
























Orebro Musculoskeletal Pain Questionnaire
(OM PQ) Linton and Boersma 2003*

1. Name Phone Date

2. Date of Injury Date of birth

3. Male Female

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 long to answer the questions, however

it is important that you answer everyquestion. There is always a response for your particular situation.

4, Where do you have pain? Place a check for all appropriate sites.
tm

[ Neck Shoulder ] Arm Upper Back

Lower Back Leg Other (siaie)

5 How many days of work have you missed because of pain during the past 18 months? check

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

1 month (6) u 2 months (7) 3-6 months (8)u 1

5-30 days (5)

6-12 monihs (0) over
1

year (10)

6 How long have you had your current pain problem? Check one.

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

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

9-12 months (9) over
1

year (10)

Is your work heavy or monotonous? Circle the besi alternative.7

0 1 2 3 4 5 6 7 8 9 10

Noi at all Extremely

How would you rate the pain that you have had during the past week? Circle one.8

0
1 2 3 4 5 6 7 8 9 10

Pain as bad as it could beNo pain



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

0
1 2 3 4 5 6 7 8 9 10

No pain
Painas bad as it could be

10. How often would you say that you have experience pain episodes, on average, during the past three

months? Circle one.

0
1 2 3 4 5 6 7 8 9 10

Never
Always

41. Based on all things you do to cope, or deal with your pain, on an averageday, how much are you 10-x

able to decrease it? Circle the appropriate number.

0
1 2 3 4 5 6 7 8 9 10

Can't decrease it at all
Can decrease it completely

12. 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 clam and relaxed As tense and anxious as I've ever felt

43. 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

44. In your view, how large is the risk that your current pain may become persistent? Circle one.

0
1 2 3 4 5 6 7 8 9 10

No risk
Very large risk

45. In your estimation, what are the chances that you will be able to work in six months? Circle one. 10-x

0 1 2 3 4 5 6 7 8 9 10

No chance Very large chance

46. If you take into considerationyour work routines, management, salary, promotionpossibilities and 10-x

work mates, how satisfied are you with your job? Circle one.

0
1 2 3 4 5 6 7 8 9 10

Not satisfied at all Completely satisfied



Here are some of the things that other people have told us about their pain. For each statement, circle

one number from 0 to 10 to say how much physical activities, such as bending, lifting, walking or

driving, would affect your pain.

17. Physical activity makes my pain worse.

0
1 2 3 4 5 6 7 8 9 10

Completely disagree Completely agree

18 An increase in pain is an indication that | should stop what I'm doing until the pain decreases .

1 2 3 4 5 6 7 8 9 100

Completely disagree Completely agree

19
1

should not do my normal work with my present pain.

0
1 2 3 4 5 § 7 8 9 10

Completely disagree Completely agree

Here is a list of five activities. Circle the one number that best describes your current ability to

participate in each of these activities.

20 |
can do light work for an hour. xQ

6 7 8 9 100
1 2 3 54

Can't do it because of pain problem Can do it without pain being a problem

21 I
can walk for an hour. 10-x

0
1 2 3 5 6 7 8 9 104

Can't do lí because of pain problem Can do it without pain being a problem

22 I
can do ordinary household chores. 0

9 100 1 2 3 6 7 854

Can't do it because of pain problem Can do it without pain being a problem

23 |
can do the weekly shopping. a

0 1 2 3 6 7 8 9 1054

Can't do it because of pain problem Can do it without pain being a problem

24 I
can sleep at night. x0

0 1 2 3 6 7 8 9 1054

Can't do it because of pain problem Can do it without pain being a problem



The Pain Disability Questionnaire ts used in Chapter 3 Pain (6th ed, 43-44) and Chaprer 17 Spine (6th ed, 599-600). The

format provided utilizes a centimeter scale to score, however the size in the Guides does nat correspond with che same scale

An alternative approach (illustreted below) provides easily admirustered and scored numerical scales.

Patient Name Date

instructions: These questions ask your views about how your pain now affects how you function in everyday activities.

Please answer every question and mark the ONE number on EACH scale that best describes how you feel.

1. Does your pain interfere with your normal work inside and outside the home?

Work normaily Unable to work at all

O
-

_ - _ - _ 4 5 6 7 8 9 10

2. Does your nain interfere with personal care (such as washing, dressing, etc)?

Take care of myself completely Need help with all my personal care
O 2 I 4 5 -

_
-

0-
7 -8--9 10

3. Does your pain interfere with your traveling?
Travel anywhere

|

like Only travel to ses doctors
2 _

- _ 3 4- 5 6 ? 8 9 10

3-1

1

1

4. Does your pain affect your ability to sit or stand?

No problems Cannot sit /stand at alt

_ _ -- _ _

1 2 3 4 5 -6 7 8 -9 10

5, Boss your pain affect your ability to lift overhead, grasp objects, or reach for things?

No problems Cannoi de at all

>

Y 2 4 5 6 -7 8 9 10

6. Does your pain affect your ability to lift objects off the floor, bend, stoop, or squat?

No problems Cannot do at all

Q----- --

J 2 3 4 5 6 7 8 9 10

7. Does your pain affect your ability to walk or run?

No problems Cannot walk/run at all

0 i 2 3 A 5 6 -7 -8 9 10

8. Has your income declined since your pair began?

No decline Losi all income

0-17. 2 _ _ - _ _ 3 4 -5 6- 7 8 S 10

9. Do you have to take pain medication every day to control your gain?
No medication needed On pain medication throughout the day

0
1 2 3 4 5 6 7- 8 9 30

19. Does yeu pain force your to see doctors much more often than before your pain began?

Never see doctors See doctors weekly

O - _
1 2 -3 4 5 6 -7 8 9 10

11. Does you pain interfere with your ability to see the people who are important ta you as much as you would like?

No problerr Never see them
2 3 4 5 6 -7 8 9 10

12. flogs your pair interfere with recreational activities and hobbies that are important to you?

No interference Total interference
O 1-2 3 4 5 6 7 8 9 10

2

10

+3. Du you need the help of your family and friends to complete everyday tasks

(including both work outside the home and housework) because of your pain?

Never need help Need help all the time

17 5 -6--7 8 -9 10

14. Do you now feel more depressed, tense, or anxious than befare your pain began?

No depressionftension Severe depression / tension
3 _ 6 7 8 9 -10

15. Ara thera emotional problems caused by your pain that interfere with your family, social and or work activities?

No problems Severe problems
0 1 2 3 4 -5 6 7 8 9 10

20

520

Anagnosts C, Gatchel RJ, Mayer TG. The Pain Disability Questionnaire A New Psychometrically

Sound Meastre for Chronic Musculoskeletal Disorders. Spine 2004; 29 (20). 2290-2302.



North Texas Pain Recovery Center

Pain Management Work Hardening

ProgramAccreditations:

The Rehabilitation Commission (CARF) American Academy of Pain Management (AAPM)

DALLASPAIN QUESTIONNAIRE

(DPQ)

Date:
Name:

PLEASE READ: This questionnaire has been designed to give your docior informationas to how your pain has

affected your life. Be sure that these are your answers. Do not ask someone else to fill out the questionnaire for

you. Piease mark an "xX" along the line that expresses your thoughts from 0 to 100 in each section.

Section L Pain Intensity

To what degree do yourely on pain medications or pain relievingsubstances for you to be comfortable?

None Some Ali The Time

Section I: Personal Care

How much does pain interfere with your personal care (getting out of bed, teeth brushing, dressing, eto)?

None Some
1 cannot get out

(No pain)
ofbed

: : : 100%

Section IH: Liftmg
How much limitation do you notice in lifting?

None Some I cannot lift

(I can lift as I did) anything

: : : : ) 100%

Section IV: Walking
Compare to howfaryou could walk before your injury or back trouble, how much does painrestrict your walking

now?

None Some - Ail The Time

can walk the same) Very Little Walking £ cannot walk)

:
) 100%

Section V: Sitting
Back pain limits my sitting in a chair to:

None Some All The Time

(I cannot sit at all)
(Same as before)

: :
2

100% Revised 11/29/17

Âccre

___)100%

0%

0%



North Texas Pain Recovery Center

Pain Management Work Hardening o

u Program Accreditations:

The Rehabilitation Accreditation Commission (CARF) American Academy of Pain Management (AAPM)

Section VE Standing

Howmuch does your pain interfere with your tolerance to
stand for long periods?

None
Some All The Time

(Same a3 before)
(É cannot stand)

: : :
) 100%

Section VIE Sleeping

Howmuch does pain interfere withyour
sleeping?

None
Some AY The Time

(Sleep same as before) ( cannot sleep at all}

o
) 100%

(Sam X3 =
_

% (Daily Activities Interference)

SectionVIT: Social Life

Howmuch does pain interfere with your social life (dancing, games, going out, eating with friends, eto)?

None
Some

All The Time

(Same as before)
(No activities total loss)

: :
: ) 100%

Section IX: Traveling

Howmuch does pain interfere with travelingin a car?

None
Some All The Time

(Same &s before)
(I cannot travel)

O%( : : :
: : :

) 100%

Section À Vocational
es pain interfere with your work and/or daily activities?

How much do

None
Some

All The Time

0%( o

100%

(Sum X5 = % Work/Leisure Activities Interference)

Sector, XL. Ansiety/Mood

How much control do you feel that youhave over demands mads on you?

Total
Some

None

m

100%

Revised 11/29/17

0%

09

0%

0%€



North Texas Pain Recovery Center
Work Hardening o

Pain Management
Accreditations:

Management (AAPM)

The Rehabilitation Accreditation. Commission (CARE) American Academy of Pain

Section SIE: Emotional otions?

Howmuch control do you feel you have over your em

Total
Soms

Nore

: ) 100%

0%

Section XUL Depression.

How depressed have you been since the onset ofthe pain?

None
Some

Overwhelmed by depression

0%
:

2

:
y 100%

(Sum ÉS =
_ % Anziety/Depression Tnterference)

SectionZIV TotemessomalRelationships

Howranchdo you think your pam has changed your
relationships with others?

None
Some

Drastically changed

0% :

100%

Howmuchsupport do you sed trom others io help you dnring the onset of pain (taking over chores, fizing meals,

etc)?

None
Some

AU The Time

0% : -

: y 100%

Secüon Punishing Response

How muchdo you think others express
or anger toward you because of your pam?

None
Some AfiTheTans

0% o
: y 100%

(Sum AS = % Social InterestInterference)

Section XV: Social Support

Pra

Control

XVI
fon, Hustradon,



North Texas Pain Recovery Center
Pain Management Work Hardening

Program Accreditations:

The Rehabilitation Accreditation Commission (CARF) American Academy of Pain management (AAPM)

Many of the following issues have been associated with individuals who experience persistent pain,

to fully assess the impact of pain in your life please mark the highest number in each group that

applies.

1. 0
1

2

3

2. 0
1

2

3

3. 0
1

2

3

4. 0
1

2

3

5. 0
1

2

3

6: 0
1

2

3

Personal Inventory

1 do not feel sad.

I feel sad.

Iam sad all the time and I can't snap out of it.

I'am so sad and unhappy that I can't stand it.

I am not particularly discourages about the future.

I feel discouragedabout the future.

I feel I havenothing to look forward to.

I feel the future is hopeless and that things cannot improve.

Ido not feel like a failure.

I feel I have failed more than the averageperson.

As I look back on my life, all I can see is a lot of failure.

I feel Iam a complete failure as a person.I

I get as much satisfaction out of things as I used to.

I don't enjoy things the way I used to.

I don't get real satisfaction out of anything anymore.
Tam dissatisfied or bored with everything.

I don't feel particularly guilty.

I feel guilty a good part of the time.

I feel quite guilty most of the time.

I feel guilty all of the time.

I don't feel I am being punished.

I feel I may be punished.

I expect to be punished.

I feel I am being punished.



10.

11.

12.

13.

14.

D

Nu
©

I don't feel disappointed in myself.

I am disappointedin myself.

Tam disgusted with myself.

Thate myself.

07

1

2

3

I don't feel I am any worse than anybody else.

Iam critical of myself for my weakness or mistakes.

I blame myself all the time for my faults.

I blame myself for everything bad that happens.

008

1

2

I don't have any thoughts of killing myself.

I have thoughts of killing myself, but I would not carry them out.

I would like to kill myself.

I would kill myself if I had the chance.

009
1

2

3

I don't cry any more than usual.

1
cry more now than I used to.

I cry all the time now.

I used to be able to cry, but now I can't cry even though I want to.

00

1

2

3

Tam no more irritated by things than I ever was.

Iam slightly more irritated now than usual.

Iam quite annoyedor irritated a good deal of the time.

I feel irritated all the time.

0
1

3

I have not lost interest in other people.

Iam less interested in other people than I used to be.

I have lost most of my interest in other people.

I have lost all of my interest in other people.

0
1

2

3

I make decisions about as well as I ever could.

I put off making decisions more than I used to.

Ihave greaterdifficulty in making decisions more than I used to.

I can't make decisions at all anymore.

00

1

2

3

1 don't feel that I look any worse than I used to.

lam worried that I am looking old or unattractive
1 feel there are permanentchanges in my appearance that make me look unattractive.

I believe that I look ugly.



16.

17.

18.

19.

20.

21.

UN
© Ican work about as well as before.

It takes an extra effort to get started at doing something.

Ihave to push myself very hard to do anything.

I can't do any work at all.

15

Ican sleep as well ás usual.

I don't sleep as well as I used to.

I wake up 1-2 hours earlier than usual and find it hard to get back to sleep.

I wake up severalhours earlier than I used to and cannot get back to sleep.

00

1

2

3

I don't get more tired than usual.

I get tired more easily than I used to.

I get tired from doing almost anything.

Tam too tired to do anything.

2

3

My appetite is no worse than usual.

My appetite is not as good as it used to be.

My appetite is much worse now.

I have no appetite at all anymore.

1

2

Ihaven't lost much weight, if any, lately.
T have lost more than five pounds.

I have lost more than ten pounds.

I have lost more than fifteen pounds.

0
1

2

3

Iam more worried about my health than usual.0

I am worried about physical problems like aches, pains, upset stomach, or constipation.

Lam very worried about physical problems and it's hard to think of much else.

Lam so worried about my physical problems that I cannot think of anything else.

1

2

Thave not noticed recent change in my interest in sex.

I am less interestedin sex that I used to be.

Ihave almost no interest in sex.
T have lost interest in sex completely.

0
1

2

3



Patient Name

Patient ID #

1. Enter today's date: / (MM/DD/YY)

2. Enter your date of birth: / / (MM/DD/YY)

3. How long haveyou had the pain for which you are now seeking treatment?

.5

6,

8.

9.

10.

Months

On a scale of 0

to 10, with 0 being no pain at all and 10 being the worst possible pain,

how would you rate your pain right now?

0 1 2 3 4 5 6 7 8 9 10

no pain worst possible

pain

How would you rate your pain on the averageduring the last week ?

0 1 2 3 4 5 6 7 8 9 10

no pain \ worst possible

at all pain

Does your pain affect your self-esteem or self-worth?

0
1

2 3 4 5 6 7 8 9 10

not at all all the time

Does your pain interfere with your ability to walk?

0
1 2 3 4 5 6 7 8 9 10

not at all all the time

Does your pain interfere with your ability to bathe yourself?

0 1 2 3 4 5 6 7 8 9 10

not at all all the time

How would you rate your physical activity?

0 1 2 3 4 5 6 7 8 9 10

significant can perform

limitation in vigorous activities

basic activities without limitation

How would you rate your feelings of depression today?

0 1 2 3 4 5 6 7 8 9 10

not depressed extremely

at all depressed

OP Pain Outcomes Profile
\

Years

atal



11,

12,

13,

14.

15.

16.

1.7

18.

19.

20.

21.

22.

23.

Does your pain interfere with your ability to carry/handle everydayobjects such as a

bag of groceries or books?

0 1 2 3 4 5 6 7 8 9 10

not at all all the time

Does your pain interfere with your ability to dress yourself?

0 1 2 3 4 5 6 7 8 9 10

not at all all the time

How would you rate your overall energy?

0
1 2 3 4. 5 6 7 8 9 10

totally
y most energy

worn out ever

How much do you worry about re-injuringyourselfif you are more active?

0
1 2 3 4 5 6 7 8 9 10

not at all all the time

How would you rate your feelings of anxiety today?

0 1 2 3 4 5 6 7 8 9 10

not anxious
extremely

at all anxious

Does your pain interfere with your ability to climb stairs?

0 1 2 3 4 5 6 7 8 9 10

not at all all the time

Does your pain interfere with your ability to use the bathroom?

0 1 2 3 4 5 6 7 8 9 10

not at all all the time

How would you rate your strength and endurance today?

0
1 2 3 4 5 6 7 8 9 10

very poor strength very high strength

and endurance and endurance

Do you have problems concentrating on things today?

0 1 2 3 4 5 6 7 8 9 10

not at all all the time

Does your pain require you to use a cane, walker, wheelchair or other devices?

0
1 2 3 4 5 6 7 8 9 10

not at all all the time

Does your pain interfere with your ability to manage your personal grooming?

(for example combing your hair, brushing your teeth, etc)

0
1 2 3 4 5 6 7 8 9 10

not at all all the time

How often do you feel tense?

0
1 2 3 4 5 6 7 8 10

not at all all the time

How safe do you think it is for you to exerciser

0
1 2 3 4 5 6 7 8 9 10

not safe
extremely

at all safê



Pain Outcomes Profile +

Patient Name

3)

Are you concerned that you should cut down
or cut back on your use of alcohol, medications,
or other substances?

Have you ever been annoyed by people trying
to talk to-you about your use of alcohol,
medication or other substances?

Have you ever felt guilty aboutyour use of
alcohol, medication, or other substances?

Have you ever needed an eye - opener
(use of alcohol, medication, or other
substances) just to start your day?

Yes

Date

O

)

)>



FACS

Name: D +: Date: / /

Instructions: People respond to pain in differentways. We want to find out how you think and

feel about your painfulmedical condition and how it has affected your activity level. Please

think about how you have been over the past week, and circle one number between "0" and

"5" from the scale below to answer each question.

5 = CompletelyAgree

4 = Mostly Agree

3 = Slightly Agree

2 = Slightly Disagree D

=
i

E
1 Mostly Disagree 8 8 4. S
0 = Completely Disagree e 8 & O

A GRDANOS E

Over the past week, how much do you agree with these = > > o S

statementsabout your painful medical condition? FEEDS F
me

1) L try to avoidactivitiesand movements that make my

painworse
5 3 2

1 0

2) I worry about my painful medical condition 5 4 3 2
1 0

3) I believe that my painwill keep gettingworse until I

won't be able to function at all
5 4 3 2 1 0

4) Lam overwhelmedby fear whenI think about my painful

medicalcondition
5 4 3 2

1 0

5) I don't attemptcertain activitiesbecause I am fearful that

I will injure (or re-injure) myself..
5 4 3 2 1 0

6) When my pain is really bad, I also have other symptoms

such as nausea, difficulty breathing, heart pounding,

trembling,and /or dizziness
5 4 3-2 1 0

7) It is unfair that I have to live with my painful medical

20

S

0

o

4

12

condition
345

8) My painful medical condition puts me at risk for future

injuries (or re-injuries)for the rest of my life 5 4 3 2 1 0

Version 8, Rev. 1/30/2014



Continue.....

Over the past week, how much do you agree with these

statements about your painful medical condition?

9) Because of my painful medical condition, my life will

never be the same

10) I have no control over my pain

I am fearful that my pain will increase

medical condition

11) I don't attempt certain activities and movements because

12) Itis someone else's fault that I have this painful

13) The pain from my medical condition is a warningsignal

that something is dangerouslywrong with me

conditionis

14) No one understandshow severe my painful medical

Start each of the following items with this statement:

Over the past week, due to my painful medical condition I
_

have avoided the following...

15) ...strenuous activities (like doing heavy yard work or

movingheavy furniture)

16) ...moderateactivities(like cooking dinner or cleaning

the house)

17) ...light activities (like going to the movies or going out

to lunch)

18) ...my full duties and chores at home and/or at work

19) ...recreation and/or exercise (things that I do for fun and
_

good health)

D
D

U € a

VESESSPSS sS Y
À

SF 5 § 8 &
ISSSY F ALO

5 3 1 0

4 3 2 1 0

5 4 3 1 0

5 4
1 0

5 4 3 1 ©

5 4 1 0

&
E 88vos + & A

& & LS S 7

YIEPS
55 53

SLT F
5 4 3 10

o

5 4 3 1 0

4 3
1 0

5 4 3 1 0

5 4 3 1 0

5 4 3 1 0

D

2

2

2

23

O

)

2

25

2

20) ...activities where I have to use my painful body part(s)...

Total Score:
~

Warc�nn
À

Par 1/20/901A



Please read each item in the list below. Indicate how much you have been

botheredby each of this issues during the past month by circling the number in the
correspondingspace in the column next to each item.

"Mildly, but it Moderately
- it Severely - it

Not at all didn't bother wasn't pleasant botheredme
me much at times a lot

Númbness.or tingling,
32

1

Feeling hot
32

10

Wobbliness in legs-
2

10

Unable to relax
3

1

Fear of worst happening 10

Dizzy or lightheaded
32

106

Heart pouñding / racing
2

10

Unsteady
32

100

Terrified or afraid
3

1

Nervous
3

1

Feeling of choking 10

Hands trer1bling
3

10

shaky/ unsteady
32

10

Fear of losing control
32

1

Difficulty i breathing
2

10

Fear of dying
2

1

Scared
32

10

Indigestion
2

10

Faint / lightheaded
32

10

Face flushed
2

1

Hot F cold sweats. 10



North Texas Pain Recovery Center
Pain Management Work Hardening

Program Accreditations:

The Rehabilitation Accreditation Commission (CARF) American Academy of Pain Management (AAPM)

PROGRESS SURVEY

NAME: DATE:

In answeringthe following questions, please keep in mind that we are interested in knowing about

changes that haveoccurred over the past week.

1. Use the following rating scale to indicate what your level of pain has been over the past week

(circle the appropriatenumber). In other words, your average pain level over the past week.

No pain 0 -- 1 _ -- _ 2 -- 3 -- 4 - _ 5-- - -6 7 _
-

_ 8 _ - _ 9 -- 10 Worst Pain Imaginable

2. Use the following rating scale to indicate how well you havebeen coping with your pain over the

past week (circle the appropriatenumber).

No pain 0 --
1 2-3 _ -- _ 4-- _ -5 _ - _ 6 _ - _ _ 8- _ 9- -10 Worst Pain Imaginable

3. Over the past week, count the number of times you have taken part in any social and/or

7

recreational activity. Indicate the number of times you have done the following activities by

place a number on the line. If you have done any activity other than what is listed, please use

the "other" category.

Church shopping - visiting __
walking __

movie

-
sports event

_ park _

fun parks groceries bank

__yardwork _ post office shoppingmall traveling __

outside hobby

_outtoeat __laundromat dancing _concert
__

other

(you may list the "other" activities on this line, if you wish)

4. Use the following rating scale to indicate how well you feel you havebeen getting along with

family members (spouse, children, parents, etc.).

Many bad feelings Getting along

and arguments 0-1-2--3-4-5-6-7-8--9-10 great

6702 W. Poly Webb Rd. Phone: (817) 478-0095

Arlington, TX: 76016 ‚Fax: (817) 478-7628


