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same time (Streiner andorman 1995).

Content validity /I 2yiSyid @FrtARAGE Aad RSTAYSR I A
instrument appears logically to examine and comprehensively include
FdzZA f a021LIS 2F GKS OKFNIOGSNRAGA
(Bowling1997).

Construct validity The assessment of construct validity is an ongoing process, involving t
comparison of outcome instrument findings to other evidence (Beatie
2001, Bowling 1997). In general, construct validity is established throt
the develgment of hypotheses concerning the behaviour of the outcon
instrument, in various situations and populations.
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1995).
Testretest reliability Testretest reliabiliy provides information about the extent to which the

same results are gained on repeated use of the outcome instrument o\
time, when no change is expected (Beatie 2001, Simmons et al 1999).

Validity Validity provides evidence that an outcome instrumergasures 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 siri®; kPa series of staged research strategies.
Preliminary investigations comprised:

. Widespread 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 aliilitabf
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 Austia@h 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)

TheteY W2dziO02YSQ AYyO2NLRN}(GSa GKS KSFHfGK 3JFAYy FyR O2
many conditions, this involves an episode of care (a number of linked occasions of service). Currently the most
common type of outcome information is onstpor 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 informatiorollected 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
mechanisnfor 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 txilitate 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 btesd into the Outcomes
Calculator by administrative staff. This avoids the potential bias by the clinician and ensures that the
LI GASYy(Qa @ASs 2F GKSANI O2yRAGAZ2Y A& NBO23IyAaSRo
for each outcome mesure 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 conteid within the CAE Outcomes Calculator Versiohdve been selected on

their psychometric properties (validity, reliability, sensitivity to detect change over time and clinical utility
for patient populations withperipheral joint disoders). The outcomemeasures 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 ctained in this Versiob 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
GKS 22NIR I SIFHtGK hNBFYAT A2y Qa dgdefiniierds). Ly G SNY | G A 2

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 otpatietails 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 OrganizatR®01)

Functioning and Disability

Components Body Functions and structures Activities and Participation
Domains Body Functions Life areas
Body Structures (tasks, actions)
Constructs Change in body functions (physiologicd Capacity executing tasks in a standarg
Change in body structures (atomical) 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 compongmtssociated with functionindisability (World Health Organization 2001)

In the context of health:

Body functionsare the physiological functions of body systems (inclugisygchological functions).
Body structuresare anatomical parts of the body such as organs, limbs and their components.
Impairmentsare problems in body function or structure such as a significant deviation or loss.
Activity is the execution of a task ocion by an individual.

Participationis involvement in a life situation.

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

Participation restrictionsare problems an individual may experience in involvement in lif@sduos.
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Table 1.2Summary of outcome measures contained in the Outcomes Calculator

Measurement construct Outcome measure
Impairment GPQ

GCPS

SF_MPQ

BI

Joint range of Motion
ImpairmentActivity Limitation LBOS

DASH

ULFI

ASEShoulder form
SPADI

SRQ

Pem Shoulder Score
PREE

PRTE

PRWE

Boston Questionnaire
AAQOS Lower Limb
AAOS Hip & Knee
Harris Hip Score
Non-arthritic Hip Score
KPS

AAQOS Foot & Ankle
FAAM

Kaikkonen Functional Score
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Activity Limitation / Participation Restrictiol

GPSS

DHI

MiDAS

WL-26

TUG

NDI

NPDS

WDQ

Copenhagen Neck Functional Disability Scale
NBQ

NPQ
RMQQuestionnaire
oDl

BBQ

Quebec Back Pain Disability Scale
BPFS

UEFI

SDGNL

SDQUK

0SS

SST

Michigan Hand Outcomes Score
LEFS

OHS

KOS

OKS

FFI

FABQ

RADLS

OMPSQ

WHMPI

Impairment/Activity Limitaion/Participation
Restriction

WQOSI
WORC
WOOS
HOOS
FAOS

Psychological Responses to
Impairment/Activity Limitation/Participatior
Restriction

Tampa Scale of Kinesiophobia (TSK)

Pain SelEfficacy Questionnaire (PSEQ)

Centre for Epidemiologic Studies Dewies Scale
(CESD)

Modified Somatic Perception Questionnaire (MSP(
Kessler Psychological Distress Scale (KPDS)

Quality of Life

RAND 36




' I 10
CAHE The Centre for Allied Health Evidence (CAHE)

Unversity of Centre for Allled
South Australia Haslth Fvidence

CAHE Outcomes Calculator: Musculoskeletal U s e rMarsual

Table 1.3: Contact details of developers of selected outcome measures

CAHE has been given permission to use tbes®me measures in its Outcomes Calculator by the developers.

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

Reader in Anaesthesia, and Hon Consultant Anaesthetist
University Dept of Anaesésia,

Gartnavel General Hospital, (30/6 Shelley Court),

Gt Western Road, Glasgow, G12 OYN.

Tel 0141531-3716, Fax 014531-3771

Graded Chronic Pain Scale Michael Von Korff [vonkorff.m@ghc.org]

Center for Health Studies, Group Health Cooperative
Seattle, WA 98101

Phone 20&287-2874, Fax 20@87-2871

ShortForm McGill Pain Questionnaire Dr Ronald Melzack [melzack@psych.mcgill.ca]
Professor Emeritus

Department of Psychology

McGill University

1205 Dr. Penfield Avere

Montreal, PQH3A 1B1

Tel: (514) 398127, FAX: (514) 39896

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

VanderbiltUniversity Medical Center

9302 Medical Center East, South Tower

Nashville, TN 37232025

v: 615.322.4568, f: 615.322.5833

Dr Craig W. NewmgiNEWMANC @ccf.org]

The Cleveland Clinic

Audiology/A71, 9500 Euclid Av€levelandQhio 44195 US/
Phone: 216-445-8520,Fax:216-444-0187
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Migraine Disability Assessment
Questionnaire

Work-related Disability 26

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 78223003

Phone: 572149391, Fax: 572149451

Benjamin C. Amick Il
[Benjamin.C.Amick@uth.tmc.edu],
[bamick@sph.uth.tmc.edu]

Associate Professor of Behavioral Sciences and Epidemi
University of Texas Health Sciences €gertlouston

1200 Herman Pressler, E 909, Houston, TX 77225 USA
7135009496 (phone), 715009493 (fax)

Fear Avoidance Belief Questionnaire

Professor Gordon Waddelidrdon.waddell@virgin.nét
6 HeatherbraeBishopbriggs

Glasgow G64 2TAK

Tel / fax: +44 141 762 2724

Resumption of Activities of Daily Living Sc

Renee Williams, Phwilliam@mcmaster.ch
Assistant Professay School of Rehabilitation Science
McMager University

Bldg. T16, Room 128G

1280 Main St., W. Hamilton

Ontario Canada L8S 4K1

Orebro Musculoskeletal Pain Screening
Questionnaire

Steven Linton, Ph3teven.linton@bsr.oru.ge
(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, DepartmemtsNeurology, Psychiatry
and Psychology, Yale University

300 George Street

New Haven, CT

06511 USA

Phone: 2037852117

Robert.kerns@med.va.gov

Neck Disability Index

Dr. Howard Vernon [hvernon@cmcc.ca]
Canadia Memorial Chiropractic College, 1900 Bayview Al
Toronto, ON, CAN, M4G 3E6

Neck Pain and Disability Index

Dr Tony Wheelemonwheeler@yahoo.coirand Dr Paula
Goolkasionpagoolka@email.uncc.cdm

Pain Medicine Specialists

Pain and Orthopedic Neurology

Charlotte Spine Center

2001 Randolph Road

Charlotte, NC 28207

(704) 3322225, Fax{704) 3391448

http://www .psych.uncc.edu/pagoolka
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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 Disabilitgl&

Claus Manniche [cmanniche@sol.dk]
Professor

University of South Denmark

Idreet og Biomekanik

Odense

(+45)63621865, fax: 63621859

Neck Bournemouth Questionnaire

Jennifer E Bolton PhD
AngloEuropearCollege of Chiropractic,
13-15 Parkwood Rd, Bournerath

BH5 2DF, England.
jbolton@aecechiropractic.ac.uk

Northwick Park Questionnaire

Dr. Alison M. Leak

Director of Medical Education and Foundation Lead
Queen Elizabeth the Queen Mother Hospital

Margae Kent

{G t SGSNDR&a w2l R al NBHIFGS
Phone: 01843225544 Ext 62540
alison.leak@ekht.nhs.uk

RolandMorris Questionnaire

Professor Martin Rolangnartin.roland@man.ac.uk]
Director, National Primary CaResearch and Development
Centre

University of Manchester

Willamson Building, Oxford Road, Manchester M13 9PL
Phone 0161 275 7659 (secretary, Jane), Fax 0161 275 7

Oswestry Questionnaire

Jeremy Fairbank [jeremy.fairbank@ndos.ox.ac.uk]
ConsultaniOrthopaedicSurgeon

Nuffield OrthopaedicCentre

Oxford OX3 7LD, UK

Backache Index

Andre Farasyn

Faculty of Physical Education and Phydibarapy
Department of Physical Therapy, Vrije Universiteit Brusse
(VUB), Laarbeeklaan 1031B90,

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
AngloEuropean College of Chiropractic,
13-15 Parkwood Rd, Bournemouth

BH5 2DHzngland.
jbolton@aecechiropractic.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,
OntarioL8S 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

Carada M5G 2E9

Telephone Numbel(416) 9272027 extension 2173
Fax Number: (416) 924167
kbuccat@iwh.on.canddash@iwh.on.ca

Upper Limb Functional Index (ULFI)

Mr. C. Philip Gadd, 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, Fadylof Health Sciences,
Institute for Applied Health Sciences

Rm 430 1400 Main Street West, Hamilton,
Ontario L8S 1C7 Canada
stratfor@mcmaster.ca

' YSNAOIY {K2dz RSNJ |
(ASES) shoulder scale

Ms. Susan Shannon

The American Shoulder and Elbow Society
6300 N. River Road

Suite 727, Rosemont, lllinois 60018 USA
ases@aaos.orgndshannon@aes.org
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Shoulder Disability Questionnaice
Netherlands (SDQIL)

Dr. Danielle A.W.M. van der Windt

UHD, EMGO Instituut en afdeling Huisartsgeneeskunde,
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 Didaility Questionnaire; United
Kingdom (SD@K)

Prof. Alan Silman.

Professor of Rheumatic Disease Epidemiology
University of Manchester, Oxford Road, Manchester M13
9PT, United Kingdom

Alan.Silman@manchestac.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 Glie@search
University of Miami, Miller School of Medicine
Department of Physical Therapy, 5915 Ponce De Leon
building, % floor, Coral Gables, Fida 33146 USA
keroach@miami.edu

Simple Shoulder Test (SST)

Dr. Frederick Matsen
Department of Orthopaedics and Sports Medicine, Schog
Medicine, University of Washington, Seattle, Washington
USA

matsen@u.washington.edu

Shoulder Rating Questionnaire (SRQ)

5N wdziaStf 2 NNBYy G§KNYz al
Hospital for Special Surgery

535 East 7@street, New York, NY 10021, USA
ORoukeJ@HSS.EDU

Penn Shoulder Score (PSS)

Mr. Brian G. Leggin, M.S., P.T.
University of Pennsylvania Health System, Penn Therapy
Fitness, 3624 Market Street, Philadelphia, PA 19104 US4
brian.leggin@uphsipenn.edu

Western Ontario Shoulder Instability (WO€

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

Centre for Allled
Health Evidence

Unversity of
South Australia

' I 15
CAHE The Centre for Allied Health Evidence (CAHE)

CAHE Outcomes Calculator: Musculoskeletal U s e rMarsual

Western Ontario Rotator Cuff Index (WOR

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 Laboratq
Monsignor Roney AmbulatgrCare 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 Laboratg
Monsignor Roney Ambulatory Care Centre, 930 Richmon
Street, London, Ontario N6A 3J4, Canada.
macderj@mcmaster.ca

Patient Rated Wrist Evaluation (PRWE)

Dr. Joy C. MacDermid

Hand and Upper Limb Centre Clinicat&sch Laboratory,
Monsignor Roney Ambulatory Care Centre, 930 Richmon
Street, London, Ontario N6A 3J4, Canada.
macderj@mcmaster.ca

Boston Questionnaire

Dr. Barry P. Simmons

Chief, Hand and Upper Extremity Sae

.NRAIKEY YR 22YSyQa | 2 zakdici
Surgery, 75 Francis St., Bosthbtassachusetts 02115 USA
BSIMMONS@PARTNERS.ORG

Michigan Hand Outcomes Questionnaire

Dr. Kevin Chung thru Ms. Melisdaa8ver, MPH
Research Associate, Plastic Surgery Section
Department of Surgery, University of Michigan Medical
School, USA

mshauver@med.umich.edu

American Academy of Orthapdic
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.orgndresearchinfo@aaos.org
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American Academy of Orthopaedic
Surgeons (AAOS) Hip and Knee

Mr. Richard McGowan, MLS

Medical Research Librarian

Research & Scientif&ffairs Department
American Academy of Orthopaedic Surgeons
6300 N. River Rd, Rosemont IL 60018, USA
mcgowan@aaos.orgndresearchinf@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 Disabity and Osteoarthritis Outcome
Score (HOOS)

Professor Ewa Roos

Institute of Sports Science and Clinical Biomechanics
Faculty of Health Sciences, University of Southern Denm
Campusvej 55, DB230 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 Wiscori
Avenue, Bethesda, Maryland 2088600, 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, V|
Forest University, Winste8alem,

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 Denm
Campusvej 55, DB230 Odense, Denmark
eroos@health.sdu.dk

Knee Outcome Survey (K@QSDL Scale ani
Sports Activities Scale

Dr. James Irrgang

Associate Professor and Director of Clinical Research
Department of Orthopaedic Surgery,

University of Pittsburgh, School ofedicine, USA
irrgangjj@upmec.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 Clésearch
University of Miami, Miller School of Medicine
Department of Physical Therapy, 5915 Robe Leon
building, 8" floor, Coral Gables, Florida 33146 USA
keroach@miami.edu

American Academy of Orthopaedic
Surgeons (AAO§)oot & Ankle
Questionnaire

Mr. Richard McGowan, MLS

Medical Research Librarian

Re®arch & Scientific Affairs Department
American Academy of Orthopaedic Surgeons
6300 N. River Rd, Rosemont IL 60018, USA
mcgowan@aaos.orgndresearchinfo@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 Denm
Campusvej 55, DB230 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, U
martinr280@dug.edu

Kaikonnen Functional Scale (KFS)

Dr. Pekka Kanus

Accident & Trauma Research Centre, UKK Institute for
Health Promotion Research, P.O. Box 30;33501
Tampere, Finland.

pekka.kannus@uta.fi

Tampa Scale of Kinesiophobia

Steve Woby, Phteve.woby@pat.nhs.gk

Research Fellow (joint post)

Centre for Rehabilitation Science, University of Manchest
Depatment of Physiotherapy, North Manchester General
Hospital

Pain Selkfficacy questionnaire

Michael Nicholas

A/ Professor, Clinical & Research Psychologist Director o
ADAPT Pain Management Program

University of Sydney

miken@med.usyd.edu.au
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Centre for Epidemiologic Studies Depress
Scale

Modified Somati Perception Questionnaire

National Institute of Mental Health

Location:

6001 Executive Boulevard

Rockville, MD 20852

Mailing Address:

6001 Executive Boulevard

Bethesda, MD 20892

Chris J. Mairc(j.main@cphc.keele.ac.ik
Prestwich Hospital, Bury New Road,
Prestwich, Manchester,England M25 7BL, U.K.

Kessler Psychological Distress Scale

Ronald C. Kessler, Plkessler@hcp.med.harvard.epu
Harvard Medical School

Department of Health Care Policy

180 Longwood Avenue

Boston, MA 02115899

Phone: 1 61#432-3587

Fax: 1 61#432-3588

Patient Satisfaction subscales

Dan Cherkin, Phizherkin.d@ghc.oig

Acting Director, Group Health Center for Health Studies
1730 Minor Avenue Suite 1600

Seattle, WA 98101

Tel: (206) 282875, Fax: (206) 28871

RAND 36

RAND hereby grants peission to use "RAND 3@ m Short
Form Health Survey" in accordance with the follow
conditions, which shall be assumed by all to have b
agreed to as a consequence of accepting and using
document:

1. Changes to the Health Survey may be made with
the written permission of RAND. However, all su
changes shall be clearly identified as having b|
made by the recipient.

2. The wuse of this Health Survey accepts
responsibility, and agrees to indemnify and hc
RAND harmless, for the accuracy of aanslations
of the Health Survey into another language and
any errors, omissions, misinterpretations, ¢
consequences thereof.

3. The wuser of this Health Survey accepts
responsibility, and agrees to indemnify and hc
RAND harmless, for any requences resulting
from the use of the Health Survey.

4. The user of the 3tem Health Survey will provide
credit line when printing and distributing thi
document acknowledging that it was developed

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

: : 19
CAHE The Centre for Allied Health Evidence (CAHE)

Unversity of Centre for Allled
South Australia Hoslth Evidence

CAHE Outcomes Calculator: Musculoskeletal U s e rMarsual

References

Bialocerkowski A, Grimmer K and Bain G (2000): Wrist outcome instruments: a review of content and quality.
International Journal of Quality in Health Ca&Z 149157.

Bialocerlowski A, Grimmer K and Bain G (2003): Validity of the patemitsed wrist outcome instrument: do
impairments represent functional ability?and Clinicd9: 449455.

Burton AK, Tillotson KM (1991): Prediction of the clinical course of low back troutdersltivariate modelsSpine

16: 7-14.

Burton AK, Tillotson M, Main CJ, Hollis S (1995): Psychosocial predictors of outcome in acute and subchronic low
back trouble. Spine20: 722728.

Cherkin DC, Deyo RA, Street JH, Barlow W (1996): Predictingytocomes for back pain seen in primary care using

LI GASyiaQ Spimedl: 20002007S NA | ®

Croft PR, Papageorgiou AC, Ferry S, Thomas E, Kayson MIV, Silman AJ (1996): Psychological distress and low back
pain: evidence from a prospective study in trengral population.Spine20: 27312737.

Frymoyer JW and CaBaril W (1987): Predictors of low back pain disabili@jin Ortho®221: 8998.

Gatchel RJ, Polatin PB, Mayer TG (1995): The dominant role of psychosocial risk factors in the development of
chronic low back pain disabilitySpine20: 27212630.

Grimmer K, Beard M, Bell A, Chipchase L, Edwards E, Fulton | and Gill T (2000): On the constructs of quality
physiotherapyAustralian Journal of Physiotherap§:3-7.

Grimmer K, Kerr J, Hughes KotTP and Pitt M (1998): An Overview of the Australian Physiotherapy Association
Accredited Practice Data Collection 19®Bustralian Journal of Physiotherag#: 6163.

Grimmer K and Milanese S (2002): Training Package for Providers of Physical Tiréatimgmed Workers: Using
EvidenceBased Practice and Treatment Outcomes. Developed for WorkCover NSW (Prevention, Education and
Research Grant Scheme).

Grimmer K, Sheppard L, Pitt M, Magarey M and Trott P (1999): Differences in stakeholder expeatatians
outcome of physiotherapy management of acute low back platernational Journal for Quality in Health Care

155162.

Grimmer K, Sheppard L, Gill T, Cockington T, Vanduren K, Murphy K, Anderson J and Schilling P (2000). Quality
management systas for allied health: a collaborative approach with the Department of Veterans Affairs. ISBN 0
86803 6552, Report prepared for Department of Veterans Affairs.

Research Committee (Vic Branch) APA and invited contributors (1999): Evixbssezk practiceAudralian Journal

of Physiotherapyb: 167171.

Waddell G, Newton M, Henderson I, Somerville D, Main CJ (1993):-A 8& A R yOS o6St ASF¥Qa | dzsSa
and the role of fearavoidance beliefs in chronic low back pain and disabilRgin52: 157168.

Waddell G, Somerville D, Henderson |, Newton M (1992): Obijective clinical evaluation of physical impairment in
chronic low back painSpinel7: 617628.

World Health Organization (2001): International classification of functioning, disability anchh&aheva: World

Health Organization.



: : 20
CAHE The Centre for Allied Health Evidence (CAHE)

Unversity of Centre for Allled
South Australia Hoslth Evidence

CAHE Outcomes Calculator: Musculoskeletal U s e rMarsual

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 necessitpjective, as the way it is
perceived is relative to individual experience and personality. A number of different ways of measuring

LI Ay KIF @S O2yaSlidsSyite 6SSy RSOSt2LISRD I Ot Ay AC
of measurement, th 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
(MelZ O1 MpTpO® ¢2 FLIINZBLNARFGSte RSaAaONARGS | LI GASYGa
interpreted together, as a change in one construct may not reflect a change in the other. For instance, it is
important to distinguish the patienivho 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. Therapistsencouraged 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 Calcutaopiiets outcome throughout the episode

2F OFNB Ay GSN¥a 2F OKIFIy3dS Ay Nrg &a02NBI |yR OKLFly.
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 Griargtioency 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 usig the same measurement scale.

Time frames of measurement

Therapists are encouraged thoose 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
oftheuntiRAYSYyaAz2yltt YSI aAd2NBYSy A yOo2yk3S LiGHasRl RIIETQ AKES QiKA2Y:
GKS alFryYS GAYS FTNIYS aK2dA R 06S OK2aSy T2NJ AyiSyaad
measured in this calculator.

Validity and reliability

The validity of measurement of paintensity and frequency using scales consisting of numbers or words
continues to be debated. Therapists usingdimensional pain scales need to remember that these are an

attempt to measure only two aspects of what is essentially a multidimensionadyaganience. The reliability of

LI GASyGQa lFaaSaayYSylu 2F LIAY AydSyarade FyR FTNBIdSy
particularly when pain is acute.
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Recording

If staff in a clinic decide to record pain intensity and fiesggy 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 assgssmesvaluate 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 treatmentsdieated 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 pmeorbid condition (i.e. without any pain, or to their pre

morbid pain intensity andéquency state).

Combining scales

Where therapists choose numbbased 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 aproach 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
PainFrequency | 1. NIRS 2. VGIRS 3. AVAIS
1. Time count | Multiply Multiply
2. VGFRS Graph
simultaneously
3. AVAFS Multiply Multiple

Options for Unidimensional Pain Frequency Scales

1. Time count:How many days in the past week have you experience® @k
How many hours in the past day have you experience®p@R
How many hours in the past 2 days have you experience@ pain

This frequency measure of pain provides a whole number that describes pain frequency in the recent past (a
week, two dag 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 ajpriate (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 leasttaoedays). The time

period for questioning should be indicated on the calculator using the drop ddsvyl rdz tKS WoSYyOKY!
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 (VGAR8)s 2 F 4GSy Ay (GKS tFad oXou |
pain? Pleasehoose one of the categories.

No Pain Occasional Half the time Most of the Pain all the time
time

This scale reflects a set of ordered descriptive categories of pain frequency which the Outcomes
Calculator represents on the y axis of the outcenggaph. A standard time frame of questioning
daK2dzZ R 0SS dzaSRX adzOK a QiKS trad RFeQs WiKS 1
be indicated on the drofR2 6y YSydz 2y (GKS OFf Odzt I G2 N ¢ KS
movementthroB K 2 dzi G KS FNBIjdzSyOe OFiS3a2NASE RdzZNAYy 3 (K¢

3. Absolute Visual Analogue Frequency Scale (AVAFS)s 2F Sy Ay GKS flFad 6Xodo
pain? This line represents a continuum of pain frequency experiences, wherelafehe line
representsno painand the other representgain occurring all the timePlease make a mark on the
fAYS SKAOK 06Sai NBLINBaSyda @2dzNJ LI Ay FNBIjdzSyoe

No Pain Pain all the time

Consequently, the Absolute Visual Analogerequency Scale reflects an abstract approach to
YSFadaNAy3d LI AY FNBIdSSydOe 6KSyOS GKS dzasS-ah& (KS
numberfree, and where the patient places a mark on a 10cm line indicating the level of pain
frequency. Tere is debate about whether on repeated testing, therapists should discuss with

LI GASYyGa 6KFG GKSANI LINBGA2dza a02NBa 6SNBO ¢ K
side of the line using a centimetre ruler, and entered into the calculaging up to two decimal

L I OSao ¢tKS WoSYOKYFN] Q akK2dZ R 6S aiSIFrRe Y20SY!

Options for Unidimensional Pairintensity Scales

Numeric Intensity Rating Scale (NIRS) Ly (1 KS | a (g 10Xwh&e 1@ ig'paih as a0 bsfitSan 2 T n
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 scalel(Q). It is assumed thahe level of pain
experienced is abnormal for the patient, and is therefore memorable for them. The Outcomes
[t Odzf FG2N) faz2 FaadzySa GKIFG GKS LI GASydGQa NB
LISNA2R® LT GKS ( KENI LNl QWe ANHBY a2 Vs | NS & 2
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 éptitme

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.

al
a K
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1. Verbal Graphic Intensity Rating Scale (VGIRS)

No Pain Mild Moderate Strong Pain as bad as
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 franuesifoging

aK2dZ R 0S dzZaSRI &a4dzOK |a QiKS flad RI&Qzr WGkKS I
be indicated on the drofR2 6y YSydz 2y (GKS OFf Odzt I G2 N ¢ KS
movement throughout the intensity categories duriigk S SLJA a2 RS 2F OF NB (2 4 NJ

2. Absolute Visual Analogue Intensity ScdE0cm longHow bad has your (average) pain been in the
flaGd 6XdOK ¢tKAE fAYS NBLINBaSyda I O2yGAydzzy 27
representio pain and the other representgain as bad as it can bePlease make a mark on the line
GKAOK 0Said NBLINBaSyida @2dzNJ LI Ay FNBIldsSyode Ay (K

No Pain Pain as bad as it can be

The Absolute Visual Analogue Intensity Scale (AVAIS) reflects aactbgproach to measuring pain
AyGSyarite o0KSyOS (GKS dzasS 2F GKS g-2andRumbeédied 2 f dzii S ¢
and where the patient places a mark on a 10cm line indicating the level of pain intensity. IT is
generally assumed that thai KAa A& GKS W @SNI3ISQ LI AY SELISNA
AYTF2NXIEGAR2Y 2y GKS g2NRG LI AY 2@0SNJ 0KS LINSaAONROG:
Of AYAOItT y2i3Sao LT GKS Wg2NRG LI A g @formatonY ST & dzl
about what activity/activities were associated with this pain. There is debate about whether, on
NBLISIFGISR (SadAy3ar GKSNILA&Ga aK2dzZ R RA&Odzaa oAl
by the therapist from the left handide of the line using a centimetre ruler, and entered into the

OF £ Odzf F 12NJ dzaAy3a dzlJ G2 G2 RSOAYIFE LI FOSao ¢ KS
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 ofndividuals irrespective of the chronicity of their pain, their diagnosis or area of injury (Thomas et al
1996).

Measurement

The Glasgow Pain questionnaire is &t@d, selfadministered questionnaire which assesses five pain domains:

pain frequency, pa intensity, ability to cope with pain, emotional reaction to pain and restriction of daily activity
RdzS G2 LI AYy® t I GASyGa O2YLXSGS Itf AdSya Ay (KS
corresponds to each statement regardingith@ain during the last month.

Scoring

Thomas et al (1996) recommend that a weighted numeric score is assigned to the ditud theponses, rather

than simply counting the total number of true responses, as occurs in other scales. The weigleted@oeach

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 raition 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 niesbn 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 sheis 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 emperieOver 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 painsitims 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 dog)abetween the initial and subsequent
assessments, can be calculated by:
(initial domain scorg 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 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 validitguemeat 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 (Perm 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 | rarely have pain 0.3846
I had the occasional pain orsdomfort 0.7692
| often had some pain or discomfort 2.3077
I had pain frequently 26923
I had pain all the time 3 8462
Intensity The pain was mild 0.5556
The pain was uncomfortable 1.3889
The pain was moderate 1.3889
I had some strong pain 1.9444
The pain was severe 2.2222
The pamn was intense 2.5000
Ability to cope The pain was a little difficult to cope with 1.4815
At times the pain was a bit hard to bear 2.2222
{2YSGAYSa L O2dzZ RyQiG aily 2.9630
The pain was unbearable at times 3.3333
Emotional reaction| | felt upset by the pain 2.0000
The pain got me down 2.4000
Pain had made me feel miserable 2.8000
| felt the pain was wearing me down 2.8000
Restriction of daily| Pain upset my normal routine 1.6216
activity My social life was affected lpain 1.8919
Pain stopped me from doing the things that | wanted 1.8919
| could hardly move for the pain 2.1622
Pain made everything come to a standstill 2.4324
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GLASGOW PAIN QUESTNAIRE

We would like you to answer some questions about any pain or discomfort you may hawethadast
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. Belowa isst of descriptions of pain. For each pain description tick t
box under TRUE if you have had pain or discomfort likeathaty timein the last month. Tick the box
under FALSE if you have not had pain like that described in the last month.

Plea® make sure you tick one TRUE or FAId8Every question
If you are not sure whether to answer TRUE or FALSE think if you could have said the phrase truthf
any time in the last month.

In the last month: TRUE FALSE

The pain was mild

The pain got me down

Pain upset my normal routine

| had pain quite frequently

The pain was moderate

The pain was unbearable at times

Pain made everything come to a standstill
Pain has made me feel miserable

| had the occasional pain or discomfort
{2YSOUAYSAa L 2dzad O2dzZ Ry Qi ad
The pain was severe

| could hardly move for the pain

| felt upset by the pain

| had pain all the time

The pain was intergs

| often had some pain or discomfort

At times the pain was a bit hard to bear
Pain stopped me from doing the things | wanted to do
The pain was uncomfortable

My social life was affected by pain

| rarely had ay pain

The pain was difficult to cope with

| felt the pain was wearing me down

| had some strong pain

s I B B O B B

i
R
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Graded Chronic Pain Scale (GCPS) (Korff et al 1992)

Background

The Graded Chronic Pain Scale was developed, by VdneKalf(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-fidint ordered, categorical scale-{@), and the remaining items
require the patient to provide information on pain frequency (Von Korff 2001).

Scoring

Characteristic Pain Intensity a 0 to 100 score derived from Gatiens 24:
Mean [Pain Right Now, Worst Pain, Average Pain] X 10

Disability Scores a 0 to 100 score derived from Questior8:6
Mean [Daily Activities, Social Activities, Work Activities] X 10

Disability Dayss from Question 5If using the 3 math version, multiply Disability Days by 2 before
calculating Disability Points.

Disability PointsAdd the indicated points for Disability Days (Question 5) and for Disability Score.

Disability Score

Sum of questions-8

3049 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
1530 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 | Characteristic Pain Intensity less than 50 and
Low Intensity less than 3 Disability Points.
Grade I Characteristic Pain Intensity of 50 or greater and
High Intensity less than 3 Disability Points.
High Interference
Grade Il 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 (Quesin 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. fAlgeclbange 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 manuals 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 tvan 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 sironth period. On reassessment the entire instrument should bea@ministered,

on a separateacording 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
retrospedivity of pain assessment (previous six months) in six of the seven questions precludes repeated
measurements being taken in less than ammbnth period. Thus, comparisons could be taken after a
second / third etc six month period using the entire instient. 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 sikmonth periods of reassessment to estimate improvements.
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Interpretation

The Graded Chronieain Scale ranks the magnitude of chronic pain in a hierarchical structure, so that
lower levels of severity (grades | and Il) are differentiated by pain intensity and high levels of severity by
interference with activities. Thus, interpretation of chasga pain should be based on the grade of the

reported pain. For example, patients at higher levels of severity (grades Il and IV) can show improvement

by reporting a decrease in disability even if pain intensity or persistence does not decrease.réstcont
improvements in pain, at grades | and Il, would be reflected a decrease in pain intensity (Von Korff et al
HAnno o wS3FNRfSaa 2F (GKS aSOSNAidGe 2F OKNRBYyAO L
interpreted as a decrease in the scores éaich 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 Paina® 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 beemdstrated between the Graded
Chronic Pain Scale and use of healthcare and medicines, depression and other outcome measures such as
the SF36 and Glasgow Pain Questionnaire, in patients from general practice (Smith et al 1997, Penny et al
1999), those whdilled 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 testetest reliability, over a onenonth 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 gvibn K

Si It mMdppHO 2N SGARSYOS 2F (GKS DNIRSR / KNRYAO t I A
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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 havr 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 yollANATOMICAL SIT#&jn on a 0 to 10 scale at the present time, ttstight
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 ba
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"?

0 1 2 3 4 5 6 7 8 9 10
No Pain Pain as ba
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 ba
as it can be

5. About how many days in the last six months (or timeaths) have you been kept from your usual

activities (work, school or housework) becaus@AdATOMICAL SIT&in?
DISABILITY DAYS

6. In the past six months (or three months), how much fSATOMICAL SIT&ln 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 ba

as it can be
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7. In the past six months (or three months), how much fSATOMICAL SITjn 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 ba
as it can be

8. In the pastix months (or three months), how much hi@NATOMICAL SIT#&ln 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 ba
ast 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'tknow

a. Back pain 1 2 8

b. Neck pain 1 2 8

c. Headache or migraine? 1 2 8

d. Stomach ache or abdominal p&in 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

=
N
(o]

or the joint in front of the ear)?

(IF MORE THAN ONE PAIN PROBLEM ASK Q2, OTHERWISE SKIP TO Q3)
2. Which pain bothered you the most the past 6 months?

Back
Neck
Headache
Abdominal
Joint
Chest
Facial

Don't know
If more than one pain problem reported, ask pain grading questions about the pain problem at the anatomical site thatibothere
the respondent thenost in the last six months. If 'several’ pain problems were most bothersome, ask person to pick one for pain
grading questions.

S@moa0oTy
O~NOO U WNBE
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Shortform McGill Pain Questionnaire (S#PQ) (Melzack 1987)

This questionnaire was developed by Ronald Melzack and repeaduith 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 us€opyright R. Melzack, 1970, 1987.

Background

This inf'ument 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 onspagical,
obstetric, and low back and ne@ndshoulder pain patientsyhose pathology was nespecific. It is a
selfadministered 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 fst 11 descriptors represent the sensory component, and the final 4 descriptors (beginning
gAGK -SERINGRYBEAYIQ0 NBLINBASYy(G G(KS FFFSOGABS 0O02YLRYS
affective) are obtained by summing the intensity ratingg3(0for 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 [] [] X []
Stabbing [] X [] []
Sharp [l [l [l [l
Cramping [l [l [l [l
Gnawing [] [] [] []
Hot-burning [] [] X []
Aching L] L] [] []
Heavy [] [] [] []
Tender [] [] [] []
Splitting [] [] [] []
Tiringexhausting [] X [] []
Sickening [] [] [] []
Fearful [] [] [] X
Punishinecruel [] [] [] []

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 intensibg dbe 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 tbe 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 usisgghometric studies in English. However in a study

of 100 women with Fibromyalgia and Osteoarthritis, Burckhardt and Bjelle (1993) evaluated the Swedish
version & GKAA 1jdSaGA2yylFANB® ¢KS NBadzZ d6a AyRAOFGS
indicating good internal consistency. Testiest reliability in the above population ranged from 0.43 to

0.73 (Burckhardt and Bjelle 1993). Validity has besessed in terms of concurrent validity, in which SF

MPQ correlated highly with the major Pain Rating Index (PRI) indices of thefduondvicGill Pain
Questionnaire (LIMPQ) and was sensitive to traditional clinical therapies. The sensory, affective ahd tot
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 B3e(1993) also identified significant convergent construct validity
between SAMPQ and other pain measurementsSensitivity of the SKPQ has been demonstrated by
Melzack (1987) in which the $#PQ was able to differentiate between differences from treant 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: 781.
Melzack R (1987): The Shé&rm McGill Pain Questionnaifeain, 30:1947.



' ' 35
CAHE The Centre for Allied Health Evidence (CAHE)

Unversity of Centre for Allled
South Australia Haslth Fvidence

CAHE Outcomes Calculator: Musculoskeletal U s e rMarsual

ShortForm Mcgill Pain Questionnaire ($4pq)

A. Please describe your pain during the last wegRheck off one box per line.)

None Mild Moderate Severe
1.  Throbbing oA A 2 A 3 A
2. Shooting oA A 2 A 3 A
3.  Stabbing oA A , A 3 A
4.  Sharp oA A » A 3 A
5.  Cramping oA A , A 3 A
6. Gnawing oA A , A 3 A
7. Hot-burning oA A 2 A 3 A
8.  Aching oA A , A 3 A
9.  Heavy (like a weight) oA 1A A 3A
10. Tender oA A 2 A 3 A
11. Splitting oA A 2 A 3 A
12. Ting-Exhausting oA A 2 A A
13. Sickening oA A , A 3 A
14. Fearcausing oA A 2 A 3 A
15. PunishingCruel oA A 2 A 3 A

B. Please rate your pain during the last week.

CKS F2tft26Ay3 ftAYS NBLINBaSyila 2 a&g2 REFI ANDNBA GIAY 3
a vertical mark (|) across the line in the position that best describes yourduaing the last week.

No Worst Score in mm
Pain Possible oLy@SadaaAadal bz
Pain

C. Current pain intensity

oA No pain

1A Mild

» A Discomforting
s A Distressing

4 A Horrible

s A Excruciating
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Generic PatientSpecific Scale (GPSS) (Stratford et al 1995)

Background

The Patientspecific scale is a generic outcome instrument that assesses problem areas that are specific t
each individual (Stratford et al 1995). This type of outcome measure is based on the -patiged
(generated) approach, where patients identify their most problematic areas of functioning. This outcome
measure can be applied to any injured indivibireespective 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, reational and / or workelated activities. For each of these activities, the
patient rates the extent to which the activity is constrained, on an 11 pointscale (00 = ¢ A GK n Slj dz @
GAGK y2 LINROfSYaQ I yR .mOverfedtisisdaly Aso praided e ogporiiiniyRa A

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 detmined 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 {i
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 Inde:

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

2. Change in raw scores, between the previous and subsequent assessments, for tediyh ean
be calculated by:
(previous activity 1 scoresubsequent 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 scoreg subsequent totascore)

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

5. Percentage change, between the initial and subsequent assessmentsac¢h activity, can be
calculated by
((initial activity 1 scorg 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 actiity 1 score; 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 scoreg subsequent totakcore) / 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 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 othereyetl 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 tYfelip@tie
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 patierdentified activities, and seems valid for eadtipnt 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 th86SBr 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 tesest reliability have been demonstrated with patients with
lower back pain, knee dysfunction and cervical disord@itse patientspecific scale appears to be a more
sensitive measure to detect change in these populations compared with standaré geit health status
guestionnaires (Chatman et al 1997, Stratford et al 1995, Westaway et al 1998). However, thiseoutcom
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.
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Generic patientspecific scale

INITIAL ASSESSMENT
Please identifyup to 5 important activitieselated 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 activite#®z§ | Yy dzYoSNJ Ay GKS 062E I
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 /'FyQi R
no problems
Dates
A. ACTIVITY

ga b~ wNPE

For recording other difficulties which the patient may identify at later dates

g WNF

AT FOLLOWP VISITS

On previous vis#t, you had difficulty with the activities on the above list.
Today, how much difficulty do you have with these activiti€d@gse rate your level of difficulty in the
appropriate box using the scale above)

This form is adapted with permission of thetlaors and publisher, from Stratford P, Gill C, Westaway M
and Binkley J (1993physiotherapy Canadt/ (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.WnNewma
Background

This instrument evaluates the sglérceived handicapping effects imposed by vestibular system disease.
It was developed on patients presenting for vestibulometric tests, with-sjecific pathologies. It is
designed as a sedfdministeredquestionnaire and was originally developed in English.

Measurement and Scoring

This is &5 item instrument, which records answers as Yes, No, Sometimes. Three subscales are reported
(functional, emotional and physical). The questions correspontirepch 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 ando=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 beteen repeated scores could be made between raw scores, or as percentage change from
baseline (original) score.

Validity, Reliability and Sensitivity

The authors demonstrate @ NEy ol OKQa O2STFFAOASYd & LKF F2N Fi
(fundional subscale); 0.72 (emotional subscale) and 0.78 (physical subsdasjretest reliability is

reported as Pearson produetnoment correlation coefficient (same day): 0.97 (total score); 0.94
(functional subscale), 0.97 (emotional subscale) and @®sical 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 orsensitivity

References
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Dizziness Handicap Inventory

1. Does looking up increase yquroblem?

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 busines| v

recreation? €s
Sometimes
No

4. Does walking down the aisle of a supermaikerease your problem? C 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 acti| v

such as going out to dinnggoing to movies, dancing, or to parties? s
Sometimes
No

7. Because of your problem, do you have difficulty reading? Yes
Sometimes
No

8. Does performing more ambitious activities like sports, dancing, hous|« v

chores such as sweeping or pugidishes away increase your problem? €s
Sometimes
No

9. Because of your problem, are you afraid to leave your home without b v

some one accompany you? €s
Sometimes

No
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10. Because of your problem, have you been embarrassed in front ofs®ther |~ Yes

Sometime:

No

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

Sometime:

No

Yes
12. Because of your problem, do you avoid heights? o Sometime:

No

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

Sometime:

No

14. Beause of your problem, is it difficult for you to do strenuous housewol|i~

yardwork? Yes

Sometime:

No

15. Because of your problem, are you afraid people may think you are intoxis |~ Yes

Sometime:

No

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

Sometime:

No

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

Sometime:

No

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

Sometime:

No
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19. Because of your problem, is it ditflt for you to walk around your house in |~ v
the dark? €s

o .
Sometime:

“ No

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

Sometime:

No

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

Sometime:

No

22. Has your problemlaced stress on your relationships with members of you |

family or friends? Yes

Sometime:

No

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

Sometime:

No

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

Sometimes

No

25. Does bending over increase your problem? . Yes

Sometime:

No
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Migraine Disability Assessment Questionnaire (MIDAS)

© 1997 Innovative Medical Research ~ Reproduced with permission from author Walter Stewart

Background

This instrument assess headacheelated disability with the aim of improving migraine care. It was
developed on individuals using a computessisted telephone interview diagnosis of migraine headache
(reliability study), or physician confirmed migraine diagnosis (validitgyy. The pathology of the
headaches was not specified. The instrument is aasiffinistered questionnaire, written originally in
English.

Measurement and Scoring

The instrument contains 7 items of which 5 are used to derive the MIDAS scorese fiMeeitems record
the number of days in the past three months on which migraine interfered with usual activities.

Grading System for MIDAS Questionnaire

Score Grade Definition

0 a dzy 25§

0-5 I Minimal or infrequent disability
6-10 Il Mild or infrequent disability
11-20 [ Moderate disability

21+ v Severe disability

Validity, Reliability and Sensitivity

The instrument has a reported hightérnal consistency using N2y ol OKQa O2SFTFAOASY
0.73 (UK). Itsesstretest relability is reported byPearson correlation coefficients (21 or 22 days): 0.80

(total score) and ranged from 0.8168 (US) and 0.52.82 (UK) for individual questions. Face validity is
indicated as 89% of primary care physicians, neurologists and headpartialists sampled rated the
aL5!{ a4 GOSNEB SlLae¢e¢sxs aSlraeé¢ 2N ayz2d RAFFAOdZL (¢
judgements about pain, disability and the need for medical care. Content validity is indicated by Pearson
correlation coeficients between individual MIDAS items and composite measures fromda@diary

6WaA2f R adlyRIFINRQO NIYy3ISR FNBY nopn 2 ndtt YR 0S5
(0.63) indicate that the MIDAS provides a reasonably accurate corapogiisure of headache related

disability. There is no information @ensitivity.

Reference

Stewart WF, Lipton RB, Dowson AJ and Sawyer J (2001): Development and testing of the Migraine Disability
Assessment (MIDAS) Questionnaire to assess headatdted disability Neurology 56: S26528.
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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 ifdidunot do the
activity in the last 3 months.

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

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

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

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

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

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

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

Total days

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

(If a headache lasted more than 1 day, coeath day)
B On a scale of-Q0, on average how painful were these headaches days

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

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.



' I 46
CAHE The Centre for Allied Health Evidence (CAHE)

Unversity of Centre for Allled
South Australia Health Evidence

CAHE Outcomes Calculator: Musculoskeletal U s e rMarsual

Work-related Disability (WE26) (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 questioimsthe last three disability indexes (for neck and back pain). Th26N4d

thus more in line with the 2000 WHO classifications of disease, with the focus on activity and ability,

NI} §KSNJ GKIYy RAaloAfAGED 91 OK flj @S54 (iAK2Sy (INMBYGINZD Snad
2F WKIEF 2F GKS GAYSQ FYyR F n F2NJF yS3FiAodS NBaL
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/ hernsijiidies 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 arste 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 neks 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 actuakswbte 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, Leen D, Rogers WH, Rooney T, Katz JN (2000): A review of health related work outcome measures
and their uses, and recommended measuiEne?5(24): 3153160
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Work-Related Disability (WR6)

This instrument seeks responses in three categories to thaniog 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?

© 0N OAWDNPE

e O = Y Yy
N o o s~ DR O

18.

19.

20.
21.
22.
23.
24.
25.
26.

Getting to work on time.

Sticking to a routine or schedule without having to reagarr reassign your work tasks.
Working without taking frequent rests or breaks to avoid discomfort.

Working the required number of hours.

Handling very demanding or stressful work situations.

Doing your work without becoming tense or frustrated.

Doing you work carefully.

Satisfying those people who judge your work.

Feeling a sense of accomplishment.

Finishing work on time.

. Handling the workload.

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

. Walking more than one block or climbing up or down one flight of stairs while working.
. Sitting, standing, or staying in one position for longer than 15 minutes while working.
. Bending, twisting, or reaching while working

Using hanebperated tools or equipment (for example, pen, drill, sander, keyboard, or computer
mouse).

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

Using your lower body to operate tt®or equipment (lower body means legs, knees, feet, or lower
back).

Keeping your mind on your work.

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

Concentrating on your work.

Remembering things having to do with your work.

Talking with pople in person, in meetings, or on the phone.

Controlling irritability or anger towards people when working.

Helping other people to get work done
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Timed Up and Go Test [TUGWhthias et al 1986)ddapted 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 andg@avith 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) (Poasdid
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 assedgeamic 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 provideat 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 BergBalance 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.
ShumwayCook et al (2000) found high sensitivity and sfigty when using the scale to predict people

likely to fall.

High interand intrarater reliability has been reported (Podsaidlo and Richardson 2000, Schoppen et al
1999, ShumwayCook et al 2000) for a range of clinicians, such as doctors, physioistsrajrcupational
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 maiglitthé 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 tHaician, on a fivepoint ordinal scale, which indicated the degree to
GKAOK GKS LI GASYd gla G NRa]l 2F FlLEtAy3Id ab2NYI €
GAYS 2F GKS GSad 02N G |ye 20 KiepiténtwaSariskloffaingd & SIS
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 requirepwatch, 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 Shumw@&pok 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 transfdtab, 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.

ShumwayCook et al (2000) suggest that the cutoff valueTalGT_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-rigk group of patients who were kwn fallers, or had a fear of falling, were
significantly differentiated by this test from groups of Ripnpaired young, and neimpaired elderly
patients (Wall et al 2000). On average they took 10 seconds longer than thienpaired subjects to
completethe task.

References

Habib Z, Westcitt S and Valcano J (1999): Assessment of balance abilities in Pakistani children: a cultural perspective.
Pediatric Physical Therafty: 7382.

MacKnight C and Rockwood K (1995): Assessing of mobility in eldediepa review of performance based

measures of balance gait and mobility or bedside &aziews in Clinician Gerontoldgyy464486.
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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 chatand up, walk three metres, turn around, walk back, and
sit down Gchoppen et al 1999, Shumw@gok et al 2000)

2. TUGT_cognitive: Complete task 1 while counting backwards from a randomly selected
number between 20 and 10QShumwayCook et al 2000)

3. TUGTmanual: Complete task 1 while carrying a full cup of wgaumwayCook et al 2000)

4.
Schoppen et al (1999pp10) suggests that the chair should have a seat height of 46cm, with an arm }
height of 67 cm. Subjects should use their regular footwear andNthedza dzI £ gl t1AY3 | AR
LI GASYyG adldisSa GKIFIG KS 2N aKS Aa NBIFIReézX GKS GSai

on the floor 3 metres away (on a standard shpiled carpet with a length of 4 metres and a width of 1
metre) Gdz2NyazX ¢lfla o017 G2 (GKS OKFANJ YR aiida R2g)
odzii201a FTANRG (2dzO0K GKS aSlId &adz2NFI OSo tFdASyida

9EGSYRSR ¢AYSR w3sS{ dzlJ 3 32Q ¢Sad 069¢D! D¢

Wi G4GNB gl floele Aad dzZaASR T2NJ 0SGGSNI RStAYySIGAz2Yy 27
pp2). An armless chair is used, of the same seat height as the TUGT, positioned at the start of the

gl tl1oleod W/ 2f 2dzZNBR Sdosatriig\dand 10 meiresLIJEhe fndl meide of DS R 2
gLf16re A& GFLISR 2FF 6Lla&a Ay | 02E0S AYyRAOIFIGSa&a GKS
The same instructions were given as in the TUGT.

Differences are in the measurements that éré¢ { Sy ® ¢KS ai2LlWGOK A& I OlGAOQ
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 marlewheturning

S a GUKS &ddzo2SO0 LI &daSR GKS H YSGUNB YIFIN] 6KSy NB

The stopwatch is stopped when the subject is seated.

The phases of the tashre isolated as:
Goca Sitto stand

acb Gait 1 initiation
bgc Walk 1

ccd Turn Around
dce Walk 2

ecqf Slow down, stop, turn around and sit down
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Fear-Avoidance Beliefs Questionnaire
Background

The Feat 92 ARIFyOS . St ASTa vdzSadAz2yylrANB 6C!.v0 ¢l & RS
physical activity and work affect their low backip. It can help identify patients for whom psychosocial
interventions may be beneficial.

Measurement

The FABQ is adt&ém, selfadministered questionnaire where patient rates how much physical activity and work

affects their low back pain, on appintscale (c 0 X A GK n & aO2YLX SGSfte RAAL
I AINBES®E ¢KSNBE | NB H -adwidzmce Odliefs &kipoi work &ard kchléS?2 isvhe-dagiidaricek S F S |
beliefs about physical activity.

Scoring

Scale 1 is the sum of scerebtained from items -G, 912 and 15, with 42 as the maximum possible score.
Scale 2 or feaavoidance beliefs about physical activity is the sum of scores from itésns/2h 24 as the
maximum possible score. The minimum score is 0 which equatesvinghao 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 testidgthanscores should be compared
between testings in order to obtain an understanding of any change in the pain experience.

Interpretation

Cutpoint scores for the activity scale (>29) and the work scale (>32) have been reported as clinical
indicators @ poor outcome for patients with low back pain presentations. Adftiscore for the activity

scale (>15) to identify patients with significant issues of fear avoidance has been proposed by Burton et al
(21999), while Fritz and George (2002) reported it 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 Pearsalues for intratester reliability and tesetest,

KAIK YI LILI adladraiaradap nodét FYyR [/ NRyol OKQA | f LKI
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 scal

The FABQ is moderately correlated with the Modified Somatic Perception Questionnaire with a Pearson
value of 0.4 and highly correlated with the Tampa scale (TSK11).



- I 52
CAHE The Centre for Allied Health Evidence (CAHE)

Unversity of Centre for Allled

2okl Yaemmobzoon: CAHE Outcomes Calculator: Musculoskeletal U s e rMarsual

References

Burton AK, Waddell G, Tillotson KM, Summerton N (1999): Infiemand advice to patients with back pain can

have a positive effect: a randomized controlled trial of a novel educational booklet in primanSgime24:2484;

2491,

Crombez G, Vlaeyen JW, Heuts PH, et al (1999)r&lated fear is more disabling thdear itself: evidence on the

role of painrelated fear in chronic back pain disabiliBain80: 32939.

Fritz JM, George SZ, Delitto A (2001): The role of fear avoidance beliefs in acute low back pain: relationships with
current and future disability andiork statusPain94: 715.

George SZ, Bialosky JE, Biii{2004): Physical Therapist Management of a Patient With Acute Low Back Pain and
Elevated FeaAvoidance Belief@hys T84 (6): 538549.

Hadijistavropoulos HD, Craig KD (1994): Acute and chawiback pain: cognitive, affective, and behavioral
dimensionsJ Cons Clin Psy6h: 3419.

Jacob T, Baras M, Zeev A, et al (2001): Low back pain: reliability of a set of pain measuremexttoBlsys Med
Rehabil82: 73542.

Waddell G, Newton M, Hemdson |, Somerville D, et al (1993): A F&aoidance Beliefs Questionnaire (FABQ) and
the role of fearavoidance beliefs in chronic low back pain and disab®igjrn 52(2):157168



- I 53
CAHE The Centre for Allied Health Evidence (CAHE)

Unversity of Centre for Allled
South Australia Health Evidence

CAHE Outcomes Calculator: Musculoskeletal U s e rMarsual

FearAvoidance Beliefs Questionnaire

Here are some of the things whiokher patients have told us about their pain. For each statement please
circle any number from O to 6 to say hamuch physical activitguch as bending, lifting, walking or driving
affect or would affecyourback pain.

Completely Unaire 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]
3. Physical activity might harm my back. 0 1 2 3 4 5 6
4. 1should not do physical activities which 0 1 2 3 4 5 6

(might) make my pain worse.
5. | cannot dophysical 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 45 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.

o
N
(N)
w
N
gl
o

11. My work might harm my back.
12. | should not do my normal work with
my present pain.

o
N
(N)
w
N
(o)}

13. | cannot do my normal work with 0 1 2 3 4 5 6
my present pain.

14. | cannot do my normal work till my 0 1 2 3 4 5 6
pain is treaéd.

15. I do not think that | will be back to my 0 1 2 3 4 5 6
normal work within 3 months.

16. 1 do not think that | will ever be able to 0 1 2 3 4 5 6

go back tahat 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 coureétreatment, using the individual's
customary level of functioning as benchmark (Williams, 1998).

Measurement and Scoring

The scale consists of 12 items, with scores ranging frd®00(0%=not at all, 100%=complete resumption.
The total RADL score cae 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 measover 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 cutoff scores argrovided, 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 s@¢ 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 psychenpetperties, with high internal
consistency and tegttest reliability as assessed by high ICC values (0.8) and moderate Peaops
(0.4). It also appears to be responsive to change ovewaek period in a rehabilitation clinic.

References
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Resumption of Activities of Daily Living Scale

Since your injuryto what extent have yotesumed your usual activitieg each of the following areas? If
you donot do an activity put N/A (nonapplicable) beside the scale. As you rate each activity, think of how
you aretoday. Circle the number on the scale for each question.

1. Sleeping patterns

0% 10% 20% 30% 40% 50% 60% 70%90980%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 Gomplete resumption

3. Selfcare(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 chorege.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 chore.g. yardwok, 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%  780% 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%0D0% 90%
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. Ergaging 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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Orebro Musculoskeletal Pain Screening Questiaire (OMPSQ)

Background

The Orebro Musculoskeletal Pain Screening Questionr@PSQ)dentifies how likely it is that workers

with soft tissue injury will develop long term problengscreening for yellow flags)rhis screening
questionnaire, when @mpleted four to 12 weeks after musculoskeletal injury, predicts long term
disability and failure to return to work.dentification, through the OMPSQ, of individuals at risk of failing
to return to work due to personal and environmental factors providies 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

Forquestion 5, the number of pain sites indicated is multiplied by tvibis is the score (maximum score
allowable is 10). For questions 6 and 7 the score is the number bracketed after the ticked box. For
guestions 8, 9, 10, 11, 13, 14, 15, 18, 19 abdh2 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 totalOMPSQ) score is obtained by calculating the sum of scores for question8.5 to 2

Interpretation

A cutoff 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 daywithin the next six months) was found to be 67% accurate

Validity, reliability and internal consistency

The OMPSQ is considered to be valid and reliable in predictingdomgdisabilityq the reliability of this

tool in predicting failure to returo work outcomes has been demonstrated in an Australian population.
Note that the instrumenhas not been validated as an outcome measure; rather it is normally used as a
predictor.
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Orebro Musculoskeletal Pain Screening Questionnaire (OMPSQ)

1. Name Phone Date
2. Date of Injury Date of birth
3.Male ¢ 3 Femalec 4. Were you born in Australia? Yes Noc

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 answguebtons;however it is
important that you answer every question. Theralwaysa response for your particular situation.

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

¢ Neck ¢ Shoulder ¢ Arm ¢ Upper Back

¢ Lower Back c Leg ¢ Other (state)

6. How many days of work have you missed because of pain during the past 18 months? Tick () one
¢ Odays (1) c 1-2 days (2) ¢ 3-7 days (3) c 8-14days (4)

¢ 1530 days (5) ¢ 1 month (6) ¢ 2 months (7) ¢ 3-6 months (8)

¢ 6-12 months (9) c¢ over 1 year (10)

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

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

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

c

9-12 nonths (9) ¢ 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 orl® @cale? 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 ya 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 muclo@are y
able to decrease it? Circle the appropriate number.

0 1 2 3 A 4 5 6 7 8 9 10
/' FyQli RSONBFasS Ad FaG ¢tf 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
Fa LQ@S S@SNJ -

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 viev, 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, wal#ingng,
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

Mpd 'y AYONBI &S Ay LIAY A& Iy AYRAOFGARZsE. GKIG L &
0 1 2 3 4 5 6 7 8 9 10
Completely disagree Completely agree
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20. | 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 actiies. Circle the one number that best describes your current ability to participate
in each of these activities.

21. | can do light work for an hour.

0 1 2 3 4 5 6 7 8 9 10

/I FyQlid R2 AdG 06SOFdzaS 2F LI Ay LINRO €andoitwithout pain
being a problem

22. 1 can walk for an hour.

0 1 2 3 4 5 6 7 8 9 10

/' FyQl R2 AdG 06SO0FdzaS 2F LI Ay LINRO €andoitwithout pain
being a problem

23. | can do ordinary household chores.

0 1 2 3 4 5 6 7 8 9 10

ayQi R2 AlG 0SOFdzaS 2F LI Ay LINER O S0an do it without pain
being a problem

24. | can do the weekly shopping.

0 1 2 3 4 5 6 7 8 9 10

I'FyQld R2 Al 06S0OlIdzaS 2F LI Ay LINEROt €anhdoitwithout pain
being a problem

25. | can sleep at night.

0 1 2 3 4 5 6 7 8 9 10

I'FyQl R2 Al 06S0OlIdzasS 2F LI Ay LINE 6 fGivdo it without pain
being a problem
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West Haven Yale Multidimensional Pain Inventory
Background

The West Haven Yale Midimensional Pain Inventory (WHYMPI) is designed to provide a brief,
psychometricallysound, and comprehensive assessment of the important components of the chronic
pain experience. The WHYMPI is aitéth, 12scale inventory that is divided into three p& Part |
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 oiggificant other, 3) pain severity, 4) perceived life control, and 5)
FFFSOGABS RAAGNBaae t+FNI LL FaaSaasSa LI GASyGaqQ
others display Solicitous, Distracting or Negative responses to their pain behawid complaints. Part IlI
FdasSaasSa LI GASyGaQ NBLERNI 2F GKS FTNBljdsSSyode sAGK
activities; Household Chores, Outdoor Work, Activities Away from Home, and Social Activities.

Availability | The WHYMPI iavailable without cost or requiremer
for explicit permission:
http://www1.va.gov/Pain_Management/page.cfm?pg-
Cutoff scores| Scoring and cdpoint data are available from the nornr
website.

Norms| Normative data are available from the followir
website:
http://www1.va.gov/Pain_Management/page.cfm?pg-

Measurement and Scoring

t T dASyiQa NBaLRyaSa G 2-pdintscaetThe testimdyybénd sodBd oithth8 2y |
use of a computer scoring program.

Part |

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

LifeControl: (Question 11+16)/2

Affective Dstress: ((BQuestion 6)+18+20)/3

Part Il

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 11l

Household Chores: (Question 1+5+9+13+17)/5
Outdoor Work: (Question#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 111)/18

*** To account for sporadic missing data, sums should be divided by the number ehissig
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 tlEmgiwventory 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 testetest reliabilities of these scales over avek 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 reveathat 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 torhewthe stardards of reliability and
convergent validity, and was though to be an improvement over current psychometric devices used in the
same end.

2 KSy GSad

SR FY2y3 LI} GASydGa sAGK GSYL
for each and everg y . AL

R
S 2F (KS atL aolftsSa | NB
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West Haven Yale Multidimensional Pain Inventory

BEFORE YOU BEGIN, PLEASE ANSWHR/2ABRETION QUESTIONS BELOW:

1. Some of the questions in this questionnaire refeBt@ dzNJ ¢ & A Ay A FTA Ol y i 2d KSNE @
person with whom you feel close$his includes anyone that you relate to on a regular or infrequent
ol arao LG A& OSNEB AYLERNIFYyG GKFG @2dz ARSYGATeE
below who your significant other is (check one):

uSpouse uPartner/Companion uHousemate/Roomate
UFrienduNeighbor uParent/Child/Other relative
uOther (please describe):

2. Do you currently live with this person?  YES uNO

2 KSYy @2dz FyagSN ljdzSaidiArzya Ay YKS 2TBKISINEEA YA slLIRHS NB
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. Reddgeastion carefully and thegirclea
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 muctdoes 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 tipast week
0 1 2 3 4 5 6
Extremely low mod Extremely high mood
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7. On the average, how severe has your pain been durindesteveelk?’
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 featated activities?
0 1 2 3 4 5 6
No change Extreme change

10. How worried is your spouse (significant other) about you in itetto your pain problem?
0 1 2 3 4 5 6
Not at all worried Extremely worried

11. During thepast 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 muchsufferingdo youexperience 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 aiséaction 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 Exremely attentive

16. During thepastweeE K2 ¢ Y dzOK R2 &2dz ¥FSSt (GKIF{dQ &2dzQ@S 06SSy
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 thepast 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 chage

20. During thepast 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 aboe) responds to you when he or she knows that you are in pain. On the scale listed
below each questiorgircle a numbeto indicatehow oftenyour significant other generally responds
to you in that particular wawhen you are in pain

=

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. Readsto 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 dusie
0 1 2 3 4 5 6
Never Very often

o

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
Neve 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 onhabby.
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. Rédaslicatehow oftenyou do each of these
activities bycirclinga number on the scale listed below each activity. Please comaliei8
guestions.

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 aride in a car.
0 1 2 3 4 5 6
Newer 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 apark 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 Idex (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 contaicslégefrom the

original Oswestry Disability Index (of which two required major maodifications: 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 dueto 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 describedeir 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 raxe.sthe 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 teeme 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 timedmynparing 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 genetric

patientspecific scale. Clinicians need to decide whether to eoentie: 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 scorec subsequat total score)

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

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

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

If raw scoresre 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 examithie 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 ihAh8 pai Q &
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 tesfer 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 intenséssonal 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 wetermine 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 addrstsn 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 Indeand the Mental and Physical Summary Scores on t&6 Sihd 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 ainfleextension,
rotation and lateral flexion) (Riddle and Stratford 1998).

High levels of testetest reliability have been demonstrated in patients suffering from cervical pain, with
administrations of the questionnaire being conducted over various gsriaf 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 confidencdevel) (Westaway et al 1998).
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Neck Disability Index

This questionaire 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 sectionraall in each section only the box

that applies to you We realize you may consider that two or matatements in any one section relate

to you, but please just mark the box that most closely describes your pain.

Section 1 Pain Intensity Section 4 Readng

/| have no pain at the moment. /| can read as much as | want to with no pain i
/A The pain is very mild at the moment. my neck.

/E The pain is moderate at the moment. /| can read as much as | want to with a slight pi
A Thepain is fairly severe at the moment. in my neck.

A The pain is very severe at the moment. /| can read as much as | want with moderate p4

AE The pain is the worst imaginable at the momer in my neck.

AL OlFyQi NBIFIR Ia YdzOK
Section 2 Personal Care (Washing Dressing etc)| moderate pain in my ndc

/| can look after myself normally without causin| A1 can hardly read at all because of severe pain

extra pain. my neck.
/| can look akr myself normally but it causes | A1 can not read at all.
extra pain.
A It is painful looking after myself and | am slow | Section 5 Headaches
and careful. /| have no headaches at all.
/| need some help but manage most of my /| have slight headaches which come
personal care. infrequently.
/| need help every day in most aspects of self | /1 have moderate headaches which come
care. infrequently.
/E 1 do not get dressed, | wash witlifficulty and /E | have noderate headaches which come
stay in bed. frequently.
/E | have severe headaches which come frequen
Section 3 Lifting /E | have headaches most of the time.
/E | can lift heavy weights without causing extra
pain. Section 6 Concentration

/| can lift heavy weights but it gives extra pain. | /1 can concentrate fully when | want to with no
/AE Pain prevents me from lifting heavy weights of| difficulty.

the floor, but | can manage if they are convenign{ A can concentrate fully when | want tati slight
positioned, for example on a table. difficulty.

/A Pain prevents me from lifting heavy weights, b| A have a fair degree of difficulty in concentratin
| can manage light to medium weights if they are| when | want to.

conveniently positioned. /1 have a lot of difficulty in concentrating when | wé
/| can lift very light weights. to.
/| cannot lift or carry anything at all. /A | have a great deal of difficulty in concentrati

when | want to.
AE| cannot concentrate at all.
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Section 7 Work Section 9 Sleeping

/| can do as much work as | want to. /| have no trouble sleeping.

/| can only do my usual work, but no more. /E My sleep is slightly disturbed (less thanl hr.
/| can do most of my usual work but no more. | sleepless).

/| cannot do my usual work. AE My sleep is mildly disturbed {4 hrs. sleeplegs
/| can hardly do any work at all. /E My sleep is moderately disturbed-@hrs.

AL OlyQi R2 Iye& g2N] I sleepless).
/E My sleep is greatly disturbed-3hrs. sleepless)

Section 8 Driving /E My sleep is completely disturbed-{Bhrs.

/E | can drive my car without any neck pain. sleepless).

/E | can drive my car as long as | want with slight

neck pain. Section 10 Recreation

/E | can drive my car as long as | want with /E| am able to engage in all my recreation activit
moderate neck pain. with noneck pain at all.

AL Ol yQi RNARGS Yeé Ol NJ A£lam ableto engage in all my recreation activit
moderate pain in my neck. with some pain in my neck.

/| can hardly drive at all because of severe pair] A1 am able to engage in most, but not all of my
my neck. usual recreation activities because of pain in my

AL OFyQlid RNAGS Y& Ol NJ|neck.

/E| am able to engage in few, but not all of my
usual recreation activities because of pain in my
neck.

/| can hardly do any recreation activities becau
of pain in my neck.

AL OlFlyQi R2 Iyeg NBONEBI

Neck Pain and Disability Scale (NPAD) (Wheeler et al 1999)
The instrument is repduced 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 ofdivamd 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
adminisered questionnaire, designed originally in English.

Measurement and Scoring

The NPDS measures 20 items using a 10cm six point VAS dgaleh@e 0 is no problem and 5 represents

the greatest problems. Patients record the number most appropriateed 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,
Factor2 (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).
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Recording

The total instrument is administered eacimg.
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 $he NPD
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 e22indicates nongroblems- minimal problems, 230 indicates mild
problems, 4357 indicates moderate problems, 58 indicates moderate to severe problems-95 indicates
severe problems, and 980 indicates extreme pain, suffering and disability.

Validity, Reliabilty and Sensitivity to change over time

It has high reported levels of internal consister@@yefficient alpha 0.93 (Wheeler et al 1999), apdtt

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 painefreontrols (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 taticms 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 shbility 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 pointD(15, p=0.32) (Goolkasian et al 2002)The

Ay a i NJdzMisy praRides évidence 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 bea undertaken howevefWheeler et al 1999)

References

Goolkasian P, Wheeler AH and Gretz SS (2002): The neck pain and disability seatestastiability and construct
validity. Clinical Journal of Pain, 18:Zh
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Neck Pain and Disability Scale (NPAD)

Name Date / /
Last First Middle Initial Month [ay Year

L5 bdzYo SNWYYYYwywyyyy / KENI bdZYo SNBYYwywywypyyy 9E

t[9!'{9 a!'Y9 !'b &-£ !'[hbD ¢19 [Lb9 ¢h {Ilh2z I1h2z C!w
POSSIBLE SITUATION YOUR PAIN PROBLEM HAS TAKEN YOU

SCORE
1. How bad is your pain today?
0 I I I I |5
NO PAIN MOST SEVERE PAIN
2. How bad is your pain on average?
0 I | I I 15
NO PAIN MOST SEVERE PAIN
3. How bad is your pain at its worst?
0| I I I I 15
NO PAIN CANNOT TOLERATE
4. Does your pain interfere with your sleep?
0| I I I I 15
NOT AT ALL /T bQ¢ {[ 99t
5. How bad is your pain with standing?
0 I I I I 5
NO PAIN MOST SEVERE PAIN
6. How bad is your pain with walking?
0| I I I I 15
NO PAIN MOST SEVERE PAIN
7. Does your pain interfere with driving or riding in a car?
0l I I I I 15
NOT AT ALL /" bQ¢ 5wL:t9 hw wL59

8. Does your pain interfere with social activities?

0l | | I I 5
NOT AT ALL ALWAYS
9. Does your pain interfere with recreational activities?
o] | | I I 5
NOT AT ALL ALWAYS

10. Does your pain interfere with work activities?
0 I | I I 15
NOT AT ALL [V bQ¢ 2 hwyY
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11. Does your pain interfere with personal care (eating, dressing, bathing? etc.)
0l I | I I 15
NOT AT ALL ALWAYS

12. Does your pain interfere with personal relationships (family, friends, sex, etc.)?
o] I I I I 15
NOT AT ALL ALWAYS

13. How has your paichanged your outlook on life and the future (depression, hopelessness)?
0l I I I I 15
NO CHANGE COMPLETELY CHANGED

14. Does pain affect your emotions?
0 I | I I 15
NOT ATALL COMPLETELY

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

16. How stiff is your neck?
0 I I I I 15
NOT STIFF /1 b Q&E MBCK

17. How much trouble so you have turning your neck?
0| I I I I 15
NO TROUBLE /7" bQ¢ ahx9 b9o/Y

18. How much trouble do you have looking up and down?

0l I I I I 1S
NO TROBLE /''"bQ¢ [ hhY |t hw 5h2b
19. How much trouble do you have working overhead?
0 I I I I 1S
NO TROUBLE /T bQ¢ 2hwY hzxz9wl 9! 5

20. How much do pain pills help?
0l I | I I 5
COMPLH 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 dggned to measure functional limitations associated with whiplash injury. It was
developed on clients receiving treatment for symptoms associated with a whiplash (acceleration
deceleration) injury. Itis a seddministered questionnaire, originally wen in English.

Measurementand scoring

The instrument has 13 items, all scored on an 11 point VAS, froh00 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
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

Comprison 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 shdd 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 scoreg subsequent total score)

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

«  (previous total score subsequent total score)

«  Percentage change in total score, between the initial and subsequerdsassat calculated by

«  ((initial total scoreg; subsequent total score) / initial total score) * 100

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

. revious total score subsequent total score) / previous tdtscore) * 100
((p q p

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 Gitmbacllda O2 STFFAOASyYy (i |
(Pinfold et al 2004).Testretest reliability is supported by antraclass correlation coefficient: 0.90 (short

term ¢ 24 hours); 0.86 (medium termm Y2y UGKOT nddpo oWadloftS adzmeSoi
condition) (Wilis 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 pkoRA Yy 3 Wl OOSLJIil 6t SQ
(Pinfold et al 2004). Responsiveness has been assessed by correlation beiffezencesin scores from

baseline to 1 month, with patient perceived change value of r0.67. Responsiveness statistic was 1.06
(improved sibjects)+1.84 (deteriorated subjects). Minimal detectable change statistic was 15 points (Willis

et al 2004). There is no information omséivity to change over time.

References

tAYyF2fR aX bASNBE YwX hQ[ SINE & R R00p)d@idig and @térhay/cansisénhcy INB S y
a whiplashspecific disability measure. Spine, 29: 5G8.

2AffA&d /2 DbASNB YwX |1 2@8Ay3 W I DNBSY {X hQ[SINE 9C YR
Whiplash Disability Questiomire, Pain, 110: 68&88.
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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. Pleasrcle 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 muchpaindo 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 ypersonal cargwashing, dressing etc)?

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

3. How much do your whiplash symptoms interfere with yawrk/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 interfereithvdriving or using public transpoft

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 wsthep?

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

6. How often do you experiend@edness / fatigueas 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 wiplash symptoms interfere witlocial 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 wsthorting 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 wikbn-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 experiencgadness / depressioas 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 experiencangeras 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 experiencanxiety 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 haw@ncentratingas 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-fIN) (Jordan et al 1998)

Reproduced with permigsi 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). Pahologies investigated include cervical disc herniation; musculoskeletal condition ansproific
pathologies. Itis a se#fdministered questionnaire, originally developed in Danish.

Measurement and Scoring

There arel5s items in this instrument, amgered Yes, Occasionally or No. A total score is generated from
differential numeric scores assigned to these categories (see table below).

Questions p I NB aLI2aAliA@dS RANBOGSR: oeSampyRNDBI @ySIB1
directed (yes indicates poor function).

Response t2Ayda FT2N aLt2Ayida FT2NJ ay

Yes 0 2
Occasionally 1 1
No 2 0

Comparison and Interpretation

Comparison between repeated scores could be made between raw scores, or as pera@iage from
baseline (original) score.

Validity, reliability and sensitivity to change

Internal consistency of this instrument is demonstrated byNaPCYy 6  OK Q& O2SFFAOASY G 7T
0.9. For short termestretest reliabilityt S I NB& 2refaich coéfficidits are reported of 0.99 (sample 1)

and 0.96 (sample 2), and intcdass correlation coefficient 0.99 (sample 1) and 0.95 (sample 2). Construct
Gt ARAGE Aad RSY2YyaidNr SR o0& -FOSlanBabpaiedpad2dedsDESd (A 2y
(sample 1), for baseline values of disability and pain scores (sample 3) 0.64, Spearman rank correlation
coefficient for CNC5{ IyYR LI 0ASydQa 3Aft2o6Ff [aasSaaySyid nopec
demonstrated in sample 3 as the celaition 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 nonrdton on sensitivity.

Reference

Jordan AC, Manniche, Mosdal C e{(80298): The Copenhagen neck functional disability scale: a study of reliability and
validity. Journal of Manipulative and Physiological Therapepfits 520527.



- I 82
CAHE The Centre for Allied Health Evidence (CAHE)

Unversity of Centre for Allled
South Australia Hoslth Evidence

CAHE Outcomes Calculator: Musculoskeletal U s e rMarsual

Copenhagen NecRisability 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 activitigghout 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 ya spend more time than usual at home because of
neck pain? c c c

7. Are you prevented from lifting objects weighing from i
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 botherday 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 QuestionnaiidBQ)s a modification of the Back Bournemouth Qi@staire 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 lacus of controlThe 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 ADthanged to
exclude those activities likely to befeafted by back pain and replace them with activities likely to be affected by
neck pain.

The NBQ comprehensively incorporates salient dimensions-pEbithosocial pain model used in neck studies.
Scoring

An 11point numerical rating scale is usedths 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 impachetkLJ: Ay 2y (G KS LI GASy(iQa tAFSo

Internal consistency, reliability and validity

In its developmental stage, the instrument demonstrated high internal consistency on 3 administrations

0/ N2 y alphad=40.8710.91, 0.92). All of the items significantly contributed to the total scoreciteatted

G2GFKt a202NB O2NNBfFdA2yad BHnodnold FyR (2 { K&recley & (i NIz
total change score correlations >0.4Zhe instrument was found to be reliable in testest administrations in

stable subjects (ICC = 0.65). The instrument demonstrated acceptable construct validity and longitudinal construct
validity with established external measures. The treatment efee 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 massagéitization. Results

have shown that NDI and NBQ had similar sensitivity to ch&tgedardized 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 onvergent validity with the NDI with strong correlation between them in regard tetrpsgment and
posttreatment 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: AfS8imarComprehensive Outcome Measure. II.
Psychometric Properties in Neck Pain Patiedi$PT2002; 25 (3): 14148

Gay RE, Madson TJ, Cieslak KR. Comparision of the Neck DisabilignthNexk Bournemouth Questionnaire in a
sample of patients with chronic uncomplicated neck pdiManipulative Physiol Ther 2007 (May30 (4): 259¢262
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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 iated 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 wele 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 (deimrthe-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. ThésNP@neitem 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, Heeing
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 follpquestionnaires contained a 10th question
asking patiats how their pain compared with that reported the last time.

Scoring
Each item is scored4) 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 indicatesagter disability.

Internal consistency, reliability and validity

In its development stage, the questionnaire showed good disam repeatability (r = 0.84, K = 0.62). Mean scores

for each section tended to rise with that of the pain section showirgymal 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 Paindpnese and the Medical Outcomes
36-Item ShortForm Health Survey on patients with neck pain in the course of physioth@dagyesults showed

that both the Northwick Park Neck Pain Questionnaire and the Medical OutcordesnB8&hortForm Health
Surveywere 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 Hier86ShortForm Health Survey
physical and mental component summary ssorat entry of physiotherapy wereéd.64 with the physical
component summary score an@.44 with the mental component summary score, and, at discharge from
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physiotherapy, were0.75 with the physical component summary score e&hd6 with the mental compamt
summary score.
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The questionnaire has been designed to give us information as to how your NECK PAINched wdfer 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 BOWHICH MOST CLOSELY DESCRIBES YOUR PROBLEM.

Section X Neck Pain Intensity

/| have no pain at the moment.

AE The pain mild at the moment.

A The pain is moderate at the moment.
A The pain is severe at the moment.

A The pain is the worst imaginable &gt moment.

Section 2 Neck Pain and Sleeping

AE My sleep is never disturbed by pain

AE My sleep is occasionally disturbed by pain
A My sleep is regularly disturbed by pain

/E Because of pain | have less than 5 hours of slee
total

/A Because of pain | hadess than 2 hours of sleep
total

Section 3 Pins & Needles OR numbness in the arm
night

/| have no pins & needles or numbness at night
/E | have occasional pins & needles or numbness at ni

/A My sleep is regularly disturbed by pins & needles
numbness

/E Because of pins & needles | have less than 5 h
sleep in total

/A Because of pins & needles or numbness | have
than 2 hours sleep in total

Section 4 Duration of symptoms
AE My neck and arms feel normal all day

/| have symptoms in mgeck or arms on waking, whic
lasts less than 1 hour

/A Symptoms are present on and off for a total period
1-4 hours

/A Symptoms are present on and off for a total of mc
than 4 hours

AE Symptoms are present continuously all day.

Section 5 Carrying
/E | can carry heavy objects without extra pain
/E| can carry heavy objects, but they give me extra pai

/E Pain prevents me from carrying heavy objects, bt
can manage medium weight objects

/AE | can only lift light weight objects
/| cannot lift anything atla

Section 6 Reading & Watching TV
/| can do this as long as | wish with no problems

AL OlFy R2 {(KAa t2y3
position

I a

/E| can do this as long as | wish, but it causes extra p:

AE Pain causes me to stop doing this soottean | would
like

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

/E | can do my usual work without pain

/| can do my usual work but it gives me extra pain

/A Pain prevents me from doing my usual work for more than halfugheal time

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

/A Pain prevents me from working at all

Section 8 Social Activities

A My social life is normal and cause no extra pain

A My social life is normal, but increases ttiegree of pain

/A Pain has restricted my social life, but | am still able to go out
/A Pain has restricted my social life to the home

/E | have no social life because of pain

Section 9 Driving (Omit 9 if you never drive a car when in good health)
/E | can dive whenever necessary without discomfort

/| can drive whenever necessary, but with discomfort

A Neck pain or stiffness limit my driving occasionally

A Neck pain or stiffness limit my driving frequently

/E | cannot drive at all due to neck symptoms

Conpared with the last time you answered this questionnaire, is your neck pain:
/A Much better

/E Slightly better

A The same

/E Slightly worse

A Much worse
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Lumbar Spine Scales

RolandMorris Low Back pain and Disability Questionnaire

Background
TheRolada 2 NNAa [2¢ .| Ol tlFAYy |YyR 5AaloAfAdGe vdSaldrazyy
FadaSaaiay3a I LI GASydiQa LISNDOSLIA2Y 2F GKSANI fAYAGE GA;

and Morris 1983). Roland and e (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 Rédansl Low Back Pain and
Disability Questionnaire was originally developed foringesearch (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 RolandVorris Low Bdc 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 OegulEtds 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 instrumenibshould
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 changetus stzer 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 rawcere, between the initial and subsequent assessment calculated by:
(initial total scorec subsequent total score)

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

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

4. Percentage change in total score, between the previous and subsequent assessraleniated

by:
((previous total score 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 confideit 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 aspedtedbw 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 Rolandviorris 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, walitiit it assesses

a limited range of physical functions, which include walking, bending, sitting, lying, dressing, sleejuiace self

daily activities (Roland and Fairbank 2000). It, however, does not address psychological or social prablems tha
may be associated with low back pain.

The RolandMorris 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 Rolardorris 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 Oswestn
Questionnaire (Leclaire e 1997, Stratford et al 1994). In addition, moderate strength associations were found
between pain ratings and the Rolaivbrris Low Back Pain and Disability Questionnaire (Roland and Morris 1983,
Deyo 1986). However, only moderate to weak associati@ne found between the RolaAdorris 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 beem the RolandVlorris 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 testetest reliability have been demonstrated in patients sufferfrgm 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 @®r 1986, Jensen et al 1992). However, Davidson and Keating (2002) found low levels of
reliability when the Rolantorris Low Back Pain and Disability Questionnaire was administered over a six week
period to patients who were receiving physiotherapy thoeir low back pain. The Rolaibrris 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 suggestezhtrageaof four points is required

to indicate a clinically significant change in status (Stratford et al 1996).
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The RolaneMorris Low Back Pain and Disability Questionnaire

Patient name: File # Date:

Please read instructionsvhen your back hurts, yomay find it difficult to do some of the things you
normally do. Mark only the sentences that describe you today.

| stay at home most of the time because of my back.

| change position frequently to try to get my back comfortable.

I walk more slowl than usual because of my back.

Because of my back, | am not doing any jobs that | usually do around the house.
Because of my back, | use a handrail to get upstairs.

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

Because of my back, | havehold on to something to get out of an easy chair.
Because of my back, | try to get other people to do things for me.

| get dressed more slowly than usual because of my back.

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

Because of mback, | try not to bend or kneel down.

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

My back is painful almost all of the time.

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

My appetite is not very good because of brack.

I have trouble putting on my sock (or stockings) because of the pain in my back.
I can only walk short distances because of my back pain.

| sleep less well because of my back.

Because of my back pain, | get dressed with the help of somelsee

| sit down for most of the day because of my back.

| avoid heavy jobs around the house because of my back.

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

Because of my back, | go upstairs more slowly trsaral.

S T B O T v O O O B O IO o O O O O O IO B B I

| stay in bed most of the time because of my back.

wn
)
o
2
)

Improvement: %
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Oswestry Disability Index (ODI) (Fairbank et al 1980)
Background

¢KS hapgSalidNe 5AaloAfAlGe LYRSE I & thaSi@dcd patigdtRwithy -
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 Dishly Index was first published in 1980 (Fairbank et al 1980) and has since
undergone various revisions (Boden 1998, Deyo et al 1998, Fairbank 1995, {atdoat al 1989, Hupli et

al 1997, Meade et al 1995). Version 2.0 of the Oswestry Disability ismdegd 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 intensétgnglecare, 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 equatingat 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 sectioneaallied 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 de 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 seml 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 esiegelic
patientspecific 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 iaitand subsequent assessment calculated by:
(initial total scoreg subsequent total score)

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

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

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

by:
((previous taal scoreg 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 aspetts taft 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 acceptaleefvalidity, 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, doesnét assel LJ G ASy i Qa oAt AGe |
2NJ R2 adzZRRSY Y2@0SYSyida 2N GKS LI GASyGdQa SY2dAa2ylt
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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, 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), Roldfatris Low Back Pain and &ldity Questionnaire (Co et al 1993),
Waddell Disability Index (Waddell and Main 1984) and th86SHaylor et al 1999). In addition, moderate
strength associations were found between the Oswestry Disability Index and ratings of pain, such as g#jn inten

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 OstreDisability 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 Indejuarbar range of movement (Gronblad et al

1997).

High levels of testetest 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 thiours
(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 he 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).
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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.

Pleaseanswerevery sectionMarkone box onlyn each section that most closely describes taiay.

Section 1 Pain Intensity

/| have not pain at the moment.

/A The pain is very mild at the moment.

/A The pain is moderate at the moment.

/A The pain is fairlgevere at the moment.

/A The pain is very severe at the moment.

AE The pain is the worst imaginable at the momen

Section 2 Personal Care (Washing, Dressing, etc.
/| can look after myself normally without causing
extra pain.

/| can look after myseHformally but it is very
painful.

/A It is painful to look after myself and | am slow a
careful.

/| need some help but manage most of my
personal care.

/E | need help every day in most aspects of self c:
/E 1 do not get dressed, wash with difficulty asthy
in bed.

Section 3 Lifting

/E | can lift heavy weights without extra pain.

/E | can lift heavy weights but it gives extra pain
/A Pain prevents me from lifting heavy weights off
the floor, but | can manage if they are convenientl
position,e.g., on a able.

/AE Pain prevents me from lifting heavy weights bu
can manage light to medium weights if they are
conveniently positioned.

/| can lift only very light weights.

/| cannot lift or carry anything at all.

Section 4 Walking

/E Pain does not prevenhe walking any distance.
/A Pain prevents me walking more than 1 mile.

/A Pain prevents me walking more than % mile.
/E Pain prevents me walking more than 100 yards
/| can only walk using a stick or crutches.

/| am in bed most of the time and have to crawl
the toilet.

Section 5 Sitting

/| can sit in any chair as long as | like.

/| can only sit in my favourite chair as long as | |
/AE Pain prevents me from sitting more than 1 hour
/AE Pain prevents me from sitting more than half ar
hour.

/AE Pain prevats me from sitting more than 10 mins
/A Pain prevents me from sitting at all.

Section 6 Standing

/| can stand as long as | want without extra pain
/E | can stand as long as | want but it gives me ex
pain.

/AE Pain prevents me from standing for matean 1
hour.

/AE Pain prevents me from standing for more than
half and hour.

/AE Pain prevents me from standing for more than
10minutes.

/A Pain prevents me from standing at all.
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Section 7 Sleeping

/E My sleep is never disturbed by pain.

/E My sleep is ocasionally disturbed by pain.
. SOldzaS 2F LIAY L KI@
/E Because of pain | have less than 4 hours sleep
/E Because of pain | have less than 2 hours sleep
/A Pain prevents me from sleeping at all.

Section 8 Sex Life

/E My sexife is normal and causes no extra pain.
AE My sex life is normal but causes some extra pa
FE My sex life is nearly normal but is very painful.
FE My sex life is severely restricted by pain.

AE My sex life is nearly absent because of pain
/AE Pain prevents angex life at all.

Section 9 Social Life

/A My social life is normal and causes me no extre
pain.

/A My social life is normal but increases the degre
of pain.

/A Pain has no significant effect on my social life
apart from limiting my more energetic interess

e.g, dancingetc.

/E Pain has restricted my social life and | do not g
out as often.

/AE Pain has restricted my social life to my home.
/E | have no social life because of pain.

Section 10 Travelling

/| can travel anywhere without extra pain.

/E | cantravel anywhere but it gives extra pain.

/AE Pain is bad but | manage journeys over 2 hours
/E Pain restricts me to journeys of less than 1 hou
/E Pain restricts me to short necessary journeys
under 30 minutes.

AEPain prevents me from travelling except &ceive
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 absepednokith 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.

Soring

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 combinedvith the stiffness estimation at the end of the different lumbar motions. The results are
recorded using a foypoint 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 motivis 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 provideddoilitate 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

¢tKS gFrftARAGE 2F GKS .!'L ¢61&a SELX2NBR 06& dzaAy3a t Sk N
other measures assessed at baseline, for example, pain sensitivity, pain descriptions, and disability indegles. A g

and significant correlation was found between Al and the Oswestry Disability Index (R=0.62), followed by the
McGill Pain Questionnaire (MRM)tal Pain Rating Index (R=0.57). The correlation between the BAI and the MPQ
total number of words cha@n in the sensory, affective, and evaluative subscales was significantly moderate

(R=0.48), less with the VAS (R=0.46), but poor with the-@iiRity of Life Index
(R=0.43).

There was no significant difference (p=0.65) between the mean BAI of one olige#sa2.4) and the results of
retesting by another observer (4.35+2.3). The wutbserver (absolute) agreement of all five outcomes between
GKS (62 20aSNWSNBE oO0yruwnov ¢glra 3I22R yR SEOSttSyid F2I
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Backache Index



