 PATIENT REF NO:




DATE:

	CHILDHOOD HEALTH ASSESSMENT QUESTIONNAIRE

	In this section we are interested in learning how your child's pain affects his/her ability to function in daily life. Please feel free to add any comments on the back of this page. In the following questions, please tick the one response which best describes your child's usual activities OVER THE PAST WEEK. If most children at your child's age are not expected to do a certain activity, please mark it as "Not Applicable". For example, if your child has difficulty in doing a certain activity or is unable to do it because he/she is too young but not because he/she is RESTRICTED BY PAIN or ILLNESS, please mark it as "NOT Applicable".



	
	
	
	
	
	

	
	Without ANY Difficulty
	With SOME Difficulty


	With MUCH Difficulty


	UNABLE 

To do


	Not Applicable

	DRESSING & PERSONAL CARE
	
	
	
	
	

	Is your child able to: 
	
	
	
	
	

	- Dress, including tying shoelaces and doing buttons? 
	(
	(

	(

	(

	(


	- Shampoo his/her hair? 
	(
	(
	(
	(
	(

	- Remove socks? 
	(
	(
	(
	(
	(

	- Cut fingernails? 
	(
	(
	(
	(
	(

	GETTING UP
	
	
	
	
	

	Is your child able to: 
	
	
	
	
	

	- Stand up from a low chair or floor? 
	(
	(
	(
	(
	(

	- Get in and out of bed or stand up in a cot? 
	(
	(
	(
	(
	(

	EATING
	
	
	
	
	

	Is your child able to: 
	
	
	
	
	

	- Cut his/her own meat? 
	(
	(
	(
	(
	(

	- Lift up a cup or glass to mouth? 
	(
	(
	(
	(
	(

	- Open a new cereal box? 
	(
	(
	(
	(
	(

	WALKING
	
	
	
	
	

	Is your child able to: 
	
	
	
	
	

	- Walk outside on flat ground?  
	(
	(
	(
	(
	(

	- Climb up five steps? 
	(
	(
	(
	(
	(

	
	
	
	
	
	

	

	* Please tick any AIDS or DEVICES that your child usually uses for any of the above activities:

	- Walking stick                                            
	(
	- Devices used for dressing (button hook, zip pull, long-handled shoe horn, etc.)
	(

	- Walking frame
	(
	- Built up pencil or special utensils
	(

	- Crutches
	(
	- Special or built up chair
	(

	- Wheelchair
	(
	- Other (Specify:_____________________________)
	(

	* Please tick any categories for which your child usually needs help from another person BECAUSE OF PAIN or ILLNESS:

	- Dressing and personal care
	(
	- Eating
	(

	- Getting up
	(
	- Walking
	(

	
	
	
	

	HYGIENE
	
	
	
	
	

	Is your child able to: 
	
	
	
	
	

	- Wash and dry entire body? 
	(
	(
	(
	(
	(

	- Take a bath (get in and out of bath)? 
	(
	(
	(
	(
	(

	- Get on and off the toilet or potty? 
	(
	(
	(
	(
	(

	- Brush teeth? 
	(
	(
	(
	(
	(

	- Comb/brush hair? 
	(
	(
	(
	(
	(

	REACH
	
	
	
	
	

	Is your child able to: 
	
	
	
	
	

	- Reach and get down a heavy object such as a large game or books from just above his/her head? 
	(
	(
	(
	(
	(

	- Bend down to pick up clothing or a piece of paper from the floor? 
	(
	(
	(
	(
	(

	- Pull on a jumper over his/her head? 
	(
	(
	(
	(
	(

	- Turn neck to look back over shoulder? 
	(
	(
	(
	(
	(


	GRIP
	
	
	
	
	

	Is your child able to: 
	
	
	
	
	

	- Write or scribble with pen or pencil?
	(
	(
	(
	(
	(

	- Open car doors?
	(
	(
	(
	(
	(

	- Open jars which have been previously opened? 
	(
	(
	(
	(
	(

	- Turn taps on and off? 
	(
	(
	(
	(
	(

	- Push open a door when he/she has to turn a door knob? 
	(
	(
	(
	(
	(

	ACTIVITIES
	
	
	
	
	

	Is your child able to: 
	
	
	
	
	

	- Run errands and shop? 
	(
	(
	(
	(
	(

	- Get in and out of a car or toy car or school bus? 
	(
	(
	(
	(
	(

	- Ride bike or tricycle? 
	(
	(
	(
	(
	(

	- Do household chores (e.g. wash dishes, take out rubbish, hoovering, gardening, make bed, clean room)? 
	(
	(
	(
	(
	(

	- Run and play? 
	(
	(
	(
	(
	(

	
	
	
	
	
	

	* Please tick any AIDS or DEVICES that your child usually uses for any of the above activities:

	- Raised toilet seat
	(
	- Bathrail
	(

	- Bath seat
	(
	- Long-handled appliances for reach
	(

	- Jar opener (for jars previously opened)
	(
	- Long-handled appliances in bathroom
	(

	* Please tick any categories for which your child usually needs help from another person BECAUSE OF PAIN:

	- Hygiene
	(
	- Gripping and opening things
	(

	- Reach
	(
	- Errands and chores
	(

	PAIN:

How much pain do you think your child has had IN THE PAST WEEK?

Place a mark on the line below, to indicate the severity of the pain



	No Pain 0    



	GENERAL EVALUATION: Considering all the ways that your child’s pain or illness affects him/her, rate how he/she is doing by placing a single mark on the line below.




Person/s completing questionnaire:-


Mother

(

Father

(

Child

(

Other

(
Date of completion:- __________________

1990  Original  version Singh G et al.

1998  Cross-cultural adapted version Woo P, Murray KJ, Nugent J for PRINTO

PATIENT REF NO:

        DATE:

	CHILD HEALTH QUESTIONNAIRE - Parent Report

	CHQ-PF50

	INSTRUCTIONS

	This booklet asks about your child’s health and well-being.  Your individual answers will not be shared with anyone.



	If you choose not to participate it will not affect the care you receive.



	Answer the questions by marking the appropriate box   .



	Certain questions may look alike but each one is different. Some questions ask about problems your child may not have, but it’s important for us to know that too.  Please answer each question.



	There are no right or wrong answers.  If you are unsure how to answer a question, please give the best answer you can and make a comment in the margin.



	All comments will be read, so please feel free to make as many as you wish.



	SECTION 1:  YOUR CHILD’S GENERAL HEALTH

	1.1
In general, would you say your child ’s health is:

	(
	(
	(
	(
	(

	Excellent
	Very good
	Good
	Fair
	Poor

	SECTION 2:  YOUR CHILD’S PHYSICAL ACTIVITIES

	The following questions ask about physical activities your child might do during a day.

	2.1 During the past 4 weeks,  has your child been limited in any of the following activities due to health problems?

	
	Yes,

limited

a lot
	Yes,

limited

somewhat
	Yes,

limited

a little
	No, not 

limited

	a. Doing things that take a lot of energy, such as playing football or netball running?
	(
	(
	(
	(

	b. Doing things that take some energy such as riding a bike or roller skating?
	(
	(
	(
	(

	c. Ability (physically) to get around the neighbourhood, playground or school?
	(
	(
	(
	(

	d. Walking 100 metres or climbing one flight of stairs?
	(
	(
	(
	(

	e. Bending, lifting, or stooping?
	(
	(
	(
	(

	f. Taking care of him/herself, that is, eating, dressing, bathing, or going to the toilet?
	(
	(
	(
	(


	SECTION 3:  YOUR CHILD’S EVERYDAY ACTIVITIES

	3.1 During the past 4 weeks, has your child’s school work or activities with friends been limited in any of the following ways due to EMOTIONAL difficulties or problems with his/her BEHAVIOUR?

	
	Yes, limited

a lot
	Yes, limited

somewhat
	Yes, limited 

a little
	No, not

limited



	a. limited in the KIND of schoolwork or activities with friends he/she could do
	(
	(
	(
	(

	b. limited in the AMOUNT of time he/she could spend on schoolwork or activities with friends
	(
	(
	(
	(

	c. limited in PERFORMING schoolwork or activities with friends (it took extra effort)
	(
	(
	(
	(

	3.2 During the past 4 weeks, has your child’s schoolwork or activities with friends been limited in any of the following ways due to problems with his/her PHYSICAL health?

	
	Yes, limited

a lot
	Yes, limited

somewhat
	Yes, limited 

a little
	No, not

limited



	a. limited in the KIND of schoolwork or activities with friends he/she could do
	(
	(
	(
	(

	b. limited in the AMOUNT of time he/she could spend on schoolwork or activities with friends schoolwork or activities with friends
	(
	(
	(
	(

	
	
	
	
	

	SECTION 4:  PAIN

	4.1 During the past 4 weeks,  how much bodily pain or discomfort has your child had?

	(
	(
	(
	(
	(
	(

	None
	Very mild
	 Mild
	Moderate
	Severe
	Very severe

	4.2 During the past 4 weeks, how often has your child had bodily pain or discomfort?

	(
	(
	(
	(
	(
	(

	None of the times
	Once or twice
	A few times
	Fairly often
	Very often
	Every/almost every day



	SECTION 5:  BEHAVIOUR

	Below is a list of items that describe children’s behaviour or problems they sometimes have.

	5.1 How often during the past 4 weeks, did each of the following statements describe your child?

	
	Very Often
	Fairly Often
	Some-times
	Almost Never
	Never

	a. argued a lot
	(
	(
	(
	(
	(

	b. had difficulty concentrating or paying attention
	(
	(
	(
	(
	(

	c. not told the truth
	(
	(
	(
	(
	(

	d. taken things which didn’t belong to them
	(
	(
	(
	(
	(

	e. had tantrums or a hot temper
	(
	(
	(
	(
	(

	 5.2 Compared to other children your child’s age, in general would you say his/her behaviour is:

	(
	(
	(
	(
	(

	Excellent
	Very good
	Good
	Fair
	Poor


	SECTION 6:  WELL-BEING

	The following phrases are about children’s moods. 

	6.1 During the past 4 weeks, how much of the time do you think your child:

	
	All of the time
	Most of the time
	Some of the time
	A little of the time
	None  of the time

	a. felt like crying?
	(
	(
	(
	(
	(

	b. felt lonely?
	(
	(
	(
	(
	(

	c. acted nervous?
	(
	(
	(
	(
	(

	d. acted bothered or upset?
	(
	(
	(
	(
	(

	e. acted cheerful?
	(
	(
	(
	(
	(


	SECTION 7:  SELF-ESTEEM

	The following ask about your child’s satisfaction with self, school, and others.  It may be helpful if you keep in mind how other children your child’s age might feel about these areas. 

	7.1 During the past 4 weeks, how satisfied do you think your child has felt about:

	
	Very satisfied
	Somewhat satisfied
	Neither satisfied nor dissatisfied
	Somewhat dissatisfied
	Very 

dissatisfied

	 a. his/her school ability?
	(
	(
	(
	(
	(

	b. his/her athletic ability?
	(
	(
	(
	(
	(

	c. his/her friendships?
	(
	(
	(
	(
	(

	 d. his/her looks/appearance?
	(
	(
	(
	(
	(

	e. his/her family relationships?
	(
	(
	(
	(
	(

	f. his/her life overall?
	(
	(
	(
	(
	(

	
	
	
	
	
	

	SECTION 8:  YOUR CHILD’S HEALTH

	The following statements are about health in general. 

	8.1 How true or false is each of these statements for your child?

	
	Definitely true
	Mostly true
	Don’t know
	Mostly false
	Definitely false

	 a. My child seems to be less healthy than other children I know.
	(
	(
	(
	(
	(

	b. My child has never been seriously ill.
	(
	(
	(
	(
	(

	c. When there is something going around my child usually catches it.
	(
	(
	(
	(
	(

	d. I expect my child will have a very healthy life.
	(
	(
	(
	(
	(

	e. I worry more about my child’s health than other people worry about their children’s health.
	(
	(
	(
	(
	(

	8.2 Compared to one year ago, how would you rate your child’s health now:

	(
	(
	(
	(
	(

	Much better 

now than 1 year ago
	Somewhat better

 now than 1 year ago
	About the same 

now as 1 year ago
	Somewhat worse 

now than 1 year ago
	Much worse 

now than 1 year ago



	SECTION 9:  YOU AND YOUR FAMILY

	9.1 During the past 4 weeks, how MUCH emotional worry or concern did each of the  following cause YOU?

	
	None

at all
	A little

bit
	Some


	A lot
	A great

deal

	a. Your child’s physical health
	(
	(
	(
	(
	(

	b. Your child’s emotional well-being or behaviour
	(
	(
	(
	(
	(

	c. Your child’s attention or learning abilities
	(
	(
	(
	(
	(

	9.2 During the past 4 weeks, were you LIMITED in the amount of time YOU had for your own needs because of:

	
	Yes, limited a lot
	Yes, limited somewhat
	Yes, limited a little
	No, not limited

	a. Your child’s physical health?
	(
	(
	(
	(

	b. Your child’s emotional well-being or behaviour?
	(
	(
	(
	(

	 c. Your child’s attention or learning abilities?
	(
	(
	(
	(

	9.3 During the past 4 weeks, how often has your child’s health or behaviour:

	
	Very often
	Fairly often
	 Some-times
	Almost never
	Never

	a. limited the types of activities you could do as a family?
	(
	(
	(
	(
	(

	b. interrupted various everyday family activities (eating meals, watching tv)?
	(
	(
	(
	(
	(

	c. limited your ability as a family to “get-up and go” on a moment’s notice?
	(
	(
	(
	(
	(

	d. caused tension or conflict in your home?
	(
	(
	(
	(
	(

	e. been a source of disagreements or arguments in your family?
	(
	(
	(
	(
	(

	f. caused you to cancel or change plans (personal or work) at the last minute?
	(
	(
	(
	(
	(

	9.4 Sometimes families may have difficulty getting along with one another.  They do not always agree and they may get angry.  In general, how would you rate your family’s ability to get along with one another?

	(
	(
	(
	(
	(

	Excellent
	Very good
	Good
	Fair
	Poor


1996, 1997  Original version Landgraf JM and Ware JE

1997  Cross-cultural adapted version Roland M, Haggard M, Murray KJ for PRINTO



100 Very severe pain











Very Well 0   





100 Very Poor








