[bookmark: _GoBack]Additional file 3
Improving Chicago Older Adult Opioid and Pain Management Through Patient-centered Clinical Decision Support and Project ECHO ® (I-COPE) Patient Pre-Visit Questionnaire
[image: ]
[image: Text

Description automatically generated with low confidence]
image1.emf



Chronic Pain Questionnaire



Your health care team wants to know how you are doing and has some 



questions for you. There are no wrong answers. It is OK to ask someone to 



help you answer the questions. Feel free to skip questions if you need to.  



Please mark the box with your response to each question.



1.  Do you want to talk about pain or other discomfort, such as aching, 



hurting or soreness at your visit?



2.  What number best describes your pain in the past week? Please 



circle your response.



5. What has your pain affected that you hope to change? Please 



check all that apply to you. 



3. What number best describes how, during the past week, pain has 



interfered with your enjoyment of life? Please circle your response.



4. What number best describes how, during the past week, pain has 



interfered with your general activity? Please circle your response.



Please complete the second page of the survey on the next page 



Yes          No          Unsure



If No, please skip to #7 on the next page. 



Perform more daily tasks Care better for self



Take less medications



Care better for others



Be more physically active



Reduce stress



Do hobbies and activities



Improve sleep Improve mood



Improve social interactions Perform better at work None



Unsure Other: _______________________________________



1 2 3 4 5 6 7 8 90 10 Pain as bad as you 



can imagine



No pain



101 2 3 4 5 6 7 8 90Does not



interfere



Completely 



interferes



1 2 3 4 5 6 7 8 90 10Does not



interfere



Completely 



interferes











Yes No



7. In the past 3 months, have you taken an opioid?  Some examples of 



opioids are tramadol, codeine, Tylenol #3, hydrocodone, Norco, 



morphine, oxycodone, Percocet, methadone, fentanyl, heroin.



8. Are you having problems with the opioid?



Yes No         I do not take an opioid.



9. Who helped you answer this survey?



Caregiver    Clinic Staff I did this survey on my own 



10. Over the last 2 weeks, how often have you had little interest or 



pleasure in doing things? 



Not at all        Several days      More than half the days      Nearly every day



None 1 or more



11. Over the last 2 weeks, how often have you felt depressed or 



hopeless?



Not at all      Several days More than half the days Nearly every day



12. How many times in the past year have you used an illegal drug or 



used a prescription medication for nonmedical reasons? 



6. Your provider will help you choose a pain management plan. If you 



have a preference, please mark all options you are interested in. 



I prefer my provider to choose



Behavioral strategies / coping tools



Non-opioid pills



(ex: duloxetine, gabapentin)



Massage therapy



Physical therapy



Therapy / counseling



Opioids (ex: tramadol, hydrocodone)



Chiropractor



None



Patches / creams



(ex: lidocaine, capsaicin)



Joint injections



Acupuncture



Other: ___________________



Referral to specialists (ex: pain



clinic, orthopedic surgery)
Assistive devices (ex: cane, walker)



__________________










Chronic Pain Questionnaire

Your health care team wants to know how you are doing and has some 

questions for you. There are no wrong answers. It is OK to ask someone to 

help you answer the questions. Feel free to skip questions if you need to.  

Please mark the box with your response to each question.

1.  Do you want to talk about pain or other discomfort, such as aching, 

hurting or soreness at your visit?

2.  What number best describes your pain in the past week? Please 

circle your response.

5. What has your pain affected that you hope to change? Please 

check all that apply to you. 

3. What number best describes how, during the past week, pain has 

interfered with your enjoyment of life? Please circle your response.

4. What number best describes how, during the past week, pain has 

interfered with your general activity? Please circle your response.

Please complete the second page of the survey on the next page 

Yes          No          Unsure

If No, please skip to #7 on the next page. 
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6. Your provider will help you choose a pain management plan. If you
have a preference, please mark all options you are interested in.

| prefer my provider to choose Joint injections

Physical therapy Referral to specialists (ex: pain

Assistive devices (ex: cane, walker) clinic, orthopedic surgery)

Behavioral strategies / coping tools Chiropractor
Therapy / counseling Acupuncture
Non-opioid pills Massage therapy
(ex: duloxetine, gabapentin) None
Opioids (ex: tramadol, hydrocodone)

Other:

Patches / creams

(ex: lidocaine, capsaicin)

7. In the past 3 months, have you taken an opioid? Some examples of
opioids are tramadol, codeine, Tylenol #3, hydrocodone, Norco,
morphine, oxycodone, Percocet, methadone, fentanyl, heroin.

Yes No

8. Are you having problems with the opioid?

Yes No | do not take an opioid.

9. Who helped you answer this survey?

Caregiver |_|Clinic Staff | did this survey on my own

10. Over the last 2 weeks, how often have you had little interest or
pleasure in doing things?

Not at all Several days [_]More than half the days [_|Nearly every day

11. Over the last 2 weeks, how often have you felt depressed or
hopeless?

Not at all [_|Several days More than half the days | |Nearly every day

12. How many times in the past year have you used an illegal drug or
used a prescription medication for nonmedical reasons?

None | _|1 or more





