysed by me (Clare). I would like to again remind you that I will keep all 

records including transcriptions and analysis spreadsheets secure in password-protected files, 

encrypt them when I’m sending information over the Internet, and store the hard copies in a 

locked cabinet at Unite. By consenting to participate in this qualitative interview, you 

understand that although strategies are in place to ensure your confidentiality and anonymity, 

it cannot be %100 guaranteed. You can choose to withdraw from the interview at any time, 

you can request to skip questions and take a short break. After the interview has been 

completed, you have two weeks to contact me to request that your data be withdrawn from 

the study. The results from this research will be published in an academic journal, as well as 

presented at conferences and community seminars.  

As we discussed, today’s interview will be recorded. May I please click on 'Record' button to 

start our interview? [Start with saying; DATE, TIME and PARTICIPANT ID NUMBER].  

Could you please verbally confirm that you consent to this qualitative research interview? [If 

the participant responds NO, immediately terminate the interview. If the participant responds 

YES, continue with the interview and start asking questions below].  

Questions  

Questions may be adjusted according to participants' responses.  

1. Could you please tell me about your child? (Age, height, weight, activity, gender.)  

2. How long has your child been experiencing leg pains?  

3. When was your child diagnosed with growing pains?  

4. How did you feel during this experience?  

5. What, if any, strategies were put in place by yourself and/or health care professionals 

to help you or your child? (e.g., medication, education, any other strategies?)  

6. Could you please tell me know a bit more about your experiences of having a child 

with leg pains?  
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a. Do your child’s pains affect your sleep? If so, how?  

b. Have you ever had to miss work or events because of your child’s growing pain?  

7. Do you have any concerns about your child’s growing pain at all? If so, what are 

those  

concerns?  

8. How did/would you decide when to get help or support for yourself?  

9. Are there any other comments or stories you would like to share?  

Is there anything else that you would like to share with me? 

Thank you very much for participating in the qualitative research interview. This marks the 

end of the interview [Stop recording. Remind the participant of the two-week withdrawal 

period post interview, how they will receive a copy of the interview transcript, and how they 

will receive a copy of the final report. Also, remind the participant how to get in contact with 

you. Thank the participant again. End the Zoom session].  
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Appendix G: Mind map of themes and sub-themes 
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Appendix H: Example of coding through NVivo software 

 
 
 

 
 

Files\\Transcription Participant 1 - § 25 references coded [ 7.83% Coverage] 

Reference 1 - 0.20% Coverage 

You kind of over time learn to manage it 

Reference 2 - 0.38% Coverage 

then you talk to other people and they seem to have the same sort of issues. 

Reference 3 - 0.10% Coverage 

you talk to friends 

Reference 4 - 0.14% Coverage 

we’ve been to a naturopath 

Reference 5 - 0.19% Coverage 

you talk to the people at the pharmacy 

Reference 6 - 0.09% Coverage 

magnesium pills 
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Appendix I: Example of initial themes 
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Appendix J: Completed SRQR form 

 

Standards for Reporting Qualitative Research (SRQR) 
 

O’Brien B.C., Harris, I.B., Beckman, T.J., Reed, D.A., & Cook, D.A. (2014). Standards for reporting 
qualitative research: a synthesis of recommendations. Academic Medicine, 89(9), 1245-1251. 

 

 

No.    Topic  
 

Item Checked 

 
Title and abstract 
 

  

S1     Title Concise description of the nature 
and topic of the study identifying 
the study as qualitative or 
indicating the approach (e.g., 
ethnography, grounded theory) or 
data collection methods (e.g., 
interview, focus group) is 
recommended 

Yes, stated as a qualitative study 
in the title 

S2     Abstract Summary of key elements of the 
study using the abstract format of 
the intended publication; typically 
includes objective, methods, 
results, and conclusions 

Yes, page 2 

 
Introduction 
 

  

S3     Problem formulation Description and significance of 
the problem/phenomenon 
studied; review of relevant theory 
and empirical work; problem 
statement 

Yes, in basic lit review in 
introduction page. 

S4     Purpose or research 
question 

Purpose of the study and specific 
objectives or questions 

Yes, in summary sentence on 
intro page. 

 
Methods 
 

  

S5     Qualitative 
approach and             
research paradigm 

Qualitative approach (e.g., 
ethnography, grounded theory, 
case study, phenomenology, 
narrative research) and guiding 
theory if appropriate; identifying 
the research paradigm (e.g., 
positivist, 
constructivist/interpretivist) is also 
recommended 

Yes, method design paragraph. 

S6     Researcher 
characteristics and 
reflexivity 

Researchers’ characteristics that 
may influence the research, 
including personal attributes, 
qualifications/experience, 
relationship with participants, 

In exclusion criteria states no 
prior relationship. 
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assumptions, or presuppositions; 
potential or actual interaction 
between researchers’ 
characteristics and the research 
questions, approach, methods, 
results, or transferability 

S7     Context Setting/site and salient contextual 
factors; rationalea 

Yes, New Zealand incidence of 
BNILP 

S8     Sampling strategy How and why research 
participants, documents, or 
events were selected; criteria for 
deciding when no further 
sampling was necessary (e.g., 
sampling saturation); rationalea 

Data saturation mentioned in 
paragraph on recruitment and 
participants 

S9     Ethical issues 
pertaining to human 
subjects 

Documentation of approval by an 
appropriate ethics review board 
and participant consent, or 
explanation for lack thereof; other 
confidentiality and data security 
issues 

Yes, paragraph on ethical 
considerations 

S10    Data collection 
methods 

Types of data collected; details of 
data collection procedures 
including (as appropriate) start 
and stop dates of data collection 
and analysis, iterative process, 
triangulation of sources/methods, 
and modification of procedures in 
response to evolving study 
findings; rationalea 

Discuss how participants were 
found, how contact was made 
and why data collection stopped. 

S11    Data collection 
instruments and 
technologies 

Description of instruments (e.g., 
interview guides, questionnaires) 
and devices (e.g., audio 
recorders) used for data 
collection; if/how the instrument(s) 
changed over the course of the 
study 

Description of Zoom and that 
semi structured interviews were 
used. 

S12    Units of study Number and relevant 
characteristics of participants, 
documents, or events included in 
the study; level of participation 
(could be reported in results) 

Mention of how many 
participants, and that they were 
mothers. 

S13    Data processing Methods for processing data prior 
to and during analysis, including 
transcription, data entry, data 
management and security, 
verification of data integrity, data 
coding, and 
anonymization/deidentification of 
excerpts 

Yes, through details on data 
collection and analysis. 

S14    Data analysis Process by which inferences, 
themes, etc., were identified and 
developed, including researchers 
involved in data analysis; usually 
references a specific paradigm or 

Yes, throughout the data 
analysis stages outlined in the 
methods section. 



85 
 

approach; rationalea 

S15    Techniques to 
enhance trustworthiness 

Techniques to enhance 
trustworthiness and credibility of 
data analysis (e.g., member 
checking, audit trail, 
triangulation); rationalea 

Yes. Details on supervisory 
checking of transcripts. 

 
Results/Findings 
 

  

S16    Synthesis and 
interpretation 

Main findings (e.g., 
interpretations, inferences, and 
themes); might include 
development of a theory or 
model, or integration with prior 
research or theory 

Yes, referencing to relevant 
literature and model of grief 

S17    Links to empirical 
data 

Evidence (e.g., quotes, field 
notes, text excerpts, 
photographs) to substantiate 
analytic findings 

Yes, through quotes of 
participants and referencing to 
other literature. 

 
Discussion 
 

  

S18    Integration with 
prior work, implications, 
transferability, and 
contribution(s) to the field 

Short summary of main findings; 
explanation of how findings and 
conclusions connect to, support, 
elaborate on, or challenge 
conclusions of earlier scholarship; 
discussion of scope of 
application/generalizability; 
identification of unique 
contribution(s) to scholarship in a 
discipline or field 

Yes, in discussion and 
conclusion. 

S19    Limitations Trustworthiness and limitations of 
findings 
 

Yes, paragraph on limitations. 

 
Other 
 

  

S20    Conflicts of interest Potential sources of influence or 
perceived influence on study 
conduct and conclusions; how 
these were managed 

Yes, on title page as per 
instructions from JPeds. 

S21    Funding Sources of funding and other 
support; role of funders in data 
collection, interpretation, and 
reporting 

Yes, on title page as per 
instructions from JPeds. 

 

aThe rationale should briefly discuss the justification for choosing that theory, approach, method, or 

technique rather than other options available, the assumptions and limitations implicit in those 
choices, and how those choices influence study conclusions and transferability.  As appropriate, the 
rationale for several items might be discussed together. 

 


	Abstract
	Preface
	Acknowledgements
	Table of Contents
	Part One Chapter One
	Introducing the research
	Introduction

	Part One Chapter Two
	Review of literature
	History of Benign Nocturnal Idiopathic Leg Pain
	Definitions
	Epidemiology
	Aetiology
	• Lower pain threshold
	• Changes in vascular perfusion
	• Foot posture
	• Family history
	• Hypovitaminosis D

	Diagnosis
	Common treatments
	Chronic pain and BNILP
	Paediatric pain and family functioning
	Available research on caregiver experiences with parenting a child in pain
	Summary

	Part One Chapter Three
	Methodology and Methods
	Introduction to Methodology and Methods
	The Qualitative Approach
	Interpretive description
	Methods
	Participant recruitment
	Inclusion and exclusion criteria
	Inclusion Criteria:
	Exclusion Criteria:

	Ethical consideration
	Participant Protection
	Semi-structured interviews
	Data Collection
	Transcription Reliability
	Demographics
	Data Analysis and Coding
	 Familiarisation
	 Coding the data
	 Searching for themes
	 Reviewing of themes

	Addressing rigour in qualitative research
	 Epistemological integrity
	 Representative credibility
	 Analytic logic
	 Interpretive Authority
	 Moral Defensibility
	 Disciplinary Relevance
	 Pragmatic obligation
	 Contextual awareness
	 Probable Truth

	Withdrawal from study
	Summary

	Part One Chapter Four
	Results
	Themes
	Theme one: Caregiver’s own emotional journey
	 Fear
	 Confusion
	 Helplessness
	 Frustration
	 Isolation
	 Acceptance

	Theme two: Dealing with child’s emotional and physical response.
	 Child responses to BNILP (how it affects them)
	 Physical exhaustion
	 Child emotions and reactions to the pains

	Theme three: Education and support from self and healthcare professionals.
	 What is being offered by healthcare professionals
	 Education
	 Trying alternative methods
	 Own support

	Summary

	Part One Chapter Five
	Discussion and Conclusion
	Discussion
	Limitations
	Conclusion

	References
	Part two:
	Manuscript
	Part three:
	Appendices
	Appendix A: Participant Recruitment Advertisement
	Appendix B: Ethical Approval Letter
	Appendix C: Ethics Amendment Email
	Appendix D: Participant Information Sheet
	Appendix E: Participant Consent Form
	Appendix F: Semi-Structured Interview Guide and Questions
	Appendix G: Mind map of themes and sub-themes
	Appendix H: Example of coding through NVivo software
	Appendix I: Example of initial themes
	Appendix J: Completed SRQR form


