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By the end of the module, you will be able to:

• Describe the utility of validated chronic pain assessment tools within the 
primary care setting

• Use in practice brief assessment tools appropriate for the multi-dimensional 
assessment of pain, psychiatric conditions, medical conditions, addiction, and 
treatment response

We will review:

Topic One: Common Assessment Tools

Topic Two: Monitoring and Adjusting Treatments

Lead Authoring Subject Matter Experts

Veterans Health Administration
Dr. Aram Mardian

Department of Defense
MAJ Kevin Guthmiller, USA

Module 3-2

Assessment
Tools



Module 3-2
Training Guide

Common Assessment Tools
Page 1

Notes

The pain interview is aimed at building a therapeutic relationship and understanding the patient’s unique biopsychosocial story. However, 
the interview process may not identify all biopsychosocial domains that are disrupting the patient’s life.  

Use of brief screening tools can aide in identifi cation of important dysfunctional domains and therefore assist with biopsychosocial 
synthesis. For example, much of the interview may focus on the description of the physical aspects of the pain experience as well as 
problems with sleep and not identify problems with mood or anxiety. 

Topic One

Common 
Assessment Tools

Brief validated assessment tools can help with a treatment plan.

Assess function, screen for 
comorbidities and risk for addiction.

Assessment tools can provide a quantifi cation of the biopsychosocial contributors to chronic pain 
and can both help identify important factors to address in the interview and also serve as quantifi -

able longitudinal metrics. 
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Notes

The fi rst line is a VRS, second line is a NRS, and the third is a combined VRS and NRS.

Numeric rating scale (NRS)

Verbal rating scale (VRS)

Each of these scales has good reliability and validity.  Individuals with cognitive impairment may not be able to complete the NRS and 
may do better with the VRS or a visual scale (Jensen and Karoly, 2001).

Pain intensity measured by a unidimensional scale like NRS or VRS, is 
not enough for patients with chronic pain.
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Notes

Pain, Enjoyment, and General Activity (PEG) is a brief multidimensional assessment tools. As stated, the tools are brief and can be self-
administered. Tools can assist in shifting focus from only using pain intensity to assess treatment response and patient well-being, to 
whole person assessment of function and quality of life.

Melzack (1968) suggested that, based on the underlying neurophysiological mechanisms of pain, pain assessment should include three 
dimensions: sensory-discriminative, motivational-aff ective, and cognitive- evaluative.

Measures multiple domains of pain experience

• Often include pain intensity, mental functioning, physical functioning

Brief Pain Inventory (BPI) – Short Form 

• Multiple pain ratings (worst, least, average, current) & Interference Scale 

• BPI in longer version also contains questions about treatment and treatment response

Time to administer and scoring complexity limit usefulness in primary care

The PEG is an Ultra-brief, 3 question pain measure derived from the Brief Pain Inventory (BPI)

Benefi ts of the PEG for assessing chronic pain include:

• assessment of average pain over the past week rather than only pain at the time of the question

• assessment of pain interference with quality of life (enjoyment of life)

• assessment of pain interference with function (general activity)

Critiques of the PEG include – no assessment of sleep or stress

A short multidimensional assessment scale like PEG is better and can 
be used in the primary care setting.
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Notes

Defense Veteran Pain Rating Scale (DVPRS) is a tested and validated brief multidimensional assessment tool for chronic pain. It 
integrates pain rating features to improve interpretability of incremental pain intensity levels, and improves communication and 
documentation during transition of care, necessary in the DoD/VHA.

One critique is that the integration of the faces scale (useful in individuals with limited language skills –pediatric and geriatric populations) 
with other pain intensity scales may not be ideal for adults with chronic pain as it implies that the emotional and cognitive aspects of pain 
must coincide with the sensory aspect of pain. The supplemental questions of the DVPRS (discussed next) allows assessment of other 
dimensions of pain (activity, mood, sleep). 

DoD/VHA, prefers the DVPRS tool to measure pain intensity and 
assess how much pain interferes with activity, sleep mood and stress.
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Notes

The Supplemental Questions of the DVPRS are useful to explore other important dimension in chronic pain. These questions also assist 
in shifting the therapeutic conversation to a whole person, biopsychosocial approach.

Using a patient-centered interview, start to gather information using 
your clinician-centered interview skills.
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Notes

Screening Instruments - A score of 8 on the PHQ-4 would necessitate further assessment of depression and anxiety using Patient 
Health Questionnaire (PHQ-9) or Beck Depression Inventory-II (BDI-II).

One study showed that asking, “Do you want help with this today?” increased the specifi city of the PHQ-2 to 89%–98%, but did not 
increase the sensitivity. Asking this question can also increase the specifi city of a two-question anxiety screen.

The PHQ-4 combines the two questions from the PHQ-2 depression screen and the GAD-2 anxiety screen. Elevated scores have been 
shown to relate to decreased patient functional status in several areas, including mental and physical domains. The sensitivity and 
specifi city of the PHQ-4 as a diagnostic tool for depression or anxiety disorders has not been specifi cally determined. 

Therefore, its use at this time is limited to identifying patients with decreased quality of life who should undergo further assessment for 
major depression or anxiety disorders.

• normal (0-2), mild (3-5), moderate (6-8), and severe (9-12) 

A short multidimensional scale like PHQ 4 can be useful in primary 
care to assess anxiety and depression.



Module 3-2
Training Guide

Common Assessment Tools
Page 7

Notes

Many patients with PTSD may suff er from anxiety that can be identifi ed by using the Generalized Anxiety Disorder , GAD-2 questionnaire. 

The GAD-2 has high sensitivity (86%) and high specifi city (86%) for Generalized Anxiety Disorder in primary care, with similar results for 
the GAD-7.  Sensitivity and specifi city are much lower for other types of anxiety disorders, but a score of 10 or over on the GAD-7 can be 
used to identify patients with panic disorder, social anxiety disorder and PTSD.

A positive answer to the PC-PTSD screen indicates that a patient may 
have PTSD or a trauma-related problem and needs further support. 
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Notes

MoA score of ≥3 has shown a high sensitivity for detecting OSA: 93% and 100% for moderate and severe OSA, respectively.

A STOP-Bang score of 5–8 identifi ed patients with high probability of moderate/severe OSA.

More than three  ‘yes’ on the STOP-BANG screening tool indicates 
the presence and need to treat obstructive sleep apnea.

S Snoring?

T Tired?

O Observed apnea?

P High Blood Pressure?

B BMI > 35?

A Age > 50?

N Neck circumference > 40 cm (16 inches)?

G Gender is male?
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Notes

• In 2010, the American College of Rheumatology published preliminary diagnostic criteria for Fibromyalgia diagnosis

• No tender point exam required

• Sum of Widespread Pain Index and Symptom Severity Scale scores

2010 American College of Rheumatology Preliminary Diagnostic criteria for fi bromyalgia (all 3 conditions are met):

1. Widespread pain index (WPI) ≥7 and symptom severity (SS) scale score ≥5 or WPI 3 - 6 and SS scale score ≥9.

2. Symptoms have been present at a similar level for at least 3 months.

3. The patient does not have a disorder that would otherwise explain the pain.

The 2010 ACR criteria can be used to assess sub-threshold “fi bromyalgianess” of patients as well as assess the severity of fi bromyalgia 
symptoms over time. 

Diagnose and assess the severity of  fi bromyalgia using the 
widespread pain index (WPI) and the symptom severity (SS) score.



Module 3-2
Training Guide

Common Assessment Tools
Page 10

Notes

Opioid risk assessment tools can be used to screen patients prior to initiating opioids or patients already on chronic opioid therapy OR 
to supplement the clinical interview.

Prior to initiating prescription opioids

• ORT (Opioid Risk Tool)

• DIRE (Diagnosis, Intractability, Risk, Effi  cacy)

• SOAPP-R® (Screener and Opioid Assessment for Patients with Pain – Revised)

Taking prescription opioids

• COMM ™  (Current Opioid Misuse Measure)

The ORT scores patients in 5 domains that are risk factors for opioid misuse:

1. family history of substance abuse

2. personal history of substance abuse

3. Age

4. History of preadolescent sexual abuse

5. Psychological disorders

Scores are weighted diff erently for males and females.

The ORT may be a more appropriate initial screening tool for clinics with a higher volume of low risk patients while the SOAPP-R® may 
be more appropriate as an initial screening tool in higher risk patient populations.

ORT

Brief, 5-question survey

Self-report to assess risk of 

• ADRB prior to initiating COT

Strengths include being widely accessible, brief, and easy to administer.  

Primary limitation is a low sensitivity for predicting ADRB (0.18-0.45)

ORT is a simple opioid screening tool that can be used in primary 
care: 0-3: low risk, 4-7: moderate risk, > 8: high risk
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Notes

Screener and Opioid Assessment for Patients with Pain (SOAPP-R ®)

• Self report to assess risk of ADRB prior to initiating COT

• More extensive (24 items)

• Higher sensitivity for predicting ADRB (0.41-0.81)

Current Opioid Misuse Measure (COMM ™)

• 17 item self-report survey

• Designed to identify ADRB associated with opioid misuse in patients who are currently using COT

• A COMM score of ≥ 13 sensitivity of 77% and a specifi city of 77% for identifying primary care patients with DSM IV prescription 
opioid abuse or dependence

The COMM ™ a 17-item self-report survey that is designed to identify ADRB that may be associated with opioid misuse in patients who 
are currently on chronic opioid therapy.

Patients determined to be high risk by either the ORT or the SOAPP® require more rigorous evaluation, treatment structure, and 
monitoring.  Appropriate consultation with psychiatric, SUD, behavioral health, or pain specialty services should be considered. It may 
not be appropriate to prescribe COT for high risk patients in the primary care setting.

Many other screening tools (SOAPP®, COMM™) are more extensive & 
proprietary suitable for high risk patients on chronic opioid treatment.
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Assess the eff ectiveness of your treatment using 4 (+2) A’s at 
every patient visit: 

Check 4 A’s 

• Activity

• Analgesia

• Aberrant drug related behavior

• Adverse eff ects

Consider 2 A’s

• Aff ect

• Adjuncts

Notes

At every patient visit always ask the following:

• Activity: Has your activity increased following treatment?

• Analgesia: Has your pain been somewhat relieved?

• Aberrant behavior: Are your taking/seeking other drugs?

• Adverse eff ects: Do you have constipation, drowsiness, low sexual desire? 

• Aff ect: Are you sad, worried, or frustrated?

• Adjunct: Are you doing other things like exercise, relaxation, and/or yoga to improve your health?

Topic Two

Monitoring 
and Adjusting 

Treatment
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Notes

Quality of Life scale from the American Chronic Pain Association

Assess the patient’s quality of life using the QoL scale.
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Notes

Read the question and correct answer allowed to the class

Rationale for Answer D: 

The PEG is a 3 item multidimensional pain assessment tool derived from the BPI.

The DVPRS is a 5-item multidimensional pain assessment tool.

The MMPI (Minnesota Multiphasic Personality Inventory) has 566 questions and is commonly used in spinal cord stimulator 
assessments.

PC-PTSD is a brief 4 questions screen for PSTD designed for use in primary care.

Knowledge Check
In primary care settings, providers can use  __________ and _______ as brief 
multidimensional pain assessment tools. 

a. MMPI; DVPRS

b. PEG; PC-PTSD

c. PC-PTSD; SOAPP

d. DVPRS; PEG

e. PC-PTSD; PEG

Knowledge Check – Answer
In primary care settings, providers can use  __________ and _______ as brief 
multidimensional pain assessment tools. 

a. MMPI; DVPRS

b. PEG; PC-PTSD

c. PC-PTSD; SOAPP

d. DVPRS; PEG

e. PC-PTSD; PEG
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Recall that assessment tools provide a brief and validated way to identify important 
psychiatric and medical comorbidities, as well as the risk of addiction and pain-related 
life interference.

Remember that brief screening tools can identify the need for additional evaluation or 
prompt the use of more extensive assessment tools.

Use regular assessment tools at every clinical encounter in order to monitor treatment 
eff ectiveness and plan any necessary changes.   

Summary
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Current Opioid Misuse Measure (COMM™)
http://www.painedu.org/soapp.asp

Diagnosis, Intractability, Risk, Effi  cacy tool (DIRE) 
http://integratedcare-nw.org/DIRE_score.pdf

Defense & Veterans Pain Rating Scale (DVPRS)
http://www.dvcipm.org/clinical-resources/pain-rating-scale

Opioid Risk Tool (ORT)
http://www.partnersagainstpain.com/printouts/Opioid_Risk_Tool.pdf

Pain Catastrophizing Scale (PCS)
http://sullivan-painresearch.mcgill.ca/pcs1.php

American Chronic Pain Association Quality of Life Scale (ACPA-QOL)
http://www.theacpa.org/uploads/documents/Quality_of_Life_Scale.pdf

Sheehan Disability Scale
http://calmhsa.org/wp-content/uploads/2013/06/SheehanDisabilityScaleEnglish.pdf

Screener and Opioid Assessment for Patients in Pain (SOAPP) ®
http://www.painedu.org/soapp.asp

Resources
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