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• High rates of depression and functional disability were observed  

• Depression and functional disability had a weak association  

• PODCI may assess functional limitations independently of depression symptoms  
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Abstract 

Background and Aims: Clinicians treating pediatric chronic pain conditions understand that 

persistent pain, functional ability, and symptoms of depression often co-exist, yet these relationships 

have only been described to a limited extent by research. This paper more closely examines the 

relationship between symptoms of depression and subtypes of functional disability.  

 

Methods. Participants included a clinical sample of children and adolescents (N=239) referred to a 

pediatric multidisciplinary pain clinic for treatment of persistent or recurrent (chronic) pain in 

[Anonymous location]. The majority of participants were female, (76.6%), and were aged 7-17 years 

(mean age at the time of presentation was 13.8 years).  Data from standardized instruments and 

interview data were collected from a clinical file audit. The Pediatric Outcomes Data Collection 

Instrument (PODCI) was used as a measure of functional difficulties performing activities of daily 

living, and the Children’s Depression Inventory (CDI) was used to measure depressive symptoms. 

 

Results. High rates of depression and functional disability were observed, but were not associated 

with one another beyond relatively weak associations. Contrary to prior studies using different 

measures of physical functioning, depression symptoms were not associated with PODCI functional 

disability beyond a minor association with anhedonia symptoms (primarily driven by the pain/comfort 

subscale of the PODCI). 

 

Conclusions and Implications. We argue that prior research has measured physical functional 

limitations in pediatric pain sufferers in a way that is heavily influenced by psychosocial factors, in 

particular by the symptoms of clinical depression. In contrast, using a measure of physical functioning 

(PODCI) less influenced by psychosocial factors suggests that the relationship between physical 

functioning during activities of daily living (e.g., use of upper limbs, basic gross and fine motor skills, 

basic mobility) and depression is weaker, despite both being heightened in this sample. Unlike other 

functional disability measures, the Pediatric Outcomes Data Collection Instrument (PODCI) may 

allow researchers to assess functional limitations somewhat independently of depression symptoms. 
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This conclusion requires replication in further studies, but if confirmed, then the PODCI be could be 

advocated as a useful measure to obtain a more ‘pure’ measure of functional difficulties due to pain, 

relatively independent of depression. 

 

Key words: depression; mental health; chronic pain; pediatric; physical functioning; 
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1. Introduction 

Chronic pain is a common and apparently growing problem in child and adolescent 

populations. Up to 38% of children and adolescents are affected by chronic pain and there is also 

evidence to suggest that these prevalence rates have risen over recent decades (1-3). Chronic pain is 

more often reported by girls (4, 2), seems to have onset most commonly between the ages of 12 and 

14 years (2, 5), and impairs children’s ability to participate optimally at home, school, sport, and 

during other hobbies (3-5).  

According to the Pediatric Initiative on Methods, Measurement, and Pain Assessment in 

Clinical Trials (pedIMMPACT) taskforce (established to recommend standard measures of pediatric 

pain), there are 3 primary types of functioning likely to be impacted by chronic pain. These include 

role functioning (includes being a student, friend, employee, and family member), emotional 

functioning (mental health), and physical functioning (for example, walking or playing sports) (6).  

Both depression (a type of emotional dysfunction) and other types of functional limitations have been 

found to occur in high rates in pediatric pain sufferers (7). Prior research has linked global functional 

difficulties and emotional distress in pediatric pain samples (e.g., 8).  

A common measure used in pediatric pain to measure physical functioning is the Functional 

Disability Inventory (FDI) (9). The FDI assesses patients on a global functioning score, but does not 

produce scores for subtypes of functioning. Examining the subtypes of functioning such as physical 

functioning during activities of daily living (e.g., use of upper limbs, basic gross and fine motor skills, 

basic mobility), may help us to further understand the complexity of the relationship between different 

types of impaired functioning and depression. However, much, if not all, of the prior pediatric pain 

research has measured functional disability using global functional scores, and has not examined how 

subtypes of functioning interact with depression symptoms on different depression subscales. Further, 

measures that do include subtypes of functioning, such as The Pediatric Outcomes Data Collection 

Instrument (PODCI) (11), are not often used with pediatric chronic pain patients. 

The purpose of this paper is to explore the inter-relationships between functional disability 

and depression symptoms in a sample of pediatric pain patients. In order to allow a more in-depth 

exploration of the relationship between depression and functional disability, this paper aims to 
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investigate subtypes of functioning and their relationship with depression symptoms. Based on the 

existing literature, it is hypothesized that the depression symptoms (both globally and all subscales of 

depression) will be strongly and positively associated with PODCI disability (both globally and all 

subscales of functioning). No specific predictions beyond this were made given this is an exploratory 

study. 

2. Material and Methods  

2.1. Ethics 

Ethics approval was obtained from the [Anonymous] University and [Anonymous] Hospital Human 

Research Ethics Committees. Patients and their parents attending the clinic signed a consent form 

indicating that their de-identified data may be used for research purposes in the future. 

 

2.2. Participants  

Clinical sample data were obtained by auditing the medical files of 239 children and 

adolescents (aged 7-17 years) who attended the Children’s Pain Management Clinic at [Anonymous] 

Hospital, Australia between 2002 and 2011, and who had completed the questionnaires outlined 

below. Of the 239 cases presenting for treatment of chronic pain, 76.6% (N=183) were female, the 

mean age at the time of presentation was 13.8 years.  This is consistent with the findings of previous 

research that adolescent girls are at greater risk for chronic pain disorders (2, 4-5). The most common 

presenting pain locations included lower limb pain (43.8%), head, face or mouth pain (37.2%), and 

lower back, lumbar spine, sacrum, or coccyx (see Table 1). These pain areas commonly present in 

children and adolescents, although the relative frequencies of reports may differ across individual 

studies (2-5). Approximately half presented with a single pain location, a quarter with 2 pain areas, 

and the remainder 3 or more (see Table 1). 
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Table 1  

Pediatric Pain Locations (N=239)  

Pain location N % 

Limb Pain 120 50.2 

  Lower limb 105 43.9 

  Shoulder and upper limbs 30 12.6 

Head, face, mouth 89 37.2 

Lumbar region, lower back, sacrum, or coccyx 49 20.5 

Abdominal region 33 13.8 

Thoracic region, upper back 20 8.4 

Widespread (more than 3 major sites) 20 8.4 

Pelvic region 17 7.1 

Cervical region, neck 13 5.4 

Anal, perineal, and genital region 2 .8 

Note. Cumulative percentages exceed 100% due to multiple diagnoses per patient. 

 

2.3. Materials 

2.3.1. Demographics. Included child’s date of birth and gender. 

 

2.3.2. Pain Locations. Information on pain locations was obtained both from referral 

information and from a questionnaire item. The following categories were then created based on 

common anatomical sites in prior literature: head/face/mouth, cervical/neck, shoulder/upper limbs, 

thoracic/upper back, abdominal, lumbar/lower back/sacrum/coccyx, pelvic, anal/perineal/genital, 

lower limb, and widespread (more than 3 major pain sites). 

 

2.3.3. Depression Symptoms. Data were collected using the Children’s Depression Inventory 

(CDI) (12) to assess participant’s levels of depression for the past two weeks. This screening tool is a 
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27-item self-rated symptom oriented scale suitable for children and adolescents aged 7-17 years. The 

CDI yields five subscales: Negative mood (irritability or anger) (reliability in current study α = .79), 

Interpersonal problems (difficulty making and keeping close relationships) (reliability in current 

study  α = .47), Ineffectiveness (lack of motivation or inability to complete tasks) (reliability in current 

study α = .66), Anhedonia (inability or decreased ability to experience joy) (reliability in current study 

α = .72), and Negative Self-Esteem (belief that one is not good at anything) (reliability in current study 

α = .70). It is a standardised measure that incorporates specific scoring criteria in order to rate each 

item on a 3-point scale according to the extent to which it applies to each individual (i.e., 0 = Absence 

of symptom, 1 = Mild symptom, 2 = Definite symptom). The scores obtained from the five subscales 

are used to derive an overall indicator of depression (i.e., Total CDI), with higher scores indicating 

increasing severity. The scores on each item are summed to get a raw total score, which is 

standardized by age and gender to obtain a T-score, ranging from 34-100. The CDI demonstrates good 

validity, predicting depressive disorders and discriminating between depressive disorders and other 

psychological mood disorders (13-14), and has been used in mixed pain populations (15) (16). The 

CDI also demonstrates moderate to high test-retest reliability (13). The Total CDI scale demonstrated 

high internal consistency in the current study (α = .90), with the subscales ranging from α = .66 to .79, 

with the exception of Interpersonal problems which had a low reliability (α = .47). 

 

2.3.4. Pain-Related Functional Disability. The PODCI (11), also known as the Pediatric 

Orthopaedic Society of North America (POSNA) questionnaire, assesses patients under 19 years of 

age on their overall health, pain, and ability to participate in normal daily activities, as well as in more 

vigorous activities associated with young people. The POSNA includes five subscales and a global 

scale made up of a total of 117 items, on a five point Likert-type scale ranging from “Not at all” to 

“Extremely”. The Global Functioning Scale measures general disruptions to daily and student 

activities, and is calculated by summing the scores of all the subscales (reliability in current study α = 

.94). The four primary subscales include: the Upper Extremity and Physical Function Subscale, which 

measures difficulty encountered in performing daily personal care and student activities (reliability in 

current study α = .85), the Transfer and Basic Mobility Subscale measuring difficulty experienced in 
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performing routine motion and motor activities in daily activities (reliability in current study α = .86), 

the Sports/Physical Functioning Subscale measuring difficulty or limitations encountered in 

participating in more active activities or sports (reliability in current study α = .94), and the 

Pain/Comfort Subscale which measures the level of pain experienced during the past week (reliability 

in current study α = .80).  

Developed by the American Academy of Orthopedic Surgeons (AAOS), there are three 

versions: the parent-child (parent completing for children <11 years of age), parent-adolescent (parent 

completing for adolescent), and the adolescent format (adolescent completing for themselves). The 

PODCI scales have a normative scoring system, which allows for direct comparison of outcome 

scores across all three versions (both self- and parent-rated adolescent versions, and a parent-rated 

child version). In the current study, the parent-child and parent-adolescent versions were used. 

Normative outcome scores are produced for the global functioning scale and the subscales. Normative 

data for the PODCI scale has been provided in a large study by Hunsaker and colleagues (17). While 

the PODCI has not been used extensively in the pediatric pain literature, it has been found to be 

reliable in pain conditions such as juvenile idiopathic arthritis (18) (19), pain related injury (20), and 

complex regional pain syndrome (21). The global functioning scale demonstrated high internal 

consistency in the current study (α = .94), with the subscales ranging from α = .80 to .94. 

 

2.4. Procedure 

A random, representative sample of medical files of patients who were assessed and treated in 

the Children’s Pain Management Clinic at the [Anonymous] Hospital between 2002 and 2011 were 

audited. The total number of files entered was based on a power calculation of the number needed to 

test the a-priori hypotheses with t-tests or correlations, as appropriate. Assuming power = .8, alpha = 

.05, equal group sizes (relevant for the t-tests only), and a small effect size (r = .2 or Cohen’s d = .35, 

depending on the analysis), the minimum required sample size was estimated at 200. These effect 

sizes were chosen on the basis of prior findings and clinical experience suggesting effects smaller than 

this would be of negligible benefit in clinical contexts.  
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Children attended the clinic with their parent(s) and were assessed on initial presentation by a 

multi-disciplinary team and with standardized questionnaires (see materials section). All patients were 

required to complete the battery of questionnaires as part of their initial assessment and intake 

procedure into the clinic. Parents completed questionnaires on behalf of their child. PODCI scales 

have a normative scoring system, which allows for direct comparison of outcome scores for both the 

parent-child and parent-adolescent versions. 

 

3. Results 

3.1. Data Analyses 

All analyses were conducted using SPSS version 21. The CDI had 10 cases (4.2%) with more 

than 10% missing data (3 or more data points), the PODCI had 11 cases (4.6%) with more than 10% 

missing data (11 or more data points), all which were deleted listwise. Missing values analysis was 

then conducted, and revealed there was less than 5% missing data overall. Missing values were 

imputed using expectation maximization (22). Several outliers were found, and appeared to be 

influential for normality. Once these cases were brought closer to the mean (3.29 SD form the mean), 

all variables were normally distributed. No further transformations were necessary. 

 

3.2. Functional Disability                         

With regards to the functional scales of the PODCI, this clinical sample reported statistically 

and clinically significantly poorer functioning than the general population on all subscales of the 

PODCI (see Table 2), with moderate to large effect sizes according to Cohen’s criteria (23). On the 

global functioning scale, 88.2% of participants were at least 10 points (1 full Standard Deviation 

[SD]) below their peers without chronic pain, and 76.9% of these children were at least 20 points (2 

SDs) below the normative mean. Further details are included in Table 2. 
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Table 2  

PODCI Pediatric Functional Disability  

Notes. PODCI = Pediatric Outcomes Data Collection Instrument, * significant at p<.001,  N=238; Scores we 

converted to normative scores against the general population, with a mean of 50 and SD of 10. Lower scores 

indicate poorer functioning. 

 

3.3. Depression and Functional Disability 

Table 3 presents data on mean differences between the clinical sample and a normative 

sample (general population means) on the standardized depression scale. All scales and total scores on 

the depression inventory were significantly higher for the group with chronic pain than for the 

normative sample, and 97% of the clinical sample fell within the clinical range for depression 

symptoms (12). Effect sizes were large by Cohen’s criteria (23). 

 

 

 

 

 

 

 

 

 

 

Clinical 

Sample M (SD) 

Normative  

Sample M (SD) 

Mean Difference  

t-test 

Effect 

Size  

d 

Global Functioning  10.42 (21.22) 50 (10) t(237)=28.77* 2.39  

Upper Extremity and Physical Function 38.56 (22.90) 50 (10) t(237)=7.70* 0.65   

Transfer and Basic Mobility 21.59 (32.74) 50 (10) t(237)=13.39* 1.17  

Sports and Physical Functioning 12.94 (26.40) 50 (10) t(237)=21.66* 1.86  

Pain Comfort  17.22 (13.84) 50 (10) t(237)=36.55* 2.72  
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Table 3  

Scores on the CDI: Chronic Pain versus Normative Sample 

Notes. CDI = Children’s Depression Inventory, * significant at p<.001 

 

To determine the relationship between functional disability and depression, bivariate 

correlations were performed (see Table 4).  Depression was not found to be correlated with functional 

disability on the PODCI in contrast to previous findings using the FDI (17, 7). One exception was that 

the anhedonia subscale showed a weak positive relationship with Global PODCI Functioning (r=.13, 

P>.05); this is likely driven by the PODCI Pain/Comfort subscale association with Anhedonia (r=.13, 

P>.05). 

 

 

 

 

 

 

 

 

 

 

 

 

Pain (N=226)  

M (SD) 

Normative 

Score   

M (SD) 

Mean  

Difference  

t-test  

Effect Size  

d 

Depression (Total) 73.77 (5.26) 50 (10) t(225)=67.92* 2.98 

Negative Mood 74.88 (6.77) 50 (10) t(225)=55.25* 2.91 

Interpersonal Problems  65.30 (7.23) 50 (10) t(225)=31.79* 1.75 

Ineffectiveness  60.90 (6.35) 50 (10) t(225)=25.80* 1.30 

Anhedonia  64.21 (5.67) 50 (10) t(225)=37.67* 1.75 

Negative Self-Esteem  74.30 (5.68) 50 (10) t(225)=64.27* 2.99 
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Table 4  

Bivarate correlations between PODCI Functioning and CDI Depression  

 1 2 3 4 5 6 7 8 9 10 11 

1  1           

2 .53*** 1          

3 .80*** .36** 1         

4 .87*** .27*** .77*** 1        

5 .74*** .20** .48*** .58*** 1       

6 .06 .04 .04 -.01 .11* 1      

7 .01 .06 -.01 -.04 .07 .43*** 1     

8 .01 -.03 -.03 -.05 .05 .40*** -.21** 1    

9 -.08 -.02 -.07 -.08 -.01 .46*** .12* .13* 1   

10 .13* .01 .06 .09 .13* .45*** -.07 .24*** -.02 1  

11 -.03 .02 .01 -.06 -.04 .40*** .16** -.02 .17** -.11* 1 

Notes. PODCI = Pediatric Outcomes Data Collection Instrument, CDI = Children’s Depression Inventory, 

1=Global Functioning, 2=Upper Extremity & Physical Functioning, 3=Transfer & Basic Mobility, 4=Sports & 

Physical Functioning, 5=Pain/Comfort, 6=Total CDI, 7=Negative Mood, 8=Interpersonal Problems, 

9=Ineffectiveness, 10=Anhedonia, 11=Negative Self-Esteem 

* significant at p<.05 ** significant at p<.01 *** significant at p<.001 

N=225  

 
 

4. Discussion 

It is clear that chronic pain often permeates many aspects of the sufferer’s physical and 

psychological functioning. By exploring functional disability and depression global scores, as well as 

their subscales, we aimed to provide a more detailed picture of how emotional and physical 

functioning inter-relate in this population. As in prior research, high rates of both depressive 

symptoms and physical functional limitations were observed in this sample. This is not a particularly 

novel finding. However, perhaps of greater interest was the finding that contrary to prior studies using 
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measures of physical functioning other than the PODCI, and contrary to the study hypotheses, 

depression symptoms were not associated with PODCI functional disability beyond a relatively weak 

association between pain/comfort and anhedonia symptoms. This was unexpected and warrants 

further consideration. 

 

4.1. Depression and Functional Disability (as measured by the PODCI) 

In contemplating these findings, a clear difference was identified in the measures that we 

used, and those used in much of the prior research on which our hypotheses were based (e.g. 8, 24-

27). Whilst the majority of studies demonstrating the relationship between depression and physical 

functional disability have used the CDI or a similar instrument to measure depression, consistent with 

our sample; the majority did not use the PODCI to measure both broad and specific functional 

disability domains. Instead, many prior studies have used the Functional Disability Inventory (FDI) or 

a similar instrument. On inspecting the items included in the FDI compared with the items of the 

PODCI, the FDI items appear to include mostly broader and more general activities of daily living 

(ADL) descriptions than the PODCI. Examples of FDI items include doing chores, eating regular 

meals, and going shopping. Examples of PODCI items include using a fork and spoon, bending over 

from standing to pick up something off the floor, and walking three blocks. Given this, it is possible 

that FDI items are more likely to be influenced by depression; as during a depressive episode, a 

person may be more likely to continue to perform tasks like picking something off the floor, but may 

have more difficulty eating regular meals or going shopping (e.g. due to anhedonia, loss of 

motivation, and fatigue). To illustrate this idea, Supplementary File 1 compares the items of the CDI 

depression measure, with those items the authors have deemed to demonstrate a reasonable degree of 

similarity on either the FDI or PODCI. Supplementary File 2 summarizes the total number of items on 

each functional scale and subscales identified in Supplementary File 1, and gives the percentage of the 

total functional scale or subscale overlapping with CDI depression items.    

The tables within the supplementary files suggest that the FDI items show similarity with 7 of 

the 27 CDI items (representing approximately 25.9% of the CDI scale), whereas the PODCI Global 

Functioning Scale items only overlap with 2 of the 27 CDI items (representing approximately 7.4% of 
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the CDI scale). This is despite the FDI having a total of 15 items, whereas the PODCI Global 

Functioning Scale has a total of 34 items. The upper extremity and transfer and basic mobility 

subscales have no items that were judged to be reasonably similar to the CDI items. The Sports and 

Physical Functioning and Pain/Comfort subscales, each had one similar CDI item. In judging the 

items, 4 CDI items and 5 functional items produced some uncertainty in classification. See Table 5. 

 

Table 5. 

CDI items that produced uncertainty in classification 

CDI Item Possible matches 

CDI item 20: “I do/not feel alone…”  

 

 

CDI item 27: “I get along with people/get into 

fights many/all times…”  

 

CDI item 12: “I do/not like being with 

people/many/all times…” 

PODCI SPF item 57: “How often do things with 

friends” 

 

PODCI SPF items 36, 43, 50: “Participate in 

recreation/sports/comp. sports with children same age” 

 

FDI item 3: “Doing something with a friend” 

 

“CDI item 19: I do/not worry about aches and 

pains…” 

PODCI P/C items 17, 73: Pain/Discomfort interferes 

with activities/normal activities”  

 

PODCI P/C item 72: Amount. of pain in the last week 

(from ‘none’ to ‘severe’) 

 

  After consulting with an independent rater, it was decided that CDI item 19 and PODCI P/C 

items 17, 73, and 72 were similar enough to be paired, given they were likely to assess a similar 

underlying construct (i.e., a focus and concern about pain and its impact). Also, the PODCI SPF items 

57, 36, 43, and 50, and FDI item 3 were deemed to be similar enough to be paired with CDI items 20, 

27, and 12 given they likely assess similar constructs of feeling connected to friends/peers. However, 
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even in the most conservative of cases, there would still have remained a discrepancy between the 

FDI and the PODCI, in that the FDI would have more similar items to the CDI than the PODCI.  

In considering this apparent discrepancy between the measures, we note that it is difficult to 

assess limitations to physical functioning that may be a consequence of chronic pain or other health 

conditions without also measuring the impact of mental health difficulties, particularly depression. 

This is because the symptoms of depression include depleted functioning in daily activities and tasks 

such as participating in enjoyable activities, eating well, sleeping well, and lack of energy. However, 

the FDI apparently includes more of such items than the PODCI. Therefore, if this is true, the PODCI 

may provide a more ‘pure’ measure of limitations to physical functioning that are a direct 

consequence of the pain condition (or other health condition under study). The FDI, on the other hand, 

might provide more information about disruptions to psychosocial, emotional, and role functioning. 

The following paragraphs list limitations that should be considered alongside these findings.   

 

4.2. Limitations  

The study was cross-sectional with retrospective analysis, and requires replication and 

verification with other methodologies and samples. The lack of a significant relationship between 

depression and functional disability may instead be attributable to the truncated variability on the 

depression measure, given that 97% of the sample was considered to fall within the clinical range for 

depression symptoms. Participants came from a specialist pain clinic and may therefore be 

unrepresentative of all children with chronic pain. Further, while aligning with cohorts used in 

previous studies (28-29), there was a predominance of females with chronic pain used in this study. 

Both of these factors mean that generalizing findings to the general population should be done with 

caution.  Lastly, the CDI subscale ‘Interpersonal Problems’ had a low reliability (α = .47). While this 

subscale had the smallest number of items (n=4), this substandard reliability may mean that 

relationships involving this variable are under estimated, and thus should be interpreted with caution. 

 

4.3. Conclusions and Implications 
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In summary, clinicians treating pediatric chronic pain conditions understand the importance 

and inter-dependencies of chronic pain, physical and other functional abilities, and symptoms of 

depression (30). However, these relationships have only been described to a limited extent by prior 

research. This report described a large clinical sample of children and adolescents seeking treatment 

for chronic pain, and analyzed the associations between their pain complaint and reported physical 

functional impairments, and symptoms and subscales of depression. The characteristics of the overall 

sample were consistent with previous research. While functional disability and depression were 

elevated in the population (as expected), depression was not found to correlate with functional 

disability on the PODCI, other than a smaller than expected relationship between pain/comfort and 

anhedonia.  

The existing research base examining the associations between these functional disability and 

depression symptoms in pediatric chronic pain patients is limited. Given the sample size and the 

clinical nature of the population in the present study, further investigation into different measures of 

functional disability and their relationship with depression is warranted. This will assist in confirming 

or denying whether the PODCI measures a type of functional disability that is somewhat independent 

of the symptoms of clinical depression, such that activities of daily living (e.g., use of upper limbs, 

basic gross and fine motor skills, basic mobility) may be less affected by depression in pediatric pain 

sufferers compared with broader social and role functioning tasks. If this were confirmed, then the 

PODCI could be advocated as a useful measure to obtain a more ‘pure’ measure of functional 

difficulties due to pain, relatively independent of depression. 

 

Ethical issues: Research was approved by Children’s Pain Management Clinic at the [Anonymous] 

Hospital and at [anonymous] University. This study collected data retrospectively from a database of 

previous patients at the pain clinic who had given their consent for their data to be used in future 

research.  
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Supplementary File 1 
Item similarities between PODCI or FDI and CDI Questionnaires 
Depression Item Functional Item 
CDI item 1: I am/not sad… Nil  
CDI item 2: Things will/won’t work out for me… Nil 
CDI item 3: I do things OK/wrong… Nil 
CDI item 4: I do/not have fun… Nil  
CDI item 5: I am/not bad… Nil  
CDI item 6: I do/not think about bad things happening to 
me… 

Nil  

CDI item 7: I like/hate myself… Nil  
CDI item 8: Bad things are/not my fault… Nil  
CDI item 9: I do/not think about killing myself… Nil  
CDI item 10: I do/don’t feel like crying… Nil  
CDI item 11: Things do/don’t bother me… Nil  
CDI item 12: I don’t/like being with people/at all… PODCI SPF item 57: How often do things with friends 

PODCI SPF items 36, 43, 50: Participate in 
recreation/sports/comp. sports with children same age 
FDI item 3: Doing something with a friend 

CDI item 13: I can/can’t make up my mind about things… Nil  
CDI item 14: I look ok/ugly… Nil  
CDI item 15: I do/don’t have to push myself to do 
schoolwork… 

FDI item 10: Reading or doing homework  

CDI item 16: I do/don’t have trouble sleeping… FDI item 15: Getting to sleep at night and staying asleep  
CDI item 17: I am/not tired… FDI item 6: Being up all day without a nap/rest 
CDI item 18: I do/not feel like eating… FDI item 5: Eating regular meals  
CDI item 19: I do/not worry about aches and pains… PODCI P/C items 17, 73: Pain/Discomfort interferes with 

activities/normal activities  
PODCI P/C item 72: Amt. of pain in the last week (from 
‘none’ to ‘severe’) 

CDI item 20: I do/not feel alone… PODCI SPF item 57: How often do things with friends 
PODCI SPF items 36, 43, 50: Participate in 
recreation/sports/comp. sports with children same age 
FDI item 3: Doing something with a friend 

CDI item 21: I do/not have fun at school… Nil  
CDI item 22: I do/not have friends… PODCI SPF item 57: How often do things with friends 

PODCI SPF items 36, 43, 50: Participate in 
recreation/sports/comp. sports with children same age  
FDI item 3: Doing something with a friend  

CDI item 23: My school work is alright/very bad… Nil  
CDI item 24: I am/not as good as other kids… Nil  
CDI item 25: Nobody/somebody loves me… Nil  
CDI item 26: I usually/never do what I’m told… FDI item 4: Doing chores at home  
CDI item 27: I get along/get into fights… PODCI SPF item 57: How often do things with friends 

FDI item 3: Doing something with a friend 
Notes. PODCI=Pediatric Outcomes Data Collection Instrument, P/C=Pain/Comfort Subscale, SPF=Sports and 
Physical Function Subscale, CDI=Children’s Depression Inventory, FDI=Functional Disability Index 
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Supplementary File 2 
Summary of Item Similarities between PODCI or FDI and CDI Questionnaires 
Scale Total no of similar CDI items (N, %) 
FDI Global SCALE (15 items) 9 (60%) 
PODCI Global Functioning SUBSCALE (34 items) 3 (11.2%) 
PODCI Upper Extremity and Physical Function SUBSCALE (8 
items) 

0 (0%) 

PODCI Transfer and Basic Mobility SUBSCALE (11 items) 0 (0%) 
PODCI Sports and Physical Functioning SUBSCALE (12 items) 4 (33.3%) 
PODCI Pain/Comfort SUBSCALE (3 items) 1 (3.7%) 
Notes. PODCI=Pediatric Outcomes Data Collection Instrument, CDI=Children’s Depression Inventory (27 
items), FDI=Functional Disability Index 
 
 
 


