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OBJECTIVE: To examine the psychometric properties of the Index
de U'incapacité reliée a la douleur, a French-Canadian version of the
Pain Disability Index (PDI).

METHODS: A total of 176 chronic pain patients (94 women,
82 men) completed the French-Canadian version of the PDI (PDI-
CF), as well as other pain-related measures. A subset of 52 patients
(27 women, 25 men) also completed a lifting task designed to assess
physical tolerance and pain behaviour.

RESULTS: Confirmatory factor analysis of the PDI-CF supported
the two-factor structure of the original PDI. Reliability analyses
revealed that the PDI-CF total score had a high degree of internal
consistency, comparable with the original PDI. The PDI-CF total
score was significantly correlated with self-reported pain, pain cata-
strophizing, depressive symptoms, fear of movement or (re)injury, lift
duration and pain behaviours.

CONCLUSIONS: The results suggest that the PDI-CF is a reliable
and valid measure of self-reported disability that is psychometrically
similar to the original scale.

Key Words: Chronic pain; Pain Disability Index; Psychometric
properties; Risk assessment

Validation d’une version canadienne-francaise
du Pain Disability Index

OBJECTIF : Analyser les propriétés psychométriques de I'index de I'in-
capacité reliée a la douleur, une version canadienne-frangaise du Pain
Disability Index (PDI).

METHODES : Cent soixante-seize patients atteints de douleur chronique
(94 femmes et 82 hommes) ont répondu 2 la version canadienne-francaise
du PDI (PDI-CF) et a d’autres questionnaires d’évaluation de la douleur.
Une série de 52 patients (27 femmes, 25 hommes) ont également effectué
une tAche de souleévement de charge congue pour évaluer la tolérance
physique et le comportement vis-a-vis de la douleur.

RESULTATS : L'analyse des facteurs confirmatoires du PDI-CF a appuyé
la structure a deux facteurs du PDI original. Les analyses de fiabilité ont
révélé que le score total au PDI-CF présentait un degré important de
cohésion interne, comparable a celui du PDI original. Le score total au
PDI-CF a été en corrélation significative avec la douleur autorapportée, la
catastrophisation de l'intensité de la douleur, les symptomes dépressifs, la
peur du mouvement ou des blessures ou de leur récurrence, la durée du
soulévement des charges et les comportements face a la douleur.
CONCLUSIONS : Les résultats donnent a penser que le PDI-CF est un
outil fiable et valide qui permet aux patients de mesurer leur incapacité et
qui est similaire a Poutil de mesure original sur le plan psychométrique.

Avariety of self-report questionnaires have been developed
to assess disability associated with pain. The most com-
monly used self-report measures of pain-related disability
include the Roland-Morris Questionnaire (1), the Oswestry
Disability Index (2), the Orebro Musculoskeletal Pain
Screening Questionnaire (3) and the Pain Disability Index
(PDI [4]). On these questionnaires, respondents are asked to
make judgments about their ability to successfully complete
various domestic, recreational or occupational tasks. The
advantage of self-reported measures of pain-related disability is
that they are relatively easy to administer and score, thus facil-
itating their inclusion in research and clinical protocols.
Compared with other self-reported measures of pain-related
disability, the PDI is brief, yet comprehensive in the domains
of life that it assesses. The PDI assesses the degree to which
respondents perceive themselves to be disabled in seven differ-
ent areas of daily living: home, social, recreational, occupa-
tional, sexual, self-care and life support activities. For each
domain, respondents are asked to self-report disability ratings
on an 11-point scale with the end points 0 (no disability) and

10 (total disability). An additional advantage of the PDI is
that it was designed to be used with multiple types of pain con-
ditions. The PDI has been used with samples of mixed chronic
pain conditions (5,6), chronic low back pain (7,8), fibromyal-
gia (9), migraine (10), somatoform pain disorders (11),
whiplash-associated disorders (12), cancer (13,14), painful dia-
betic neuropathy (15), postherpetic neuralgia (16), osteoporo-
sis (17), orofacial pain (18), traumatic extremity injuries (19)
and postsurgery (20).

The psychometric properties of the PDI have been studied
extensively. The results of numerous investigations have sup-
ported a two-factor model of the PDI, where items assessing
disability for home maintenance, recreational, social, occupa-
tional and sexual activities have typically loaded on the ‘vol-
untary’ activities factor. Items assessing self-care and life
support activities have typically loaded on the ‘obligatory’
activities factor (21-23). The PDI has been shown to be inter-
nally reliable (5,21-25) and significantly correlated with objec-
tive indexes of disability (22,23,26-33). The original English
PDI has been shown to correlate with measures of depressive
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TABLE 1

Original and translated items of the Pain Disability Index (PDI)

PDI items

PDI-CF items

1. Family or home responsibilities
This category refers to activities related to the home or family. It includes
chores or duties performed around the house (eg, yard work) and errands
or favours for other family members (eg, driving the children to school).

2. Recreation
This category includes hobbies, sports and other leisure time activities.

3. Social activity
This category refers to activities which involve participation with friends
and acquaintances other than family members. It includes parties, theatre,
concerts, dining out and other social functions.

4. Occupation
This category refers to activities that are part of or directly related
to one’s job. This includes nonpaying jobs such as that of a
housewife or volunteer work.

5. Sexual behaviour
This category refers to the frequency and quality of one’s sex life.

6. Self-care
This category includes activities which involve personal maintenance and
independent daily living (eg, taking a shower, getting dressed, etc).

7. Life support activity
This category refers to basic life-supporting behaviours such as eating,
sleeping and breathing.

-

. Famille / Responsabilités domestiques
Cette catégorie fait allusion aux activités liées a la maison ou a
la famille. Elle inclut les tdches ménagéres ou les travaux exécutés
autour de la maison (par exemple le jardinage) et des commissions ou
les services effectués pour des membres de la famille (par exemple
conduire les enfants a 'école).

2. Loisirs

Cette catégorie inclut les passe-temps, le sport et les autres loisirs.

w

. Activités sociales
Cette catégorie fait allusion aux activités qui impliquent la participation
des amis et des connaissances différents des membres de la famille.
La catégorie inclut les fétes, le théatre, les concerts, diner au restaurant
ainsi que les autres fonctions sociales.

4. Profession

Cette catégorie fait allusion aux activités qui font partie ou sont

directement liées a son travail. Cela inclut aussi des activités

non rémunérées comme celui d’un travailleur au foyer ou le bénévolat.

o

. Activités sexuelles
Cette catégorie fait allusion a la fréquence et a la qualité de sa vie
sexuelle.
6. Autonomie
Cette catégorie inclut les activités liées a sa capacité de répondre
soi-méme a ses besoins personnels et a ses soins quotidiens
(par exemple se doucher, s’habiller, etc.)

~

. Activités de soutien vital
Cette catégorie fait allusion aux besoins fondamentaux comme
manger, dormir et respirer.

PDI-CF French-Canadian version of the PDI

symptoms (5,33-36): fear of pain (21,36,37), catastrophizing
(37-39), quality of life (21) and self-reported pain intensity
(30,31,33).

To our knowledge, the PDI has only been translated into
three other languages: Finnish (27), Swedish (37) and Dutch
(36). The availability of a French-Canadian version of the PDI
(PDI-CF) could be an important resource for research and
practice with French-speaking patients suffering from various
pain conditions.

The purpose of the present research was to translate and
validate the PDI for use with a French-Canadian population of
pain patients. Two studies were undertaken to evaluate the
psychometric properties of the PDI-CE The aim of the first
study was to assess factorial structure, internal consistency and
correlates of the PDI-CE The aim of the second study was to
assess the relation between the PDI-CF and objective indexes
of physical tolerance and pain behaviour.

STUDY 1

Participants

A sample of 176 francophone participants (94 women,
82 men) was recruited from private rehabilitation clinics
located in the Montreal, Quebec area. All participants were
being treated for disability related to a musculoskeletal condi-
tion implicating the back or neck. The mean (+ SD) age of the
sample was 41.39+11.31 years, and the mean duration of pain

was 39.92+63.43 months.
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Translation

The PDI was first translated into French by two francophone
doctoral students working in pain rehabilitation, then back-
translated into English by a professional translator, according
to Vallerand’s (40) back translation procedures. The accuracy
of the translation was evaluated by a comparison of the back-
translated version and the original English version. No major
differences emerged from that comparison. The final French
version was established following a discussion between the
doctoral students and the translator. The original and trans-
lated items of the PDI appear in Table 1.

Procedure

All participants completed the PDI-CF before the beginning of
an intervention for their musculoskeletal condition. In addi-
tion, participants completed a battery of self-report measures
including a French-Canadian version of the Pain
Catastrophizing Scale (PCS-CF [41]), a French-Canadian ver-
sion of the Tampa Scale for Kinesophobia (TSK-CF [42]), a
French version of the Beck Depression Inventory Il (BDI-II-F
[43]) and a French-Canadian version of the McGill Pain
Questionnaire (MPQ-CF [44]).

Measures

Catastrophizing: The PCS (45) consists of 13 items describing
different thoughts and feeling related to pain. The PCS-CF has
been shown to be internally reliable (coefficient @=0.91) and
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TABLE 2

Sample characteristics

Characteristic Women (n=94) Men (n=82) P
Age (years) 41.9+11.8 40.8+10.8 ns
Pain duration (months) 41.4+70.0 38.2455.3 ns
PDI-CF 36.1£14.7 34.3£12.8 ns
PCS-CF 26.2+12.2 24.1£12.1 ns
TSK-CF 42.7+8.8 45.5+8.5 0.035
BDI-II-F 19.6+10.6 19.2+14.2 ns
MPQ-CF-PRI 31.1+13.7 28.0£13.0 ns

Data presented as mean + SD. BDI-II-F Beck Depression Inventory Il, French
version; MPQ-CF-PRI McGill Pain Questionnaire Pain Rating Index, French-
Canadian version; ns Nonsignificant; PCS-CF Pain Catastrophizing Scale,
French-Canadian version; PDI-CF Pain Disability Index, French-Canadian
version; TSK-CF Tampa Scale for Kinesophobia, French-Canadian version

to be associated with a variety of pain-related outcomes (41).
Fear of movement or (re)injury: The TSK (46) is a 17-item
questionnaire that assesses fear of injury due to movement.
The TSK-CF has been shown to be internally reliable (coeffi-
cient a=0.71). The TSK has been associated with various
indexes of behavioural avoidance (47).

Depression: The BDI-II (43) is a commonly used self-reported
measure of depression. The BDI-II has been shown to be a reli-
able (coefficient @=0.84) (48) and valid index of depressive
symptoms in chronic pain patients and primary care medical
patients (33,48,49).

Pain severity: The MPQ (50) is a useful index of pain severity.
The Pain Rating Index of the MPQ-CF (MPQ-CF-PRI) con-
sists of 20 groupings of adjectives describing pain experience.
The PRI is considered one of the more reliable and valid
indexes of an individual’s pain experience (51).

Results

Sample characteristics: Means (+ SD) for sample demograph-
ics and pain-related questionnaires are presented in Table 2.
Scores on measures of self-reported disability, depression, cata-
strophizing, fear of pain or (re)injury and pain intensity are
comparable with those that have been reported in previous
research in chronic pain patients (52). Men reported more fear
of pain or (re)injury than women, t(172)=-2.13, P=0.035. No
other sex differences were found.

Scale characteristics: The mean score for the PDI-CF was
35.27, with a range of O to 65. Scores were normally distributed
(skewness = —0.084, kurtosis = —0.443). These data generally
conform to those previously reported with the original PDI
(1,23).

To assess the internal consistency of the questionnaire, an
alpha reliability coefficient was computed for the seven items
of the scale. An alpha coefficient of 0.83 was obtained, indi-
cating a good internal consistency (53). Item-total correlations
varied from 0.57 to 0.80.

Factor structure: Based on previous research on the factor
structure of the PDI, two alternative models were evaluated for
goodness-of-fit. The test of the goodness-of-fit of the factor
structure was conducted by means of confirmatory factor
analyses using the Amos statistical software package (SPSS
Inc, USA) (54). Goodness-of-fit was evaluated using multiple
criteria: %2 value, the comparative fit index (CFI), the non-
normed fit index (NNFI) and root mean square error of
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TABLE 3
Goodness-of-fit indexes for confirmatory factor analyses
of two alternative models of the Pain Disability Index

Model x2 df CFl NNFI RMSEA (90% CL)
Model 1 48.0 14 0.918 0.877 0.118 (0.082-0.155)
Model 2 29.9 13 0.959 0.934 0.086 (0.045-0.127)

Model 1 is the one-factor model of reference 24. Model 2 is the two-factor
model of reference 23. CFl Comparative fit index; CL Confidence level;
df Degrees of freedom; NNFI Non-normative fit index; RMSEA Root mean
square error of approximation

TABLE 4
Correlates of disability

Home Social Recre Occup Sex Self Life Total

PCS-CF  0.35** 0.22** 0.45* 0.30** 0.40** 0.34* 0.42** 0.51*

TSK-CF  0.37** 0.28* 0.38** 0.36** 0.43** 0.25" 0.34** 0.49**

BDI-II-F 015 0.19  0.35* 0.27** 041 0.17 0.26* 0.35*

MPQ-CF- 0.31** 0.18* 0.25** 0.25** 0.33** 0.31** 0.36™* 0.43**
PRI

Pain Disability Index, French-Canadian version (PDI-CF) subscales: Home =
home maintenance activities; Social = social activities; Recre = recreational
activities; Occup = occupational activities; Sex = sexual activities; Life = life-
support activities; Total = total PDI-CF score. BDI-lI-F Beck Depression
Inventory I, French version; MPQ-CF-PRI McGill Pain Questionnaire Pain
Rating Index, French-Canadian version;, PCS-CF Pain Catastrophizing Scale,
French-Canadian version; TSK-CF Tampa Scale for Kinesophobia, French-
Canadian version. *P<0.05, **P<0.01

approximation (RMSEA). For the RMSEA, values below 0.08
indicate adequate fit, while values below 0.05 represent good
fit. For both the CFI and the NNFI, values above 0.90 indicate
good fit. Table 3 summarizes the goodness-of-fit indexes for
each of the two models.

Consistent with research on the factor structure of the orig-

inal PDI, confirmatory factor analysis suggested that the two-
factor model of Tait et al (23) provided the best fit to the data
(RMSEA=0.09, CFI=0.96, NNFI=0.93). Comparison of the
two-factor model with a one-factor model revealed that the
goodness-of-fit of the two-factor solution was significantly bet-
ter than that of the single-factor solution (Ay?[1]=18.1,
P<0.001).
Correlates of disability: Correlations between measures of cat-
astrophizing, depression, fear of pain or (re)injury, pain inten-
sity, and the seven items of the PDI-CF are presented in
Table 4.

Measures of catastrophizing, fear of movement or (re)injury,
and pain intensity were significantly correlated with all the
items and the total scores of the PDI-CE The score on the
BDI-II-F was significantly associated with the total score on
the PDI-CF, but some correlations with individual items were
nonsignificant.

Discussion

Study 1 replicated the factorial structure found in previous
research, that is, the two-factor model of the PDI (21-23). The
present study also found the same level of internal consistency
as the original PDI (5,21-25). Correlations with the PCS-CEF,
TSK-CF, BDI-II-F and MPQ-CF-PRI also support the con-
struct validity of the PDI-CE The results of study 1 suggest that
PDI-CF is a valid and reliable measure of self-reported disabil-

ity.
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STUDY 2

A second study was conducted to evaluate the relation between
scores on the PDI-CF and objective indexes of physical tolerance
and pain behaviour. Previous studies have demonstrated signif-
icant relations between scores on the original PDI and various
measures of disability, such as maximum amount of weight
lifted during a floor-to-waist lift (29,30,33), performance in
exercise bouts involving manoeuvres such as sit-ups, arch-ups
or squatting (27,28). One objective of study 2 was to deter-
mine if the scores on the PDI-CF were associated with a phys-
ical performance measure.

The relation between scores on the PDI-CF and pain
behaviour was also examined. Pain behaviours can be defined
as actions or postural displays enacted during the experience of
pain (55,56). Previous research using the original PDI has
shown that self-reported pain-related disability is associated
with observed pain behaviours (22,31).

Participants

A subsample of 52 francophone participants (27 women,
25 men) was drawn from the sample of study 1. An initial
screening was made by a physician or an occupational therapist
to identify and exclude participants with a medical condition
that may be adversely affected by the lifting task. The mean
age of the sample was 45.67+11.45 years. The mean duration
of pain was 59.95+90.42 months.

Procedure

In addition to completing the pain-related measures (PCS-CE,
TSK-CE BDI-1I, MPQ-CF), participants were invited to par-
ticipate in a lifting task modelled after Butler and Kozey (57).
A detailed description of this procedure can be found in
Sullivan et al (58).

Participants were asked to stand in front of a table adjusted
to waist height (surface area 80 cm x 120 cm), on which
18 canisters (4 L paint canisters) were placed that were par-
tially filled with sand. The canisters weighed 2.9 kg, 3.4 kg or
3.9 kg and were arranged in three rows of six canisters. The
selection of loads was based on research suggesting a 12%
weight difference for detection threshold and National
Institute for Occupational Safety and Health recommenda-
tions for safe weight limits (59,60).

The different weight canisters were positioned such that
each weight was represented twice in each location of a double
Latin square. The participant was asked to lift each canister in
turn according to a predetermined sequence. The task was
designed such that the forward flexion and arm extension
required to lift canisters further away from the body would
increase the loading on the cervical and lumbar portions of the
spine, momentarily increasing discomfort (61).

The participants were asked to perform three different
tasks: lifting tolerance, weight estimation and pain rating.
The lifting tolerance task was always the first task performed
by the participant. The order of the weight estimation task
and the pain rating task was counterbalanced across partici-
pants.

Lifting tolerance task: In the lifting tolerance task, partici-
pants were asked to lift a canister in the third position (ie, fur-
thest away from the body) and hold the canister with the arm
fully extended as long as he or she was able. The lifting toler-
ance task was used as an index of physical disability. The
assumption underlying this measure is that individuals who
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have high levels of self-reported disability will perform worse
than those with a low level of disability. Physical tolerance was
operationally defined as the total time that the canister was
held off the surface of the table.

Weight estimation task: In the weight estimation task, partic-
ipants were asked to lift canisters in a predetermined sequence
(ie, column 1, first, second, third position; column 2, first, sec-
ond, third position; etc). Participants were asked to estimate
the weight of each canister.

Pain rating task: In the pain rating task, participants lifted the
same canisters in the same sequence as they were lifted in the
weight estimation task. Participants were asked to provide a
verbal rating of their pain as they lifted each canister, on an 11-
point scale with the end points O (no pain) and 10 (extreme
pain).

Participants were videotaped throughout the procedure. A
camera positioned at a 45° angle to the table afforded a three-
quarter view of the face, trunk and upper extremities of the
participant. A research assistant sat approximately 2 m in front
of the table. The ostensible purpose of the research assistant
was to record the participants’ weight estimates and pain rat-
ings. The camera was positioned beside the research assistant
to maximize the probability that the face would be visible to
the camera when the participant reported his or her ratings to
the research assistant.

Pain behaviour coding

Two trained coders, blind to experimental hypotheses, inde-
pendently coded each video record for instances of pain behav-
iour. The assessment of pain behaviour included all major
dimensions of pain behaviour described in the Keefe and Block
system (62). Coders were trained to competency using a pain
behaviour coding manual.

Each video record was divided into 18 different segments
(ie, cycles) corresponding to the lift of each different canister.
A cycle was defined as the period starting with the participant
touching the handle of one canister and ending with the
moment the participant touched the handle of the next canis-
ter. For each cycle, the duration and intensity of pain behav-
iours was recorded. Pain behaviours were classified as
communicative pain behaviours or protective pain behaviours.
Communicative pain behaviours included facial expressions
such as grimacing or wincing, and verbal or paraverbal pain
expressions such as pain words, grunts, sighs and moans.
Protective pain behaviours included active movements such as
guarding, holding, touching or rubbing as well as passive
behaviours such as avoidance. For each pain behaviour, coders
provided intensity ratings on a three-point scale with the fol-
lowing anchors: mild, moderate and intense. Indexes of pain
behaviour were computed for each cycle by multiplying the
duration of pain behaviour by the intensity of the pain behav-
iour (63). Because the authors were only interested in the
relation between self-reported disability and pain behaviours,
pain behaviours were summed across different weight canis-
ters and different positions, removing these factors from the
design of analysis of pain behaviours. Separate scores were
derived for communicative and protective pain behaviours.
An overall estimated weight score was obtained by averaging
all weight estimates provided during the weight estimation
portion of the task. An overall pain score was obtained by
averaging all pain ratings provided during the pain rating
portion of the task.

Pain Res Manage Vol 13 No 4 July/August 2008



Results

To evaluate how self-report disability reflects the actual level
of disability, correlation analyses were performed between the
total score on the PDI-CF and the lift duration. Results showed
that scores on the PDI-CF were significantly correlated with
lift duration (r=—0.415, P=0.002), indicating that participants
with high levels of self-reported disability lifted the canister for
a shorter period of time than individuals with lower scores of
the same measure. Scores on the PDI-CF were also signifi-
cantly related to the occurrence of pain behaviours.
Specifically, self-reported disability was associated with greater
expression of communicative pain behaviours (eg, grimacing
or wincing) (r=0.29, P=0.038), and protective pain behaviours
(eg, rubbing or guarding) (r=0.29, P=0.037). A significant cor-
relation was obtained between scores on the PDI-CF and over-
all pain ratings (r=0.48, P<0.001). The correlation between
scores on PDI-CF and overall weight estimates was not signifi-
cant (r=0.18, P=0.206).

Discussion

The results of study 2 indicate that scores on the PDI-CF are
significantly correlated with objective indexes of disability.
Higher scores on the PDI-CF were associated with shorter lift
duration during the lifting tolerance component of the physi-
cal performance task. These findings are consistent with those
of Gross and Battié (64), who reported a correlation of —0.55
(P=0.05) between the original PDI and the maximum amount
of weight lifted during a floor-to-waist lift.

The PDI-CF also correlated with measures of pain behav-
iour. Higher scores on the PDI-CF were associated with more
pronounced displays of communicative and protective pain
behaviours. These findings are consistent with McCahon et al
(31), who reported a correlation of 0.54 (P<0.0005) between

the original PDI total score and total pain behaviour score.

GENERAL DISCUSSION

The present study had the objective of assessing the content
validity, internal consistency and correlates of the PDI-CF in a
sample of chronic pain patients. A two-factor structure emerged,
which contained items related to voluntary or obligatory activi-
ties. Our results showed that both the reliability and the internal
consistency of the scale were excellent, and that the scale was
comparable to the original scale developed by Pollard (4).

Our results also demonstrated that the score on the PDI-CF
is associated with the scores on many validated French pain-
related questionnaires, such as the TSK-CF, BDI-II-F, PCS-CF
and MPQ-CF-PRI. As indicated earlier, other researchers have
also observed these relations with the original PDI. High scores
on the PDI-CF constitute an indication of the potential pres-
ence of other psychosocial factors that can contribute to the
disability experience.

The PDI-CF total score was also associated with lift dura-
tion, indicating that the reported level of disability constitutes
a fair approximation of the actual level of disability in a physi-
cal task. In addition, the PDI-CF total score was associated
with pain behaviours. As Turk and Flor (65) suggested, self-
reporting a disability can be viewed as a ‘covert’ pain behav-
iour because it is the only possible way to be aware of the
internal processes concerning the patients’ perception of their
disability and physical limitations. Pain behaviours may be
conceptualized as a channel through which pain patients can
communicate their disability level to others.
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One limitation of the present study is that the sample used
was recruited from pain clinics, and was constituted of individ-
uals who suffered from chronic pain due to a musculoskeletal
condition. These individuals may have responded differently
from other individuals who suffer from pain but are not actu-
ally receiving treatment. In addition, the sample used in the
present study consisted of chronic pain patients who were
probably treatment-resistant. Indeed, the mean duration of
pain in study 1 was approximately three years, and in study 2,
approximately five years. It is not clear whether the same rela-
tions would emerge in samples of patients with acute or suba-
cute pain. Also, this French language validation was
conducted in Quebec, Canada. The extent to which the results
generalize to other French-speaking communities or countries
cannot be assumed. These considerations have implications for
the generalization of the findings.

Despite these limitations, the brevity, ease of administra-
tion and good psychometrics properties of the PDI-CF suggests
that it might prove to be a useful instrument in research and
clinical settings. As a screening questionnaire, the PDI-CF
could be used to identify patients with high levels of pain-
related disability. Previous research demonstrated that high
scores on self-reported disability measures were associated with
other psychosocial risk factors for chronicity following injury.
Therefore, researchers and clinicians could use the score on
the PDI-CF as a cue to investigate other psychosocial risk fac-
tors, allowing for intervention that will directly address factors
that are important for the rehabilitation of a given individual.
As a tracking measure, the PDI-CF could be used to facilitate
evidence-based medical decision making. When administered
on a periodical basis, the PDI-CF tracks slow recovery and
potential problems in the rehabilitation process. Patients with
high levels of self-reported disability after a reasonable recov-
ery time could be screened and identified to receive treatment
that will focus more specifically on problematic areas.

CONCLUSION
The PDI-CF may constitute a welcome addition to the tools that
francophone clinicians and researchers currently possess to assess
and treat patients who experience pain-related limitations.
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