
METHODS
Participants
We used data from two sources: 1) Stepped Care for Affective
Disorders and Musculoskeletal Pain (SCAMP), a longitudinal
study that enrolled a total of 500 patients with chronic musculo-
skeletal pain, and 2) Helping Veterans Experience Less Pain
(HELP-vets), a cross-sectional study of 646 veterans receiving care
at VA clinics. We used data from Study 1 to develop and initially
validate the ultra-brief measure and data from Study 2 to confirm
reliability and validity in an independent patient population.

Study 1 (SCAMP) enrolled 500 primary care patients with
persistent back, hip, or knee pain of at least moderate severity,
250 of whom had concurrent depression.18 Participants were
recruited from university (n=300) and VA-affiliated (n=200)
internal medicine clinics in Indianapolis. Patients with concur-
rent depression were enrolled in a trial of depression and pain
treatment vs. usual care (n=250). Thosewithout depressionwere
followed in a parallel observational study (n=250). The mean age
of SCAMPparticipantswas 59 years; 52%werewomen, 58%were
white, and 38% were black. The mean numeric rating of current
pain (on a 0–10 scale) was 6.1 (SD 1.9) at baseline.

Study 2 (HELP-vets) enrolled a random visit-based sample of
646 veterans from ambulatory care clinics at two VA hospitals
and six affiliated community sites in three urban California
counties. Patients with chronic illness were over-sampled by
design. The mean age was 63 years and 95% were male. Self-
reported race/ethnicity was 54% white, 30% black, and 10%
Latino. Sixty-one percent of participants reported pain at the time
of enrollment and63%hadone ormore pain diagnoses (33%back
pain, 45% other musculoskeletal pain, 12% neuropathic pain,
5% headache). The mean rating of current pain (on a 0–10 scale)
was 3.1 (SD 3.2) overall and 5.1 (SD 2.6) among those with pain.

Measures
Study 1 participants completed the BPI, Chronic Pain Grade
questionnaire (CPG), Roland disability scale, and SF-36 bodily
pain scale at baseline; they completed the BPI, CPG, and pain
global rating of change at 6 months. Study 2 was cross-

sectional; participants completed the BPI, Functional Morbidity
Index, and a single-item rating of overall pain-related distress.

& The Brief Pain Inventory (BPI) includes two scales that

assesspain intensity and pain-related functional impairment
(physical and emotional).13,15 The four items of the BPI
severity scale assess the intensity of current pain and pain
at its least, worst, and average during the pastweek on scales
from 0 (“no pain”) to 10 (“pain as bad as you can imagine”).
The BPI interference scale assesses pain-related functional
interference with seven items assessing different domains
(general activity, mood, walking ability, normal work, rela-
tions with other people, sleep, and enjoyment of life) rated
from 0 (“does not interfere”) to 10 (“interferes completely”).

& The Chronic Pain Grade questionnaire (CPG) includes two

three-item scales (intensity and disability) that are trans-
formed into 0–100 scores.19 An algorithm classifies pain
into four graded categories: 1) low disability-low intensity,
2) low disability-high intensity, 3) high disability-moderately
limiting, and 4) high disability-severely limiting. The CPGhas
been validated in primary care, chronic pain, and general
populations.20–22

& The Roland Disability questionnaire is a pain-specific

measure of physical disability validated in patients with
back pain and other chronic pain conditions.23,24 It
includes a checklist of 24 statements about pain effects
on function; the score is the number of items endorsed.

& TheShort-Form36-item questionnaire (SF-36) Bodily Pain Scale

is a two item scale assessing pain severity and interfer-
ence.25,26 Responses are transformed into a 0–100 score.

& The Pain Global Rating of Change is a single item assessing

patients’ overall impression of change in their pain. Study
1 participants were asked whether their pain was worse,
about the same, or better since the start of the study.
Those who reported that pain was better were asked to rate
the magnitude of improvement (a little, somewhat, moder-
ately, a lot, or completely better). Global ratings of change
may be more sensitive to improvement and better correlat-
ed with patient satisfaction than serial measures.27

& The Functional Morbidity Index was developed to assess

general functional status in older adults.28 Patients indi-
cate whether they are able perform four different activities
independently, and if not, whether the impairment is due
to a health problem.

Table 1. Reliability and Item-total Correlations for PEG and
Alternate Scales in Study 1 Sample (n=500)

Items Alpha Item-total
correlation

Alpha (deleted
variable)*

Preferred scale (PEG) 0.73
Average intensity 0.49 0.74
General activity 0.65 0.52
Enjoyment of life 0.59 0.62
Alternate scale 1 0.70
Average intensity 0.48 0.68
General activity 0.60 0.49
Mood 0.53 0.62
Alternate scale 2 0.66
Average intensity 0.50 0.59
General activity 0.53 0.49
Sleep 0.48 0.62
Alternate scale 3 0.77
Average intensity 0.50 0.76
General activity 0.63 0.68
Sleep 0.56 0.73
Enjoyment of life 0.65 0.66

*Cronbach coefficient alpha for the scale with that item deleted.

Figure 1. The PEG three-item scale. *Items from the Brief Pain
Inventory reproduced with permission from Dr. Charles Cleeland.
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