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Glossary of Terms 

 
Concurrent validity Validity is established by comparing and new outcome instrument with a 

criterion measure, or gold standard, both of which are administered at the 
same time (Streiner and Norman 1995). 

Content validity /ƻƴǘŜƴǘ ǾŀƭƛŘƛǘȅ ƛǎ ŘŜŦƛƴŜŘ ŀǎ ΨǘƘŜ ŜȄǘŜƴǘ ǘƻ ǿƘƛŎƘ ǘƘŜ ŎƻƴǘŜƴǘ ƻŦ ǘƘŜ 
instrument appears logically to examine and comprehensively include the 
Ŧǳƭƭ ǎŎƻǇŜ ƻŦ ǘƘŜ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ƻǊ ŘƻƳŀƛƴǎ ƛǘ ƛǎ ƛƴǘŜƴŘŜŘ ǘƻ ƳŜŀǎǳǊŜΩ 
(Bowling 1997). 

Construct validity The assessment of construct validity is an ongoing process, involving the 
comparison of outcome instrument findings to other evidence (Beatie 
2001, Bowling 1997).  In general, construct validity is established through 
the development of hypotheses concerning the behaviour of the outcome 
instrument, in various situations and populations. 

Face validity CŀŎŜ ǾŀƭƛŘƛǘȅ ƛƳǇƭƛŜǎ ΨǿƘŜǘƘŜǊ ƻƴ ǘƘŜ ŦŀŎŜ ƻŦ ƛǘΣ ǘƘŜ ƛƴǎǘǊǳƳŜƴǘ ŀǇǇŜŀǊǎ ǘƻ 
ōŜ ŀǎǎŜǎǎƛƴƎ ǘƘŜ ŘŜǎƛǊŜŘ ǉǳŀƭƛǘƛŜǎΦΩ ό{ǘǊŜƛƴŜǊ ŀƴŘ bƻǊman 1995). 

Sensitivity to detect 
change over time 

{ŜƴǎƛǘƛǾƛǘȅ Ŏŀƴ ōŜ ŘŜŦƛƴŜŘ ŀǎ ǘƘŜ Ψŀōƛƭƛǘȅ ǘƻ ŘŜǘŜŎǘ ŎƘŀƴƎŜ ǎǘŀǘƛǎǘƛŎŀƭƭȅΣ 
ǿƘŜǘƘŜǊ ƛǘ ƛǎ ǊŜƭŜǾŀƴǘ όǘƻ ǘƘŜ ǇŀǘƛŜƴǘ ƻǊ ŎƭƛƴƛŎƛŀƴύ ƻǊ ƴƻǘΦΩ όCƻǊǘƛƴ Ŝǘ ŀƭ 
1995). 

Test-retest reliability Test-retest reliability provides information about the extent to which the 
same results are gained on repeated use of the outcome instrument over 
time, when no change is expected (Beatie 2001, Simmons et al 1999). 

Validity Validity provides evidence that an outcome instrument measures what it is 
supposed to measure (Andresen 2000, Bowling 1997). 
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1. Introduction 
 
Background 
 
The Outcomes Calculator has been under development for since 1999, in a series of staged research strategies.  
Preliminary investigations comprised: 
 
 Wide-spread data collection from over 2000 clinicians regarding current use of measures of health 

outcome in clinical practice (Grimmer et al 1998, Grimmer et al 1999) 

 Investigation of requirements of funding bodies regarding health outcomes derived from treatment 
by clinicians (Grimmer et al 2000, Grimmer and Milanese 2002) 

 Literature review to assess evidence of validity, reliability, sensitivity to change and clinical utility of 
common measures of health outcome used by clinicians, as well as other measures of health 
outcome that may be useful for clinicians (Bialocerkowski et al 2002, Bialocerkowski et al 2003, 
Grimmer and Milanese 2002) 

 Discussions with health Australian clinicians regarding the barriers and facilitators to regular use of 
health outcomes in clinical practice (Research Committee APA 1999, Grimmer et al 2000), and 

 Evaluation of the content of common measures of outcome and their usage by researchers and 
clinicians (Bialocerkowski et al 2000, Bialocerkowski et al 2003, Grimmer et al 2000). 

 Evaluation of high quality measures of outcome for the cervical spine (Kumar and Nyland 2006) for 
the Australian Physiotherapy Association Cervical Atlas (2006) 

 
The terƳ ΨƻǳǘŎƻƳŜΩ ƛƴŎƻǊǇƻǊŀǘŜǎ ǘƘŜ ƘŜŀƭǘƘ Ǝŀƛƴ ŀƴŘ Ŏƻǎǘǎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘǊŜŀǘƳŜƴǘΦ CƻǊ ǘƘŜ ƳŀƴŀƎŜƳŜƴǘ ƻŦ 
many conditions, this involves an episode of care (a number of linked occasions of service).  Currently the most 
common type of outcome information is on cost, or number of contacts with the patient. Our investigations 
highlighted that most clinicians collect no standard information from patients on health outcome, despite this 
being the most important information required by health funders.  What information is collected is non-
standardised, collected at variable time frames throughout the episode, and is usually handwritten in patient 
notes, which makes it inefficient and less than useful for clinical benchmarking.  The need for a simple, efficient 
mechanism for collecting standard information routinely on patient progress was identified from our preliminary 
investigations.  The Outcomes Calculator software was developed to address this need.  
 
Aim of the Outcomes Calculator 
 
The Outcomes Calculator aims to facilitate the use of standardised outcome measures in clinical practice 
to monitor change in patient status over time.  Patients complete selected outcome measures prior to, or 
following treatment (without reference to the clinician) and the data can be entered into the Outcomes 
Calculator by administrative staff.  This avoids the potential bias by the clinician and ensures that the 
ǇŀǘƛŜƴǘΩǎ ǾƛŜǿ ƻŦ ǘƘŜƛǊ ŎƻƴŘƛǘƛƻƴ ƛǎ ǊŜŎƻƎƴƛǎŜŘΦ  ¢ƘŜ hǳǘŎƻƳŜ /ŀƭŎǳƭŀǘƻǊ ŀǳǘƻƳŀǘƛŎŀƭƭȅ ŎƻƳǇǳǘŜǎ ǘƘŜ ǎŎƻǊŜ 
for each outcome measure and uses available norms for comparison (for example: for joint range of 
motion).  Summarising outcome in this way would assist in communicating patient progress, between 
clinicians, patients and funders. 
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Outcome measures 
 
The outcome measures contained within the CAHE Outcomes Calculator Version 5 have been selected on 
their psychometric properties (validity, reliability, sensitivity to detect change over time and clinical utility 
for patient populations with peripheral joint disorders).  The outcome measures represent a range of 
aspects of functioning and/ or disability (Grimmer and Milanese 2002), which are measured at the level of 
body functions / structure, the individual and society, as defined by the International Classification of 
Functioning (World Health Organization 2001).  Table 1.1 provides a schematic overview of the 
International Classification of Functioning, whist Figure 1.1 provides definitions regarding the components 
associated with functioning / disability. 
 
The outcome measures contained in this Version 5 of the CAHE Outcomes Calculator are presented in 
Table 1.2. This table defines the level of measurement for each of the outcome measures (according to 
ǘƘŜ ²ƻǊƭŘ IŜŀƭǘƘ hǊƎŀƴƛȊŀǘƛƻƴΩǎ όнллмύ LƴǘŜǊƴŀǘƛƻƴŀƭ /ƭŀǎǎƛŦƛŎŀǘƛƻƴ ƻŦ CǳƴŎǘƛƻƴƛng definitions).   
 
Permission to use the outcome instruments in the calculator has been obtained from each of the 
developers.   Contact details of the instrument developers are enclosed in this manual.  
This manual also provides some ideas for use of patient details for determining the quality of treatment, 
using expected benchmarks, population norms, and clinical reasoning.   

 
Table 1.1: An over view of the International Classification of Functioning:  

functioning and disability (World Health Organization 2001) 

 Functioning and Disability 

Components Body Functions and structures Activities and Participation 

Domains Body Functions 
Body Structures 

Life areas 
(tasks, actions) 

Constructs Change in body functions (physiological) 
Change in body structures (anatomical) 

Capacity executing tasks in a standard 
environment 

Performance executing tasks in the 
current environment 

Positive aspects Functional and structural integrity Activities 
Participation 

Functioning 

Negative aspect Impairment Activity Limitation 
Participation Restriction 

Disability 

 

Figure 1.1: Definitions of the components associated with functioning/disability  (World Health Organization 2001) 

In the context of health: 

Body functions are the physiological functions of body systems (including psychological functions). 

Body structures are anatomical parts of the body such as organs, limbs and their components. 

Impairments are problems in body function or structure such as a significant deviation or loss. 

Activity is the execution of a task or action by an individual. 

Participation is involvement in a life situation. 

Activity limitations are difficulties an individual may have in executing activities. 

Participation restrictions are problems an individual may experience in involvement in life situations. 
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Table 1.2: Summary of outcome measures contained in the Outcomes Calculator 

 

Measurement construct Outcome measure 

Impairment GPQ 
GCPS 
SF_MPQ 
BI 
Joint range of Motion 

Impairment/Activity Limitation LBOS 
DASH 
ULFI 
ASES-Shoulder form 
SPADI 
SRQ 
Penn Shoulder Score 
PREE 
PRTE 
PRWE 
Boston Questionnaire 
AAOS Lower Limb 
AAOS Hip & Knee 
Harris Hip Score 
Non-arthritic Hip Score 
KPS 
AAOS Foot & Ankle 
FAAM 
Kaikkonen Functional Score 
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Activity Limitation / Participation Restriction GPSS 
DHI 
MiDAS 
WL-26 
TUG 
NDI 
NPDS 
WDQ 
Copenhagen Neck Functional Disability Scale 
NBQ 
NPQ 
RMQ Questionnaire 
ODI 
BBQ 
Quebec Back Pain Disability Scale 
BPFS 
UEFI 
SDQ-NL 
SDQ-UK 
OSS 
SST 
Michigan Hand Outcomes Score 
LEFS 
OHS 
KOS 
OKS 
FFI 
FABQ 
RADLS 
OMPSQ 
WHMPI 

Impairment/Activity Limitation/Participation 
Restriction   

WOSI 
WORC 
WOOS 
HOOS 
FAOS 

Psychological Responses to 
Impairment/Activity Limitation/Participation 
Restriction 

Tampa Scale of Kinesiophobia (TSK) 
Pain Self-Efficacy Questionnaire (PSEQ) 
Centre for Epidemiologic Studies Depression Scale 
(CES-D) 
Modified Somatic Perception Questionnaire (MSPQ) 
Kessler Psychological Distress Scale (KPDS) 

Quality of Life RAND 36 
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Table 1.3: Contact details of developers of selected outcome measures 

CAHE has been given permission to use these outcome measures in its Outcomes Calculator by the developers.  

 

Instruments Developers/Contact Persons 
Glasgow Pain Questionnaire Dr A. J. Asbury [aja1p@clinmed.gla.ac.uk] 

Reader in Anaesthesia, and Hon Consultant Anaesthetist. 
University Dept of Anaesthesia, 
Gartnavel General Hospital, (30/6 Shelley Court), 
Gt Western Road, Glasgow, G12 OYN. 
Tel 0141-531-3716, Fax 0141-531-3771 

Graded Chronic Pain Scale Michael Von Korff [vonkorff.m@ghc.org] 
Center for Health Studies, Group Health Cooperative 
Seattle, WA  98101  
Phone 206-287-2874, Fax 206-287-2871  

Short-Form McGill Pain Questionnaire Dr Ronald Melzack [melzack@psych.mcgill.ca] 
Professor Emeritus 
Department of Psychology                  
McGill University                          
1205 Dr. Penfield Avenue                 
Montreal, PQ  H3A 1B1 
Tel: (514) 398-6127, FAX: (514) 398-4896 

Patient Specific Scales Paul Stratford [stratfor@mcmaster.ca]  
McMaster University, School of Rehabilitation Science 
Institute of Applied Health Sciences, 4th Floor, Rm 403 
1400 Main St. West, Hamilton ON L8S 1C7 

Dizziness Handicap Inventory Dr Gary P. Jacobson [gary.p.jacobson@vanderbilt.edu]  
Professor & Director 
Division of Audiology 
Vanderbilt Bill Wilkerson Center for Otolaryngology and 
Communication Sciences 
Vanderbilt University Medical Center 
9302 Medical Center East, South Tower 
Nashville, TN 37232-8025 
v: 615.322.4568, f: 615.322.5833 
 
Dr Craig W. Newman [NEWMANC@ccf.org] 
The Cleveland Clinic 
Audiology/A71, 9500 Euclid Ave., Cleveland, Ohio 44195 USA 
Phone:  216-445-8520, Fax: 216-444-0187 
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Migraine Disability Assessment 
Questionnaire 

Dr Walter "Buzz" Stewart [wfstewart@geisinger.edu] 
Associate Chief Research Officer 
Geisinger Center for Health Research 
Geisinger Health System 
100 N. Academy Avenue 
Danville, PA   17822-3003 
Phone: 570-214-9391, Fax: 570-214-9451 

Work-related Disability 26 Benjamin C. Amick III 
[Benjamin.C.Amick@uth.tmc.edu], 
[bamick@sph.uth.tmc.edu] 
Associate Professor of Behavioral Sciences and Epidemiology 
University of Texas Health Sciences Center, Houston 
1200 Herman Pressler, E 909, Houston, TX 77225 USA 
713-500-9496 (phone), 713-500-9493 (fax) 

Fear Avoidance Belief Questionnaire Professor Gordon Waddell (gordon.waddell@virgin.net) 
6 Heatherbrae Bishopbriggs 
Glasgow G64 2TA, UK 
Tel / fax:  +44 141 762 2724 

Resumption of Activities of Daily Living Scale Renee Williams, PhD (rwilliam@mcmaster.ca) 
Assistant Professor ς School of Rehabilitation Science 
McMaster University 
Bldg. T-16, Room 128G 
1280 Main St., W. Hamilton 
Ontario Canada L8S 4K1 

Orebro Musculoskeletal Pain Screening 
Questionnaire 

Steven Linton, PhD (steven.linton@bsr.oru.se) 
(steven.linton@orebroll.se) 
Department of Occupational and Environmental Medicine, 
Orebro University Hospital, Orebro, Sweden 

West Haven Yale Multidimensional Pain 
Inventory 

Robert D. Kerns, Ph.D. 
Associate Professor, Departments of Neurology, Psychiatry 
and Psychology, Yale University 
300 George Street  
New Haven, CT 
06511 USA 
Phone: 203-785-2117 
Robert.kerns@med.va.gov  

Neck Disability Index Dr. Howard Vernon [hvernon@cmcc.ca] 
Canadian Memorial Chiropractic College, 1900 Bayview Ave. 
Toronto, ON, CAN, M4G 3E6 

Neck Pain and Disability Index Dr Tony Wheeler [ponwheeler@yahoo.com] and Dr Paula 
Goolkasion [pagoolka@email.uncc.com]  
Pain Medicine Specialists 
Pain and Orthopedic Neurology 
Charlotte Spine Center 
2001 Randolph Road 
Charlotte, NC 28207 
(704) 332-2225, Fax: (704) 339-1448 
http://www .psych.uncc.edu/pagoolka 

mailto:gordon.waddell@virgin.net
mailto:rwilliam@mcmaster.ca
mailto:steven.linton@bsr.oru.se
mailto:steven.linton@orebroll.se
mailto:Robert.kerns@med.va.gov
mailto:ponwheeler@yahoo.com
mailto:pagoolka@email.uncc.com
http://www/


The Centre for Allied Health Evidence (CAHE) 
 
CAHE Outcomes Calculator: Musculoskeletal Userôs Manual 

 
 

 

12 

 

Whiplash Disability Questionnaire Ken Niere [k.niere@latrobe.edu.au] 
Coordinator 
Postgraduate Studies in Musculoskeletal Physiotherapy 
School of Physiotherapy  
La Trobe University  
VIC 3086 
PH: 03 94795857, Fax:03 94795768 

Copenhagen Neck Functional Disability Scale Claus Manniche [cmanniche@sol.dk] 
Professor 
University of South Denmark 
Idræt og Biomekanik 
Odense 
(+45)63621865, fax: 63621859 

Neck Bournemouth Questionnaire Jennifer E. Bolton, PhD 
Anglo-European College of Chiropractic,  
13-15 Parkwood Rd, Bournemouth 
BH5 2DF, England. 
jbolton@aecc-chiropractic.ac.uk 

Northwick Park Questionnaire Dr. Alison M. Leak 
Director of Medical Education and Foundation Lead 
Queen Elizabeth the Queen Mother Hospital 
Margate Kent 
{ǘ tŜǘŜǊΩǎ wƻŀŘΣ aŀǊƎŀǘŜ /¢ф п!bΣ ¦Y 
Phone: 01843-225544 Ext 62540 
alison.leak@ekht.nhs.uk 

Roland-Morris Questionnaire Professor Martin Roland [martin.roland@man.ac.uk] 
Director, National Primary Care Research and Development 
Centre 
University of Manchester 
Willamson Building, Oxford Road, Manchester M13 9PL 
Phone 0161 275 7659 (secretary, Jane), Fax 0161 275 7600 

Oswestry Questionnaire Jeremy Fairbank [jeremy.fairbank@ndos.ox.ac.uk] 
Consultant Orthopaedic Surgeon 
Nuffield Orthopaedic Centre 
Oxford OX3 7LD, UK 

Backache Index  Andre Farasyn 
Faculty of Physical Education and Physical Therapy  
Department of Physical Therapy, Vrije Universiteit Brussel 
(VUB), Laarbeeklaan 103, B-1090,  
Brussels, Belgium.  
Tel.: +32 475 23 07 06; fax: +32 2 477 45 29. 
andre.farasyn@vub.ac.be  

Back Bournemouth Questionnaire Jennifer E. Bolton, PhD 
Anglo-European College of Chiropractic,  
13-15 Parkwood Rd, Bournemouth 
BH5 2DF, England. 
jbolton@aecc-chiropractic.ac.uk 

mailto:jbolton@aecc-chiropractic.ac.uk
mailto:alison.leak@ekht.nhs.uk
mailto:andre.farasyn@vub.ac.be
mailto:jbolton@aecc-chiropractic.ac.uk
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Quebec Back Pain Disability Scale Jacek Kopec, MD, PhD 
Assistant Professor 
Department of Health Care and Epidemiology 
University of British Columbia 
Phone: 604-871-4588 
jacek.kopec@ubc.ca 

Back Pain Functional Scale Prof.  Paul Stratford 
McMaster University, Faculty of Health Sciences, 
Institute for Applied Health Sciences 
Rm 430 1400 Main Street West,  Hamilton, 
Ontario L8S 1C7 Canada 
stratfor@mcmaster.ca 

Low Back Outcome Score Prof. Charles Greenough 
Clinical Director 
Regional Spinal Cord Injury Centre 
James Cook University Hospital, Middlesbrough 
Charles.Greenough@stees.nhs.uk  

Disabilities of the Arm, Shoulder and Hand 
(DASH) 

Ms. Kristina Buccat 
Administrative Assistant 
DASH Outcome Measure 
Institute for Work & Health 
481 University Avenue, Suite 800 
Toronto, Ontario 
Canada M5G 2E9 
Telephone Number: (416) 927-2027 extension 2173 
Fax Number: (416) 927-4167 
kbuccat@iwh.on.ca and dash@iwh.on.ca 

Upper Limb Functional Index (ULFI) Mr. C. Philip Gabel, Msc, PT 
Sports and Spinal Physiotherapist 
PO Box 760, Coolum, Queensland 4573, Australia 
cp.gabel@bigpond.com 

Upper Extremity Functional Index (UEFI) Prof.  Paul Stratford, et. al. 
McMaster University, Faculty of Health Sciences, 
Institute for Applied Health Sciences 
Rm 430 1400 Main Street West,  Hamilton, 
Ontario L8S 1C7 Canada 
stratfor@mcmaster.ca 

!ƳŜǊƛŎŀƴ {ƘƻǳƭŘŜǊ ŀƴŘ 9ƭōƻǿ {ǳǊƎŜƻƴΩǎ 
(ASES) ς shoulder scale 

Ms. Susan Shannon 
The American Shoulder and Elbow Society 
6300 N. River Road 
Suite 727, Rosemont, Illinois 60018 USA 
ases@aaos.org and shannon@aaos.org 

mailto:jacek.kopec@ubc.ca
mailto:stratfor@mcmaster.ca
mailto:Charles.Greenough@stees.nhs.uk
mailto:kbuccat@iwh.on.ca
mailto:dash@iwh.on.ca
mailto:cp.gabel@bigpond.com
mailto:stratfor@mcmaster.ca
mailto:ases@aaos.org
http://ph.mc573.mail.yahoo.com/mc/compose?to=shannon@aaos.org
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Shoulder Disability Questionnaire ς 
Netherlands (SDQ-NL) 

Dr. Danielle A.W.M. van der Windt 
UHD, EMGO Instituut en afdeling Huisartsgeneeskunde, VU 
medisch centrum, Van der Boechorststraat 7, 1081 BT  
Amsterdam, The Netherlands 
dawm.vanderwindt@vumc.nl 
G.J.M.G. van der Heijden, PhD     
UMC Utrecht, Juliuscentrum (D01.335),  
Postbus 58800 
3508 GA  Urecht 
g.vanderheijden@umcutrecht.nl 

Shoulder Disability Questionnaire ς United 
Kingdom (SDQ-UK) 

Prof. Alan Silman. 
Professor of Rheumatic Disease Epidemiology 
University of Manchester, Oxford Road, Manchester M13, 
9PT, United Kingdom 
Alan.Silman@manchester.ac.uk 

Oxford Shoulder Score (OSS) Jill Dawson, DPhil 
Senior Research Scientist 
Department of Public Health 
University of Oxford, Old Road Campus 
Oxford OX3 7LF United Kingdom 
Jill.Dawson@dphpc.ox.ac.uk 

Shoulder Pain & Disability Index (SPADI) Kathryn E. Roach, PhD, PT 
Associate Professor and Assistant Chair- Research 
University of Miami, Miller School of Medicine 
Department of Physical Therapy, 5915 Ponce De Leon 
building, 5th floor, Coral Gables,  Florida 33146 USA 
keroach@miami.edu 

Simple Shoulder Test (SST) Dr. Frederick Matsen  
Department of Orthopaedics and Sports Medicine, School of 
Medicine, University of Washington, Seattle, Washington, 
USA 
matsen@u.washington.edu 

Shoulder Rating Questionnaire (SRQ) 5ǊΦ wǳǎǎŜƭƭ ²ŀǊǊŜƴ ǘƘǊǳ aǊΦ WŀƳŜǎ hΩwƻǳǊƪŜ 
Hospital for Special Surgery 
535 East 70th street, New York, NY 10021, USA 
ORourkeJ@HSS.EDU 

Penn Shoulder Score (PSS) Mr. Brian G. Leggin, M.S., P.T. 
University of Pennsylvania Health System, Penn Therapy and 
Fitness, 3624 Market Street, Philadelphia, PA 19104 USA 
brian.leggin@uphs.upenn.edu 

Western Ontario Shoulder Instability (WOSI) Ms. Sharon Griffin   
Coordinator, Kirkley Research Group 
Fowler Kennedy Sport Medicine Clinic 
3M Centre, UWO, London, Ontario 
N6A 3K7 Canada 
stdshg@uwo.ca 

mailto:dawm.vanderwindt@vumc.nl
mailto:g.vanderheijden@umcutrecht.nl
mailto:Alan.Silman@manchester.ac.uk
mailto:Jill.Dawson@dphpc.ox.ac.uk
mailto:keroach@miami.edu
mailto:matsen@u.washington.edu
mailto:ORourkeJ@HSS.EDU
mailto:brian.leggin@uphs.upenn.edu
http://ph.mc573.mail.yahoo.com/mc/compose?to=stdshg@uwo.ca
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Western Ontario Rotator Cuff Index (WORC) Ms. Sharon Griffin   
Coordinator, Kirkley Research Group 
Fowler Kennedy Sport Medicine Clinic 
3M Centre, UWO, London, Ontario 
N6A 3K7 Canada 
stdshg@uwo.ca 

Western Ontario Osteoarthritis of the 
Shoulder (WOOS) 

Ms. Sharon Griffin   
Coordinator, Kirkley Research Group 
Fowler Kennedy Sport Medicine Clinic 
3M Centre, UWO, London, Ontario 
N6A 3K7 Canada 
stdshg@uwo.ca 

Patient Rated Elbow Evaluation (PREE) Dr. Joy C. MacDermid 
Hand and Upper Limb Centre Clinical Research Laboratory, 
Monsignor Roney Ambulatory Care Centre, 930 Richmond 
Street, London, Ontario N6A 3J4, Canada. 
macderj@mcmaster.ca 

Patient Rated Tennis Elbow Evaluation 
(PRTE) 

Dr. Joy C. MacDermid 
Hand and Upper Limb Centre Clinical Research Laboratory, 
Monsignor Roney Ambulatory Care Centre, 930 Richmond 
Street, London, Ontario N6A 3J4, Canada. 
macderj@mcmaster.ca 

Patient Rated Wrist Evaluation (PRWE) Dr. Joy C. MacDermid 
Hand and Upper Limb Centre Clinical Research Laboratory, 
Monsignor Roney Ambulatory Care Centre, 930 Richmond 
Street, London, Ontario N6A 3J4, Canada. 
macderj@mcmaster.ca 

Boston Questionnaire Dr. Barry P. Simmons 
Chief,  Hand and Upper Extremity Service 
.ǊƛƎƘŀƳ ŀƴŘ ²ƻƳŜƴΩǎ IƻǎǇƛǘŀƭΣ 5ŜǇŀǊǘƳŜƴǘ ƻŦ hǊǘƘƻǇaedic 
Surgery, 75 Francis St., Boston, Massachusetts 02115 USA 
BSIMMONS@PARTNERS.ORG 

Michigan Hand Outcomes Questionnaire Dr. Kevin Chung thru Ms. Melissa Shauver, MPH 
Research Associate, Plastic Surgery Section 
Department of Surgery, University of Michigan Medical 
School, USA 
mshauver@med.umich.edu 

American Academy of Orthopaedic 
Surgeons (AAOS) Lower Limb 

Mr. Richard McGowan, MLS 
Medical Research Librarian 
Research & Scientific Affairs Department 
American Academy of Orthopaedic Surgeons 
6300 N. River Rd, Rosemont IL 60018, USA 
mcgowan@aaos.org and researchinfo@aaos.org 

http://ph.mc573.mail.yahoo.com/mc/compose?to=stdshg@uwo.ca
http://ph.mc573.mail.yahoo.com/mc/compose?to=stdshg@uwo.ca
mailto:macderj@mcmaster.ca
mailto:macderj@mcmaster.ca
mailto:macderj@mcmaster.ca
mailto:BSIMMONS@PARTNERS.ORG
http://ph.mc573.mail.yahoo.com/mc/compose?to=mshauver@med.umich.edu
http://ph.mc573.mail.yahoo.com/mc/compose?to=mcgowan@aaos.org
mailto:researchinfo@aaos.org
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American Academy of Orthopaedic 
Surgeons (AAOS) Hip and Knee 

Mr. Richard McGowan, MLS 
Medical Research Librarian 
Research & Scientific Affairs Department 
American Academy of Orthopaedic Surgeons 
6300 N. River Rd, Rosemont IL 60018, USA 
mcgowan@aaos.org and researchinfo@aaos.org 

Lower Extremity Functional Scale (LEFS) Ms. Jill M.  Binkley, PT, MSc 
Assistant Professor (Physical Therapy), School of 
Rehabilitation Science, McMaster University, Hamilton, 
Ontario, Canada 
binkleyj@bellsouth.net 

Harris Hip Score (HHS) William H. Harris, M.D., D. Sc. 
Alan Gerry Clinical Professor of Orthopaedic Surgery, 
Harvard Medical School, Boston, Massachusetts, USA 
wharrishm@hotmail.com 

Hip Disability and Osteoarthritis Outcome 
Score (HOOS) 

Professor Ewa Roos 
Institute of Sports Science and Clinical Biomechanics 
Faculty of Health Sciences, University of Southern Denmark, 
Campusvej 55, DK-5230 Odense, Denmark 
eroos@health.sdu.dk 

Non-arthritic Hip Score Dr. Christian P. Christensen 
Department of Orthopaedic Surgery,  
National Naval Medical Centre at Bethesda, 8901 Wisconsin 
Avenue, Bethesda, Maryland 20889ς5600, USA 
E-mail to: cpchristensen@insightbb.com 

Oxford Hip Score Jill Dawson, DPhil 
Senior Research Scientist 
Department of Public Health 
University of Oxford, Old Road Campus 
Oxford OX3 7LF United Kingdom 
Jill.Dawson@dphpc.ox.ac.uk 

Knee Pain Scale Prof. Walter J. Rejeski 
Department of Health and Exercise Science, Box 7868, Wake 
Forest University, Winston-Salem,  
NC 27109, USA 
rejeski@wfu.edu 

Knee Injury and Osteoarthritis Outcome 
Score (KOOS) 

Professor Ewa Roos 
Institute of Sports Science and Clinical Biomechanics 
Faculty of Health Sciences, University of Southern Denmark, 
Campusvej 55, DK-5230 Odense, Denmark 
eroos@health.sdu.dk 

Knee Outcome Survey (KOS) ς ADL Scale and 
Sports Activities Scale 

Dr. James Irrgang 
Associate Professor and Director of Clinical Research 
Department of Orthopaedic Surgery,  
University of Pittsburgh, School of Medicine, USA 
irrgangjj@upmc.edu 

http://ph.mc573.mail.yahoo.com/mc/compose?to=mcgowan@aaos.org
mailto:researchinfo@aaos.org
mailto:binkleyj@bellsouth.net
mailto:wharrishm@hotmail.com
mailto:eroos@health.sdu.dk
mailto:cpchristensen@insightbb.com
mailto:Jill.Dawson@dphpc.ox.ac.uk
http://ph.mc573.mail.yahoo.com/mc/compose?to=rejeski@wfu.edu
mailto:eroos@health.sdu.dk
mailto:irrgangjj@upmc.edu
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Oxford Knee Score (OKS) Jill Dawson, DPhil 
Senior Research Scientist 
Department of Public Health 
University of Oxford, Old Road Campus 
Oxford OX3 7LF United Kingdom 
Jill.Dawson@dphpc.ox.ac.uk 

Foot Functional Index (FFI) Kathryn E. Roach, PhD, PT 
Associate Professor and Assistant Chair- Research 
University of Miami, Miller School of Medicine 
Department of Physical Therapy, 5915 Ponce De Leon 
building, 5th floor, Coral Gables,  Florida 33146 USA 
keroach@miami.edu 

American Academy of Orthopaedic 
Surgeons (AAOS) ς Foot & Ankle 
Questionnaire 

Mr. Richard McGowan, MLS 
Medical Research Librarian 
Research & Scientific Affairs Department 
American Academy of Orthopaedic Surgeons 
6300 N. River Rd, Rosemont IL 60018, USA 
mcgowan@aaos.org and researchinfo@aaos.org 

Foot and Ankle Outcome Score (FAOS) Professor Ewa Roos 
Institute of Sports Science and Clinical Biomechanics 
Faculty of Health Sciences, University of Southern Denmark, 
Campusvej 55, DK-5230 Odense, Denmark 
eroos@health.sdu.dk 

Functional Ankle Ability Measure (FAAM) RobRoy Martin PhD, PT, CSCS 
Duquesne University, Department of Physical Therapy 
114 Rangos School of Health Sciences, Pittsburgh, PA, USA 
martinr280@duq.edu 

Kaikonnen Functional Scale (KFS) Dr. Pekka Kanus 
Accident & Trauma Research Centre, UKK Institute for 
Health Promotion Research, P.O. Box 30, FIN-33501 
Tampere, Finland. 
pekka.kannus@uta.fi 

Tampa Scale of Kinesiophobia Steve Woby, PhD (steve.woby@pat.nhs.uk) 
Research Fellow (joint post)  
Centre for Rehabilitation Science, University of Manchester  
Department of Physiotherapy, North Manchester General 
Hospital 

Pain Self-efficacy questionnaire Michael Nicholas  
A/ Professor, Clinical & Research Psychologist Director of the 
ADAPT Pain Management Program 
University of Sydney 
miken@med.usyd.edu.au 

mailto:Jill.Dawson@dphpc.ox.ac.uk
mailto:keroach@miami.edu
http://ph.mc573.mail.yahoo.com/mc/compose?to=mcgowan@aaos.org
mailto:researchinfo@aaos.org
mailto:eroos@health.sdu.dk
http://ph.mc573.mail.yahoo.com/mc/compose?to=martinr280@duq.edu
mailto:pekka.kannus@uta.fi
mailto:steve.woby@pat.nhs.uk
mailto:miken@med.usyd.edu.au
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Centre for Epidemiologic Studies Depression 
Scale 

National Institute of Mental Health  
Location: 
6001 Executive Boulevard 
Rockville, MD 20852 
Mailing Address:  
6001 Executive Boulevard 
Bethesda, MD 20892 

Modified Somatic Perception Questionnaire Chris J. Main (c.j.main@cphc.keele.ac.uk) 
Prestwich Hospital, Bury New Road,  
Prestwich, Manchester,England M25 7BL, U.K. 

Kessler Psychological Distress Scale Ronald C. Kessler, PhD (kessler@hcp.med.harvard.edu) 
Harvard Medical School 
Department of Health Care Policy 
180 Longwood Avenue 
Boston, MA 02115-5899 
Phone: 1 617-432-3587  
Fax: 1 617-432-3588  

Patient Satisfaction subscales Dan Cherkin, PhD [cherkin.d@ghc.org] 
Acting Director, Group Health Center for Health Studies 
1730 Minor Avenue - Suite 1600 
Seattle, WA 98101 
Tel:  (206)  287-2875, Fax: (206)  287-2871 

RAND 36 RAND hereby grants permission to use "RAND 36-Item Short 
Form Health Survey" in accordance with the following 
conditions, which shall be assumed by all to have been 
agreed to as a consequence of accepting and using this 
document: 

1.  Changes to the Health Survey may be made without 
the written permission of RAND. However, all such 
changes shall be clearly identified as having been 
made by the recipient. 

2.  The use of this Health Survey accepts full 
responsibility, and agrees to indemnify and hold 
RAND harmless, for the accuracy of any translations 
of the Health Survey into another language and for 
any errors,      omissions, misinterpretations, or 
consequences thereof. 

3.  The user of this Health Survey accepts full 
responsibility, and agrees to indemnify and hold 
RAND harmless, for any consequences resulting 
from the use of the Health Survey. 

4.  The user of the 36-Item Health Survey will provide a 
credit line when printing and distributing this 
document acknowledging that it was developed at 
RAND as part of the Medical Outcomes Study. 

No further written permission is needed for use of this Health Survey. 
 

mailto:c.j.main@cphc.keele.ac.uk
mailto:kessler@hcp.med.harvard.edu
mailto:cherkin.d@ghc.org
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2. General Musculoskeletal Pain/Functional Scales 
 
Appropriate measurement of pain has long been the subject of academic and clinical debate.  Pain is 
often multidimensional in nature, and its measurement is by necessity, subjective, as the way it is 
perceived is relative to individual experience and personality.  A number of different ways of measuring 
Ǉŀƛƴ ƘŀǾŜ ŎƻƴǎŜǉǳŜƴǘƭȅ ōŜŜƴ ŘŜǾŜƭƻǇŜŘΦ   ! ŎƭƛƴƛŎƛŀƴΨǎ ŎƘƻƛŎŜ ƻŦ Ǉŀƛƴ ƳŜŀǎǳǊŜǎ ŘŜǇŜƴŘǎ ƻƴ ǘƘŜ ǇǳǊǇƻǎŜ 
of measurement, the ease of administering the instrument in the clinical setting and the way in which 
pain measure will be analysed.   

 

Uni-dimensional measures 
 
Pain intensity and frequency are the two most commonly measured constructs of pain in the clinical setting 
(MelzŀŎƪ мфтрύΦ  ¢ƻ ŀǇǇǊƻǇǊƛŀǘŜƭȅ ŘŜǎŎǊƛōŜ ŀ ǇŀǘƛŜƴǘǎΩ Ǉŀƛƴ ŜȄǇŜǊƛŜƴŎŜΣ ǘƘŜǎŜ ŎƻƴǎǘǊǳŎǘǎ ǎƘƻǳƭŘ ōŜ ƳŜŀǎǳǊŜŘ ŀƴŘ 
interpreted together, as a change in one construct may not reflect a change in the other.   For instance, it is 
important to distinguish the patient who suffers moderate pain, but for only a small part of the day, from the 
patient who suffers moderate pain every hour of the day.    Measurement of intensity, or frequency alone in this 
instance would be insufficient to tell the whole story.    Therapists are encouraged to collect information on both 
intensity and frequency.  
 
Measurement 
 
The Outcomes Calculator provides three options to measure pain intensity, and three options of measure 
frequency.  Where numbers are collected, the Outcomes Calculator interprets outcome throughout the episode 
ƻŦ ŎŀǊŜ ƛƴ ǘŜǊƳǎ ƻŦ ŎƘŀƴƎŜ ƛƴ Ǌŀǿ ǎŎƻǊŜΣ ŀƴŘ ŎƘŀƴƎŜ ǊŜƭŀǘƛǾŜ ǘƻ ǘƘŜ ƛƴƛǘƛŀƭ ǎŎƻǊŜΦ   ¢ƘŜ ŘŜǎƛǊŜŘ ΨōŜƴŎƘƳŀǊƪΩ ƻŦ 
treatment in each case is no pain, thus desirable change over time should be downwards towards no pain 
(frequency and intensity), or towards 100% improvement in both pain constructs.   
 
Information on intensity and frequency should be recorded, and combined as appropriate, to demonstrate 
change in more than one construct.  For instance if the Verbal Graphic Frequency Rating Scale is chosen, then so 
should the Verbal Graphic Intensity Rating Scale, so that changes in pain intensity and pain frequency can be 
illustrated using the same measurement scale. 
 
Time frames of measurement 
 
Therapists are encouraged to choose matching time frames for measuring pain frequency and intensity, as well 
as matching measurement options of intensity and frequency, so that they can produce meaningful combinations 
of the uni-ŘƛƳŜƴǎƛƻƴŀƭ ƳŜŀǎǳǊŜƳŜƴǘ ŎƻƴŎŜǇǘǎΦ   LŦ ǘƘŜ ǘƛƳŜ ŦǊŀƳŜ Ψƛƴ ǘƘŜ ƭŀǎǘ ŘŀȅΩ ƛǎ ŎƘƻǎŜƴ ŦƻǊ ŦǊŜǉǳŜƴŎȅΣ ǘƘŜƴ 
ǘƘŜ ǎŀƳŜ ǘƛƳŜ ŦǊŀƳŜ ǎƘƻǳƭŘ ōŜ ŎƘƻǎŜƴ ŦƻǊ ƛƴǘŜƴǎƛǘȅΦ  Lǘ ƛǎ ƛƳǇƻǊǘŀƴǘ ǘƻ ŎƭŀǊƛŦȅ ǘƘŀǘ ΨŀǾŜǊŀƎŜΩ Ǉŀƛƴ ƛƴǘŜƴǎƛǘȅ ƛǎ 
measured in this calculator.   
 
Validity and reliability  
 
The validity of measurement of pain intensity and frequency using scales consisting of numbers or words 
continues to be debated.   Therapists using uni-dimensional pain scales need to remember that these are an 
attempt to measure only two aspects of what is essentially a multidimensional pain experience.   The reliability of 
ǇŀǘƛŜƴǘΩǎ ŀǎǎŜǎǎƳŜƴǘ ƻŦ Ǉŀƛƴ ƛƴǘŜƴǎƛǘȅ ŀƴŘ ŦǊŜǉǳŜƴŎȅ ƛǎ ŎƻƴǎǘǊŀƛƴŜŘ ōȅ ǘƘŜ ŎƘŀƴƎƛƴƎ ƴŀǘǳǊŜ ƻŦ Ǉŀƛƴ ƻǾŜǊ ǘƛƳŜΣ 
particularly when pain is acute.  
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Recording 
 
If staff in a clinic decide to record pain intensity and frequency using a consistent approach (such as an 11 point 
scale as illustrated above), they may also choose to record change in pain using a graph already printed onto the 
patient record card, that allows them to enter scores in a standard way at each assessment, and evaluate change 
over time.     
 
Interpretation 
 
Change over time is assessed by change in raw score, or percentage change from initial (baseline measure).   
Slowing of the rate of change, or the amount of different between subsequent treatments (as indicated by a 
levelling off of the graph), could indicate decreasing effectiveness of the treatment.   The goal of pain 
management is to return the injured worker to pre-morbid condition (i.e. without any pain, or to their pre-
morbid pain intensity and frequency state).   
 
Combining scales 
 
Where therapists choose number-based measurement options and the same time frames of measurement, this 
provides the opportunity to combine the intensity and frequency measures into a composite score.  The most 
usual approach is to multiply the intensity and the frequency measures to provide a score of pain 
intensity*frequency over a set time period.    Possible choices and combinations using the metrics in this 
calculator are outlined below.   
 
 
 Pain 

Intensity 
  

Pain Frequency  1. NIRS 2. VGIRS 3. AVAIS 
1. Time count Multiply  Multiply 
2. VGFRS  Graph 

simultaneously 
 

3. AVAFS Multiply  Multiple 
 
Options for Uni-dimensional Pain Frequency Scales 
 
1. Time count: How many days in the past week have you experienced pain?  OR  

   How many hours in the past day have you experienced pain?  OR 
   How many hours in the past 2 days have you experienced pain? 
  

This frequency measure of pain provides a whole number that describes pain frequency in the recent past (a 
week, two days or one day).   It is assumed that the level of pain experienced is abnormal for the patient, and is 
therefore memorable for them.  This question is appropriate for initial and review assessments, providing that 
the time period between questioning is appropriate (i.e. for the first option there should have been a week 
between questioning, and for the second and third there should have been at least one ς two days).  The time 
period for questioning should be indicated on the calculator using the drop down mŜƴǳ   ¢ƘŜ ΨōŜƴŎƘƳŀǊƪΩ ǎƘƻǳƭŘ 
be steady movement throughout the episode of care towards zero days per week pain, or zero hours per day of 
pain.   
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2. Verbal Graphic Frequency Rating Scale (VGFRS): Iƻǿ ƻŦǘŜƴ ƛƴ ǘƘŜ ƭŀǎǘ όΧΦύ ƘŀǾŜ ȅƻǳ ŜȄǇŜǊƛŜƴŎŜŘ 

pain?  Please choose one of the categories.   
 

     

No Pain Occasional Half the time Most of the 
time 

Pain all the time 

 
This scale reflects a set of ordered descriptive categories of pain frequency which the Outcomes 
Calculator represents on the y axis of the outcomes graph.   A standard time frame of questioning 
ǎƘƻǳƭŘ ōŜ ǳǎŜŘΣ ǎǳŎƘ ŀǎ ΩǘƘŜ ƭŀǎǘ ŘŀȅΩΣ ΨǘƘŜ ƭŀǎǘ ǘǿƻ ŘŀȅǎΩ ŜǘŎΦ   ¢ƘŜ ǘƛƳŜ ǇŜǊƛƻŘ ŦƻǊ ǉǳŜǎǘƛƻƴƛƴƎ ǎƘƻǳƭŘ 
be indicated on the drop-Řƻǿƴ ƳŜƴǳ ƻƴ ǘƘŜ ŎŀƭŎǳƭŀǘƻǊΦ  ¢ƘŜ ΨōŜƴŎƘƳŀǊƪΩ ǎƘƻǳƭŘ ōŜ ǎǘŜŀŘȅ 
movement throuƎƘƻǳǘ ǘƘŜ ŦǊŜǉǳŜƴŎȅ ŎŀǘŜƎƻǊƛŜǎ ŘǳǊƛƴƎ ǘƘŜ ŜǇƛǎƻŘŜ ƻŦ ŎŀǊŜ ǘƻǿŀǊŘǎ Ψƴƻ ǇŀƛƴΩΦ 
 

3. Absolute Visual Analogue Frequency Scale (AVAFS) Iƻǿ ƻŦǘŜƴ ƛƴ ǘƘŜ ƭŀǎǘ όΧΦύ ƘŀǾŜ ȅƻǳ ŜȄǇŜǊƛŜƴŎŜŘ 
pain?  This line represents a continuum of pain frequency experiences, where one end of the line 
represents no pain and the other represents pain occurring all the time.  Please make a mark on the 
ƭƛƴŜ ǿƘƛŎƘ ōŜǎǘ ǊŜǇǊŜǎŜƴǘǎ ȅƻǳǊ Ǉŀƛƴ ŦǊŜǉǳŜƴŎȅ ƛƴ ǘƘŜ ƭŀǎǘ ΧΦΦ 

 
 

No Pain      Pain all the time 
 

Consequently, the Absolute Visual Analogue Frequency Scale reflects an abstract approach to 
ƳŜŀǎǳǊƛƴƎ Ǉŀƛƴ ŦǊŜǉǳŜƴŎȅ όƘŜƴŎŜ ǘƘŜ ǳǎŜ ƻŦ ǘƘŜ ǿƻǊŘ ΨŀōǎƻƭǳǘŜΩΣ ǿƘƛŎƘ ƛǎ ŎƻƴŎŜǇǘǳŀƭƭȅ ŎŀǘŜƎƻǊȅ- and 
number-free, and where the patient places a mark on a 10cm line indicating the level of pain 
frequency.  There is debate about whether on repeated testing, therapists should discuss with 
ǇŀǘƛŜƴǘǎ ǿƘŀǘ ǘƘŜƛǊ ǇǊŜǾƛƻǳǎ ǎŎƻǊŜǎ ǿŜǊŜΦ    ¢ƘŜ ΨƴǳƳōŜǊΩ ƛǎ ǊŜŀŘ ōȅ ǘƘŜ ǘƘŜǊŀǇƛǎǘ ŦǊƻƳ ǘƘŜ ƭŜŦǘ ƘŀƴŘ 
side of the line using a centimetre ruler, and entered into the calculator using up to two decimal 
ǇƭŀŎŜǎΦ  ¢ƘŜ ΨōŜƴŎƘƳŀǊƪΩ ǎƘƻǳƭŘ ōŜ ǎǘŜŀŘȅ ƳƻǾŜƳŜƴǘ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ŜǇƛǎƻŘŜ ƻŦ ŎŀǊŜ ǘƻǿŀǊŘǎ ȊŜǊƻΦ   

 
Options for Uni-dimensional Pain Intensity Scales 
 

Numeric Intensity Rating Scale (NIRS)Υ Lƴ ǘƘŜ ƭŀǎǘ ΧΧΣ ƻƴ ŀ ǎŎŀƭŜ ƻŦ л ς 10, where 10 is pain as bad as it can 
be, where would you rate your pain, on average?   

 
This approach to measuring pain intensity provides an ordered numeric ranking of pain intensity 
experience, using an intuitive whole number scale (0-10).   It is assumed that the level of pain 
experienced is abnormal for the patient, and is therefore memorable for them.   The Outcomes 
/ŀƭŎǳƭŀǘƻǊ ŀƭǎƻ ŀǎǎǳƳŜǎ ǘƘŀǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ǊŜǎǇƻƴǎŜ ǊŜǇǊŜǎŜƴǘǎ ΨŀǾŜǊŀƎŜΩ Ǉŀƛƴ ƻǾŜǊ ǘƘŜ ƎƛǾŜƴ ǘƛƳŜ 
ǇŜǊƛƻŘΦ  LŦ ǘƘŜ ǘƘŜǊŀǇƛǎǘΩǎ ƛƴǘŜƴǎƛƻƴǎ ŀǊŜ ǘƻ ƳŜŀǎǳǊŜ ΨǿƻǊǎǘΩ ǇŀƛƴΣ ǘƘŜȅ ǎƘƻǳƭŘ ƛƴŘƛŎŀǘŜ ǘƘƛǎ ƻƴ ǘƘŜƛǊ 
patient notes.   There is no option on the calculator for doing this.  Pain intensity can be measured at 
any time interval using this scale (every day to every week etc).  The calculator gives options for time 
frames.  Once chosen, these should be standard throughout an episode of care, and should reflect the 
choices for the measure of frequency, so that reporting can occur within the same time frame.    
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1. Verbal Graphic Intensity Rating Scale (VGIRS) 
 

     

No Pain Mild Moderate Strong  Pain as bad as it 
has ever been 

 
This scale reflects a set of ordered descriptive categories of pain intensity which the Outcomes 
Calculator represents on the y axis of the outcomes graph.   A standard time frame of questioning 
ǎƘƻǳƭŘ ōŜ ǳǎŜŘΣ ǎǳŎƘ ŀǎ ΩǘƘŜ ƭŀǎǘ ŘŀȅΩΣ ΨǘƘŜ ƭŀǎǘ ǘǿƻ ŘŀȅǎΩ ŜǘŎΦ   ¢ƘŜ ǘƛƳŜ ǇŜǊƛƻŘ ŦƻǊ ǉǳŜǎǘƛƻƴƛƴƎ ǎƘƻǳƭŘ 
be indicated on the drop-Řƻǿƴ ƳŜƴǳ ƻƴ ǘƘŜ ŎŀƭŎǳƭŀǘƻǊΦ  ¢ƘŜ ΨōŜƴŎƘƳŀǊƪΩ ǎƘƻǳƭŘ ōŜ ǎǘŜŀŘȅ 
movement throughout the intensity categories during ǘƘŜ ŜǇƛǎƻŘŜ ƻŦ ŎŀǊŜ ǘƻǿŀǊŘǎ Ψƴƻ ǇŀƛƴΩΦ 

 
2. Absolute Visual Analogue Intensity Scale (10cm long) How bad has your (average) pain been  in the 
ƭŀǎǘ όΧΦύΚ  ¢Ƙƛǎ ƭƛƴŜ ǊŜǇǊŜǎŜƴǘǎ ŀ ŎƻƴǘƛƴǳǳƳ ƻŦ Ǉŀƛƴ ƛƴǘŜƴǎƛǘȅ ŜȄǇŜǊƛŜƴŎŜǎΣ ǿƘŜǊŜ ƻƴŜ ŜƴŘ ƻŦ ǘƘŜ ƭƛƴŜ 
represents no pain and the other represents pain as bad as it can be.  Please make a mark on the line 
ǿƘƛŎƘ ōŜǎǘ ǊŜǇǊŜǎŜƴǘǎ ȅƻǳǊ Ǉŀƛƴ ŦǊŜǉǳŜƴŎȅ ƛƴ ǘƘŜ ƭŀǎǘ ΧΦΦ 

 
 

No Pain      Pain as bad as it can be 
 

The Absolute Visual Analogue Intensity Scale (AVAIS) reflects an abstract approach to measuring pain 
ƛƴǘŜƴǎƛǘȅ όƘŜƴŎŜ ǘƘŜ ǳǎŜ ƻŦ ǘƘŜ ǿƻǊŘ ΨŀōǎƻƭǳǘŜΩύΣ ǿƘƛŎƘ ƛǎ ŎƻƴŎŜǇǘǳŀƭƭȅ ŎŀǘŜƎƻǊȅ- and number-free, 
and where the patient places a mark on a 10cm line indicating the level of pain intensity.  IT is 
generally assumed that that ǘƘƛǎ ƛǎ ǘƘŜ ΨŀǾŜǊŀƎŜΩ Ǉŀƛƴ ŜȄǇŜǊƛŜƴŎŜΦ  LŦ ǘƘŜǊŀǇƛǎǘǎ ŀǊŜ ǎŜŜƪƛƴƎ 
ƛƴŦƻǊƳŀǘƛƻƴ ƻƴ ǘƘŜ ǿƻǊǎǘ Ǉŀƛƴ ƻǾŜǊ ǘƘŜ ǇǊŜǎŎǊƛōŜŘ ǘƛƳŜ ǇŜǊƛƻŘΣ ǘƘŜȅ ǎƘƻǳƭŘ ƳŀǊƪ ǘƘƛǎ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 
ŎƭƛƴƛŎŀƭ ƴƻǘŜǎΦ   LŦ ǘƘŜ ΨǿƻǊǎǘ ǇŀƛƴΩ ƛǎ ƳŜŀǎǳǊŜŘΣ ƛǘ ǎƘƻǳƭŘ ōŜ ŀŎŎƻƳǇŀƴƛŜŘ ōȅ ŀŘŘƛǘƛƻƴal information 
about what activity/activities were associated with this pain.   There is debate about whether, on 
ǊŜǇŜŀǘŜŘ ǘŜǎǘƛƴƎΣ ǘƘŜǊŀǇƛǎǘǎ ǎƘƻǳƭŘ ŘƛǎŎǳǎǎ ǿƛǘƘ ǇŀǘƛŜƴǘǎ ǘƘŜƛǊ ǇǊŜǾƛƻǳǎ ǎŎƻǊŜǎΦ    ¢ƘŜ ΨƴǳƳōŜǊΩ ƛǎ ǊŜŀŘ 
by the therapist from the left hand side of the line using a centimetre ruler, and entered into the 
ŎŀƭŎǳƭŀǘƻǊ ǳǎƛƴƎ ǳǇ ǘƻ ǘǿƻ ŘŜŎƛƳŀƭ ǇƭŀŎŜǎΦ  ¢ƘŜ ΨōŜƴŎƘƳŀǊƪΩ ǎƘƻǳƭŘ ōŜ ǎǘŜŀŘȅ ƳƻǾŜƳŜƴǘ ǘƘǊƻǳƎƘƻǳǘ 
the episode of care towards zero.    
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Glasgow Pain Questionnaire (GPQ) (Thomas et al 1996) 
 
Background 
 
The Glasgow Pain Questionnaire was developed to assess both the descriptive (frequency, intensity) and reactive 
dimensions of pain (ability to cope with pain, emotional reaction to pain, restriction of daily activity to pain), in a 
wide range of individuals irrespective of the chronicity of their pain, their diagnosis or area of injury (Thomas et al 
1996). 
 
Measurement 
 
The Glasgow Pain questionnaire is a 24-item, self-administered questionnaire which assesses five pain domains: 
pain frequency, pain intensity, ability to cope with pain, emotional reaction to pain and restriction of daily activity 
ŘǳŜ ǘƻ ǇŀƛƴΦ  tŀǘƛŜƴǘǎ ŎƻƳǇƭŜǘŜ ŀƭƭ ƛǘŜƳǎ ƛƴ ǘƘŜ ǉǳŜǎǘƛƻƴƴŀƛǊŜΣ ōȅ ǎŜƭŜŎǘƛƴƎ ǘƘŜ άǘǊǳŜέ ƻǊ άŦŀƭǎŜέ ƻǇǘƛƻƴ ǘƘŀǘ 
corresponds to each statement regarding their pain during the last month. 
 
Scoring 
 
Thomas et al (1996) recommend that a weighted numeric score is assigned to the all of the true responses, rather 
than simply counting the total number of true responses, as occurs in other scales.  The weighted scores, for each 
pain domain, are subsequently tallied to produce domain scores. The minimum domain score equates 
numerically to 0 and is interpreted as no pain (frequency or intensity), no difficulties coping with pain, no 
emotional reaction to pain or no restriction of activities of daily living due to pain.  The maximum domain score 
equates numerically to 10 and is interpreted as constant pain, maximum pain intensity, extreme difficulty coping 
with pain, extreme emotional reaction due to pain or extreme restriction of activities of daily living due to pain.  
The domains and item scores within each domain are provided in Table 2.1. 
 
The benchmark for this scale is decreasing scores throughout the episode of care, to zero.   
 
Recording 
 
A separate recording sheet is provided to facilitate repeated measures over time. 
 
Comparison 
 
The Glasgow pain questionnaire should be completed on repeated occasions of testing, and the domain scores 
compared in order to obtain an understanding of any change in the pain experience.  Over time, the items or 
domains where the response remains the same can be flagged as the pain elements that are not responding to 
intervention.   
 
Interpretation 
 
Clinicians can choose the most appropriate way to tell the story of change in pain dimensions over time using the 
Glasgow Pain Questionnaire.  Clinicians need to decide whether to compare the subsequent domain score with 
the initial or previous domain score. 
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Scoring options include: 

1. Change in domain scores (for each of the five pain domains), between the initial and subsequent 
assessments, can be calculated by: 

(initial domain score ς subsequent domain score) 

2. Change in domain scores (for each of the five pain domains), between the previous and 
subsequent assessments, can be calculated by: 

(previous domain score ς subsequent domain score) 

Regardless of the scoring method used, a decrease in the patient's pain experience is interpreted as a 
decrease in total scores, on repeated measurements.  Moreover, responses to the individual questions as 
well as the total score should be recorded to facilitate comparisons of pain status over time. 
 
Validity, reliability and sensitivity to detect change over time 
 
The Glasgow Pain Questionnaire has been tested thoroughly and convincingly for validity of measurement of the 
pain experience, reliability of administration and responses, and sensitivity to change over time in individuals with 
rheumatic disease (Thomas et al 1996), occupational health disorders (Thomas et al 1996) and chronic pain 
conditions (Penny et al 1999, Smith et al 2001, Thomas et al 1996).  
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Table 2.1: Weights of items contained in the Glasgow Pain Questionnaire 

 

 Glasgow Pain Questionnaire pain domains Weight for true 
responses 

Frequency 
 

I rarely have pain 
I had the occasional pain or discomfort 
I often had some pain or discomfort 
I had pain frequently 
I had pain all the time 

0.3846 
0.7692 
2.3077 
2.6923 
3.8462 

Intensity 
 

The pain was mild 
The pain was uncomfortable 
The pain was moderate 
I had some strong pain 
The pain was severe 
The pain was intense 

0.5556 
1.3889 
1.3889 
1.9444 
2.2222 
2.5000 

Ability to cope 
 

The pain was a little difficult to cope with 
At times the pain was a bit hard to bear 
{ƻƳŜǘƛƳŜǎ L ŎƻǳƭŘƴΩǘ ǎǘŀƴŘ ǘƘŜ Ǉŀƛƴ 
The pain was unbearable at times 

1.4815 
2.2222 
2.9630 
3.3333 

Emotional reaction 
 

I felt upset by the pain 
The pain got me down 
Pain had made me feel miserable 
I felt the pain was wearing me down 

2.0000 
2.4000 
2.8000 
2.8000 

Restriction of daily 
activity 

 

Pain upset my normal routine 
My social life was affected by pain 
Pain stopped me from doing the things that I wanted 
I could hardly move for the pain 
Pain made everything come to a standstill 

1.6216 
1.8919 
1.8919 
2.1622 
2.4324 
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GLASGOW PAIN QUESTIONNAIRE 

 
 

We would like you to answer some questions about any pain or discomfort you may have had in the last 
month.  We are interested in all kinds of pain, even if it was mild or did not last for very long. 
 

Answering the question is simple.  Below is a list of descriptions of pain.  For each pain description tick the 
box under TRUE  if you have had pain or discomfort like that at any time in the last month.  Tick the box 
under FALSE if you have not had pain like that described in the last month. 
 

Please make sure you tick one TRUE or FALSE for every question. 
If you are not sure whether to answer TRUE or FALSE think if you could have said the phrase truthfully at 
any time in the last month. 
 
 
In the last month:- TRUE FALSE 
  

The pain was mild   Æ   Æ 

The pain got me down   Æ   Æ 

Pain upset my normal routine   Æ   Æ 

I had pain quite frequently   Æ   Æ 

The pain was moderate   Æ   Æ 

The pain was unbearable at times   Æ   Æ 

Pain made everything come to a standstill   Æ   Æ 

Pain has made me feel miserable   Æ   Æ 

I had the occasional pain or discomfort   Æ   Æ 

{ƻƳŜǘƛƳŜǎ L Ƨǳǎǘ ŎƻǳƭŘƴΩǘ ǎǘŀƴŘ ǘƘŜ Ǉŀƛƴ   Æ   Æ 

The pain was severe   Æ   Æ 

I could hardly move for the pain   Æ   Æ 

I felt upset by the pain   Æ   Æ 

I had pain all the time   Æ   Æ 

The pain was intense   Æ   Æ 

I often had some pain or discomfort   Æ   Æ 

At times the pain was a bit hard to bear   Æ   Æ 

Pain stopped me from doing the things I wanted to do  Æ   Æ 

The pain was uncomfortable   Æ   Æ 

My social life was affected by pain   Æ   Æ 

I rarely had any pain   Æ   Æ 

The pain was difficult to cope with   Æ   Æ 

I felt the pain was wearing me down   Æ   Æ 

I had some strong pain   Æ   Æ 
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Graded Chronic Pain Scale (GCPS) (Korff et al 1992) 
 
Background 
 
The Graded Chronic Pain Scale was developed, by Von Korff et al (1992), as a simple method to classify 
the magnitude of chronic pain in the general population and studies of chronic pain patients in primary 
care settings. The most current version is published in the Second Edition of Turk and Melzack's Handbook 
of Pain Assessment (2001).   
 
Measurement 
 
The Graded Chronic Pain Scale consists of eight items, of which three measure pain intensity, two 
measure frequency and four assess interference of activities of daily living due to pain.     Six items require 
the responses to be graded on an 11-point ordered, categorical scale (0-10), and the remaining items 
require the patient to provide information on pain frequency (Von Korff 2001).   
 
Scoring 
 
Characteristic Pain Intensity is a 0 to 100 score derived from Questions 2-4: 
  Mean [Pain Right Now, Worst Pain, Average Pain]  X 10 
 
Disability Score is a 0 to 100 score derived from Questions 6-8: 
 Mean [Daily Activities, Social Activities, Work Activities] X 10 
 
Disability Days is from Question 5.  If using the 3 month version, multiply Disability Days by 2 before 
calculating Disability Points. 
 
Disability Points Add the indicated points for Disability Days (Question 5) and for Disability Score.   
  
Disability Score 

 
Sum of questions 6-8 

30-49 1 point 
50-69 2 points 
70+  3 points 

 
Disability Days (If using 3 month version, multiply Disability Days by 2) 

 
Question 5  

7-14 days 1 point 
15-30 days 2 points 
31+ days 3 points 
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Graded Chronic Pain Classification 
 
Pain Free 
 Grade 0 No pain problem (prior six months or three 
months) 
Low Interference 
 Grade I Characteristic Pain Intensity less than 50 and 
 Low Intensity less than 3 Disability Points. 
 Grade II Characteristic Pain Intensity of 50 or greater and
 High Intensity   less than 3 Disability Points. 
High Interference 

 Grade III 3-4 Disability Points, regardless of 
 Moderately Limiting Characteristic Pain Intensity. 

  Grade IV 5-6 Disability Points regardless of 
 Severely Limiting Characteristic Pain Intensity. 

 
Chronicity Classification 
 
Non-Persistent Pain 1-89 pain days (Question 1)  
Persistent Pain  90-180 pain days (Question 1)  
 
 
Recording 
 
The entire questionnaire should be completed at each administration.  The Graded Chronic Pain Scale can 
be used for a three month reporting interval as well as a six month interval.  The only change in scoring 
required for the three month interval is doubling the number of pain disability days recorded in the six 
month version.  The earlier version of the Scale recorded only back/head/facial pain, whereas the version 
reported in this manual is an adaptation that is published in the Second Edition of Turk and Melzack's 
Handbook of Pain Assessment.  This version permits asking about a longer list of pain sites, and then 
grading only the most bothersome pain problem if the patient has more than one.  This book is now the 
definitive reference on Graded Chronic Pain Scale.    Items 1 and 3 could be completed if the instrument is 
used in less than a six-month period.  On re-assessment the entire instrument should be re-administered, 
on a separate recording sheet (Von Korff et al 1992). 
 
Comparison  
 
The main value of this instrument appears to be in obtaining a composite view of the chronic pain 
experience as a baseline, and as a description of the impact of chronic pain on lifestyle.  The 
retrospectivity of pain assessment (previous six months) in six of the seven questions precludes repeated 
measurements being taken in less than a six-month period.  Thus, comparisons could be taken after a 
second / third etc six month period using the entire instrument. Two items (Q1 and 4) regarding pain 
today, and the number of pain days per week of disability, could be used on repeated administrations in 
less than six-month periods of re-assessment to estimate improvements.  
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Interpretation 
 
The Graded Chronic Pain Scale ranks the magnitude of chronic pain in a hierarchical structure, so that 
lower levels of severity (grades I and II) are differentiated by pain intensity and high levels of severity by 
interference with activities.  Thus, interpretation of changes in pain should be based on the grade of the 
reported pain.  For example, patients at higher levels of severity (grades III and IV) can show improvement 
by reporting a decrease in disability even if pain intensity or persistence does not decrease. In contrast, 
improvements in pain, at grades I and II, would be reflected a decrease in pain intensity (Von Korff et al 
нлллύΦ  wŜƎŀǊŘƭŜǎǎ ƻŦ ǘƘŜ ǎŜǾŜǊƛǘȅ ƻŦ ŎƘǊƻƴƛŎ ǇŀƛƴΣ ŀ ŘŜŎǊŜŀǎŜ ƛƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Ǉŀƛƴ ŜȄǇŜǊƛŜƴŎŜ ƛǎ 
interpreted as a decrease in the scores for each item, a decrease in the magnitude of characteristic pain 
intensity, disability and persistence and a decrease in chronic pain grade, on repeated measurements. 
 
Validity, reliability and sensitivity to detect change over time 
 
The Graded Chronic Pain Scale has undergone considerable testing for validity, in that the constructs of 
the scale measure lifestyle impact as well as frequency and intensity in patients who suffer with chronic 
pain (Von Korff 2001).  High levels of concurrent validity have been demonstrated between the Graded 
Chronic Pain Scale and use of healthcare and medicines, depression and other outcome measures such as 
the SF-36 and Glasgow Pain Questionnaire, in patients from general practice (Smith et al 1997, Penny et al 
1999), those who filled analgesic prescriptions (Penny et al 1999) and individuals with chronic tempero-
mandibular joint disorders, headaches and low back pain (Underwood et al 1999, Von Korff et al 1992).  
High levels of test-retest reliability, over a one-month period, have been demonstrated with patients with 
lower back pain (Underwood et al 1999) and patients recruited from general practice (Smith et al 1997).  
There is little evidence of validity or reliability in patients who receive treatment in a pain clinic (Von Korff 
Ŝǘ ŀƭ мффнύ ƻǊ ŜǾƛŘŜƴŎŜ ƻŦ ǘƘŜ DǊŀŘŜŘ /ƘǊƻƴƛŎ tŀƛƴ {ŎŀƭŜΩǎ ǎŜƴǎƛǘƛǾƛǘȅ ǘƻ ŘŜǘŜŎǘ ŎƘŀƴƎŜ ƻǾŜǊ ǘƛƳŜΦ 
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Graded Chronic Pain Scale 

 
 
Ask the following questions about the anatomically defined pain site (or sites) of interest, or the most 
bothersome site of pain identified by filter questions (see Table 4) 
 
1.   On how many days in the last six months have had [ANATOMICAL SITE] pain?  
 PAIN DAYS 
 
 
IF PAIN NOT PRESENT IN THE PRIOR SIX MONTHS, SKIP THE REMAINING QUESTIONS 
 
2.   How would you rate your [ANATOMICAL SITE] pain on a 0 to 10 scale at the present time, that is right 
now, where 0 is "no pain" and 10 is "pain as bad as could be"?  
  

0 1 2 3 4 5 6 7 8 9 10 

No Pain        Pain as bad 
as it can be 

 
3.   In the past six months (or three months), how intense was your worst pain rated on a 0 to 10 scale 
where 0 is "no pain" and 10 is "pain as bad as could be"? 
                         PAIN AS BAD 

0 1 2 3 4 5 6 7 8 9 10 

No Pain        Pain as bad 
as it can be 

 
4.   In the past six months (or three months), on the average, how intense was your pain rated on a 0 to 
10 scale where 0 is "no pain" and 10 is "pain as bad as could be"?  [That is, your usual pain at times you 
were experiencing pain] 
. 

0 1 2 3 4 5 6 7 8 9 10 

No Pain        Pain as bad 
as it can be 

 
5.   About how many days in the last six months (or three months) have you been kept from your usual 
activities (work, school or housework) because of [ANATOMICAL SITE] pain?  
 DISABILITY DAYS 
 
 ____  ____  ____ 
 
6. In the past six months (or three months), how much has [ANATOMICAL SITE] pain interfered with your 

daily activities rated on a 0 to 10 scale where 0 is "no interference" and 10 is "unable to carry on any 
activities"? 

 
0 1 2 3 4 5 6 7 8 9 10 

No Pain        Pain as bad 
as it can be 
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7. In the past six months (or three months), how much has [ANATOMICAL SITE] pain interfered with your 

ability to take part in recreational, social and family activities where  0 is "no interference" and 10 is 
"unable to carry on any activities"? 

 
0 1 2 3 4 5 6 7 8 9 10 

No Pain        Pain as bad 
as it can be 

 
8.   In the past six months (or three months), how much has [ANATOMICAL SITE] pain interfered with your 
ability to work (including housework) where 0 is "no interference" and 10 is "unable to carry on any 
activities"? 
 

0 1 2 3 4 5 6 7 8 9 10 

No Pain        Pain as bad 
as it can be 

 
 
 

Questions used to identify a single anatomical site for Graded Chronic Pain Scale questions 
 
 

1. In the past 6 months, did you have? 
 NO  YES Don't know 
a. Back pain 1 2 8 
b. Neck pain 1 2 8 
c. Headache or migraine? 1 2 8 
d. Stomach ache or abdominal pain? 1 2 8 
e. Joint pain in your arms, hands, legs or feet? 1 2 8 
f. Chest pain? 1 2 8 
g. Facial ache or pain (in the jaw  

or the joint in front of the ear)? 1 2 8 
 
 
 (IF MORE THAN ONE PAIN PROBLEM ASK Q2, OTHERWISE SKIP TO Q3) 
 
2. Which pain bothered you the most in the past 6 months? 
 
a. Back   1 
b. Neck   2 
c. Headache   3 
d. Abdominal   4 
e. Joint   5 
f. Chest   6 
g. Facial   7 
h. Don't know   8 
If more than one pain problem reported, ask pain grading questions about the pain problem at the anatomical site that bothered 
the respondent the most in the last six months.  If 'several' pain problems were most bothersome, ask person to pick one for pain 
grading questions. 
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Short-form McGill Pain Questionnaire (SF-MPQ) (Melzack 1987) 
 
This questionnaire was developed by Ronald Melzack and reproduced with permission only for clinical use 
in this calculator.  Those wishing to use this instrument for research or commercial purposes should 
contact the author for individual permission for use.   Copyright R. Melzack, 1970, 1987.   
 
Background 
 
This instrument aims to evaluate the intensity of pain experienced by an individual, to monitor pain over 
time and to determine the effectiveness of any interventions.  It was developed on post-surgical, 
obstetric, and low back and neck-and-shoulder pain patients, whose pathology was non-specific.   It is a 
self-administered questionnaire, originally designed in English.   
 
Measurement and Scoring  
 
Section A contains 15 representative words from the sensory and affective categories of the full version 
MPQ. The first 11 descriptors represent the sensory component, and the final 4 descriptors (beginning 
ǿƛǘƘ ΨǘƛǊƛƴƎ-ŜȄƘŀǳǎǘƛƴƎΩύ ǊŜǇǊŜǎŜƴǘ ǘƘŜ ŀŦŦŜŎǘƛǾŜ ŎƻƳǇƻƴŜƴǘΦ    {ŎƻǊŜǎ ŦƻǊ ŜŀŎƘ ŎƻƳǇƻƴŜƴǘ όǎŜƴǎƻǊȅ ŀƴŘ 
affective) are obtained by summing the intensity ratings (0ς3) for the words selected by the patient. A 
total score is obtained by summing the sensory and affective scores.   In the following example the 
sensory component score = 5, the affective score = 4, and the total score = 9. 
 
            None            Mild         Moderate          Severe 
   (0)  (1)  (2)  (3) 

Throbbing         
Shooting         
Stabbing          
 
Sharp          
Cramping         
Gnawing         
Hot-burning         
Aching          
Heavy          
Tender          
Splitting         
Tiring-exhausting        
Sickening         
Fearful          
Punishing-cruel         
 
 
Two other separate sections provide additional information on pain.  Section B = an AVAS scale to 
describe symptom intensity using a 10 cm line on which patients rate their pain intensity during the last 
week, and Section C = a single choice of words which describe the current  pain nature/ presentation to 
which a score is ascribed.  A total score can be computed as the sum of A, B and C, however it is usual to 
separate the scores for the three sections.   
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Interpretation 
 
Score reduction over time is the most logical approach to interpretation, and comparisons could be made 
using raw scores over the episode of care, or percentage change compared with the initial (baseline) 
score.  
 
Validity, reliability and sensitivity to change  
 
Internal consistency has not been undertaken using psychometric studies in English. However in a study 
of 100 women with Fibromyalgia and Osteoarthritis, Burckhardt and Bjelle (1993) evaluated the Swedish 
version oŦ ǘƘƛǎ ǉǳŜǎǘƛƻƴƴŀƛǊŜΦ ¢ƘŜ ǊŜǎǳƭǘǎ ƛƴŘƛŎŀǘŜ ǘƘŜ /ǊƻƴōŀŎƘΩǎ ŀƭǇƘŀǎ ƛƴ ŀ ǊŀƴƎŜ ƻŦ лΦто ǘƻ лΦуф 
indicating good internal consistency.   Test-retest reliability in the above population ranged from 0.43 to 
0.73 (Burckhardt and Bjelle 1993).  Validity has been assessed in terms of concurrent validity, in which SF-
MPQ correlated highly with the major Pain Rating Index (PRI) indices of the Long-form McGill Pain 
Questionnaire (LF-MPQ) and was sensitive to traditional clinical therapies. The sensory, affective and total 
scores of the SF and LF were significantly correlated. As related to pain intervention, the SF and LF MPQ 
demonstrated the significant effects of analgesic drugs, epidural blocks and TENS in musculoskeletal pain 
patients.   Similarly, Burckhardt and Bjelle (1993) also identified significant convergent construct validity 
between SF-MPQ and other pain measurements.   Sensitivity of the SF-MPQ has been demonstrated by 
Melzack (1987) in which the SF-MPQ was able to differentiate between differences from treatment over 
the progress of treatment.   
 
 
References 
 
Burckhardt and Bjelle (1993): A Swedish version of the Short Form McGill Pain Questionnaire. Scandinavian Journal 
of Rheumatology, 23: 77-81.  
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Short-Form Mcgill Pain Questionnaire (Sf-Mpq) 

 
 
A. Please describe your pain during the last week. (Check off one box per line.) 

 

 None Mild Moderate Severe 
1. Throbbing 0 Ã 1 Ã 2 Ã 3 Ã 
2. Shooting 0 Ã 1 Ã 2 Ã 3 Ã 
3. Stabbing 0 Ã 1 Ã 2 Ã 3 Ã 
4. Sharp 0 Ã 1 Ã 2 Ã 3 Ã 
5. Cramping 0 Ã 1 Ã 2 Ã 3 Ã 
6. Gnawing 0 Ã 1 Ã 2 Ã 3 Ã 
7. Hot-burning 0 Ã 1 Ã 2 Ã 3 Ã 
8. Aching 0 Ã 1 Ã 2 Ã 3 Ã 
9. Heavy (like a weight) 0 Ã 1 Ã 2 Ã 3 Ã 
10. Tender 0 Ã 1 Ã 2 Ã 3 Ã 
11. Splitting 0 Ã 1 Ã 2 Ã 3 Ã 
12. Tiring-Exhausting 0 Ã 1 Ã 2 Ã 3 Ã 
13. Sickening 0 Ã 1 Ã 2 Ã 3 Ã 
14. Fear-causing 0 Ã 1 Ã 2 Ã 3 Ã 
15. Punishing-Cruel 0 Ã 1 Ã 2 Ã 3 Ã 
 
 
B. Please rate your pain during the last week. 

 
¢ƘŜ ŦƻƭƭƻǿƛƴƎ ƭƛƴŜ ǊŜǇǊŜǎŜƴǘǎ Ǉŀƛƴ ƻŦ ƛƴŎǊŜŀǎƛƴƎ ƛƴǘŜƴǎƛǘȅ ŦǊƻƳ άƴƻ Ǉŀƛƴέ ǘƻ άǿƻǊǎǘ ǇƻǎǎƛōƭŜ ǇŀƛƴέΦ tƭŀŎŜ 
a vertical mark (|) across the line in the position that best describes your pain during the last week. 
 
   

 
No 

Pain 
 Worst 

Possible 
Pain 

 Score in mm 
όLƴǾŜǎǘƛƎŀǘƻǊΩǎ ǳǎŜ ƻƴƭȅύ 

 
C. Current pain intensity 
 

0 Ã  No pain 

1 Ã  Mild 

2 Ã  Discomforting 

3 Ã  Distressing 

4 Ã  Horrible 

5 Ã  Excruciating 
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Generic Patient-Specific Scale (GPSS) (Stratford et al 1995) 
 
Background 

 
The Patient-specific scale is a generic outcome instrument that assesses problem areas that are specific to 
each individual (Stratford et al 1995).  This type of outcome measure is based on the patient-centred 
(generated) approach, where patients identify their most problematic areas of functioning.  This outcome 
measure can be applied to any injured individual irrespective of their diagnosis or area of injury (Donnelly 
and Carswell 2002).   
 
Measurement 

 
Patients nominate five activities which they feel are constrained by their condition.  These activities are unique to 
the patient, and can reflect family, recreational and / or work-related activities.  For each of these activities, the 
patient rates the extent to which the activity is constrained, on an 11 point scale (0 - млύΣ ǿƛǘƘ л ŜǉǳŀǘƛƴƎ ǘƻ ΨŘƻ ƛǘ 
ǿƛǘƘ ƴƻ ǇǊƻōƭŜƳǎΩ ŀƴŘ мл ŜǉǳŀǘƛƴƎ ǘƻ ΨŎŀƴΩǘ Řƻ ƛǘ ŀǘ ŀƭƭΩ.  Over time, this scale also provides the opportunity for 
patients to nominate other activities which are constrained by their problem, should any of the initial five 
activities no longer be considered to be constrained. 
 

Scoring 

 
A total score can be determined by summing the responses for the five nominated activities at any one point in 
time.  Alternatively, each activity score can be used for ongoing assessment.  
 

Recording 
 
A separate recording sheet is provided to facilitate repeated measures over time.  
 
Comparison 
 
Change in scores over time can be computed for total as well as individual activity scores.      
 
Interpretation 
 
Clinicians can choose the most appropriate way to tell the story of change in status over time using the generic 
patient-specific scale.  Clinicians need to decide whether to compare the: 

 

 Subsequent assessment score with the initial or previous score; 

 Total sores or scores for each nominated activity; and 

 Raw scores or percentage change. 
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Scoring options in the calculator include: 

1. Change in raw scores, between the initial and subsequent assessments, for each activity, can be 
calculated by: 

(initial activity 1 score ς subsequent activity 1 score) 

2. Change in raw scores, between the previous and subsequent assessments, for each activity, can 
be calculated by: 

(previous activity 1 score ς subsequent activity 1 score) 

3. Change in total raw score, between the initial and subsequent assessments for all the activities 
nominated, can be calculated by: 

(initial total score ς subsequent total score) 

4. Change in total raw score, between the previous and subsequent assessments for all the activities 
nominated, can be calculated by: 

(previous total score ς subsequent total score) 

5. Percentage change, between the initial and subsequent assessments, for each activity, can be 
calculated by  

((initial activity 1 score ς subsequent activity 1 score) / initial activity 1 score) * 100 

6. Percentage change, between the previous and subsequent assessments, for each activity, can be 
calculated by: 

((previous activity 1 score ς subsequent activity 1 score) / previous activity 1 score) * 100 

7. Percentage change in total score, between the initial and subsequent assessments for all the 
activities nominated, can be calculated by: 

((initial total score ς subsequent total score) / initial total score) * 100 

8. Percentage change in total score, between the previous and subsequent assessments for all of the 
activities nominated can be calculated by: 

((previous total score ς subsequent total score) / previous total score) * 100 

The most important information at present is provided by the scores assigned to the difficulty of 
undertaking the activity.  Summing the scores into an overall index of activity (disability) has the same 
issues as summing the information from any other ordered categorical scale.  Identifying those activities 
which do not change over time may assist the clinician to identify aspects of the patient's problem which 
is not being assisted by treatment.  Regardless of the scoring method used, a decrease the patieƴǘΩǎ 
disability is interpreted as a decrease in each activity score or the total score, on repeated measurements. 
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Validity, reliability and sensitivity to detect change over time 
 
This scale uses patient-identified activities, and seems valid for each patient using the scale.  High levels of 
concurrent validity have been demonstrated with the Roland Morris Questionnaire, for individuals with 
low back pain (Stratford et al 1995), physical factor component of the SF-36 for individuals with knee 
dysfunction (Chatman et al 1997), and the neck disability index, for individuals with cervical disorders 
(Westaway et al 1998).  High levels of test-retest reliability have been demonstrated with patients with 
lower back pain, knee dysfunction and cervical disorders.  The patient-specific scale appears to be a more 
sensitive measure to detect change in these populations compared with standard self-report health status 
questionnaires (Chatman et al 1997, Stratford et al 1995, Westaway et al 1998).  However, this outcome 
measure is generic and little research regarding its validity, reliability and sensitivity to detect change over 
time has been undertaken on a range of diagnoses or areas of injury.  
 
 
References 
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Generic patient-specific scale  
 
INITIAL ASSESSMENT 
Please identify up to 5 important activities related to your usual duties at work or at home that you are 
unable to do, or have difficulty with, as a result of your health problem.  Write them in the box below.  
 
Today, how difficult do you find each of these activities?  (Pǳǘ ŀ ƴǳƳōŜǊ ƛƴ ǘƘŜ ōƻȄ ŀƎŀƛƴǎǘ ǘƻŘŀȅΩǎ ŘŀǘŜ 
indicating your level of difficulty.  Use the scale below for each activity) 
 

0 1 2 3 4 5 6 7 8 9 10 

Do it with 
no problems 

       /ŀƴΩǘ Řƻ ƛǘ ŀǘ ŀƭƭ 

 
 
 
 Dates 

A. ACTIVITY 

             

1              
2              
3              
4              
5              
 
 
 
For recording other difficulties which the patient may identify at later dates 

 
1              
2              
3              
4              
5              
 
 
AT FOLLOW-UP VISITS 

 
On previous visits, you had difficulty with the activities on the above list.   
Today, how much difficulty do you have with these activities? (Please rate your level of difficulty in the 
appropriate box using the scale above) 
 

This form is adapted with permission of the authors and publisher, from Stratford P, Gill C, Westaway M 
and Binkley J (1995): Physiotherapy Canada 47 (4): 262.  
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Dizziness Handicap Inventory (DHI) (Jacobson and Newman 1990) 
 
Reproduced with permission by developers Dr. G.P. Jacobson and Dr. C.W. Newman 

 
Background 
 
This instrument evaluates the self-perceived handicapping effects imposed by vestibular system disease.  
It was developed on patients presenting for vestibulometric tests, with non-specific pathologies.  It is 
designed as a self-administered questionnaire and was originally developed in English.   
 
Measurement and Scoring 
 
This is a 25 item instrument, which records answers as Yes, No, Sometimes.  Three subscales are reported 
(functional, emotional and physical).   The questions corresponding to each subscale are shown in the 
table below. Domain scores and a total score are generated from the sum of differential numeric scores 
assigned to these categories (for ease of computation the CAHE Outcomes Calculator scores Yes=1, 
occasionally=0.5 and No=0).  
 
Subscales and corresponding question numbers 
 Subscale Corresponding questions 

Functional 3, 5, 6, 7, 12, 14, 16, 19, 24 
Emotional 2, 9, 10, 15, 18, 20, 21, 22, 23 
Physical 1, 4, 8, 11, 13, 17, 25 
 
Comparison and Interpretation 
 
Comparison between repeated scores could be made between raw scores, or as percentage change from 
baseline (original) score. 
 
Validity, Reliability and Sensitivity  
 
The authors demonstrate a /ǊƻƴōŀŎƘΩǎ ŎƻŜŦŦƛŎƛŜƴǘ ŀƭǇƘŀ ŦƻǊ Ŧƛƴŀƭ ǾŜǊǎƛƻƴΥ лΦуф όǘƻǘŀƭ ǎŎƻǊŜύΤ лΦур 
(functional subscale); 0.72 (emotional subscale) and 0.78 (physical subscale).  Test-retest reliability is 
reported as Pearson product-moment correlation coefficient (same day): 0.97 (total score); 0.94 
(functional subscale), 0.97 (emotional subscale) and 0.92 (physical subscale).  Construct validity is 
reported as, with the exception of the physical subscale, mean values for DHI functional and emotional 
subscores increased significantly (p=0.001) with increases in the frequency of dizziness episodes.  There is 
no comment on sensitivity. 
 
References 
 
Jacobson GP and Newman CW (1990): The development of the dizziness handicap inventory. Archives of 
Otolaryngology: Head and Neck Surgery, 116: 424-427. 
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Dizziness Handicap Inventory 
 

1. Does looking up increase your problem? 
Yes 

Sometimes 

No 

2. Because of your problem, do you feel frustrated? 
Yes 

Sometimes 

No 

3. Because of your problem, do you restrict your travel for business or 
recreation? 

Yes 

Sometimes 

No 

4. Does walking down the aisle of a supermarket increase your problem? 
Yes 

Sometimes 

No 

5. Because of your problem, do you have difficulty getting into or out of bed? 
Yes 

Sometimes 

No 

6. Does your problem significantly restrict your participation in social activities 
such as going out to dinner, going to movies, dancing, or to parties? 

Yes 

Sometimes 

No 

7. Because of your problem, do you have difficulty reading? 
Yes 

Sometimes 

No 

8. Does performing more ambitious activities like sports, dancing, household 
chores such as sweeping or putting dishes away increase your problem?  

Yes 

Sometimes 

No 

9. Because of your problem, are you afraid to leave your home without having 
some one accompany you? 

Yes 

Sometimes 

No 
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10. Because of your problem, have you been embarrassed in front of others? 
Yes 

Sometimes 

No 

11. Do quick movements of your head increase your problem? 
Yes 

Sometimes 

No 

12. Because of your problem, do you avoid heights? 

Yes 

Sometimes 

No 

13. Does turning over in bed increase your problem? 
Yes 

Sometimes 

No 

14. Because of your problem, is it difficult for you to do strenuous housework or 
yardwork? 

Yes 

Sometimes 

No 

15. Because of your problem, are you afraid people may think you are intoxicated? 
Yes 

Sometimes 

No 

16. Because of your problem, is it difficult for you to walk by yourself? 
Yes 

Sometimes 

No 

17. Does walking down a sidewalk increase your problem? 
Yes 

Sometimes 

No 

18. Because of your problem, is it difficult for you to concentrate? 
Yes 

Sometimes 

No 
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19. Because of your problem, is it difficult for you to walk around your house in 
the dark? 

Yes 

Sometimes 

No 

20. Because of your problem, are you afraid to stay home alone? 
Yes 

Sometimes 

No 

21. Because of your problem, do you feel handicapped? 
Yes 

Sometimes 

No 

22. Has your problem placed stress on your relationships with members of your 
family or friends? 

Yes 

Sometimes 

No 

23. Because of your problem, are you depressed? 
Yes 

Sometimes 

No 

24. Does your problem interfere with your job or household responsibilities? 
Yes 

Sometimes 

No 

25. Does bending over increase your problem? 
Yes 

Sometimes 

No 
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Migraine Disability Assessment Questionnaire (MIDAS) 
 
© 1997 Innovative Medical Research  Reproduced with permission from author Walter Stewart 

 
Background 
 
This instrument assesses headache-related disability with the aim of improving migraine care.  It was 
developed on individuals using a computer-assisted telephone interview diagnosis of migraine headache 
(reliability study), or physician confirmed migraine diagnosis (validity study).  The pathology of the 
headaches was not specified.   The instrument is a self-administered questionnaire, written originally in 
English.   
 
Measurement and Scoring 
 
The instrument contains 7 items of which 5 are used to derive the MIDAS score.   These five items record 
the number of days in the past three months on which migraine interfered with usual activities.   
 
Grading System for MIDAS Questionnaire 
Score  
όǎǳƳ ƻŦ vΩǎ м-5) 

Grade Definition 

0-5 I Minimal or infrequent disability 
6-10 II Mild or infrequent disability 
11-20 III Moderate disability 
21+ IV Severe disability 
 
Validity, Reliability and Sensitivity 
 
The instrument has a reported high internal consistency using /ǊƻƴōŀŎƘΩǎ ŎƻŜŦŦƛŎƛŜƴǘ ŀƭǇƘŀΥ лΦтс ό¦{ύΤ 
0.73 (UK).  Its test-retest reliability is reported by Pearson correlation coefficients (21 or 22 days): 0.80 
(total score) and ranged from 0.54-0.68 (US) and 0.52-0.82 (UK) for individual questions.   Face validity is 
indicated as 89% of primary care physicians, neurologists and headache specialists sampled rated the 
aL5!{ ŀǎ άǾŜǊȅ ŜŀǎȅέΣ άŜŀǎȅέ ƻǊ άƴƻǘ ŘƛŦŦƛŎǳƭǘέ ǘƻ ŎƻƳǇƭŜǘŜΤ aL5!{ ǎŎƻǊŜǎ ŎƻǊǊŜƭŀǘŜŘ ǿƛǘƘ ǇƘȅǎƛŎƛŀƴ 
judgements about pain, disability and the need for medical care.  Content validity is indicated by Pearson 
correlation coefficients between individual MIDAS items and composite measures from a 90-day diary 
όΨƎƻƭŘ ǎǘŀƴŘŀǊŘΩύ ǊŀƴƎŜŘ ŦǊƻƳ лΦрл ǘƻ лΦтт ŀƴŘ ōŜǘǿŜŜƴ ǘƘŜ ǘƻǘŀƭ ǎŎƻǊŜ ŀƴŘ ǘƘŜ ŜǉǳƛǾŀƭŜƴǘ ŘƛŀǊȅ ƳŜŀǎǳǊŜ 
(0.63) indicate that the MIDAS provides a reasonably accurate composite measure of headache related 
disability.  There is no information on Sensitivity.  
 
Reference 
 
Stewart WF, Lipton RB, Dowson AJ and Sawyer J (2001): Development and testing of the Migraine Disability 
Assessment (MIDAS) Questionnaire to assess headache-related disability. Neurology, 56: S20-S28. 
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The Midas Questionnaire 
 
Instructions: Please answer the following questions about ALL your headaches you have had over the last 
three months. Write your answer in the box next to each question. Write zero if you did not do the 
activity in the last 3 months.  
 
 

1 On how many days in the last 3 months did you miss work or school 
because of your headaches? 

 days 

2 How many days in the last 3 months was your productivity at work or 
school reduced by half or more because of your headaches?  

(Do not include days you counted in question 1 where you missed 
work or school) 

 days 

3 On how many days in the last 3 months did you not do household 
work because of your headaches? 

 days 

4 How many days in the last 3 months was your productivity in 
household work reduced by half or more because of your 
headaches? 

(Do not include days you counted in question 3 where you did not do 
household work) 

 days 

5 On how many days in the last three months did you miss family, 
social or leisure activities because of your headaches? 

 days 

                                                                               Total  

 

 days 

A On how many days in the last 3 months did you have a headache?  

(If a headache lasted more than 1 day, count each day) 

 days 

B On a scale of 0-10, on average how painful were these headaches? 

(Where 0 = no pain at all, and 10 = pain as bad as it can be) 

 days 

 
Please note: Questions A and B measure the frequency of Migraine and the severity of headache pain. 
They are not used to reach the MIDAS score. 
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Work-related Disability (WL-26) (Amick et al 2000) 
 
Measurement 
 
Each of the questions asks for a categorical response to a positive question, as opposed to the affirming 
responses to negative questions in the last three disability indexes (for neck and back pain).  The WL-26 is 
thus more in line with the 2000 WHO classifications of disease, with the focus on activity and ability, 
ǊŀǘƘŜǊ ǘƘŀƴ ŘƛǎŀōƛƭƛǘȅΦ   9ŀŎƘ ǉǳŜǎǘƛƻƴ ǊŜŎŜƛǾŜǎ ŀ м ŦƻǊ ǘƘŜ ǊŜǎǇƻƴǎŜ ƻŦ Ψŀƭƭ ƻŦ ǘƘŜ ǘƛƳŜΩΣ лΦр ŦƻǊ ŀ ǊŜǎǇƻƴǎŜ 
ƻŦ ΨƘŀƭŦ ƻŦ ǘƘŜ ǘƛƳŜΩ ŀƴŘ ŀ л ŦƻǊ ŀ ƴŜƎŀǘƛǾŜ ǊŜǎǇƻƴǎŜ όϥƴƻƴŜ ƻŦ ǘƘŜ ǘƛƳŜΩύΦ  ¢ƘŜ ǘƻǘŀƭ ǎŎƻǊŜ ƛǎ ǘƘŜ ǎǳƳ ƻŦ ǘƘŜ 
numbers assigned to each category.  More information about the instrument can be obtained from 
www.benamick.com 
 
Validity and reliability  
 
There is some evidence of the validity of this questionnaire in capturing information on an injured 
worker's ability to manage the behavioural aspects of the workplace and his/ her responsibilities within it.  
There is little published on the reliability of responses to date.   
 
Comparison  
 
Comparison over time is by comparing change in the overall scores, and also in the individual items, as 
discussed with other similar scales (for instance the Roland Morris Questionnaire).  As this instrument 
aims to measure positive responses, an increase in the total score (and a decrease in the number of 
responses that attract a 0) is the goal of treatment.    
 
Recording 
 
The entire questionnaire needs to be completed at each administration.  
 
Interpretation 
 
Obtaining 26 positive responses is the goal of this questionnaire, therefore interpretation of the information 
provided by this instrument over time is to seek decreases between the actual score and the possible total.   This 
could be provided by either a decrease in the difference between the raw score and the possible total (26), or a 
decrease in the percentage deficit, using the formula 
 
((26 - raw score) / 26) * 100 
 

References 
 
Amick BC, Lerner D, Rogers WH, Rooney T, Katz JN (2000): A review of health related work outcome measures 
and their uses, and recommended measures. Spine 25(24): 3152-3160 

http://www.benamick.com/
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Work-Related Disability (Wl-26)  
 
This instrument seeks responses in three categories to the following questions over the previous four week 
period (none of the time, half of the time, all of the time) 
 

In the last four weeks how often did the following things occur? 

1. Getting to work on time. 

2. Sticking to a routine or schedule without having to rearrange or reassign your work tasks. 

3. Working without taking frequent rests or breaks to avoid discomfort. 

4. Working the required number of hours. 

5. Handling very demanding or stressful work situations. 

6. Doing your work without becoming tense or frustrated. 

7. Doing your work carefully. 

8. Satisfying those people who judge your work. 

9. Feeling a sense of accomplishment. 

10. Finishing work on time. 

11. Handling the workload. 

12. Lifting, carrying, or moving objects at work weighing 10 pounds or less. 

13. Lifting, carrying, or moving objects at work weighing more than 10 pounds. 

14. Walking more than one block or climbing up or down one flight of stairs while working. 

15. Sitting, standing, or staying in one position for longer than 15 minutes while working. 

16. Bending, twisting, or reaching while working. 

17. Using hand-operated tools or equipment (for example, pen, drill, sander, keyboard, or computer 

mouse). 

18. Using your upper body to operate tools or equipment (upper body means arms, head, neck, 

shoulders, or upper back). 

19. Using your lower body to operate tools or equipment (lower body means legs, knees, feet, or lower 

back). 

20. Keeping your mind on your work. 

21. Keeping track of more than one task or project at the same time. 

22. Concentrating on your work. 

23. Remembering things having to do with your work. 

24. Talking with people in person, in meetings, or on the phone. 

25. Controlling irritability or anger towards people when working. 

26. Helping other people to get work done 



The Centre for Allied Health Evidence (CAHE) 
 
CAHE Outcomes Calculator: Musculoskeletal Userôs Manual 

 
 

 

48 

 

Timed Up and Go Test [TUGT] (Mathias et al 1986) (adapted by Podsaidlo and Richardson 1991) 

 
Measurement 
 
Measurement is continuous integer measure of time measured in seconds.   This can be compared with 
benchmarks (see below).   Since the late 1980s, this test has been used to assess dynamic balance in 
various populations include the elderly, children and those with disabilities (Habib et al 1999, MacKnight 
and Rockwood 1995).   After the original reported test (Mathais et al 1986), there are several versions of 
the test reported in the literature, including versions of the Timed up and go Test (TUGT) (Podsaidlo and 
Richardson 2000), and the Expanded Timed Get Up and Go Test (ETGUGT)(Wall et al 2000).  See test 
instructions on pp 39 for details of test variations.  
 
Validity and reliability  
 
The test has acceptable face and content validity, in that it assesses dynamic balance during functional 
tasks (transfers and walking). The only difficulty is that a significant proportion of the elderly are unable to 
stand or walk unassisted (MacKnight and Rockwood 1995).  
Evidence of validity and reliability is provided for the TUGT in a number of publications.  Podsaidlo and 
Richardson (2000) demonstrated good to excellent correlations between the Timed Up and Go Test, and 
the Berg-Balance Scale, gait speed and Barthel Index of ADL.   When testing on lower limb amputees, 
Schoppen et al (1999) showed moderate to good relationships between TUGT and Croningen Activity 
Restriction Scale (GARS) and the physical subscales of the Sickness Impact Profile 68 items version.  
Shumway-Cook et al (2000) found high sensitivity and specificity when using the scale to predict people 
likely to fall.   
 
High inter-and intra-rater reliability has been reported (Podsaidlo and Richardson 2000, Schoppen et al 
1999, Shumway-Cook et al 2000) for a range of clinicians, such as doctors, physiotherapists, occupational 
therapists and medical students, when the Timed Up and Go Test was used within a 24 hour period 
(Podsaidlo and Richardson 1991). 
 
Comparison  
 

The time taken to complete TUGT is positively predictive of the level of functional mobility (i.e. the more 
time taken, the more dependent in activities of daily living).  ETGUGT is shown to sensitively differentiate 
between different levels and types of functional disability (Wall et al 2000).   
 
Recording 
 

This test was originally scored by the clinician, on a five-point ordinal scale, which indicated the degree to 
ǿƘƛŎƘ ǘƘŜ ǇŀǘƛŜƴǘ ǿŀǎ ŀǘ Ǌƛǎƪ ƻŦ ŦŀƭƭƛƴƎΦ άbƻǊƳŀƭέ ƳŜŀƴǘ ǘƘŀǘ ǘƘŜǊŜ ǿŀǎ ƴƻ Ǌƛǎƪ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘ ŦŀƭƭƛƴƎ ŀǘ ǘƘŜ 
ǘƛƳŜ ƻŦ ǘƘŜ ǘŜǎǘ όƻǊ ŀǘ ŀƴȅ ƻǘƘŜǊ ǘƛƳŜύ ŀƴŘ άǎŜǾŜǊŜƭȅ ŀōƴƻǊƳŀƭέ ƳŜŀƴǘ ǘƘŀǘ the patient was a risk of falling 
whilst performing the test (Mathias et al 1986). The time taken to complete the Timed Up and Go Test 
can also be recorded and is usually used for reassessment (MacKnight and Rockwood 1995). 
 

1. Normal 
2. Very slightly abnormal 
3. Mildly abnormal 
4. Moderately abnormal 
5. Severely abnormal (Mathias et al 1986) 
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The test outcome is recorded now in seconds, and requires no specific form or instrument for recording.  
The form of the TUGT which is used should be noted.   The test requires a stopwatch, a chair of 
appropriate height (with or without arms), and tape marked on a walkway to identify the length of the 
walk test.   
 
Interpretation  
 
TUGT According to Shumway-Cook et al (2000), the cutoff for TUGT alone is 13.5 seconds or longer, at 
which point there is an overall correct prediction rate of 90% for fallers. This value differs from Podsaidlo 
and Richardson (2000), who identified that patients who took less than 20 seconds to complete the test 
were independently mobile of basic transfers (tub, shower) and could climb stairs and go outside alone.  
Those who tool over 30 seconds to complete the test were dependent on help for basic transfers, and 
were unable to go outside alone.   
 
Shumway-Cook et al (2000) suggest that the cutoff value for TUGT_cognitive is 15 seconds or longer, with 
an overall correct prediction rate of fallers of 87%, and for TUGT_manual it is 14.5 seconds or longer with 
a 90% correct prediction rate for fallers.   
 
For the ETGUGT, an at-risk group of patients who were known fallers, or had a fear of falling, were 
significantly differentiated by this test from groups of non-impaired young, and non-impaired elderly 
patients (Wall et al 2000).  On average they took 10 seconds longer than the non-impaired subjects to 
complete the task.   
 
 
References 
 
Habib Z, Westcitt S and Valcano J (1999): Assessment of balance abilities in Pakistani children: a cultural perspective. 
Pediatric Physical Therapy 11: 73-82.  
MacKnight C and Rockwood K (1995): Assessing of mobility in elderly people: a review of performance based 
measures of balance gait and mobility or bedside use. Reviews in Clinician Gerontology 5: 464-486. 
aŀǘƘŀƛǎ {Σ bŀȅŀƪ ¦{Σ LǎŀŀŎǎ . όмфусύΥ .ŀƭŀƴŎŜ ƛƴ ŜƭŘŜǊƭȅ ǇŀǘƛŜƴǘǎΥ ǘƘŜ ΨƎŜǘ-ǳǇ ŀƴŘ ƎƻΩ ǘŜǎǘΦ  Archives of Physical 
Medicine and Rehabilitation 67: 387-389.  
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persons.  Journal of the American Geriatrics Society 39: 142-148.  
Schoppen T, Boonstra A, Groothoff JW, ŘŜ ±ǊƛŜǎ WΣ DƻŜƪŜƴ [bIΣ 9ƛǎƳŀ ²I όмфффύΥ ¢ƘŜ ¢ƛƳŜŘ Ψ¦Ǉ ŀƴŘ DƻΩ ¢ŜǎǘΥ 
Reliability and validity in persons with unilateral lower limb amputation.  Archives of Physical Medicine and 
Rehabilitation 80: 825-828.  
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¢ƛƳŜŘ Ψ¦Ǉ ϧ DƻΩ ¢Ŝǎǘ ό¢¦D¢ύ 
 
Patients are timed (in seconds) when performing the relevant version of TUGT.   There are three 
suggested conditions for testing.   

 
1. TUGT Alone: from sitting in a chair, stand up, walk three metres, turn around, walk back, and 

sit down (Schoppen et al 1999, Shumway-Cook et al 2000) 
2. TUGT_cognitive: Complete task 1 while counting backwards from a randomly selected 

number between 20 and 100.  (Shumway-Cook et al 2000) 
3. TUGT_manual: Complete task 1 while carrying a full cup of water (Shumway-Cook et al 2000) 
4.  

Schoppen et al (1999) (pp10) suggests that the chair should have a seat height of 46cm, with an arm 
height of 67 cm.  Subjects should use their regular footwear and theiǊ ǳǎǳŀƭ ǿŀƭƪƛƴƎ ŀƛŘǎΦ  Ψ!ŦǘŜǊ ǘƘŜ 
ǇŀǘƛŜƴǘ ǎǘŀǘŜǎ ǘƘŀǘ ƘŜ ƻǊ ǎƘŜ ƛǎ ǊŜŀŘȅΣ ǘƘŜ ǘŜǎǘ ǎǘŀǊǘǎΦ  hƴ ǘƘŜ ǿƻǊŘ ΨƎƻΩΣ ǘƘŜ ǇŀǘƛŜƴǘ ǎǘŀƴŘǎΣ ǿŀƭƪǎ ǘƻ ŀ ƭƛƴŜ 
on the floor 3 metres away (on a standard short-piled carpet with a length of 4 metres and a width of 1 
metre)Σ ǘǳǊƴǎΣ ǿŀƭƪǎ ōŀŎƪ ǘƻ ǘƘŜ ŎƘŀƛǊ ŀƴŘ ǎƛǘǎ ŘƻǿƴΦ  ¢ƘŜ ŜƴŘ ƻŦ ǘƘŜ ǘŜǎǘ ƛǎ ŘŜŦƛƴŜŘ ǿƘŜƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ 
ōǳǘǘƻŎƪǎ ŦƛǊǎǘ ǘƻǳŎƘ ǘƘŜ ǎŜŀǘ ǎǳǊŦŀŎŜΦ  tŀǘƛŜƴǘǎ ŎƘƻƻǎŜ ǘƘŜƛǊ ƻǿƴ ŎƻƳŦƻǊǘŀōƭŜ ŀƴŘ ǎŀŦŜ ǿŀƭƪƛƴƎ ǎǇŜŜŘΦΩ  
 
9ȄǘŜƴŘŜŘ ¢ƛƳŜŘ ΨƎŜǘ ǳǇ ϧ ƎƻΩ ¢Ŝǎǘ ό9¢D¦D¢ύ  
 
Ψ! мл ƳŜǘǊŜ ǿŀƭƪǿŀȅ ƛǎ ǳǎŜŘ ŦƻǊ ōŜǘǘŜǊ ŘŜƭƛƴŜŀǘƛƻƴ ƻŦ ǘƘŜ ŎƻƳǇƻƴŜƴǘ ǇƘŀǎŜǎ ƻŦ ǘƘŜ ǘŜǎǘΩ ό²ŀƭƭ Ŝǘ ŀƭ нллл 
pp2).   An armless chair is used, of the same seat height as the TUGT, positioned at the start of the 
ǿŀƭƪǿŀȅΦ   Ψ/ƻƭƻǳǊŜŘ ŜƭŜŎǘǊƛŎŀƭ ǘŀǇŜ ƛǎ ǇƭŀŎŜŘ ƻƴ ǘƘŜ Ŧƭoor at 2, 8, 9 and 10 metres.  The final metre of the 
ǿŀƭƪǿŀȅ ƛǎ ǘŀǇŜŘ ƻŦŦ όŀǎ ƛƴ ŀ ōƻȄύΣ ƛƴŘƛŎŀǘŜǎ ǘƘŜ ŀǊŜŀ ƛƴ ǿƘƛŎƘ ǘƘŜ ǎǳōƧŜŎǘǎ ǿŜǊŜ ŀǎƪŜŘ ǘƻ ǘǳǊƴ ŀǊƻǳƴŘΩΦ  
The same instructions were given as in the TUGT.   
 
Differences are in the measurements that are ǘŀƪŜƴΦ  ¢ƘŜ ǎǘƻǇǿŀǘŎƘ ƛǎ ŀŎǘƛǾŀǘŜŘ ƻƴ ǘƘŜ ǿƻǊŘ ΨDƻΩΣ ŀƴŘ 
interim measures are taken when: 
 
a. the subject is standing upright 
b. as the subject passed the 2 metre mark 
c. as the subject passed the 8 metre mark 
d. as the subjects passed the 8 metre mark when returning 
ŜΦ ŀǎ ǘƘŜ ǎǳōƧŜŎǘ ǇŀǎǎŜŘ ǘƘŜ н ƳŜǘǊŜ ƳŀǊƪ ǿƘŜƴ ǊŜǘǳǊƴƛƴƎΩ 
 
The stopwatch is stopped when the subject is seated. 
 

The phases of the task are isolated as:  
Go ς a  Sit to stand 
a ς b  Gait 1 initiation 
b ς c  Walk 1 
c ς d   Turn Around 
d ς e  Walk 2 
e ς f  Slow down, stop, turn around and sit down 
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Fear-Avoidance Beliefs Questionnaire 
 
Background 
 
The Fear-!ǾƻƛŘŀƴŎŜ .ŜƭƛŜŦǎ vǳŜǎǘƛƻƴƴŀƛǊŜ όC!.vύ ǿŀǎ ŘŜǾŜƭƻǇŜŘ ǘƻ ƳŜŀǎǳǊŜ ǇŀǘƛŜƴǘǎΩ ōŜƭƛŜŦǎ ŀōƻǳǘ Ƙƻǿ 
physical activity and work affect their low back pain.  It can help identify patients for whom psychosocial 
interventions may be beneficial.  
 
Measurement 

 
The FABQ is a 16-item, self-administered questionnaire where patient rates how much physical activity and work 
affects their low back pain, on a 7-point scale (0-сύΣ ǿƛǘƘ л ŀǎ άŎƻƳǇƭŜǘŜƭȅ ŘƛǎŀƎǊŜŜέ ŀƴŘ с ǿƛǘƘ άŎƻƳǇƭŜǘŜƭȅ 
ŀƎǊŜŜΦέ ¢ƘŜǊŜ ŀǊŜ н ǎǳōǎŎŀƭŜǎΥ  ǎŎŀƭŜ м ƛǎ ǘƘŜ ŦŜŀǊ-avoidance beliefs about work and scale 2 is the fear-avoidance 
beliefs about physical activity. 
 

Scoring 

 
Scale 1 is the sum of scores obtained from items 6-7, 9-12 and 15, with 42 as the maximum possible score.  
Scale 2 or fear-avoidance beliefs about physical activity is the sum of scores from items 2-5, with 24 as the 
maximum possible score. The minimum score is 0 which equates to having no avoidance beliefs on work 
and physical activity secondary to low back pain. 
 
Recording 
 
A separate recording sheet is provided to facilitate repeated measures over time. 
 
Comparison 
 
The FABQ should be completed on repeated occasions of testing, and the scores should be compared 
between testings in order to obtain an understanding of any change in the pain experience.   
 
Interpretation 
 
Cut-point scores for the activity scale (>29) and the work scale (>32) have been reported as clinical 
indicators of poor outcome for patients with low back pain presentations.  A cut-off score for the activity 
scale (>15) to identify patients with significant issues of fear avoidance has been proposed by Burton et al 
(1999), while Fritz and George (2002) reported that the FABQ work scale scores above 34 were associated 
with an increased risk of not returning to work.   
 
Validity, reliability and internal consistency 
 
The FABQ developmental literature reports high Pearson r values for intratester reliability and test-retest, 
ƘƛƎƘ YŀǇǇŀ ǎǘŀǘƛǎǘƛŎǎҔ лΦт ŀƴŘ /ǊƻƴōŀŎƘΩǎ ŀƭǇƘŀ ǎǘŀǘƛǎǘƛŎǎ όҔлΦуύ ŦƻǊ ƛƴǘŜǊƴŀƭ ŎƻƴǎƛǎǘŜƴŎȅ ŀƴŘ ǎƻǳƴŘ 
comparison testing for criterion and construct validity.  Wadell et al reported an internal consistency of 
(alpha) 0.88 for scale 1 and 0.77 for scale 2. 
 
The FABQ is moderately correlated with the Modified Somatic Perception Questionnaire with a Pearson r-
value of 0.4 and highly correlated with the Tampa scale (TSK11).      
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Fear-Avoidance Beliefs Questionnaire 
 
Here are some of the things which other patients have told us about their pain. For each statement please 
circle any number from 0 to 6 to say how much physical activity such as bending, lifting, walking or driving 
affect or would affect your back pain.  
 
          Completely           Unsure  Completely  
            disagree                 agree  
 
1. My pain was caused by physical activity.  0         1         2         3        4         5         6 

2. Physical activity makes my pain worse.  0         1         2         3        4         5         6 

3. Physical activity might harm my back.  0         1         2         3        4         5         6 

4. I should not do physical activities which   0         1         2         3        4         5         6 
 (might) make my pain worse. 
5. I cannot do physical activities which   0         1         2         3        4         5         6 
 (might) make my pain worse.  
 
The following statements are about how your normal work affects or would affect your back pain.  
 
          Completely           Unsure  Completely  
             disagree                 agree  
 
6. My pain was caused by my work or by an   0         1         2         3        4         5         6 
 accident at work. 
7. My work aggravated my pain.   0         1         2         3        4         5         6 

8. I have a claim for compensation for   0         1         2         3        4         5         6 
  my pain. 
9. My work is too heavy for me.    0         1         2         3        4         5         6 
10. My work makes or would make my    0         1         2         3        4         5         6 
 pain worse.      
11. My work might harm my back.    0         1         2         3        4         5         6 
12. I should not do my normal work with   0         1         2         3        4         5         6 
 my present pain.  
13. I cannot do my normal work with    0         1         2         3        4         5         6 
 my present pain. 
14. I cannot do my normal work till my    0         1         2         3        4         5         6 
 pain is treated. 
15. I do not think that I will be back to my   0         1         2         3        4         5         6 
 normal work within 3 months.  
16. I do not think that I will ever be able to   0         1         2         3        4         5         6 
 go back to that work. 
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Resumption of Activities of Daily Living Scale 
 
Background 
 
The Resumption of Activities of Daily Living (RADL) Scale assesses the extent of recovery from the time of 
injury to the initiation of treatment, and concurrent with the course of treatment, using the individual's 
customary level of functioning as benchmark (Williams, 1998).  
 
Measurement and Scoring 

 
The scale consists of 12 items, with scores ranging from 0-100 (0%=not at all, 100%=complete resumption.  
The total RADL score can be calculated by summing the responses and dividing by the number of items 
answered.  At least 9 out of the 12 items should be answered in order to calculate a total score.  
 
Recording 
 
A separate recording sheet is provided to facilitate repeated measures over time. 
 
Comparison 
 
The RADL should be completed on repeated occasions of testing, and the scores should be compared 
between testings in order to obtain an understanding of any change in the recovery pattern.   
 
Interpretation 
 
No cut-off scores are provided, although higher scores indicate higher likelihood for resuming activities of 
daily living.  
 
To determine change in status over time, the clinician may compare the subsequent assessment score 
with the initial or previous score (initial total score ς subsequent total score).  A minimal change of 16 
points (from the maximum of 100 points) represents a clinically important difference. 
 
Validity, reliability and internal consistency 
 
The RADL developmental literature has strong evidence of psychometric properties, with high internal 
consistency and test-retest reliability as assessed by high ICC values (0.8) and moderate Pearson r- values 
(0.4).  It also appears to be responsive to change over a 3-week period in a rehabilitation clinic. 
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Resumption of Activities of Daily Living Scale 

 
Since your injury, to what extent have you resumed your usual activities in each of the following areas? If 
you do not do an activity, put N/A (nonapplicable) beside the scale. As you rate each activity, think of how 
you are today. Circle the number on the scale for each question. 
 
1. Sleeping patterns 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
 

2. Sexual activity 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
 

3. Self-care (e.g. washing, dressing) 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
 

4. Light household chores (e.g. doing dishes, making beds, preparing meals) 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
 

5. Heavy household chores (e.g. yardwork, cleaning windows, doing laundry) 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
 

6. Shopping 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
 

7. Socialising with friends and family inside your home 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
 

8. Socialising with friends and family outside your home 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
 

9. Travelling (in cars, buses, etc) for less than 30 minutes 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
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10. Travelling (in cars, buses, etc) for longer than 1 hour 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
 

11. Engaging in your usual recreational activities 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
 

12. Engaging in your usual paid employment 

   0%      10%       20%       30%       40%       50%       60%       70%      80%       90%     100% 
Not at all       Moderate resumption              Complete resumption 
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Örebro Musculoskeletal Pain Screening Questionnaire (ÖMPSQ) 
 
Background 
 

The Orebro Musculoskeletal Pain Screening Questionnaire (ÖMPSQ) identifies how likely it is that workers 
with soft tissue injury will develop long term problems (screening for yellow flags). This screening 
questionnaire, when completed four to 12 weeks after musculoskeletal injury, predicts long term 
disability and failure to return to work.   Identification, through the ÖMPSQ, of individuals at risk of failing 
to return to work due to personal and environmental factors provides the opportunity for treating 
practitioners to apply appropriate interventions (including the use of activity programs based on cognitive 
behavioural strategies) to reduce the risk of long term disability in injured workers.  
 
Measurement and Scoring 
 

For question 5, the number of pain sites indicated is multiplied by two ς this is the score (maximum score 
allowable is 10).    For questions 6 and 7 the score is the number bracketed after the ticked box.   For 
questions 8, 9, 10, 11, 13, 14, 15, 18, 19 and 20 the scores is the number that has been ticked or circled.   
For questions 12, 16, 17, 21, 22, 23, 24 and 25 the score is 10 minus the number that has been circled. 
 

The total (ÖMPSQ) score is obtained by calculating the sum of scores for questions 5 to 25.   
 
Interpretation 
 

A cut-off score of 105 has been found to predict, with 95% accuracy, those who will recover and with 81% 
accuracy, those who will have no further sick leave in the next six months.  Prediction of long term sick 
leave (more than 30 days within the next six months) was found to be 67% accurate. 
 
Validity, reliability and internal consistency 
 

The ÖMPSQ is considered to be valid and reliable in predicting long-term disability ς the reliability of this 
tool in predicting failure to return to work outcomes has been demonstrated in an Australian population.  
Note that the instrument has not been validated as an outcome measure; rather it is normally used as a 
predictor.  
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Örebro Musculoskeletal Pain Screening Questionnaire (ÖMPSQ) 

 
1. Name     Phone   Date    

 
2. Date of Injury      Date of birth    

 
3. Male  cӞ   Female c         4. Were you born in Australia?       Yes c     No c 

 
These questions and statements apply if you have aches or pains, such as back, shoulder or neck pain. 
Please read and answer questions carefully. Do not take too long to answer the questions; however it is 
important that you answer every question. There is always a response for your particular situation.  

 
5. Where do you have pain? Place a tick () for all appropriate sites.  

c Neck    c Shoulder   c Arm   c Upper Back  

c Lower Back   c Leg    c Other (state)  

 
6. How many days of work have you missed because of pain during the past 18 months? Tick () one  

c 0 days (1)   c 1-2 days (2)   c 3-7 days (3)  c 8-14days (4)  

c 15-30 days (5)  c 1 month (6)   c 2 months (7)   c 3-6 months (8)  

c 6-12 months (9)  c over 1 year (10) 

 
7. How long have you had your current pain problem? Tick () one.  

c 0-1 weeks (1)  c 1-2 weeks (2)   c 3-4 weeks (3)  c 4-5 weeks (4)  

c 6-8 weeks (5)  c 9-11 weeks (6)   c 3-6 months (7)  c 6-9 months (8)  

c 9-12 months (9)  c over 1 year (10) 

 
8. Is your work heavy or monotonous? Circle the best alternative.  

0 1 2 3 4 5 6  7 8 9   10 

Not at all           Extremely 
 
9. How would you rate the pain that you have had during the past week? Circle one.  

0 1 2 3 4 5 6  7 8 9   10 

No pain                 Pain as bad 
   as it could be 

 
10. In the past three months, on average, how bad was your pain on a 0-10 scale? Circle one.  

0 1 2 3 4 5 6  7 8 9   10 

No pain          Pain as bad 
    as it could be 

 
11. How often would you say that you have experienced pain episodes, on average, during the past 
three months? Circle one.  

0 1 2 3 4 5 6  7 8 9   10 

Never                 Always 
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12. Based on all things you do to cope, or deal with your pain, on an average day, how much are you 
able to decrease it? Circle the appropriate number.  
 

0 1 2 3 4 5 6  7 8 9   10 

/ŀƴΩǘ ŘŜŎǊŜŀǎŜ ƛǘ ŀǘ ŀƭƭ         Can decrease it  
                   completely 
 
13. How tense or anxious have you felt in the past week? Circle one.  

0 1 2 3 4 5 6  7 8 9   10 

Absolutely calm and relaxed           As tense and anxious 
             ŀǎ LΩǾŜ ŜǾŜǊ ŦŜƭǘ 

 
14. How much have you been bothered by feeling depressed in the past week? Circle one.  

0 1 2 3 4 5 6  7 8 9   10 

Not at all           Extremely 
 
15. In your view, how large is the risk that your current pain may become persistent? Circle one.  

0 1 2 3 4 5 6  7 8 9   10 

No risk           Very large risk 
 
16. In your estimation, what are the chances that you will be able to work in six months? Circle one. 
  

0 1 2 3 4 5 6  7 8 9   10 

No chance                  Very large chance 
 
17. If you take into consideration your work routines, management, salary, promotion possibilities and 
work mates, how satisfied are you with your job? Circle one.  

0 1 2 3 4 5 6  7 8 9   10 

Not satisfied at all              Completely satisfied 
 
Here are some of the things that other people have told us about their pain. For each statement, circle 
one number from 0 to 10 to say how much physical activities, such as bending, lifting, walking or driving, 
would affect your pain.  

 
18. Physical activity makes my pain worse.  

0 1 2 3 4 5 6  7 8 9   10 

Completely disagree                 Completely agree 
 

мфΦ !ƴ ƛƴŎǊŜŀǎŜ ƛƴ Ǉŀƛƴ ƛǎ ŀƴ ƛƴŘƛŎŀǘƛƻƴ ǘƘŀǘ L ǎƘƻǳƭŘ ǎǘƻǇ ǿƘŀǘ LΩƳ ŘƻƛƴƎ ǳƴǘƛƭ ǘƘŜ Ǉŀƛƴ ŘŜŎǊŜases.  

0 1 2 3 4 5 6  7 8 9   10 

Completely disagree                 Completely agree 
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20. I should not do my normal work with my present pain.  

0 1 2 3 4 5 6  7 8 9   10 

Completely disagree                 Completely agree 
 
 
Here is a list of five activities. Circle the one number that best describes your current ability to participate 
in each of these activities. 

 
21. I can do light work for an hour.  

0 1 2 3 4 5 6  7 8 9   10 

/ŀƴΩǘ Řƻ ƛǘ ōŜŎŀǳǎŜ ƻŦ Ǉŀƛƴ ǇǊƻōƭŜƳ         Can do it without pain  
                    being a problem 
 
22. I can walk for an hour.  

0 1 2 3 4 5 6  7 8 9   10 

/ŀƴΩǘ Řƻ ƛǘ ōŜŎŀǳǎŜ ƻŦ Ǉŀƛƴ ǇǊƻōƭŜƳ         Can do it without pain  
                     being a problem 
 
23. I can do ordinary household chores.  

0 1 2 3 4 5 6  7 8 9   10 

CŀƴΩǘ Řƻ ƛǘ ōŜŎŀǳǎŜ ƻŦ Ǉŀƛƴ ǇǊƻōƭŜƳ         Can do it without pain  
                     being a problem 
 
24. I can do the weekly shopping.  

0 1 2 3 4 5 6  7 8 9   10 

/ŀƴΩǘ Řƻ ƛǘ ōŜŎŀǳǎŜ ƻŦ Ǉŀƛƴ ǇǊƻōƭŜƳ         Can do it without pain  
                     being a problem 
 
25. I can sleep at night.  

0 1 2 3 4 5 6  7 8 9   10 

/ŀƴΩǘ Řƻ ƛǘ ōŜŎŀǳǎŜ ƻŦ Ǉŀƛƴ ǇǊƻōƭŜƳ       Can do it without pain  
                   being a problem 
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West Haven Yale Multidimensional Pain Inventory 
 
Background 
 
The West Haven Yale Multidimensional Pain Inventory (WHYMPI) is designed to provide a brief, 
psychometrically-sound, and comprehensive assessment of the important components of the chronic 
pain experience. The WHYMPI is a 52-item, 12-scale inventory that is divided into three parts. Part I 
includes five scales designed to measure important dimensions of the chronic pain experience including; 
1) perceived interference of pain in vocational, social/recreational, and family/marital functioning, 2) 
support or concern from spouse or significant other, 3) pain severity, 4) perceived life control, and 5) 
ŀŦŦŜŎǘƛǾŜ ŘƛǎǘǊŜǎǎΦ tŀǊǘ LL ŀǎǎŜǎǎŜǎ ǇŀǘƛŜƴǘǎΩ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ ǘƘŜ ŘŜƎǊŜŜ ǘƻ ǿƘƛŎƘ ǎǇƻǳǎŜǎ ƻǊ ǎƛƎƴƛŦƛŎŀƴǘ 
others display Solicitous, Distracting or Negative responses to their pain behaviors and complaints. Part III 
ŀǎǎŜǎǎŜǎ ǇŀǘƛŜƴǘǎΩ ǊŜǇƻǊǘ ƻŦ ǘƘŜ ŦǊŜǉǳŜƴŎȅ ǿƛǘƘ ǿƘƛŎƘ ǘƘŜȅ ŜƴƎŀƎŜ ƛƴ ŦƻǳǊ ŎŀǘŜƎƻǊƛŜǎ ƻŦ ŎƻƳƳƻƴ ŜǾŜǊȅŘŀȅ 
activities; Household Chores, Outdoor Work, Activities Away from Home, and Social Activities.  
 

Availability The WHYMPI is available without cost or requirement 
for explicit permission: 
http://www1.va.gov/Pain_Management/page.cfm?pg=2 

Cut-off scores Scoring and cut-point data are available from the norms 
website.  

Norms Normative data are available from the following 
website: 
http://www1.va.gov/Pain_Management/page.cfm?pg=2 

 
Measurement and Scoring 

 
tŀǘƛŜƴǘΩǎ ǊŜǎǇƻƴǎŜǎ ǘƻ ²I¸atL ƛǘŜƳǎ ŀǊŜ ƳŀŘŜ ƻƴ ŀ т-point scale. The test may be hand scored or with the 
use of a computer scoring program.   
 

Part I 
Interference: (Question 2+3+4+8+9+13+14+17+19)/9 
Support: (Question 5+10+15)/3 
Pain Severity: (Question 1+7+12)/3 
Life-Control: (Question 11+16)/2 
Affective Distress: ((6-Question 6)+18+20)/3 
Part II 
Negative Responses: (Question 1+4+7+10)/4 
Solicitous Responses: (Question 2+5+8+11+13+14)/6 
Distracting Responses: (Question 3+6+9+12)/4 
Part III 
Household Chores: (Question 1+5+9+13+17)/5 
Outdoor Work: (Question 2+6+10+14+18)/5 
Activities Away from Home: (Question 3+7+11+15)/4 
Social Activities: (Question 4+8+12+16)/4 
General Activity: (Sum of all questions in Part III)/18 

 
*** To account for sporadic missing data, sums should be divided by the number of non-missing 
items. Any scale with more than 25% of its items missing should be considered missing.  

http://www1.va.gov/Pain_Management/page.cfm?pg=2
http://www1.va.gov/Pain_Management/page.cfm?pg=2
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Recording 
 
A separate recording sheet is provided to facilitate repeated measures over time. The experience of 
chronic pain is assessed on repeated occasions using this inventory in order to obtain an understanding of 
any change in the status of the patient.  
  
Validity, reliability and internal consistency 
 
Kerns, Turk and Rudy (1985) demonstrated that the internal reliability coefficients of all WHYMPI scales 
range from .70 to .90; the test-retest reliabilities of these scales over a 2-week interval range from .62 to 
.91.  
 
The validity of the WHYMPI has been supported by the results of confirmatory and exploratory factor 
analytic procedures. The procedures revealed that the WHYMPI scales were significantly correlated with 
several criterion measures of anxiety, depression, marital satisfaction, pain severity, and health locus of 
control 
 
In a study by Bernstein IH et al in 1995, WHYMPI was found to have met the standards of reliability and 
convergent validity, and was though to be an improvement over current psychometric devices used in the 
same end. 
 
²ƘŜƴ ǘŜǎǘŜŘ ŀƳƻƴƎ ǇŀǘƛŜƴǘǎ ǿƛǘƘ ǘŜƳǇƻǊƻƳŀƴŘƛōǳƭŀǊ ǇǊƻōƭŜƳǎΣ ǘƘŜ ƛƴǘŜǊƴŀƭ ŎƻƴǎƛǎǘŜƴŎȅ ό/ǊƻƴōŀŎƘ ʰύ 
for each and every ƻƴŜ ƻŦ ǘƘŜ atL ǎŎŀƭŜǎ ŀǊŜ ǎŀǘƛǎŦŀŎǘƻǊȅΣ ŜȄŎŜŜŘƛƴƎ ǘƘŜ ʰ ƻŦ ΦтлΦ 
 
References 
 
Bernstein IH, Jaremko ME, Hinkley BS. On the utility of the West Haven Yale Multidimensional Pain Inventory. Spine 
1995;  
Kerns, R.D., Turk, D.C., & Rudy, T.E. (1985).  The West Haven-Yale Multidimensional Pain Inventory (WHYMPI).  Pain, 23, 
345-356. 
Andreu Y, Galdon MJ, Durá E, Ferrando M, Pascual J, Turk D, Jiménez Y, and Poveda R. An examination of the 
psychometric structure of the Multidimensional Pain Inventory in temporomandibular disorder patients: a confirmatory 
factor analysis. Head Face Med 2006; 2:48 
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West Haven Yale Multidimensional Pain Inventory 
 
BEFORE YOU BEGIN, PLEASE ANSWER 2 PRE-EVALUATION QUESTIONS BELOW: 

 
1. Some of the questions in this questionnaire refer to ȅƻǳǊ άǎƛƎƴƛŦƛŎŀƴǘ ƻǘƘŜǊέΦ  ! ǎƛƎƴƛŦƛŎŀƴǘ ƻǘƘŜǊ ƛǎ a 

person with whom you feel closest. This includes anyone that you relate to on a regular or infrequent 
ōŀǎƛǎΦ  Lǘ ƛǎ ǾŜǊȅ ƛƳǇƻǊǘŀƴǘ ǘƘŀǘ ȅƻǳ ƛŘŜƴǘƛŦȅ ǎƻƳŜƻƴŜ ŀǎ ȅƻǳǊ άǎƛƎƴƛŦƛŎŀƴǘ ƻǘƘŜǊέΦ  tƭŜŀǎŜ ƛƴŘƛŎŀǘŜ 
below who your significant other is (check one): 

 
ᴜ Spouse ᴜ Partner/Companion ᴜ Housemate/Roomate 
ᴜ Friend ᴜ Neighbor  ᴜ Parent/Child/Other relative 
ᴜ Other (please describe):  
 

 
2. Do you currently live with this person? ᴜ YES  ᴜ NO 
 
²ƘŜƴ ȅƻǳ ŀƴǎǿŜǊ ǉǳŜǎǘƛƻƴǎ ƛƴ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ǇŀƎŜǎ ŀōƻǳǘ άȅƻǳǊ ǎƛƎƴƛŦƛŎŀƴǘ ƻǘƘŜǊέΣ ŀƭǿŀȅǎ ǊŜǎǇƻƴŘ ƛƴ 
reference to the specific person you just indicated above. 
 
 

A.  In the following 20 questions, you will be asked to describe your pain and how it affects your life.  
Under each question is a scale to record your answer.  Read each question carefully and then circle a 
number on the scale under that question to indicate how that specific question applies to you. 

 

1.Rate the level of your pain at the present moment. 
0 1 2 3 4 5 6 

No pain       Very intense pain 
 

2.In general, how much does your pain problem interfere with your day to day activities? 
0 1 2 3 4 5 6 

No interference     Extreme interference 
 

3.Since the time you developed a pain problem, how much has your pain changed your ability to work? 
 0 1 2 3 4 5 6 

 No change      Extreme change 
___ Check here, if you have retired for reasons other than your pain problem 

 

4. How much has your pain changed the amount of satisfaction or enjoyment you get from participating 
in social and recreational activities? 

0 1 2 3 4 5 6 
 No change      Extreme change 
 

5. How supportive or helpful is your spouse (significant other) to you in relation to your pain? 
0 1 2 3 4 5 6 

  Not at all supportive     Extremely supportive 
 

6. Rate your overall mood during the past week. 
0 1 2 3 4 5 6 

  Extremely low mood     Extremely high mood
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7. On the average, how severe has your pain been during the last week? 

0 1 2 3 4 5 6 
 Not at all severe      Extremely severe 
 

8. How much has your pain changed your ability to participate in recreational and other social activities? 
0 1 2 3 4 5 6 

 No change      Extreme change 
 

9. How much has your pain changed the amount of satisfaction you get from family-related activities? 
0 1 2 3 4 5 6 

 No change      Extreme change 
 

10. How worried is your spouse (significant other) about you in relation to your pain problem? 
0 1 2 3 4 5 6 

 Not at all worried     Extremely worried 
 

11. During the past week, how much control do you feel that you have had over your life? 
0 1 2 3 4 5 6 

 Not at all in control     Extremely in control 
 

12. How much suffering do you experience because of your pain? 
0 1 2 3 4 5 6 

 No suffering      Extreme suffering 
 

13. How much has your pain changed your marriage and other family relationships? 
0 1 2 3 4 5 6 

 No change      Extreme change 
 

14. How much has your pain changed the amount of satisfaction or enjoyment you get from work? 
0 1 2 3 4 5 6 

 No change      Extreme change 
  
 __ Check here, if you are not presently working. 
 

15. How attentive is your spouse (significant other) to your pain problem? 
  0 1 2 3 4 5 6 
Not at all attentive     Extremely attentive 

 

16. During the past weekΣ Ƙƻǿ ƳǳŎƘ Řƻ ȅƻǳ ŦŜŜƭ ǘƘŀǘ ȅƻǳΩǾŜ ōŜŜƴ ŀōƭŜ ǘƻ ŘŜŀƭ ǿƛǘƘ ȅƻǳǊ ǇǊƻōƭŜƳǎΚ 
0 1 2 3 4 5 6 

 Not at all      Extremely well 
 

17. How much has your pain changed your ability to do household chores? 
0 1 2 3 4 5 6 

 No change      Extreme change 
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18. During the past week, how irritable have you been? 
0 1 2 3 4 5 6 

 Not at all irritable     Extremely irritable 
 
19. How much has your pain changed your friendships with people other than your family? 

0 1 2 3 4 5 6 
 No change      Extreme change 
 
20. During the past week, how tense or anxious have you been? 

0 1 2 3 4 5 6 
 Not at all tense or anxious    Extremely tense or anxious 
 
B.  In this section, we are interested in knowing how your significant other (this refers to the person you 

indicated above) responds to you when he or she knows that you are in pain.  On the scale listed 
below each question, circle a number to indicate how often your significant other generally responds 
to you in that particular way when you are in pain.   

 
1. Ignores me. 

0 1 2 3 4 5 6 
Never       Very often 

 
2. Asks me what he/she can do to help. 

0 1 2 3 4 5 6 
 Never       Very often 
 
 
3.  Reads to me. 

0 1 2 3 4 5 6 
 Never       Very often 
 
4. Expresses irritation at me. 

0 1 2 3 4 5 6 
 Never       Very often 
 
5. Takes over my jobs or duties. 

0 1 2 3 4 5 6 
 Never       Very often 
 
6. Talks to me about something else to take my mind off the pain. 

0 1 2 3 4 5 6 
 Never       Very often 
 
7. Expresses frustration at me. 

0 1 2 3 4 5 6 
 Never       Very often 
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8. Tries to get me to rest. 
0 1 2 3 4 5 6 

 Never       Very often 
 
9. Tries to involve me in some activity 

0 1 2 3 4 5 6 
 Never       Very often 
 
10. Expresses anger at me. 

0 1 2 3 4 5 6 
 Never       Very often 
 
11. Gets me some pain medications. 

0 1 2 3 4 5 6 
 Never       Very often 
 
 
12. Encourages me to work on a hobby. 

0 1 2 3 4 5 6 
 Never       Very often 
 
13. Gets me something to eat or drink. 

0 1 2 3 4 5 6 
 Never       Very often 
 
14. Turns on the T.V. to take my mind off my pain 

0 1 2 3 4 5 6 
 Never       Very often 
 
C. Listed below are 18 common daily activities.  Please indicate how often you do each of these 

activities by circling a number on the scale listed below each activity.  Please complete all 18 
questions. 

 
1. Wash dishes. 

0 1 2 3 4 5 6 
 Never       Very often 
 
2. Mow the lawn. 

0 1 2 3 4 5 6 
 Never       Very often 
 
3. Go out to eat. 

0 1 2 3 4 5 6 
 Never       Very often 
 
4. Play cards or other games. 

0 1 2 3 4 5 6 
 Never       Very often 
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5. Go grocery shopping. 

0 1 2 3 4 5 6 
 Never       Very often 
 
6. Work in the garden. 

0 1 2 3 4 5 6 
 Never       Very often 
 
7. Go to a movie. 

0 1 2 3 4 5 6 
 Never       Very often 
 
8. Visit friends. 

0 1 2 3 4 5 6 
 Never       Very often 
 
9. Help with the house cleaning. 

0 1 2 3 4 5 6 
 Never       Very often 
 
10. Work on the car. 

0 1 2 3 4 5 6 
 Never       Very often 
 
11. Take a ride in a car. 

0 1 2 3 4 5 6 
 Never       Very often 
 
12. Visit relatives. 
 

0 1 2 3 4 5 6 
 Never       Very often 
 
13. Prepare a meal. 

0 1 2 3 4 5 6 
 Never       Very often 
 
14. Wash the car. 

0 1 2 3 4 5 6 
 Never       Very often 
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15. Take a trip. 

0 1 2 3 4 5 6 
 Never       Very often 
 
16.  Go to a park or beach. 

0 1 2 3 4 5 6 
 Never       Very often 
 
17. Do a load of laundry. 

0 1 2 3 4 5 6 
 Never       Very often 
 
18. Work on a needed house repair. 

0 1 2 3 4 5 6 
 Never       Very often 
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3. Spine Specific Scales  
 

Cervical Spine Scales 
 
Neck Disability Index (NDI) (Vernon and Mior 1991) 
 
Background 

 
The Neck Disability Index, developed in the early 1990s, is based on the items contained in Oswestry Disability 
Index (for low back pain suffers).  The final version of the Neck Disability Index contains five scales from the 
original Oswestry Disability Index (of which two required major modifications: pain intensity and sleep) and five 
new scales (Vernon and Mior 1991).  It therefore contains 10 scales, which assess limitations in activities of daily 
living due to a neck disorder. 
 
Measurement 

 
The Neck Disability Index consists of 10 sections: pain intensity, personal care, lifting, reading, headaches, 
concentration, work, driving, sleeping and recreation.  Six possible response options are provided for each 
section.  The responses for each section are measured by a 0 to 5 degree of difficulty scale, with 0 equating to no 
disability and 5 equating to extreme disability.  For each section, individuals place a tick next to the response 
option that best describes their status on the day of assessment (Vernon and Mior 1991). 
 
Scoring 

 
Scoring for the Neck Disability Index is identical to that for the Oswestry Disability Index (Fairbank and Pynsent 
2000).  The section scores are first tallied to produce a total raw score. The total score is derived by: 
  (total raw score / (5 * number of sections answered)) *100 
and is expressed as a percentage.  The minimum score is 0, which equates to no disability due to neck pain, 
whereas the maximum score is 100 and equates to extreme disability due to neck pain. 
 
Recording 

 
A separate recording sheet is provided to facilitate repeated measures over time.  The entire instrument 
should be administered and scored on every assessment. 
 
Comparison 

 
Comparisons can be made over time by comparing the total score between two occasions of testing. 
 
Interpretation 
 
Clinicians can choose the most appropriate way to tell the story of change in status over time using the generic 
patient-specific scale.  Clinicians need to decide whether to compare the: Subsequent assessment score with the 
initial or previous score; and Raw scores or percentage change. 
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Scoring options include: 
 

1. Change in total raw score, between the initial and subsequent assessment calculated by: 
(initial total score ς subsequent total score) 

2. Change in total raw score, between the previous and subsequent assessments calculated by: 
(previous total score ς subsequent total score) 

3. Percentage change in total score, between the initial and subsequent assessment calculated by  
((initial total score ς subsequent total score) / initial total score) * 100 

4. Percentage change in total score, between the previous and subsequent assessments calculated: 
((previous total score ς subsequent total score) / previous total score) * 100 

If raw scores are used to assess change in status over time, a minimal change of 5 points or 10% is required to be 
confident (at a 90% level) that a change in status has occurred (Vernon and Mior 1991). 
 
In addition, valuable information may also be obtained by examining the responses to individual questions, to 
assess whether patients are reporting consistent problems with some aspects of the low back pain experience, 
which may not be responding to treatment.  Regardless of the scoring method used, a decrease in the paǘƛŜƴǘΩǎ 
disability due to a neck disorder is interpreted as a decrease in the total score or a decrease in section scores, on 
repeated measurements. 
 
Validity, reliability and sensitivity to detect change over time 
 
The Neck Disability Index has been tested for validity, reliability and sensitivity to detect change over 
time.  It has been reported to have acceptable face validity, in that it assesses a limited range of physical 
functions applicable for those with neck disorders, which include pain intensity, personal care, lifting, 
reading, headaches, concentration, work, driving, sleeping and recreation (Vernon and Mior 1991). 
 
Results of the Neck Disability Index have been compared with a variety of physical function and pain 
outcome measures, in order to determine construct validity.  As hypothesised, the Neck Disability Index 
was strongly associated with results from the McGill Pain Questionnaire (Vernon and Mior 1991), pain 
intensity measured on a visual analogue scale (Hains et al 1998, Marchiori and Henderson 1996), overall 
improvement, measured on a visual analogue scale (Vernon and Mior 1991) and scores obtained from the 
patient-specific functional scale (Westaway et al 1998).  Moderate strength associations were found 
between the Neck disability Index and the Mental and Physical Summary Scores on the SF-36 and work 
status (Riddle and Stratford 1998).  However weak associations were found between the Neck Disability 
Index and the active range of movement of the cervical spine (in the directions of flexion, extension, 
rotation and lateral flexion) (Riddle and Stratford 1998). 
 
High levels of test-retest reliability have been demonstrated in patients suffering from cervical pain, with 
administrations of the questionnaire being conducted over various periods of time, such as within two 
days (Vernon and Mior 1991) and 72 hours apart (Westaway et al 1998).  It is recommended that a 
change of five points or 10 percent is required to indicate a clinically significant change in status (at a 90 
percent confidence level) (Westaway et al 1998). 
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Neck Disability Index 
 
This questionnaire has been designed to give us information as to how your neck pain has affected your 
ability to manage in everyday life. Please answer every section and mark in each section only the box 
that applies to you. We realize you may consider that two or more statements in any one section relate 
to you, but please just mark the box that most closely describes your pain. 
 

 
Section 1- Pain Intensity 
Æ I have no pain at the moment. 
Æ The pain is very mild at the moment. 
Æ The pain is moderate at the moment. 
Æ The pain is fairly severe at the moment. 
Æ The pain is very severe at the moment. 
Æ The pain is the worst imaginable at the moment. 
 
Section 2- Personal Care (Washing Dressing etc) 
Æ I can look after myself normally without causing 
extra pain. 
Æ I can look after myself normally but it causes 
extra pain. 
Æ It is painful looking after myself and I am slow 
and careful. 
Æ I need some help but manage most of my 
personal care. 
Æ I need help every day in most aspects of self 
care. 
Æ I do not get dressed, I wash with difficulty and 
stay in bed. 
 
Section 3- Lifting 
Æ I can lift heavy weights without causing extra 
pain. 
Æ I can lift heavy weights but it gives extra pain. 
Æ Pain prevents me from lifting heavy weights off 
the floor, but I can manage if they are conveniently 
positioned, for example on a table. 
Æ Pain prevents me from lifting heavy weights, but 
I can manage light to medium weights if they are 
conveniently positioned. 
Æ I can lift very light weights. 
Æ I cannot lift or carry anything at all. 
 

 
Section 4- Reading 
Æ I can read as much as I want to with no pain in 
my neck. 
Æ I can read as much as I want to with a slight pain 
in my neck. 
Æ I can read as much as I want with moderate pain 
in my neck. 
Æ L ŎŀƴΩǘ ǊŜŀŘ ŀǎ ƳǳŎƘ ŀǎ L ǿŀƴǘ ōŜŎŀǳǎŜ ƻŦ 
moderate pain in my neck. 
Æ I can hardly read at all because of severe pain in 
my neck. 
Æ I can not read at all. 
 
Section 5- Headaches 
Æ I have no headaches at all. 
Æ I have slight headaches which come 
infrequently. 
Æ I have moderate headaches which come 
infrequently. 
Æ I have moderate headaches which come 
frequently. 
Æ I have severe headaches which come frequently. 
Æ I have headaches most of the time. 
 
Section 6- Concentration 
Æ I can concentrate fully when I want to with no 
difficulty. 
Æ I can concentrate fully when I want to with slight 
difficulty. 
Æ I have a fair degree of difficulty in concentrating 
when I want to. 
Æ I have a lot of difficulty in concentrating when I want 
to. 
Æ I have a great deal of difficulty in concentrating 
when I want to. 
Æ I cannot concentrate at all. 
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Section 7- Work 
Æ I can do as much work as I want to. 
Æ I can only do my usual work, but no more. 
Æ I can do most of my usual work but no more. 
Æ I cannot do my usual work. 
Æ I can hardly do any work at all. 
Æ L ŎŀƴΩǘ Řƻ ŀƴȅ ǿƻǊƪ ŀǘ ŀƭƭΦ 
 
Section 8- Driving 
Æ I can drive my car without any neck pain. 
Æ I can drive my car as long as I want with slight 
neck pain. 
Æ I can drive my car as long as I want with 
moderate neck pain. 
Æ L ŎŀƴΩǘ ŘǊƛǾŜ Ƴȅ ŎŀǊ ŀǎ ƭƻƴƎ ŀǎ L ǿŀƴǘ ōŜŎŀǳǎŜ ƻŦ 
moderate pain in my neck. 
Æ I can hardly drive at all because of severe pain in 
my neck. 
Æ L ŎŀƴΩǘ ŘǊƛǾŜ Ƴȅ ŎŀǊ ŀǘ ŀƭƭΦ 
 

 
Section 9- Sleeping 
Æ I have no trouble sleeping. 
Æ My sleep is slightly disturbed (less than1 hr. 
sleepless). 
Æ My sleep is mildly disturbed (1-2 hrs. sleepless). 
Æ My sleep is moderately disturbed (2-3 hrs. 
sleepless). 
Æ My sleep is greatly disturbed (3-5 hrs. sleepless). 
Æ My sleep is completely disturbed (5-7 hrs. 
sleepless). 
 
Section 10- Recreation 
Æ I am able to engage in all my recreation activities 
with no neck pain at all. 
Æ I am able to engage in all my recreation activities 
with some pain in my neck. 
Æ I am able to engage in most, but not all of my 
usual recreation activities because of pain in my 
neck. 
Æ I am able to engage in few, but not all of my 
usual recreation activities because of pain in my 
neck. 
Æ I can hardly do any recreation activities because 
of pain in my neck. 
Æ L ŎŀƴΩǘ Řƻ ŀƴȅ ǊŜŎǊŜŀǘƛƻƴ ŀŎǘƛǾƛǘƛŜǎ ŀǘ ŀƭƭ 
 

Neck Pain and Disability Scale (NPAD) (Wheeler et al 1999) 
 
The instrument is reproduced with permission from author Anthony H Wheeler and Paula Goolkasion 

 
Background 
 
This measure has been specifically designed to measure the intensity of neck pain, its interference with 
vocational, recreational, social and functional aspects of living; and the presence and extent of associated 
emotional factors.  It has been developed on people with neck pain, suffering (reporting) segmental and 
soft tissue involvement; myofascial pain and postoperation pain syndrome.   It uses a 20 item self-
administered questionnaire, designed originally in English.   
 
Measurement and Scoring 
 
The NPDS measures 20 items using a 10cm six point VAS scale (0-5) where 0 is no problem and 5 represents 
the greatest problems.   Patients record the number most appropriate to their problems against each scale, 
and the individual question scores are summed for a total score.  There are four reported domains (factors) 
within the instrument, in which Factor 1 (specific problems with the neck) includes items 7, 16, 17, 18, 
Factor 2 (pain intensity) includes items 1, 2, 3, 5, 6, 20), Factor 3 (emotional, affective, cognitive) includes 
items 13, 14, 15, and Factor 4 (physical function) includes items 4, 8, 9, 10, 11, 12, 19).   



The Centre for Allied Health Evidence (CAHE) 
 
CAHE Outcomes Calculator: Musculoskeletal Userôs Manual 

 
 

 

74 

 

 
Recording 
 
The total instrument is administered each time.   
 
Comparison 
 
The total scores are compared for subsequent administrations of the instrument to determine change over 
time.   
 
Interpretation 
 
Clinicians can choose the most appropriate way to tell the story of change in status over time using the NPDS.  
Initial and subsequent scores can be examined in factors, classifications of neck pain (as listed below), change in 
raw or percentage scores compared with the initial or previous scores.    
 
The authors suggest that a total score of 0-22 indicates none problems - minimal problems, 23-40 indicates mild 
problems, 41-57 indicates moderate problems, 58-74 indicates moderate to severe problems, 75-92 indicates 
severe problems, and 93-100 indicates extreme pain, suffering and disability.  
 
Validity, Reliability and Sensitivity to change over time  
 
It has high reported levels of internal consistency Coefficient alpha 0.93 (Wheeler et al 1999), and test-
retest reliability co-efficient 0.93 (Goolkasian et al 2002). Pietrobon et al (2002) however question the 
appropriateness of such values as this coefficient measures correlation among items that measure only a 
singe construct, unlike the NPAD which is multidimensional.   Face validity tests suggests that neck pain 
patients demonstrated higher scores than pain free controls (t=17.22, p<0.0001) (Wheeler et al 1999); 
patients with lower back and leg pain scored significantly lower (t=5.58, p<0.01) (Wheeler et al 1999) than 
patients with neck pain.    
 
Construct validity has been demonstrated by moderate to high correlations between NPAD and Global 
Assessment of Improvement (0.59, p<0.01) (Goolkasian et al 2002), NPAD and pressure algometry (0.34, 
p=0.02) (Goolkasian et al 2002), NPAD and pain disability index (0.74, p<0.01) (Goolkasian et al 2002) and 
NPAD and neck disability index (0.72, p<0.01) (Goolkasian et al 2002).   Convergent/Divergent Validity has 
been demonstrated by changes in NPAD scores which were correlated with Algometer scores taken at 
trigger points (-0.5, p<0.01) and but not at control points (-0.15, p=0.32) (Goolkasian et al 2002).   The 
ƛƴǎǘǊǳƳŜƴǘΩǎ ŀuthor provides evidence that instrument is a more sensitive measure than the Oswestry 
Disability Questionnaire for evaluation of cervical spine pain and disability. No formal sensitivity analysis 
has been undertaken however (Wheeler et al 1999). 
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Neck Pain and Disability Scale (NPAD) 
 
Name______________________________________________ Date ____/____/____ 
 Last  First  Middle Initial       Month    Day    Year 
 
L5 bǳƳōŜǊψψψψψψψψψψψψ /ƘŀǊǘ bǳƳōŜǊψψψψψψψψψψψψ 9ȄŀƳƛƴŜǊΩǎ Lƴƛǘƛŀƭǎψψψψψψψψ 
 
t[9!{9 a!Y9 !b ά·έ ![hbD ¢I9 [Lb9 ¢h {Ih² Ih² C!w Cwha bhwa![ ¢h²!w5 ¢I9 ²hw{¢ 
POSSIBLE SITUATION YOUR PAIN PROBLEM HAS TAKEN YOU 

SCORE 

1. How bad is your pain today? 
0|_________|_________|_________|_________|_________|5   

 NO PAIN MOST SEVERE PAIN 
 

2. How bad is your pain on average? 
0|_________|_________|_________|_________|_________|5   

 NO PAIN MOST SEVERE PAIN 
 

3. How bad is your pain at its worst? 
0|_________|_________|_________|_________|_________|5   

 NO PAIN CANNOT TOLERATE 
 

4. Does your pain interfere with your sleep? 
0|_________|_________|_________|_________|_________|5   

 NOT AT ALL /!bΩ¢ {[99t 
 

5. How bad is your pain with standing? 
0|_________|_________|_________|_________|_________|5   

 NO PAIN MOST SEVERE PAIN 
 

6. How bad is your pain with walking? 
0|_________|_________|_________|_________|_________|5   

 NO PAIN MOST SEVERE PAIN 
 

7. Does your pain interfere with driving or riding in a car? 
0|_________|_________|_________|_________|_________|5   

 NOT AT ALL /!bΩ¢ 5wL±9 hw wL59 
 

8. Does your pain interfere with social activities? 
0|_________|_________|_________|_________|_________|5   

 NOT AT ALL ALWAYS 
 

9. Does your pain interfere with recreational activities? 
0|_________|_________|_________|_________|_________|5   

 NOT AT ALL ALWAYS 
 

10. Does your pain interfere with work activities? 
0|_________|_________|_________|_________|_________|5   

 NOT AT ALL /!bΩ¢ ²hwY 
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11. Does your pain interfere with personal care (eating, dressing, bathing, etc.)? 

0|_________|_________|_________|_________|_________|5   
 NOT AT ALL   ALWAYS 
 
12. Does your pain interfere with personal relationships (family, friends, sex, etc.)? 

0|_________|_________|_________|_________|_________|5   
NOT AT ALL  ALWAYS 

 
13. How has your pain changed your outlook on life and the future (depression, hopelessness)? 

0|_________|_________|_________|_________|_________|5    
 NO CHANGE COMPLETELY CHANGED 
 
14. Does pain affect your emotions? 

0|_________|_________|_________|_________|_________|5   
 NOT AT ALL COMPLETELY 
 
15. Does your pain affect your ability to think or concentrate? 

0|_________|_________|_________|_________|_________|5   
 NOT AT ALL COMPLETELY 
 
16. How stiff is your neck? 

0|_________|_________|_________|_________|_________|5   
 NOT STIFF /!bΩ¢ ahVE NECK 
 
17. How much trouble so you have turning your neck? 

0|_________|_________|_________|_________|_________|5   
 NO TROUBLE /!bΩ¢ ah±9 b9/Y 
 
18. How much trouble do you have looking up and down? 

0|_________|_________|_________|_________|_________|5   
 NO TROUBLE /!bΩ¢ [hhY ¦t hw 5h²b 
 
19. How much trouble do you have working overhead? 

0|_________|_________|_________|_________|_________|5   
 NO TROUBLE /!bΩ¢ ²hwY h±9wI9!5 
 
20. How much do pain pills help? 

0|_________|_________|_________|_________|_________|5   
 COMPLETE RELIEF NO RELIEF 
 
 
 TOTAL SCORE   
 
 
AGE____________ OCCUPATION_______________________________________ 
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Whiplash Disability Questionnaire (WDQ) (Pinfold et al 2004) 
 
Reproduced with permission from author Kenneth Niere 

 
Background 
 
This instrument is designed to measure functional limitations associated with whiplash injury.  It was 
developed on clients receiving treatment for symptoms associated with a whiplash (acceleration-
deceleration) injury.  It is a self-administered questionnaire, originally written in English.      
 
Measurement and scoring  
 
The instrument has 13 items, all scored on an 11 point VAS, from 0 ς 10, with 0 being no problem and 10 
being worst problem ever.   The score can be calculated as the sum of the responses to the 13 items, or if 
patients have left specific questions blank, the summed score would be on the total number of items 
completed.  The lowest score possible for the WDQ is 0 (indicating no disability) and the highest 130 
(indicating maximum disability).  
 
Comparison 
 
Comparison can be made between scores on repeated administrations of the instrument throughout the 
episode of care.   
 
Interpretation 
 
Clinicians can choose the most appropriate way to tell the story of change in status over time using the WDQ.  
Clinicians should decide whether to compare the:  
 
 Subsequent assessment score with the initial or previous score; and 

 Raw scores or percentage change. 

 
Scoring options include: 
 
 Change  in total raw score, between the initial and subsequent assessment calculated by: 

 (initial total score ς subsequent total score) 

 Change in total raw score, between the previous and subsequent assessments calculated by: 

 (previous total score ς subsequent total score) 

 Percentage change in total score, between the initial and subsequent assessment calculated by  

 ((initial total score ς subsequent total score) / initial total score) * 100 

 Percentage change in total score, between the previous and subsequent assessments calculated: 

 ((previous total score ς subsequent total score) / previous total score) * 100 

 
There is no indication of what is the minimum amount of change which is clinically significant.   
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Validity, Reliability and Sensitivity to change over time.   
 
This instrument is reported as having high internal consistency with CronbachΩǎ ŎƻŜŦŦƛŎƛŜƴǘ ŀƭǇƘŀΥ лΦфс 
(Pinfold et al 2004).  Test-retest reliability is supported by an intraclass correlation coefficient: 0.90 (short 
term ς 24 hours); 0.86 (medium term - м ƳƻƴǘƘύΤ лΦфо όΨǎǘŀōƭŜ ǎǳōƧŜŎǘǎΩ ǊŜǇƻǊǘƛƴƎ ƴƻ ŎƘŀƴƎŜ ƛƴ ǘƘŜƛǊ 
condition) (Willis et al 2004).   Content validity is established by wording of some items on questionnaire 
being modified to make intent clearer after feedback from Victorian Transport Accident Commission 
medical panel; however no items were deleted or added, thus provƛŘƛƴƎ ΨŀŎŎŜǇǘŀōƭŜΩ ŎƻƴǘŜƴǘ ǾŀƭƛŘƛǘȅ 
(Pinfold et al 2004).   Responsiveness has been assessed by correlation between differences in scores from 
baseline to 1 month, with patient perceived change value of r0.67.  Responsiveness statistic was 1.06 
(improved subjects)/-1.84 (deteriorated subjects).  Minimal detectable change statistic was 15 points (Willis 
et al 2004).  There is no information on sensitivity to change over time. 
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La Trobe University, School of Physiotherapy: Whiplash Disability Questionnaire 

 
This questionnaire has been designed to provide information on the impact that your whiplash injury and 
symptoms have upon your lifestyle.  Please circle a number in each section to indicate how you have been 
affected by the whiplash injury and symptoms.  If one or more questions are not relevant to you, please 
leave that section blank. 
 
 
Date:  /  /   Name:   
 
 

1. How much pain do you have today? 
 

0 1 2 3 4 5 6 7 8 9 10 
         No Pain                 Worst pain  
                   imaginable 
 

2. How much do your whiplash symptoms interfere with your personal care (washing, dressing etc)? 
 

0 1 2 3 4 5 6 7 8 9 10 
        Not at all                  Unable to 
                    perform 
 

3. How much do your whiplash symptoms interfere with your work/home/study duties? 
 

0 1 2 3 4 5 6 7 8 9 10 
        Not at all                Unable to 
                   perform 
 

4. How much have your whiplash symptoms interfered with driving or using public transport? 
 

0 1 2 3 4 5 6 7 8 9 10 
       Not at all           Unable to travel 
            in car/use public 
                  transport 

5. How much do your whiplash symptoms interfere with sleep? 
 

0 1 2 3 4 5 6 7 8 9 10 
        Not at all                    Cannot 
                       sleep 
 

6. How often do you experience tiredness / fatigue as a result of your whiplash injury / symptoms? 
 

0 1 2 3 4 5 6 7 8 9 10 
         Not at all                   Always 
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7. How much do your whiplash symptoms interfere with social activity? 
 

0 1 2 3 4 5 6 7 8 9 10 
        Not at all                 Unable to 
                                  socialise 
 

8. How much do your whiplash symptoms interfere with sporting activity? 
 

0 1 2 3 4 5 6 7 8 9 10 
          Not at all                Unable to 
                  participate 
 

9. How much do your whiplash symptoms interfere with non-sporting leisure activity? 
 

0 1 2 3 4 5 6 7 8 9 10 
        Not at all                 Unable to 
                  participate 
 

10. How often do you experience sadness / depression as a result of your whiplash injury / symptoms? 
 

0 1 2 3 4 5 6 7 8 9 10 
       Not at all                   Always 
 

11. How often do you experience anger as a result of your whiplash injury / symptoms? 
 

0 1 2 3 4 5 6 7 8 9 10 
        Not at all                  Always 
 

12. How often do you experience anxiety as a result of your whiplash injury / symptoms? 
 

0 1 2 3 4 5 6 7 8 9 10 
       Not at all                  Always 
 

13. How much difficulty do you have concentrating as a result of your whiplash injury / symptoms? 
 

0 1 2 3 4 5 6 7 8 9 10 
    No difficulty                         Unable to 
                 Concentrate 
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Copenhagen Neck Functional Disability Scale (CN-FDS) (Jordan et al 1998) 
 
Reproduced with permission from Claus Manniche  

 
Background 
 
This instrument is designed to assess disability related to the neck.  It was developed on people who had 
undergone neck surgery (sample 1), chronic neck pain (sample 2) and chronic mechanical neck pain (sample 
3).  Pathologies investigated include cervical disc herniation; musculoskeletal condition and non-specific 
pathologies.  It is a self-administered questionnaire, originally developed in Danish.   
 
Measurement and Scoring 
 
There are 15 items in this instrument, answered Yes, Occasionally or No.   A total score is generated from 
differential numeric scores assigned to these categories (see table below).   
Questions 1-р ŀǊŜ άǇƻǎƛǘƛǾŜ ŘƛǊŜŎǘŜŘέ όȅŜǎ ƛƴŘƛŎŀǘŜǎ ƎƻƻŘ ŦǳƴŎǘƛƻƴύ ŀƴŘ ǉǳŜǎǘƛƻƴǎ с-мр ŀǊŜ άƴŜƎŀǘƛǾŜέ 
directed (yes indicates poor function). 
 
Response tƻƛƴǘǎ ŦƻǊ άǇƻǎƛǘƛǾŜ ŘƛǊŜŎǘŜŘέ tƻƛƴǘǎ ŦƻǊ άƴŜƎŀǘƛǾŜ ŘƛǊŜŎǘŜŘέ 

Yes 0 2 
Occasionally  1 1 
No 2 0 
 
Comparison and Interpretation 
 
Comparison between repeated scores could be made between raw scores, or as percentage change from 
baseline (original) score. 
 
Validity, reliability and sensitivity to change  
 
Internal consistency of this instrument is demonstrated by a CǊƻƴōŀŎƘΩǎ ŎƻŜŦŦƛŎƛŜƴǘ ŦƻǊ ǘƘŜ ŜƴǘƛǊŜ ǎŎŀƭŜ ƻŦ 
0.9.  For short term test-retest reliability tŜŀǊǎƻƴΩǎ ŎƻǊrelation coefficients are reported of 0.99 (sample 1) 
and 0.96 (sample 2), and intra-class correlation coefficient 0.99 (sample 1) and 0.95 (sample 2).   Construct 
ǾŀƭƛŘƛǘȅ ƛǎ ŘŜƳƻƴǎǘǊŀǘŜŘ ōȅ tŜŀǊǎƻƴΩǎ ŎƻǊǊŜƭŀǘƛƻƴ ŎƻŜŦŦƛŎƛŜƴǘǎ ŦƻǊ /b-FDS and self-reported pain scores 0.83 
(sample 1), for baseline values of disability and pain scores (sample 3) 0.64, Spearman rank correlation 
coefficient for CN-C5{ ŀƴŘ ǇŀǘƛŜƴǘΩǎ Ǝƭƻōŀƭ ŀǎǎŜǎǎƳŜƴǘ лΦрс όǎŀƳǇƭŜ мύΦ   wŜǎǇƻƴǎƛǾŜƴŜǎǎ Ƙŀǎ ōŜŜƴ 
demonstrated in sample 3 as the correlation of relative change in individual pain scores to relative changes 
in disability scores at conclusion of treatment (r=0.49); 4 months (r=0.48); 12 months (r=0.54) indicating a 
relatively strong and continuously positive correlation.  There is no information on sensitivity.   
 
Reference 
 
Jordan AC, Manniche, Mosdal C et al. (1998): The Copenhagen neck functional disability scale: a study of reliability and 
validity. Journal of Manipulative and Physiological Therapeutics, 21: 520-527. 
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Copenhagen Neck Disability Scale 
              

 Yes        Occasionally      No 

  

1. Can you sleep at night without neck pain interfering?  c c  c 
 

2. Can you manage daily activities without neck pain  

reducing activity levels?   c c  c 
 

3. Can you manage daily activities without help from others?   c c  c 
 

4. Can you manage putting on your clothes in the morning  

without taking more time than usual?   c c  c 
 

5. Can you bend over the washing basin in order to brush  

your teeth without getting neck pain?   c c  c 
 

6. Do you spend more time than usual at home because of  

neck pain?   c c  c 
 

7. Are you prevented from lifting objects weighing from 2-4kg  

due to neck pain?   c c  c 
 

8. Have you reduced your reading activity due to neck pain?   c c  c 
 

9. Have you been bothered by headaches during the time  

that you have had neck pain?   c c  c 
 

10. Do you feel that your ability to concentrate is reduced due 

to neck pain?   c c  c 
 

11. Are you prevented from participating in your usual leisure  

time activities due to neck pain?   c c  c 
 

12. Do you remain in bed longer than usual due to neck pain?   c c  c 
 

13. Do you feel that neck pain has influenced your emotional 

relationship with your nearest family?   c c  c 
 

14. Have you had to give up social contact with other people  

during the past two weeks due to neck pain?   c c  c 
 

15. Do you feel that neck pain will influence your future?   c c  c 
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Neck Bournemouth Questionnaire     
 
Background 
 

The Neck Bournemouth Questionnaire (NBQ) is a modification of the Back Bournemouth Questionnaire. The seven 
items of the original Bournemouth Questionnaire intended for back pain were chosen to reflect different aspects 
of pain including sensory pain intensity, functional status, social activity, anxiety and depression, fear avoidance, 
and locus of control. The same core items were used for the NBQ, with minor modifications in wording to reflect 
neck function. One of the seven items in the original questionnaire, namely disability in ADL, was changed to 
exclude those activities likely to be affected by back pain and replace them with activities likely to be affected by 
neck pain.  
 
The NBQ comprehensively incorporates salient dimensions of bio-psychosocial pain model used in neck studies.  
 
Scoring 

 
An 11-point numerical rating scale is used as the scaling response for each of the items in the questionnaire. The 
total score is equal to the sum of points given to each of the 7 items in the NBQ.  

  
Recording 
 

A separate recording sheet is provided to facilitate repeated measures over time. 
 

Interpretation 
 

The higher the score, the greater the impact of neck Ǉŀƛƴ ƻƴ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƭƛŦŜΦ  
 
Internal consistency, reliability and validity 
 

In its developmental stage, the instrument demonstrated high internal consistency on 3 administrations 
ό/ǊƻƴōŀŎƘΩǎ alpha =0.87, 0.91, 0.92).  All of the items significantly contributed to the total score (item-corrected 
ǘƻǘŀƭ ǎŎƻǊŜ ŎƻǊǊŜƭŀǘƛƻƴǎ ҔлΦпоύ ŀƴŘ ǘƻ ǘƘŜ ƛƴǎǘǊǳƳŜƴǘΩǎ ǊŜǎǇƻƴǎƛǾŜƴŜǎǎ ǘƻ ŎƭƛƴƛŎŀƭ ŎƘŀƴƎŜ όƛǘŜƳ ŎƘŀƴƎŜ-corrected 
total change score correlations >0.42). The instrument was found to be reliable in test-retest administrations in 
stable subjects (ICC = 0.65). The instrument demonstrated acceptable construct validity and longitudinal construct 
validity with established external measures. The treatment effect size of the instrument was found to be high 
(1.67). 
 
Gay et al (2007) compared the sensitivity of the Neck Disability Index (NDI) and NBQ in a sample of patients with 
chronic uncomplicated neck pain who were treated with physical therapy and massage or mobilization. Results 
have shown that NDI and NBQ had similar sensitivity to change (Standardized response means were 1.21 and 1.17, 
respectively). Both questionnaires were more sensitive to change than the pain Visual Analog Scale (0.68). The NBQ 
had good convergent validity with the NDI with strong correlation between them in regard to pre-treatment and 
post-treatment scores. Although the NBQ had slightly higher internal consistency than the NDI, their overall 
performance was similar in this sample. 
 
References 
 

Bolton JE, Humphreys BK: The Bournemouth Questionnaire: A Short-form Comprehensive Outcome Measure. II. 
Psychometric Properties in Neck Pain Patients. JMPT 2002; 25 (3): 141-148 
Gay RE, Madson TJ, Cieslak KR. Comparision of the Neck Disability Index and Neck Bournemouth Questionnaire in a 
sample of patients with chronic uncomplicated neck pain. J Manipulative Physiol Ther 2007 (May);   30 (4):   259ς262

http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=ShowDetailView&TermToSearch=17509434
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Neck Bournemouth Questionnaire 
 

Instructions: The following scales have been designed to find out about your back pain and how it 
is affecting you. Please answer ALL the scales, and mark the ONE number on EACH scale that best 
describes how you feel. 
 

1. Over the past week, on average, how would you rate your neck pain? 
 
No pain        Worst pain possible 
_____________________________________________________________ 
0  1  2  3  4  5  6  7  8  9  10 
 

2. Over the past week, how much has your neck pain interfered with your daily activities (housework, 
washing, dressing, lifting, reading, driving)? 
No interference       Unable to carry out activity 
_____________________________________________________________ 
0  1  2  3  4  5  6  7  8  9  10 
  

3. Over the past week, how much has your neck pain interfered with your ability to take part in 
recreational, social, and family activities? 
No interference      Unable to carry out activity 
_____________________________________________________________ 
0  1  2  3  4  5  6  7  8  9  10 
 

4. Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have 
you been feeling? 
Not at all anxious       Extremely Anxious 
_____________________________________________________________ 
0  1  2  3  4  5  6  7  8  9  10 
 

5. Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) 
have you been feeling? 
Not at all depressed       Extremely depressed 
_____________________________________________________________ 
0  1  2  3  4  5  6  7  8  9  10 
 

6. Over the past week, how have you felt your work (both inside and outside the home) has affected 
(or would affect) your neck pain? 
Have made it no worse      Have made it much worse 
_____________________________________________________________ 
0  1  2  3  4  5  6  7  8  9  10 
 

7. Over the past week, how much have you been able to control (reduce/help) your neck pain on your 
own? 
Completely control it       No control whatsoever 
_____________________________________________________________ 
0  1  2  3  4  5  6  7  8  9  10 
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Northwick Park Questionnaire      
 

Background 
 
The Northwick Park Questionnaire (NPQ), adapted from the Oswestry Low Back Pain Questionnaire, was 
developed to measure neck pain and the consequent patient disability. The NPQ is a nine-item scale/section that 
covers the following areas: neck pain intensity, neck pain and sleeping, pins and needles/numbness in the arms at 
night, duration of symptoms, carrying, reading & watching TV, working/housework, social activities, driving. Each 
section contains five statements of increasing difficulty and client is asked to choose only one that closely describes 
his/her current status. In addition to questions 1 through 9, all follow-up questionnaires contained a 10th question 
asking patients how their pain compared with that reported the last time. 
 
Scoring 
 
Each item is scored 0-4, and the total score is converted into percentage. 
 
If all nine sections are completed, the NPQ percentage is calculated as: 

 
Total Score    x    100 
        36 
 

If one section (e.g. driving) is not applicable, the score is calculated as: 

 
Total Score    x    100 
        32 

 

Recording 
 

A separate recording sheet is provided to facilitate repeated measures over time. 
 

Interpretation 
 

Higher percentage indicates greater disability.  
 

Internal consistency, reliability and validity 
 

In its development stage, the questionnaire showed good short-term repeatability (r = 0.84, K = 0.62). Mean scores 
for each section tended to rise with that of the pain section showing internal consistency. Question 10 evaluated 
the patient's assessment of change in their condition and there were significant correlations between Q10 and 
changes in total NPQ scores. 
 
Lee et al (2006) examined the correlation of Northwick Park Neck Pain Questionnaire and the Medical Outcomes 
36-Item Short-Form Health Survey on patients with neck pain in the course of physiotherapy. The results showed 
that both the Northwick Park Neck Pain Questionnaire and the Medical Outcomes 36-Item Short-Form Health 
Survey were able to differentiate patients with neck pain in health and diseased states. The Spearman's correlation 
coefficients between the Northwick Park Neck Pain Questionnaire and the 36-Item Short-Form Health Survey 
physical and mental component summary scores at entry of physiotherapy were -0.64 with the physical 
component summary score and -0.44 with the mental component summary score, and, at discharge from 
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physiotherapy, were -0.75 with the physical component summary score and -0.46 with the mental component 
summary score. 
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Northwick Park Questionnaire  
The questionnaire has been designed to give us information as to how your NECK PAIN has affected your ability to 
manage in everyday life. Please answer every question and mark in each section ONLY THE ONE BOX which applies to 
you. We realize you may consider that two of the statements in any one section relates to you but PLEASE JUST MARK 
THE BOX WHICH MOST CLOSELY DESCRIBES YOUR PROBLEM. 

     

Section 1- Neck Pain Intensity 

Æ I have no pain at the moment. 

Æ The pain mild at the moment. 

Æ The pain is moderate at the moment. 

Æ The pain is severe at the moment. 

Æ The pain is the worst imaginable at the moment. 

 
Section 2- Neck Pain and Sleeping 

Æ My sleep is never disturbed by pain 

Æ My sleep is occasionally disturbed by pain 

Æ My sleep is regularly disturbed by pain 

Æ Because of pain I have less than 5 hours of sleep in 
total 

Æ Because of pain I have less than 2 hours of sleep in 
total  

 

Section 3- Pins & Needles OR numbness in the arm at 
night 

Æ I have no pins & needles or numbness at night 

Æ I have occasional pins & needles or numbness at night  

Æ My sleep is regularly disturbed by pins & needles or 
numbness 

Æ Because of pins & needles I have less than 5 hours 
sleep in total 

Æ Because of pins & needles or numbness I have less 
than 2 hours sleep in total  

 

 

Section 4- Duration of symptoms 

Æ My neck and arms feel normal all day 

Æ I have symptoms in my neck or arms on waking, which 
lasts less than 1 hour 

Æ Symptoms are present on and off for a total period of 
1-4 hours 

Æ Symptoms are present on and off for a total of more 
than 4 hours 

Æ Symptoms are present continuously all day. 

 

Section 5- Carrying 

Æ I can carry heavy objects without extra pain 

Æ I can carry heavy objects, but they give me extra pain  

Æ Pain prevents me from carrying heavy objects, but I 
can manage medium weight objects 

Æ I can only lift light weight objects 

Æ I cannot lift anything at all 

 

Section 6- Reading & Watching TV 

Æ I can do this as long as I wish with no problems 

Æ L Ŏŀƴ Řƻ ǘƘƛǎ ŀǎ ƭƻƴƎ ŀǎ L ǿƛǎƘΣ ƛŦ LΩƳ ƛƴ ŀ ǎǳƛǘŀōƭŜ 
position 

Æ I can do this as long as I wish,  but it causes extra pain 

Æ Pain causes me to stop doing this sooner than I would 
like 

Æ Pain prevents me from doing this at all 
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Section 7- Working/Housework Etc 

Æ I can do my usual work without pain 

Æ I can do my usual work but it gives me extra pain 

Æ Pain prevents me from doing my usual work for more than half the usual time 

Æ Pain prevents me from doing usual work for more than a quarter the usual time 

Æ Pain prevents me from working at all 

 

Section 8- Social Activities 

Æ My social life is normal and cause no extra pain 

Æ My social life is normal, but increases the degree of pain 

Æ Pain has restricted my social life, but I am still able to go out 

Æ Pain has restricted my social life to the home 

Æ I have no social life because of pain 

 

Section 9- Driving (Omit 9 if you never drive a car when in good health) 

Æ I can drive whenever necessary without discomfort 

Æ I can drive whenever necessary, but with discomfort  

Æ Neck pain or stiffness limit my driving occasionally 

Æ Neck pain or stiffness limit my driving frequently  

Æ I cannot drive at all due to neck symptoms 

 

Compared with the last time you answered this questionnaire, is your neck pain: 

Æ Much better 

Æ Slightly better  

Æ The same 

Æ Slightly worse  

Æ Much worse 
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Lumbar Spine Scales 
 
Roland-Morris Low Back pain and Disability Questionnaire 
 
Background 

 
The Roland-aƻǊǊƛǎ [ƻǿ .ŀŎƪ tŀƛƴ ŀƴŘ 5ƛǎŀōƛƭƛǘȅ vǳŜǎǘƛƻƴƴŀƛǊŜ ǿŀǎ ŘŜǾŜƭƻǇŜŘ ƛƴ ǘƘŜ ŜŀǊƭȅ мфулΩǎ ŀǎ ŀ ƳŜǘƘƻŘ ƻŦ 
ŀǎǎŜǎǎƛƴƎ ŀ ǇŀǘƛŜƴǘΩǎ ǇŜǊŎŜǇǘƛƻƴ ƻŦ ǘƘŜƛǊ ƭƛƳƛǘŀǘƛƻƴǎ ƛƴ ǘƘŜƛǊ ŀŎǘƛǾƛǘƛŜǎ ƻŦ Řŀƛƭȅ ƭƛǾƛƴƎ ōŜŎŀǳǎŜ ƻŦ ƭƻǿ ōŀŎƪ Ǉŀƛƴ όwƻƭŀƴŘ 
and Morris 1983).  Roland and Morris (1983) selected 24 items from the Sickness Impact Profile, as they were likely 
to be related to physical functions that could be affected by low back pain.  The Roland-Morris Low Back Pain and 
Disability Questionnaire was originally developed for use in research (as an outcome measure in clinical trials) but 
has frequently been used in the clinical setting as a method of monitoring the progress of patients who suffer from 
low back pain (Roland and Fairbank 2000). 
 
Measurement 

 
The Roland-Morris Low Back Pain and Disability Questionnaire consists of 24 items.  Individuals place a tick next to 
each item that applies to them, on the day of assessment. 
 
Scoring 

 
The numbers of ticks that appear on the questionnaire are tallied. The minimum score is 0, which equates to no 
disability due to low back pain.  The maximum score is 24, which equates to extreme disability due to low back 
pain. 
 
Recording 

 
A separate recording sheet is provided to facilitate repeated measures over time.  The entire instrument should be 
administered and scored on every assessment. 
 
Comparison 

 
Comparisons can be made over time by comparing the total score between two occasions of testing. 
 
Interpretation 
 
Clinicians can choose the most appropriate way to tell the story of change in status over time using the generic 
patient-specific scale.  Clinicians need to decide whether to compare the: 

 

 Subsequent assessment score with the initial or previous score; and 

 Raw scores or percentage change. 
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Scoring options include: 

1. Change in total raw score, between the initial and subsequent assessment calculated by: 
(initial total score ς subsequent total score) 

2. Change in total raw score, between the previous and subsequent assessments calculated by: 
(previous total raw score ς subsequent total raw score) 

3. Percentage change in total score, between the initial and subsequent assessment calculated by  
((initial total score ς subsequent total score) / initial total score) * 100 

4. Percentage change in total score, between the previous and subsequent assessments calculated 
by: 

((previous total score ς subsequent total score) / previous total score) * 100 

If raw scores are used to assess change in status over time, a minimal change of 4 points (from the maximum of 24 
points) is required to be clinically confident, at a 90% level, that a change in status has occurred (Stratford et al 
1996).  Valuable information may also be obtained by examining the responses to individual questions, to assess 
whether patients are reporting consistent problems with some aspects of the low back pain experience, which may 
not be responding to treatment.  Regardless of the scoring method used, a decrease in disability due to low back 
pain is interpreted as a decrease in the total score, on repeated measurements. 
 
Validity, reliability and sensitivity to detect change over time 
 
The Roland-Morris Low Back Pain and Disability Questionnaire has been extensively tested for validity, reliability 
and sensitivity to detect change over time.  It has been reported to have acceptable face validity, in that it assesses 
a limited range of physical functions, which include walking, bending, sitting, lying, dressing, sleeping, self-care and 
daily activities (Roland and Fairbank 2000).  It, however, does not address psychological or social problems that 
may be associated with low back pain. 
The Roland-Morris Low Back Pain and Disability Questionnaire scores have been compared with a wide variety of 
physical function, pain and psychological outcome measures, in order to determine construct validity.  As 
hypothesised, the Roland-Morris Low Back Pain and Disability Questionnaire score was strongly associated with the 
Sickness Impact Profile (Deyo 1986, Patrick et al 1995), the Quebec Back Scale (Kopec et al 1996) and the Oswestry 
Questionnaire (Leclaire et al 1997, Stratford et al 1994).  In addition, moderate strength associations were found 
between pain ratings and the Roland-Morris Low Back Pain and Disability Questionnaire (Roland and Morris 1983, 
Deyo 1986).  However, only moderate to weak associations were found between the Roland-Morris Low Back Pain 
and Disability Questionnaire score and objective lumbar measures, such as range of lumbar flexion (Deyo 1986, 
Ongley et al 1987) and straight leg raise (Deyo 1986).   
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A weak association also existed between the Roland-Morris Low Back Pain and Disability Questionnaire score and 
measures of psychological distress associated with low back pain (Deyo 1986, Jesen et al 1992). 
 
High levels of test-retest reliability have been demonstrated in patients suffering from low back pain, with 
administrations of the questionnaire being conducted over various periods of time, such as on the same day 
(Roland and Morris 1983), one week apart (Johansson and Lindberg 1998) and over a period of more than two 
weeks (Deyo and Centor 1986, Jensen et al 1992).  However, Davidson and Keating (2002) found low levels of 
reliability when the Roland-Morris Low Back Pain and Disability Questionnaire was administered over a six week 
period to patients who were receiving physiotherapy for their low back pain.  The Roland-Morris Low Back Pain 
and Disability Questionnaire is at least as sensitive to detect change in status over time compared with the Sickness 
Impact Profile (Deyo and Centor 1986, Jensen et al 1992) and it is suggested that a change of four points is required 
to indicate a clinically significant change in status (Stratford et al 1996). 
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The Roland-Morris Low Back Pain and Disability Questionnaire 
 
 
Patient name: ______________________________________ File # ____________ Date: ___________ 
 
Please read instructions: when your back hurts, you may find it difficult to do some of the things you 
normally do. Mark only the sentences that describe you today. 
 
 
Æ I stay at home most of the time because of my back. 

Æ I change position frequently to try to get my back comfortable. 

Æ I walk more slowly than usual because of my back. 

Æ Because of my back, I am not doing any jobs that I usually do around the house. 

Æ Because of my back, I use a handrail to get upstairs. 

Æ Because of my back, I lie down to rest more often. 

Æ Because of my back, I have to hold on to something to get out of an easy chair. 

Æ Because of my back, I try to get other people to do things for me. 

Æ I get dressed more slowly than usual because of my back. 

Æ I only stand up for short periods of time because of my back. 

Æ Because of my back, I try not to bend or kneel down. 

Æ I find it difficult to get out of a chair because of my back. 

Æ My back is painful almost all of the time. 

Æ I find it difficult to turn over in bed because of my back. 

Æ My appetite is not very good because of my back. 

Æ I have trouble putting on my sock (or stockings) because of the pain in my back. 

Æ I can only walk short distances because of my back pain. 

Æ I sleep less well because of my back. 

Æ  Because of my back pain, I get dressed with the help of someone else. 

Æ I sit down for most of the day because of my back. 

Æ  I avoid heavy jobs around the house because of my back. 

Æ Because of back pain, I am more irritable and bad tempered with people than usual. 

Æ  Because of my back, I go upstairs more slowly than usual. 

Æ I stay in bed most of the time because of my back. 

Score: __________ Improvement: __________ % 
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Oswestry Disability Index (ODI) (Fairbank et al 1980) 
  
Background 
 
¢ƘŜ hǎǿŜǎǘǊȅ 5ƛǎŀōƛƭƛǘȅ LƴŘŜȄ ŀǎ ŘŜǾŜƭƻǇŜŘ ƛƴ мфтс ōȅ WƻƘƴ hΩ.ǊƛŜƴΣ ƛƴ ŀ ŎƭƛƴƛŎ that treated patients with 
chronic low back pain (Fairbank and Pynsent 2000).  The original aim of the questionnaire was to 
systematically record limitations of activities of daily living due to low back pain (Roland and Fairbank 
2000).  The Oswestry Disability Index was first published in 1980 (Fairbank et al 1980) and has since 
undergone various revisions (Boden 1998, Deyo et al 1998, Fairbank 1995, Hudson-Cook et al 1989, Hupli et 
al 1997, Meade et al 1995).  Version 2.0 of the Oswestry Disability Index is used in the Outcomes Calculator, 
as it is a validated and improved version of the original Oswestry Disability Questionnaire (Roland and 
Fairbank 2000). 
 
Measurement 
 
The Oswestry Disability Index (Version 2) consists of 10 sections: pain intensity, personal care, lifting, 
walking, sitting, standing, sleeping, sex life, social life and travelling.  Six possible response options are 
provided for each section.  The responses for each section are measured by a 0 to 5 degree of difficulty 
scale, 0 equating to no disability and 5 equating to the extreme disability.  For each section, individuals 
place a tick next to the response option that best describes their status on the day of assessment (Roland 
and Fairbank 2000). 
 
Scoring 
 
The scores for reach section are tallied to produce a total raw score. The total score is derived by:  
 
  (total raw score / (5 * number of sections answered)) *100 
 
and is expressed as a percentage (Fairbank and Pynsent 2000).  The minimum score is 0, which equates to 
no disability due to low back pain, whereas the maximum score is 100 and equates to extreme disability 
due to low back pain. 
 
Recording 
 
A separate recording sheet is provided to facilitate repeated measures over time.  The entire instrument 
should be administered and scored on every assessment. 
 
Comparison 
 
Comparisons can be made over time by comparing the total score between two occasions of testing. 
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Interpretation 
 
Clinicians can choose the most appropriate way to tell the story of change in status over time using the generic 
patient-specific scale.  Clinicians need to decide whether to compare the: 
 

 Subsequent assessment score with the initial or previous score; and 

 Raw scores or percentage change. 

 

Scoring options include: 

1. Change in total raw score, between the initial and subsequent assessment calculated by: 
(initial total score ς subsequent total score) 

2. Change in total raw score, between the previous and subsequent assessments calculated by: 
(previous total score ς subsequent total score) 

3. Percentage change in total score, between the initial and subsequent assessment calculated by  
((initial total score ς subsequent total score) / initial total score) * 100 

4. Percentage change in total score, between the previous and subsequent assessments calculated 
by: 

((previous total score ς subsequent total score) / previous total score) * 100 

In addition, valuable information may also be obtained by examining the responses to individual questions, to 
assess whether patients are reporting consistent problems with some aspects of the low back pain experience, 
which may not be responding to treatment.  Regardless of the scoring method used, a decrease in disability due to 
low back pain is interpreted as a decrease in the total raw score or a decrease in the raw domain scores, on 
repeated measurements. 
 
Validity, reliability and sensitivity to detect change over time 
 
The Oswestry Disability Index has been extensively tested for validity, reliability and sensitivity to detect change 
over time.  It has been reported to have acceptable face validity, in that it assesses a limited range of physical 
functions, which include pain intensity, personal care, lifting, walking, sitting, standing, sleeping, sex life, social life 
and traveling (Roland and Fairbank 2000).  It, however, does not asseǎǎ ŀ ǇŀǘƛŜƴǘΩǎ ŀōƛƭƛǘȅ ǘƻ ōŜƴŘΣ ƪƴŜŜƭΣ ǘǿƛǎǘΣ ǘǳǊƴ 
ƻǊ Řƻ ǎǳŘŘŜƴ ƳƻǾŜƳŜƴǘǎ ƻǊ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŜƳƻǘƛƻƴŀƭ ǎǘŀǘŜΦ 
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The results of the Oswestry Disability Index have been compared with a wide variety of physical function, pain and 
psychological outcome measures, in order to determine construct validity.  As hypothesised, the Oswestry 
Disability Index was strongly associated with the Low Back Outcome Scale (Greenough and Fraser 1992), Pain 
Disability Index (Gronblad et al 1993), Roland-Morris Low Back Pain and Disability Questionnaire (Co et al 1993), 
Waddell Disability Index (Waddell and Main 1984) and the SF-36 (Taylor et al 1999).  In addition, moderate 
strength associations were found between the Oswestry Disability Index and ratings of pain, such as pain intensity 
as measured by a visual analogue scale (Gronblad et al 1992) and the McGill Pain Questionnaire (Haas and Nyiendo 
1992, Melzack 1975), and psychological tests, such as the Minnesota Multiphasic Personality Inventory (Millard 
and Jones 1991).  The Oswestry Disability Index has been found to be a predictor of isokinetic performance 
(Kaivanto et al 1995) and isometric endurance of the lumbar musculature (Kuukkanen and Malka 1996).  However, 
a weak association exists between the Oswestry Disability Index and lumbar range of movement (Gronblad et al 
1997). 
 
High levels of test-retest reliability have been demonstrated in patients suffering from low back pain, with 
administrations of the questionnaire being conducted over various periods of time, such as within 24 hours 
(Fairbank et al 1980), four days apart (Kopec et al 1996), after a week (Grondblad et al 1993) and six weeks apart 
(Davidson and Keating 2002).  The Oswestry Disability index is more sensitive to detect change in status over time 
compared with the Sickness Impact Profile (Deyo and Centor 1986). It is recommended that a change of four points 
is required to indicate a clinically significant change in status (Meade et al 1990). 
 
References 
 
Boden S (1998): Outcome assessment after spinal fusion: why and how? Orthopaedic Clinics of North America 29: 
717:728. 
Co Y, Eaton S and Maxwell M (1993): The relationship between the St Thomas and Oswestry disability scores and the 
severity of low back pain. Journal of Manipulative and Physiological Therapeutics 16: 14-18. 
Davidson M and Keating J (2002): A comparison of five low back disability questionnaires: reliability and 
responsiveness. Physical Therapy 82: 8-24. 
Deyo R, Battie M, Beurkens A, Bombardier C, Croff P, Koes B, Malmivaara A, Roland M, Von Korff M and Waddell G 
(1998): Outcome measures for low back pain research: a proposal for standardized use. Spine 23: 2003-2013. 
Deyo R and Centor R (1986): Assessing the responsiveness of functional scales to clinical change: an analogy to 
diagnostic test performance. Journal of Chronic Disease 39: 897-906. 
Fairbank J (1995): Letter. Spine 20: 1535. 
CŀƛǊōŀƴƪ WΣ /ƻǳǇŜǊ WΣ 5ŀǾƛǎ W ŀƴŘ hΩ.ǊƛŜƴ W (1980): The Oswestry low back pain disability questionnaire. Physiotherapy 
6: 271-273. 
Fairbank J and Pynsent P (2000): The Oswestry disability index. Spine 25: 2940-2953. 
Greenough C and Fraser R (1992): Assessment of outcome in patients with low-back pain. Spine 17: 36-41. 
Gronblad M, Hurri H and Kouri J (1997): Relationships between spinal mobility, physical performance tests, pain 
intensity and disability assessments in chronic low back pain patients. Scandinavian Journal of Rehabilitation Medicine 
29: 17-24. 
Gronblad M, Hupli M, Wennerstrand P, Jarvine E, Lukinmaa A, Kouri J-P and Karaharju E (1993): Interco-relation and 
test-retest reliability of the pain disability index (PDI) and the Oswestry disability questionnaire (ODQ) and their 
correlation with pain intensity in low back pain patients. Clinical Journal of Pain 9: 189-195. 
Haas M and Nyiendo J (1992): Diagnostic ability of the McGill Pain Questionnaire and the Oswestry Disability 
Questionnaire for classification of low back syndromes. Journal of Manipulative and Physiological Therapeutics 15: 90-
98. 
Hudson-Cook N, Tomes-Nicholoson K and Breen A (1989): A revised Oswestry disability questionnaire. In: Roland M 
and Jenner J (eds.): Back pain: new approaches to rehabilitation and education. Manchester: Manchester University 
Press, pp: 187-204. 
Hupli M, Sainio P, Hurri H and Alaranta H (1997): Comparison of trunk strength measurements between two different 
isokinetic devices used at clinical settings. Journal of Spinal Disorders 10: 391-397. 



The Centre for Allied Health Evidence (CAHE) 
 
CAHE Outcomes Calculator: Musculoskeletal Userôs Manual 

 
 

 

97 

 

Kaivanto K, Estlander A, Moneta G et al (1995): Isokinetic performance in low-back pain patients: the predictive power 
of the self-efficacy scale. Journal of Occupational Rehabilitation 5: 87-99. 
Kopec J, Esdaile J, Abrahamowicz A, Abenhaim L, Wood-Dauphinee S, Lamping D and Williams J (1996): The Quebec 
Back Pain  Disability Scale: conceptualisation and development.  Journal of Clinical Epidemiology 49: 151-161. 
Kuukkanen T and Malkia E (1996): Muscular performance after a 3 month progressive physical exercise program and 9 
month follow-up in subjects with low back pain: a controlled study. Scandinavian Journal of Medicine and Science in 
Sports 6: 112-121. 
Meade T, Dyyer S, Browne W, Townsend J and Frank A (1990): Low-back-pain of mechanical origin: randomised 
comparison of chiropractic and hospital outpatient treatment. British Medical Journal 300: 1431-1437. 
Meade T, Dyyer S, Browne W and Frank O (1995): Randomized comparison of chiropractic and hospital outpatient 
management for low-back pain: results from extended follow-up. British Medical Journal 311: 349-351. 
Melzack R (1975): The McGill pain Questionnaire: major properties and scoring methods. Pain 1: 277-299. 
Roland M and Fairbank J (2000): The Roland-Morris disability questionnaire and the Oswestry disability questionnaire. 
Spine 25: 3115-3124. 
Millard R and Jones R (1991): Construct validity of practical questionnaires for assessing disability of low-back pain. 
Spine 16: 835-838. 
Taylor S, Taylor A, Foy M and Fogg A (1999): Responsiveness of common outcome measures for patients with low back 
pain. Spine 24: 1805-1812. 
Waddell G and Main C (1984): Assessment of severity in low-back disorders. Spine 9: 110-120. 
Oswestry Disability Index (Version 2.0) 

 
 



The Centre for Allied Health Evidence (CAHE) 
 
CAHE Outcomes Calculator: Musculoskeletal Userôs Manual 

 
 

 

98 

 

Could you please complete this questionnaire? It is designed to give us information as to how your back (or 
leg) trouble has affected your ability to manage in everyday life. 
 
Please answer every section. Mark one box only in each section that most closely describes you today.  
 
 
Section 1- Pain Intensity 
Æ I have not pain at the moment. 
Æ The pain is very mild at the moment. 
Æ The pain is moderate at the moment. 
Æ The pain is fairly severe at the moment. 
Æ The pain is very severe at the moment. 
Æ The pain is the worst imaginable at the moment. 
 
 
 
Section 2- Personal Care (Washing, Dressing, etc.) 
Æ I can look after myself normally without causing 
extra pain. 
Æ I can look after myself normally but it is very 
painful. 
Æ It is painful to look after myself and I am slow and 
careful. 
Æ I need some help but manage most of my 
personal care. 
Æ I need help every day in most aspects of self care. 
Æ I do not get dressed, wash with difficulty and stay 
in bed. 
 
Section 3- Lifting 
Æ I can lift heavy weights without extra pain. 
Æ I can lift heavy weights but it gives extra pain 
Æ Pain prevents me from lifting heavy weights off 
the floor, but I can manage if they are conveniently 
position, e.g., on a table. 
Æ Pain prevents me from lifting heavy weights but I 
can manage light to medium weights if they are 
conveniently positioned. 
Æ I can lift only very light weights. 
Æ I cannot lift or carry anything at all. 
 
 

 
Section 4- Walking 
Æ Pain does not prevent me walking any distance. 
Æ Pain prevents me walking more than 1 mile. 
Æ Pain prevents me walking more than ¼ mile. 
Æ Pain prevents me walking more than 100 yards. 
Æ I can only walk using a stick or crutches. 
Æ I am in bed most of the time and have to crawl to 
the toilet. 
 
Section 5- Sitting 
Æ I can sit in any chair as long as I like. 
Æ I can only sit in my favourite chair as long as I like. 
Æ Pain prevents me from sitting more than 1 hour. 
Æ Pain prevents me from sitting more than half an 
hour. 
Æ Pain prevents me from sitting more than 10 mins. 
Æ Pain prevents me from sitting at all. 
 
 
 
 
Section 6- Standing 
Æ I can stand as long as I want without extra pain. 
Æ I can stand as long as I want but it gives me extra 
pain. 
Æ Pain prevents me from standing for more than 1 
hour. 
Æ Pain prevents me from standing for more than 
half and hour. 
Æ Pain prevents me from standing for more than 
10minutes. 
Æ Pain prevents me from standing at all. 
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Section 7- Sleeping 
Æ My sleep is never disturbed by pain. 
Æ My sleep is occasionally disturbed by pain. 
Æ .ŜŎŀǳǎŜ ƻŦ Ǉŀƛƴ L ƘŀǾŜ ƭŜǎǎ ǘƘŀƴ с ƘƻǳǊǎΩ ǎƭŜŜǇΦ 
Æ Because of pain I have less than 4 hours sleep. 
Æ Because of pain I have less than 2 hours sleep. 
Æ Pain prevents me from sleeping at all. 
 
 
 
Section 8- Sex Life 
Æ My sex life is normal and causes no extra pain. 
Æ My sex life is normal but causes some extra pain. 
Æ My sex life is nearly normal but is very painful. 
Æ My sex life is severely restricted by pain. 
Æ My sex life is nearly absent because of pain 
Æ Pain prevents any sex life at all. 
 

 
Section 9- Social Life 
Æ My social life is normal and causes me no extra 
pain. 
Æ My social life is normal but increases the degree 
of pain. 
Æ Pain has no significant effect on my social life 
apart from limiting my more energetic interests, 
e.g., dancing, etc. 
Æ Pain has restricted my social life and I do not go 
out as often. 
Æ Pain has restricted my social life to my home. 
Æ I have no social life because of pain. 
 
Section 10- Travelling 
Æ I can travel anywhere without extra pain. 
Æ I can travel anywhere but it gives extra pain. 
Æ Pain is bad but I manage journeys over 2 hours. 
Æ Pain restricts me to journeys of less than 1 hour. 
Æ Pain restricts me to short necessary journeys 
under 30 minutes. 
ÆPain prevents me from travelling except to receive 
treatment. 
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Backache Index      

 
Background 
 

The Backache index (BAI) was developed to facilitate standardized measuring procedure of impairment in patients 
with back complaints without using inclinometers.  It includes the presence or absence of pain with respect to 
different lumbar movements resulting in outcome scores for five impairment examinations of the trunk. The tests 
consisted of one flexion test, both sides of lateral flexion and extension combined with both sides of lateral flexion. 
 
Scoring 
 

Each of the five active ranges of motion is actively performed by the patient standing relaxed in an erect position. 
The observer makes his assessment by using a scoring system that includes pain factors obtained by asking the 
patient, and combined with the stiffness estimation at the end of the different lumbar motions. The results are 
recorded using a four-point score, where: 
0: no irritation and full range of motion 
1: irritation but no pain at full range of motion  
2: pain but full range of motion is possible 
3: severe pain and reduced range of motion (muscular contractions possible) 
 
The Backache index is equal to the sum of scores for the five lumbar movements, with the maximum score of 15.  
 
Recording 
 

A separate recording sheet is provided to facilitate repeated measures over time. 
 

Interpretation 
 

Higher score means greater back impairment.  
 
Minimal clinically important difference to detect changes in pain rating, disability and lumbar spine impairment 
should be equal or more than one point.  
 

Validity and reliability  
 

¢ƘŜ ǾŀƭƛŘƛǘȅ ƻŦ ǘƘŜ .!L ǿŀǎ ŜȄǇƭƻǊŜŘ ōȅ ǳǎƛƴƎ tŜŀǊǎƻƴΩǎ ǇǊƻŘǳŎǘ ŎƻǊǊŜƭŀǘƛƻƴ ŎƻŜŦŦƛŎƛŜƴǘǎ ōŜǘǿŜŜƴ ǘƘŜ .!L ŀƴŘ ǘƘŜ 
other measures assessed at baseline, for example, pain sensitivity, pain descriptions, and disability indexes. A good 
and significant correlation was found between the BAI and the Oswestry Disability Index (R=0.62), followed by the 
McGill Pain Questionnaire (MPQ)-Total Pain Rating Index (R=0.57).  The correlation between the BAI and the MPQ- 
total number of words chosen in the sensory, affective, and evaluative subscales was significantly moderate 
(R=0.48), less with the VAS (R=0.46), but poor with the MPQ-Quality of Life Index 
(R=0.43). 
 

There was no significant difference (p=0.65) between the mean BAI of one observer (4.45±2.4) and the results of 
retesting by another observer (4.35±2.3). The inter-observer (absolute) agreement of all five outcomes between 
ǘƘŜ ǘǿƻ ƻōǎŜǊǾŜǊǎ όƴҐнлύ ǿŀǎ ƎƻƻŘ ŀƴŘ ŜȄŎŜƭƭŜƴǘ ŦƻǊ ǘƘŜ .!L ǿƛǘƘ ŀƴ L// ʰҐлΦфррΦ  
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