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Abstract: While previous research in juvenile idiopathic arthritis (JIA) has identified discrepancy
between parent and child perception of disease-related symptoms such as pain, the significance and
impact of this disagreement has not been characterized. We examined the extent to which parent-child
discordance in JIA symptom ratings are associated with child functional outcomes. Linear regression
and mixed effects models were used to test the effects of discrepancy in pain and fatigue ratings on
functional outcomes in 65 dyads, consisting of youth with JIA and one parent. Results suggested
that children reported increased activity limitations and negative mood when parent and child pain
ratings were discrepant, with parent rated child pain much lower. Greater discrepancy in fatigue
ratings was also associated with more negative mood, whereas children whose parent rated child
fatigue as moderately lower than the child experienced decreased activity limitations relative to
dyads who agreed closely on fatigue level. Implications of these results for the quality of life and
treatment of children with JIA are discussed.
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1. Introduction

Juvenile idiopathic arthritis (JIA) is a common chronic childhood illness often characterized by
episodes of musculoskeletal pain and fatigue, which may contribute to problems with social and
physical functioning [1,2]. Parents play an important role in the experience and treatment of pain and
other symptoms in youth with chronic health issues [3]. Previous work has focused on the agreement
between physicians and parents on the child’s global disease severity [4]; however, there has been
limited research on whether discrepancies in ratings of pain and fatigue between parents and children
with JIA influence social and physical activity participation and mood. In one study of children with
JIA, Garcia-Munitis et al. demonstrated moderate to poor agreement on pain intensity ratings between
parents and children, but did not identify predictors or outcomes of the reported discrepancy [5].
A longitudinal study by Palermo et al. examining parent-child discrepancy in pain reporting found
that parents and children with JIA often disagreed on pain and functional disability ratings: the authors
suggested a link between increased disagreement on pain ratings and increased child depression,
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but did not assess fatigue [6]. Their prior work is also limited in that it relied on one-time assessments
or intermittent clinic based assessments, both subject to recall bias. Given the daily fluctuations in pain
and fatigue typical of JIA, discrepancies in parent-child reports may be stable or dynamic over time.
Intensive repeated measurement is ideal for assessing dynamic variables and characterizing reporting
patterns [7]. This study employs an ecological data-gathering model to capture day-to-day variability
in pain and fatigue reporting and interrogates whether the parent-child discrepancies themselves are
associated with outcomes of interest.

The current study investigated discrepancies between parent and child reports of common JIA
symptoms (pain and fatigue), expanding on the work of Garcia-Munitis et al. and Palermo et al. in
describing discrepancies between parent report of child pain and fatigue and child self-reported fatigue
in the setting of a daily electronic diary study. We also examined whether the direction of discrepancy
affected the key outcomes of child negative mood and activity limitations. We expected to find that
children whose parents over reported child pain and fatigue intensity would have poorer outcomes.
This hypothesis is consistent with published literature suggesting that children whose parents use
protective strategies, which might result in over reporting pain relative to the child, experience greater
functional disability and negative mood [8–10].

2. Methods

The institutional review board at the study site approved study procedures (IRB Study ID:
Pro00007325). Full study procedures were included in past publications using the larger dataset,
which described child-reported daily symptom ratings and child sleep [11–13]. A pilot study
performed with a smaller sample of patients examined parent responses to child pain [14]. The current
study uniquely focused on the discordance between parent and child reports of pain and fatigue,
not previously examined in this dataset. As part of the larger study, 74 dyads of children and their
caregivers where initially recruited from the outpatient rheumatology clinic of an academic pediatric
center. As the caregivers were predominantly biological mothers and fathers, with few other types
of caregivers (stepparents, unspecified), we refer to the caregivers as “parents” for the remainder of
the article. All children had a diagnosis of polyarticular JIA. Children were ineligible to participate
if they had a current psychiatric diagnosis (specifically, mood disorders, fibromyalgia and pervasive
developmental delay). The excluded disorders are known to affect pain and functioning and could
confound experimental results. Children were also excluded if they were not attending school since
school attendance was an outcome measure in the original study, physically incapable of completing
the diary entries, non-English speaking, or if either they or the parent were illiterate. The sample
analyzed for the current study includes 65 of the dyads; 9 dyads failed to complete the larger study
or were missing data required for this analysis [15]. Of the included 65 dyads, 2537 fatigue reports
(60.3% of all fatigue score reports) had both a parent and a child pain score, and 2411 pain reports had
both a child and a parent pain score (57.3% of all pain score reports).

The dyads completed a battery of baseline questionnaires, including demographics reported by
the parent. Each parent and child was provided with a T-Mobile Dash smartphone (T-Mobile, Bonn,
Germany) and a study-specific instruction manual. Research staff trained each parent and child in use
of the device. Each parent and child were instructed to complete thrice daily ratings of pain, fatigue,
mood, and activity limitations at predetermined times selected by the family and programmed by
the research staff. Diary data was collected for a total of 28 days.

2.1. Electronic Diary Variables

2.1.1. Pain Intensity

Children and parents rated pain intensity three times per day using a visual analogue scale (VAS)
ranging from 0 to 100 mm based on a validated pain assessment for children [15]. Figure 1 shows
the pain intensity VAS used.
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Figure 1. Pain Intensity Screen.

2.1.2. Fatigue Intensity

Children and parents were asked to rate the intensity of fatigue three times a day using a validated
visual analogue scale (VAS) ranging from 0 to 100 mm [16].

2.1.3. Activity Limitations

Items from the Activity Scale for Kids and the Child Activity Limitations Questionnaire were
combined to assess physical, academic and social limitations in study participants. Children were
asked to rate on a 4-point scale how difficult it was to complete each of eight different activities due to
pain [17,18]. The list of activities differed depending on time of day. For example, the question “How
difficult was it to put your clothes on this morning?” (See Figure 2) was asked only during the morning
assessment. Other topics addressed in this scale included questions about difficulties with bathing,
walking up stairs and staying seated in school. A total functional limitations score was calculated for
each e-diary report by averaging the child’s responses.
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Figure 2. Activity Limitations Screen.

2.1.4. Negative Mood

Child self-reported negative mood was measured by 5 items taken from the Positive and
Negative Affect Scale for children (PANAS-C), which was initially validated in a general population of
school-aged children [19]. Responses to the negative affect items were averaged to provide a mean
negative mood score on each e-diary report. Research in adults and the school-aged population has
demonstrated that negative affect scores are significantly correlated with symptoms of both anxiety
and depression [19,20]. The initial scale validators argue that the negative mood score is best seen as
a measure of psychological distress [20].
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2.2. Data Analysis Plan

Statistical analyses were performed using version 9.4 of Statistical Analysis Software (SAS) (Cary,
NC, USA). Descriptive statistics (means, standard deviations, frequencies) were used to summarize
demographics and primary study variables, as applicable. To address our primary aim, mixed effect
models were constructed to evaluate the extent to which parent-child discordance in symptom ratings
(pain and fatigue) were associated with the two outcomes of interest (activity limitations and mean
negative mood score). To derive the predictor variable for these analyses, we first calculated simple
difference scores (parent minus child report) on ratings of pain and fatigue. The resulting discrepancy
scores then were classified into five groups for analyses, as follows: −100 to −51 mm (high discrepancy,
parent < child), −51 to −11 mm (moderate discrepancy, parent < child), −10 to 9 mm (low discrepancy),
10–49 mm (moderate discrepancy, parent > child), and 50–100 mm (high discrepancy, parent > child).
The decision to group the scores was made to facilitate data interpretation and presentation as well as
to clearly delineate whether the extent and direction of disagreement were correlated with functional
outcomes. The cut points for the groups were selected on the basis of the data distribution shown in
Figures 3 and 4. The parent-child discrepancy groups were treated as fixed effects, and the parent-child
dyad was specified as a random effect to allow clustering of repeated measures by dyad. The low
discrepancy group (score discrepancies of −10 to 9 mm) was used as the reference group in all analyses.
Reference cell coding was used for the discrepancy groups. Analyses were adjusted for days since
study onset (fixed effect), since it was associated with our outcomes of interest (activity limitations and
mean negative mood score).
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Figure 4. Discrepancy between child and parent rating of child fatigue (parent score minus child score).
Positive values indicate that the parent scored the fatigue higher than the child. Negative numbers
indicate that the child scored the fatigue higher than the parent.

3. Results

3.1. Descriptive Statistics

3.1.1. Demographics

Our sample was predominantly female (72% female) and Caucasian (75% Caucasian,
19% African American, 5% unanswered and 1.5% Pacific Islander). The mean age of children in
our sample was 12.7 years, with a standard deviation of 2.8 years.

3.1.2. Discrepancies between Child and Parent Report of Pain and Fatigue

Figure 3 illustrates the distribution of the simple difference between parent and child pain scores,
while Figure 4 illustrates the distribution of simple difference between parent and child fatigue score
at all study time points. “Simple difference” refers to parent score minus child score. For example,
if a parent rates the child’s pain at 50 mm and the child rates their pain at 75 mm, the simple difference
is −25 mm. For Figures 3 and 4, when x = 0, there is no difference between parent and child score.
The y axis represents the number of dyad reports in each group over the course of the study.

Tables 1 and 2 provide the distribution of simple difference between parent and child pain
and fatigue scores, respectively, for all time points in the study. The percent recorded in the second
column represents the percentage of all observations in the study that fall into each discrepancy group,
where N = total study observations.
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Table 1. Groups of Pain Score Discrepancy.

Discrepancy Group
(Parent Score-Child Score)

Dyad Reports n (%)
(N 1 = 2537)

High Discrepancy (−100 to −51, child rated higher) 177 (7.0%)
Moderate Discrepancy (−50 to −11, child rated higher) 467 (18.4%)

Low Discrepancy (−10 to 9, parent and child rated similarly) 2 1172 (46.2%)
Moderate Discrepancy (10 to 49, parent rated higher) 640 (25.2%)

High Discrepancy (50 to 100, parent rated higher) 81 (3.2%)
1 N represents the total number of fatigue reports for the entire study. Percentages represent the number of
individual reports in each group; 2 Reference group in mixed model analysis.

Table 2. Groups of Fatigue Score Discrepancy.

Discrepancy Group
(Parent Score-Child Score)

Dyad Reports n (%)
(N 1 = 2411)

High Discrepancy (−100 to −51, child rated higher) 2 0
Moderate Discrepancy (−50 to −11, child rated higher) 719 (29.8%)

Low Discrepancy (−10 to 9, parent and child rated similarly) 3 1000 (41.5%)
Moderate Discrepancy (10 to 49, parent rated higher) 595 (24.7%)

High Discrepancy (50 to 100, parent rated higher) 97 (4.0%)
1 There were no dyads reports in the −100 to −49 range (parent fatigue score was much lower than child score);
2 N represents the total number of fatigue reports for the entire study. Percentages represent the number of
individual reports in each group; 3 Reference group in mixed model analysis.

3.2. Hypothesis Testing

3.2.1. Parent-Child Discrepancies in Pain Intensity and Fatigue Reports as a Predictor of Mood

Compared to the low discrepancy reference group, children whose parents over reported
their child’s pain by 50–100 mms had a higher mean negative mood score (p value = 0.0136),
as shown in Table 3. Children whose parents either over reported the child’s fatigue by 50–100 mms
or under reported their child’s pain by 11–50 mms also had higher negative mean scores
(p value = 0.003 and 0.002, respectively), as shown in Table 4.

Table 3. Relationship between simple difference of pain score and mean negative mood score.

Predictor variable: Discrepancy Group 1

(Parent Score-Child Score, Pain)
Estimate Standard Error p-Value

High Discrepancy (−100 to −51, child rated higher) 0.074 0.030 0.014
Moderate Discrepancy (−50 to −11, child rated higher) 0.001 0.020 0.964
Moderate Discrepancy (10 to 49, parent rated higher) 0.017 0.019 0.373

High Discrepancy (50 to 100, parent rated higher) 0.011 0.045 0.813
1 The reference group in mixed model analyses (not shown) is the low discrepancy group.

Table 4. Relationship between simple difference of fatigue scores and mean negative mood scores.

Predictor Variable: Discrepancy Group 1

(Parent Score-Child Score, Fatigue)
Estimate Standard Error p-Value

High Discrepancy (−100 to −51, child rated higher) 2 - - -
Moderate Discrepancy (−50 to −11, child rated higher) 0.056 0.017 0.002
Moderate Discrepancy (10 to 49, parent rated higher) 0.016 0.019 0.397

High Discrepancy (50 to 100, parent rated higher) 0.113 0.038 0.003
1 The reference group in mixed model analyses (not shown) is the low discrepancy group; 2 There were no dyads in
the −100 to −49 range (parent fatigue score was much lower than child score).
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3.2.2. Parent-Child Discrepancy in Pain Intensity and Fatigue Reports as a Predictor of
Activity Limitation

Children whose parents under reported their pain by 49 to 100 mms had a higher activity limitation
score (p = 0.043) compared to the low discrepancy group, as shown in Table 5. Conversely, children whose
parents under reported their fatigue by 11 to 50 mms had fewer activity limitations (p = 0.016), as shown in
Table 6.

Table 5. Relationship between simple difference of pain scores and activity limitation.

Predictor Variable: Discrepancy Group 1

(Parent Score-Child Score, Pain)
Estimate Standard Error p-Value

High Discrepancy (−100 to −51, child rated higher) 1.097 0.538 0.043
Moderate Discrepancy (−50 to −11, child rated higher) 0.277 0.368 0.452
Moderate Discrepancy (10 to 49, parent rated higher) −0.037 0.354 0.916

High Discrepancy (50 to 100, parent rated higher) −1.471 0.820 0.075
1 The reference group in mixed model analyses (not shown) is the low discrepancy group.

Table 6. Relationship between simple difference of fatigue scores activity limitation.

Predictor Variable: Discrepancy Group 1

(Parent Score-Child Score, Fatigue)
Estimate Standard Error p-Value

High Discrepancy (−100 to −51, child rated higher) 2 - - -
Moderate Discrepancy (−50 to −11, child rated higher) −0.796 0.328 0.016
Moderate Discrepancy (10 to 49, parent rated higher) −0.230 0.350 0.512

High Discrepancy (50 to 100, parent rated higher) −1.179 0.704 0.096
1 The reference group in mixed model analyses (not shown) is the low discrepancy group; 2 There were no dyads in
the −100 to −49 range (parent fatigue score was much lower than child score).

4. Discussion

This study examined associations between degree of discordance in parent and child ratings
of child symptoms, functioning, and mood. Our data suggest that parent reports of child pain and
fatigue often closely match those of the child, as evidenced by the center clustering in Figures 3 and 4.
However, we also found that parents and children at times disagreed markedly on these measures and
that discrepancies in reports, when present, were correlated with functional outcomes.

In contrast with what was expected, we found that children whose parents highly underreported
their pain experienced higher rates of negative mood and greater activity limitation. We hypothesized
that children whose parents overreported their pain would have greater activity limitations and
negative mood based on previous research regarding parental overprotectiveness and its impact on
activity and mood. However, we did not find a relationship between parental over reporting of child
pain and increased negative mood or activity limitations.

It is possible that parents under report their child’s pain as a minimizing response. Children may
then respond by experiencing and recording an exaggerated pain level in an attempt to legitimize their
experience, which would further exacerbate parent-child discordance. Previous work in children with
chronic pain has demonstrated that minimizing parental responses can contribute to increased somatic
symptoms, particularly in anxious children [21]. Additionally, previous work has demonstrated that
depression in JIA patients is associated with higher activity limitation and higher disease severity [22].
Although negative mood is not synonymous with depression, as a marker of general psychological
distress, it may be that negative mood plays a synergistic role with parental discordance in driving
activity limitations [19].

We also found that children whose parents moderately overreported or highly underreported
their fatigue had increased negative mood. Children whose parents underreported their fatigue had
lower levels of activity limitation, but we again did not find that parental overreporting of fatigue
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correlated with greater activity limitation in the child. Our data regarding fatigue and negative
mood suggest that child-parental discordance itself regarding perception of fatigue is correlated
with greater negative mood in the child. It is unclear from our study why discrepancy in fatigue
reporting generally, rather than discrepancy in a particular direction (e.g., parental over- or under
reporting), was correlated with increased activity limitation. It may be that our measurement of
discrepancies in parent and child fatigue report is confounded by a lack of family cohesiveness or poor
communication, which drives both bidirectional disagreement on fatigue level and increased negative
mood in the child. Previous research has demonstrated an association between a negative family
environment and depressive symptoms in healthy children [23]. Our findings regarding parent-child
discrepancy in fatigue report contributes to a gap in knowledge regarding fatigue in JIA. Although we
know that fatigue is common in JIA, there is significantly less published work on fatigue in this disease
relative to pain, and the existing evidence is somewhat conflicting [14,24,25].

Future work should explore whether particular family behavioral patterns are associated with
increased disagreement between parent and child reports of symptoms and functional outcomes,
data which was not available to us in this cohort. The current findings could be further characterized
by future research exploring whether different caregiver characteristics predict discordance with child
symptom report and whether different caregivers of the same child show agreement on child pain and
fatigue ratings. Caregivers participating in this study were not diverse enough to explore inter-rater
agreement between children and different types of caregivers, such as grandparents, mothers and
fathers. Garcia-Munitis et al. demonstrated that certain caregivers, namely mothers, are more likely
than others to agree closely with the child [5]. Additional family factors such as communication quality
and style and level of parental monitoring may also be related to discordant reporting; future work
should evaluate the role of these factors. It would also be worthwhile to explore whether informing
the parent and child of the difference in their perception of the child’s pain and fatigue would improve
agreement between their ratings, and ultimately, the child's pain, mood, and ability to participate in
social and physical activities.

Our results should be interpreted in light of several limitations. While the results discussed
were statistically significant, we cannot infer causation. We view this work as preliminary and as
a starting point for further research. A type one error is always a possibility given that we ran several
statistical analyses. The sample was obtained from a single center and was a sample of convenience,
limiting generalizability. All measures of pain and fatigue were self-reported, and some children
may be poor or inaccurate reporters. In addition, unaccounted for confounders may have influenced
the results.

In spite of these limitations, these results suggest that discrepancy often exists between parent
and child ratings of pain and fatigue, raising questions about how clinicians respond to parent and
child report of symptoms when there is considerable discrepancy, especially considering treatment
decisions. There are objective measures of disease activity in JIA, such as inflammatory markers,
joint exam, X-rays, but subjective patient and parent reported symptoms also guide therapy. This study
reaffirms the need for clinicians to assess perception of disease severity from the perspective of both
parent and child when making treatment decisions. Additionally, because the results suggest that
the discrepancies are associated with functional outcomes, healthcare providers may preemptively
wish to refer parents and children who demonstrate disagreement on levels of pain and fatigue to
mental health professionals such as social workers and psychologists, as these children may be at risk
for suboptimal functional and emotional outcomes.

Acknowledgments: Sources of funding include an R01 grant (R01AR53845, PI: Laura E. Schanberg) from
the National Institute of Arthritis and Musculoskeletal and Skin Diseases for original data collection and a Duke
Institute of Pediatric Research Resident Research Grant (Awardee: Amy Gaultney) in support of the publication
of this article.

Author Contributions: Mark Connelly, Laura E. Schanberg and Maggie H. Bromberg participated in the study
design for this article, manuscript editing, and original data collection as a part of RO1 grant. Tracy Spears



Children 2017, 4, 11 9 of 10

conducted the statistical analysis and participated in manuscript editing. Amy Gaultney wrote the manuscript
and participated in study design and planning of the statistical analysis.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Schanberg, L.E.; Sandstrom, M.J. Causes of pain in children with arthritis. Rheum. Dis. Clin. N. Am. 1999,
1, 31–53. [CrossRef]

2. Gutierrez-Suarez, R.; Pistorio, A.; Cespedes, C.; Norambuena, X.; Flato, B.; Rumba, I.; Harjacek, M.;
Nielsen, S.; Susic, G.; Mihaylova, D.; et al. For Pediatric Rheumatology International Trials Organisation
(PRINTO). Health-related quality of life of patients with juvenile idiopathic arthritis coming from 3 different
geographic areas. The PRINTO multinational quality of life cohort study. Rheumatology 2007, 46, 314–320.
[CrossRef] [PubMed]

3. Palermo, T.M.; Chambers, C.T. Parent and family factors in pediatric chronic pain and disability:
An integrative approach. Pain 2005, 119, 1–4. [CrossRef] [PubMed]

4. Sztajnbok, F.; Coronel-Martinez, D.L.; Diaz-Maldonado, A.; Novarini, C.; Pistorio, A.; Viola, S.; Ruperto, N.;
Buoncompagni, A.; Martini, A.; Ravelli, A. Discordance between physician’s and parent’s global assessments
in juvenile idiopathic arthritis. Rheumatology 2007, 46, 141–145. [CrossRef] [PubMed]

5. Garcia-Munitis, P.I.; Bandeira, M.; Pistorio, A.; Magni-Manzoni, S.; Ruperto, N.; Schivo, A.; Martini, A.;
Ravelli, A. Level of agreement between children, parents, and physicians in rating pain intensity in juvenile
idiopathic arthritis. Arthritis Rheum. 2006, 55, 177–183. [CrossRef] [PubMed]

6. Palermo, T.M.; Zebracki, K.; Cox, S.; Newman, A.J.; Singer, N.G. Juvenile idiopathic arthritis: Parent-child
discrepancy on reports of pain and disability. J. Rheumatol. 2004, 31, 1840–1846. [PubMed]

7. Stone, A.A.; Shiffman, S. Ecological momentary assessment: Measuring real world processes in behavioral
medicine. Ann. Behav. Med. 1994, 16, 199–202.

8. Claar, R.L.; Guite, J.W.; Kaczynski, K.J.; Logan, D.E. Factor structure of the Adult Responses to Children’s
Symptoms: Validation in children and adolescents with diverse chronic pain conditions. Clin. J. Pain 2010,
26, 410–417. [CrossRef] [PubMed]

9. Guite, J.W.; McCue, R.L.; Sherker, J.L.; Sherry, D.D.; Rose, J.B. Relationships among pain, protective parental
responses, and disability for adolescents with chronic musculoskeletal pain: The mediating role of pain
catastrophizing. Clin. J. Pain 2011, 27, 775–781. [CrossRef] [PubMed]

10. Simons, L.E.; Claar, R.L.; Logan, D.L. Chronic pain in adolescence: Parental responses, adolescent coping,
and their impact on adolescent’s pain behaviors. J. Pediatr. Psychol. 2008, 33, 894–904. [CrossRef] [PubMed]

11. Bromberg, M.H.; Connelly, M.; Anthony, K.K.; Gil, K.M.; Schanberg, L.E. Prospective mediation models of
sleep, pain, and daily function in children with arthritis using ecological momentary assessment. Clin. J. Pain
2016, 32, 471–477. [CrossRef] [PubMed]

12. Connelly, M.; Bromberg, M.H.; Anthony, K.K.; Gill, K.M.; Franks, L.; Schanberg, L.E. Emotion regulation
predicts pain and functioning in children with juvenile idiopathic arthritis: An electronic diary study.
J. Pediatr. Psychol. 2012, 37, 43–52. [CrossRef] [PubMed]

13. Bromberg, M.H.; Connelly, M.; Anthony, K.K.; Gil, K.M.; Schanberg, L.E. Self-reported pain and disease
symptoms persist in juvenile idiopathic arthritis despite treatment advances: An electronic diary study.
Arthritis Rheumatol. 2014, 66, 462–469. [CrossRef] [PubMed]

14. Connelly, M.; Anthony, K.K.; Sarniak, R.; Bromberg, M.H.; Gil, K.M.; Schanberg, L.E. Parent pain responses as
predictors of daily activities and mood in children with juvenile idiopathic arthritis: The utility of electronic
diaries. J. Pain Symptom Manag. 2010, 39, 579–590. [CrossRef] [PubMed]

15. Stinson, J.N.; Stevens, B.J.; Feldman, B.M.; Streiner, D.L.; McGrath, P.J.; Dupuis, A. Using an electronic pain
diary to better understand pain in children and adolescents with arthritis. Pain Manag. 2011, 1, 127–137.
[CrossRef] [PubMed]

16. Lee, K.A.; Hicks, G.; Nino-Murcia, G. Validity and reliability of a scale to assess fatigue. Psychiatry Res. 1991,
36, 291–298. [CrossRef]

17. Palermo, T.M.; Witherspoon, D.; Valenzuela, D.; Drotar, D.D. Development and validation of the Child
Activity Limitations Interview: A measure of pain-related functional impairment in school-age children and
adolescents. Pain 2004, 109, 461–470. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/S0889-857X(05)70054-5
http://dx.doi.org/10.1093/rheumatology/kel218
http://www.ncbi.nlm.nih.gov/pubmed/16877459
http://dx.doi.org/10.1016/j.pain.2005.10.027
http://www.ncbi.nlm.nih.gov/pubmed/16298492
http://dx.doi.org/10.1093/rheumatology/kel201
http://www.ncbi.nlm.nih.gov/pubmed/16782733
http://dx.doi.org/10.1002/art.21840
http://www.ncbi.nlm.nih.gov/pubmed/16583392
http://www.ncbi.nlm.nih.gov/pubmed/15338510
http://dx.doi.org/10.1097/AJP.0b013e3181cf5706
http://www.ncbi.nlm.nih.gov/pubmed/20473048
http://dx.doi.org/10.1097/AJP.0b013e31821d8fb4
http://www.ncbi.nlm.nih.gov/pubmed/21593664
http://dx.doi.org/10.1093/jpepsy/jsn029
http://www.ncbi.nlm.nih.gov/pubmed/18375447
http://dx.doi.org/10.1097/AJP.0000000000000298
http://www.ncbi.nlm.nih.gov/pubmed/26340651
http://dx.doi.org/10.1093/jpepsy/jsr088
http://www.ncbi.nlm.nih.gov/pubmed/22037006
http://dx.doi.org/10.1002/art.38223
http://www.ncbi.nlm.nih.gov/pubmed/24504820
http://dx.doi.org/10.1016/j.jpainsymman.2009.07.013
http://www.ncbi.nlm.nih.gov/pubmed/20303032
http://dx.doi.org/10.2217/pmt.11.2
http://www.ncbi.nlm.nih.gov/pubmed/24646354
http://dx.doi.org/10.1016/0165-1781(91)90027-M
http://dx.doi.org/10.1016/j.pain.2004.02.023
http://www.ncbi.nlm.nih.gov/pubmed/15157707


Children 2017, 4, 11 10 of 10

18. Young, N.L.; Williams, J.I.; Yoshida, K.K.; Wright, J.G. Measurement properties of the activities scale for kids.
J. Clin. Epidemiol. 2000, 53, 125–137. [CrossRef]

19. Laurent, J.; Salvatore, J.; Catanzaro, T.E.; Joiner, K.D.; Rudolph, K.I.; Potter, S.L.; Osborne, L.; Gathright, T.
A measure of positive and negative affect for children: Scale development and preliminary validation.
Psychol. Assess. 1999, 11, 326–338. [CrossRef]

20. Watson, W.; Lee, A.C.; Carey, G. Positive and negative affectivity and their relation to anxiety and depressive
disorders. J. Abnorm. Psychol. 1998, 97, 346–353. [CrossRef]

21. Claar, R.L.; Simons, L.E.; Logan, D. Parental response to children’s pain: The moderating impact of children’s
emotional distress on symptoms and disability. Pain 2008, 138, 172–179. [CrossRef] [PubMed]

22. El-Najjar, A.R.; Negm, M.G.; El-Sayed, W.M. The relationship between depression, disease activity
and physical function in juvenile idiopathic arthritis patients in Zagazig University Hospitals—Egypt.
Egypt. Rheumatol. 2014, 36, 145–150. [CrossRef]

23. Normura, Y.; Wickramaratne, P.J.; Warner, V.; Weissman, M. Family discord, parental depression and
psychopathology in offspring: Ten-year follow-up. J. Am. Acad. Child Adolesc. Psychiatry 2002, 41, 402–409.
[CrossRef] [PubMed]

24. Östlie, I.L.; Aasland, A.; Johansson, I.; Flatö, B.; Möller, A. A longitudinal follow-up study of physical
and psychosocial health in young adults with chronic childhood arthritis. Clin. Exp. Rheumatol. 2009,
27, 1039–1046. [PubMed]

25. Schanberg, L.E.; Anthony, K.K.; Gil, K.M.; Maurin, E.C. Daily Pain and Symptoms in Children with
Polyarticular Arthritis. Arthritis Rheum. 2003, 48, 1390–1397. [CrossRef] [PubMed]

© 2017 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1016/S0895-4356(99)00113-4
http://dx.doi.org/10.1037/1040-3590.11.3.326
http://dx.doi.org/10.1037/0021-843X.97.3.346
http://dx.doi.org/10.1016/j.pain.2007.12.005
http://www.ncbi.nlm.nih.gov/pubmed/18221837
http://dx.doi.org/10.1016/j.ejr.2014.01.001
http://dx.doi.org/10.1097/00004583-200204000-00012
http://www.ncbi.nlm.nih.gov/pubmed/11931596
http://www.ncbi.nlm.nih.gov/pubmed/20149328
http://dx.doi.org/10.1002/art.10986
http://www.ncbi.nlm.nih.gov/pubmed/12746912
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Methods 
	Electronic Diary Variables 
	Pain Intensity 
	Fatigue Intensity 
	Activity Limitations 
	Negative Mood 

	Data Analysis Plan 

	Results 
	Descriptive Statistics 
	Demographics 
	Discrepancies between Child and Parent Report of Pain and Fatigue 

	Hypothesis Testing 
	Parent-Child Discrepancies in Pain Intensity and Fatigue Reports as a Predictor of Mood 
	Parent-Child Discrepancy in Pain Intensity and Fatigue Reports as a Predictor of Activity Limitation 


	Discussion 

