
Shoulder / Elbow / Hand Pain and Disabilitv Index

Name Date Patient #:

Please answer each question by checking the appropriate line that most applies to you.

How much difficultv do you have?

1. Washing your hair?

2. Washing your back?

3. Putting on undershirt or pullover sweater?

4. Putting on a shirt that buttons down the front?

5. Putting on your pants?

6. Placing an object on a high shelf or in a high cabinet?

7. Carrying heavy objects (i.e., gallon of milk,
bag ofgroceries / back pack, etc.)

8. Removing something from your back pocket?

9. Putting on / taking off a bra / belt (circle)?

10. Emptying the dishwasher?

I 1. Turning a door knob or key?

12. Lifting a full cup of coffee or glass of milk to your mouth?

13. Opening ajar?

14. Buttoning buttons ltying shoelaces?

UNABLE ABLETODO NODIFFICULTY
TO DO WITH PAIN OR PAIN

Occupational therapy goals:

Reference: Modified from;
Willianis, J.W., Holleman, D.R., Simel, D.L. (1995). Measuring shoulder function with the shoulder pain and disability index.
Joumal of Rheumatolosv. 22. 727-732. Roach, K.E., Budiman-mak E., Songsirideg, N., Youngsuk, L., (2001). Development of
a shoulder pain and disability index. Arthritis and Research. 4. 143-149.



 
 
 

 
Shoulder Pain and Disability Index (SPADI) 

 

Source: Roach KE, Budiman-Mak E, Songsiridej N, Lertratanakul Y. Development of a shoulder pain and 
disability index. Arthritis Care Res. 1991 Dec;4(4):143-9. 

 

The Shoulder Pain and Disability Index (SPADI) is a self-administered questionnaire that consists of two 
dimensions, one for pain and the other for functional activities. The pain dimension consists of five questions 
regarding the severity of an individual's pain. Functional activities are assessed with eight questions 
designed to measure the degree of difficulty an individual has with various activities of daily living that require 
upper-extremity use. The SPADI takes 5 to 10 minutes for a patient to complete and is the only reliable and 
valid region-specific measure for the shoulder. 

Scoring instructions 
To answer the questions, patients place a mark on a 10cm visual analogue scale for each question. Verbal 
anchors for the pain dimension are ‘no pain at all’ and ‘worst pain imaginable’, and those for the functional 
activities are ‘no difficulty’ and ‘so difficult it required help’. The scores from both dimensions are averaged to 
derive a total score. 

Interpretation of scores 
Total pain score:     / 50 x 100 = % 

(Note: If a person does not answer all questions divide by the total possible score, eg. if 1 question missed 
divide by 40) 

Total disability score:   / 80 x 100 = % 

(Note: If a person does not answer all questions divide by the total possible score, eg. if 1 question missed 
divide by 70) 

Total Spadi score:   / 130 x 100 = % 

(Note: If a person does not answer all questions divide by the total possible score, eg. if 1 question missed 
divide by 120) 

The means of the two subscales are averaged to produce a total score ranging from 0 (best) to 100 (worst). 

Minimum Detectable Change (90% confidence) = 13 points 

(Change less than this may be attributable to measurement error) 
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Shoulder Pain and Disability Index (SPADI) 
Please place a mark on the line that best represents your experience during the last week attributable to 
your shoulder problem. 

Pain scale 

How severe is your pain? 

Circle the number that best describes your pain where: 0 = no pain and 10 = the worst pain imaginable. 

At its worst? 0 1 2 3 4 5 6 7 8 9 10 

When lying on the involved side? 0 1 2 3 4 5 6 7 8 9 10 

Reaching for something on a high shelf? 0 1 2 3 4 5 6 7 8 9 10 

Touching the back of your neck? 0 1 2 3 4 5 6 7 8 9 10 

Pushing with the involved arm? 0 1 2 3 4 5 6 7 8 9 10 

Disability scale 

How much difficulty do you have? 

Circle the number that best describes your experience where: 0 = no difficulty and 10 = so difficult it requires 
help. 

Washing your hair? 0 1 2 3 4 5 6 7 8 9 10 

Washing your back? 0 1 2 3 4 5 6 7 8 9 10 

Putting on an undershirt or jumper? 0 1 2 3 4 5 6 7 8 9 10 

Putting on a shirt that buttons down the front? 0 1 2 3 4 5 6 7 8 9 10 

Putting on your pants? 0 1 2 3 4 5 6 7 8 9 10 

Placing an object on a high shelf? 0 1 2 3 4 5 6 7 8 9 10 

Carrying a heavy object of 10 pounds (4.5 kilograms) 0 1 2 3 4 5 6 7 8 9 10 

Removing something from your back pocket? 0 1 2 3 4 5 6 7 8 9 10 

 























TMD DISABILITY INDEX  
 
Patient Name ________________________________________________                                 Date_________________________________ 
 
Please read carefully: 

Please circle the one choice that best pertains to you (not necessarily exactly) in each of the following categories. 
SECTION 1 – Communication (talking) 
A. I can talk as much as I want without pain, fatigue or discomfort. 
B. I talk as much as I want, but it causes some pain, fatigue and/or 

discomfort. 
C. I can’t talk as much as I want because of pain, fatigue and/or 

discomfort.. 
D. I can’t talk much at all because of pain, fatigue and/or discomfort. 
E. Pain prevents me from talking at all. 
 
SECTION 2 – Normal living activities (brushing teeth/flossing) 
A. I am able to care for my teeth and gums in a normal fashion without 

restriction, and without pain, fatigue or discomfort. 
B. I am able to care for all my teeth and gums, but I must be slow and 

careful, otherwise pain/discomfort, jaw tiredness results. 
C. I do manage to care for my teeth and gums in a normal fashion, but 

it usually causes some pain/discomfort, jaw tiredness no matter how 
slow and careful I am. 

D. I am unable to properly clean all my teeth and gums because of 
restricted opening and./or pain.. 

E. I am unable to care for most of my teeth and gums because of 
restricted opening and/or pain.. 

 
SECTION 3 – Normal living activities (eating, chewing) 
A. I can eat and chew as much of anything I want without       

pain/discomfort or jaw tiredness. 
B. I can eat and chew most anything I want, but it sometimes causes 

pain/discomfort, and/or jaw tiredness. 
C. I can’t eat much of anything I want, because it often causes 

pain/discomfort, jaw tiredness or because of restricted opening. 
D. I must eat only soft foods (consistency of scrambled eggs or less) 

because of pain/discomfort, jaw fatigue and/or restricted opening. 
E. I must stay on a liquid diet because of pain and/or restricted 

opening. 
SECTION 4 – Social/recreational activities (singing, playing musical 
instruments, cheering, laughing, social activities, playing amateur 
sports/hobbies, and recreation, etc.) 
A. I am enjoying a normal social life and/or recreational activities 

without restriction. 
B. I participate in normal social life and/or recreational activities but 

pain/discomfort is increased. 
C. The presence of pain and/or fear of likely aggravation only limits 

the more energetic components of my social life (sports, exercising, 
dancing, playing musical instruments, singing). 

D. I have restrictions socially, as I can’t even sing, shout, cheer, play 
and/or laugh expressively because of increased pain/discomfort. 

E. I have practically no social life because of pain. 
 
SECTION 5 – Non-specialized jaw activities (yawning, mouth 
opening and opening my mouth wide) 
A. I can yawn in a normal fashion, painlessly. 
B. I can yawn and open my mouth fully wide open, but sometimes 

there is discomfort. 
C. I can yawn and open my mouth wide in a normal fashion, but it 

almost always causes discomfort. 
D. Yawning and opening my mouth wide are somewhat restricted by 

pain. 
E. I cannot yawn or open my mouth more than two finger widths (2.8-

3.2 cm) or, if I can, it always causes greater than moderate pain. 
 

SECTION 6 – Sexual function (including kissing, hugging and any 
and all sexual activities to which you are accustomed) 
A. I am able to engage in all my customary sexual activities and 

expressions without limitation and/or causing headache, face or jaw 
pain. 

B. I am able to engage in all my customary sexual activities and 
expressions, but it sometimes causes some headache, face or jaw 
pain or jaw fatigue. 

C. I am able to engage in all my customary sexual activities, but it 
usually causes enough headache, face or jaw pain to markedly 
interfere with my enjoyment, willingness and satisfaction. 

D. I must limit my customary sexual expression and activities because 
of headache, face or jaw pain or limited mouth opening. 

E. I abstain from almost all sexual activities and expression because of 
the head, face or jaw pain it causes. 

SECTION 7 – Sleep (restful, nocturnal sleep pattern) 
A. I sleep well in a normal fashion without any pain medication, 

relaxants or sleeping pills. 
B. I sleep well with the use of pain pills, anti-inflammatory medication 

or medicinal sleeping aids. 
C. I fail to realize 6 hours restful sleep even with the use of pills. 
D. I fail to realize 4 hours restful sleep even with the use of pills. 
E. I fail to realize 2 hours restful sleep even with the use of pills. 
SECTION 8 – Effects of any form of treatment, including, but not 
limited to, medications, in-office therapy, treatments, oral orthotics 
(eg, splints, mouthpieces), ice/heat, etc. 
A. I do not need to use treatment of any type in order to control or 

tolerate headache, face or jaw pain and discomfort. 
B. I can completely control my pain with some form of treatment. 
C. I get partial, but significant, relief through some form of treatment. 
D. I don’t get “a lot of” relief from any form of treatment. 
E. There is no form of treatment that helps enough to make me want to 

continue. 
SECTION 9 – Tinnitus, or ringing in the ear(s). 
A. I do not experience ringing in my ear(s). 
B. I experience ringing in my ear(s) somewhat, but it does not interfere 

with my sleep and/or my ability to perform my daily activities. 
C. I experience ringing in my ear(s) and it interferes with my sleep 

and/or daily activities, but I can accomplish set goals and I can get 
an acceptable amount of sleep. 

D. I experience ringing in my ear(s) and it causes a marked impairment 
in the performance of my daily activities and/or results in an 
unacceptable loss of sleep. 

E. I experience ringing in my ear(s) and it is incapacitating and/or 
forces me to use a masking device to get any sleep. 

SECTION 10 – Dizziness (lightheaded, spinning and/or balance 
disturbance). 
A. I do not experience dizziness. 
B. I experience dizziness, but it does not interfere with my daily 

activities. 
C. I experience dizziness, which interferes somewhat with my daily 

activities, but I can accomplish my set goals. 
D. I experience dizziness, which causes a marked impairment in the 

performance of my daily activities. 
E. I experience dizziness, which is incapacitating. 
 
_____________________________________ 
Examiner

With permission from:  Steigerwald DP, Maher JH. The Steigerwald/Maher TMD Disability Questionnaire. Today Chiro 1997;26:86-91. 



WRIST/HAND DISABILITY INDEX 
NAME:       DATE: 

Please read: This questionairre has been designed to give the Physical Therapist information as to how your wrist/hand pain has affected your ability 

to manage everyday life. 

 

Section 1 – Pain intensity 

___I have no pain in my wrist/hand 

___The pain in my wrist/hand is intermittent or mild 

___The pain in my wrist/hand is mild but constant 

___The pain in my wrist/hand is constant and moderately limits use of  

      the arm 

___The pain in my wrist/hand is constant and severely limits us of that 

      arm 

___The pain in my wrist/hand is constant, and I am unable to use that 

      arm 

 

Section 6 – Work 

___I can do as much work as I want to without symptoms 

___I can do all of my usual work, but it increases my symptoms 

___I can do most, but not all, of my usual work because of my 

      symptoms 

___I can do about half of my usual work because of my symptoms 

___I can hardly do any work at all because of my wrist/hand symptoms 

___I can’t do any work at all because of my wrist/hand symptoms 

Section 2 – Numbness & Tingling 

___I have no numbness or tingling in my wrist/hand 

___The numbness or tingling in my wrist/hand is intermittent 

___The numbness or tingling in my wrist/hand is constant but does not 

      limit use of that arm 

___The numbness or tingling in my wrist/hand is constant and 

      moderately limits use of that arm 

___The numbness or tingling in my wrist/hand is constant and severely 

      limits use of that arm 

___Due to constant numbness or tingling in my wrist/hand, I am unable 

      to use that arm 

Section 7 – Driving 

___I can drive my car without any wrist/hand symptoms 

___I can drive my car as long as I want, but it increases my symptoms 

___I can drive my car for 31-60 minutes before my wrist/hand 

      symptoms increase 

___I can drive my car for 11-30 minutes before my wrist/hand 

      symptoms increase 

___I can drive my car for only 10 minutes or less before my wrist/hand 

      symptoms increase 

___I am unable to use that arm for driving 

 

 

Section 3 – Personal Care (Washing, Dressing, etc.) 

___I can look after myself normally without any symptoms 

___I can look after myself normally, but it causes increased symptoms 

___It is uncomfortable to look after myself, and I am slow and careful 

___I can only partially use my wrist/hand and sometimes use the other 

      side instead 

___I can only partially use my wrist/hand and mostly use the other side 

___I am unable to use my wrist/hand for any personal care and always 

      use the other side 

 

Section 8 – Sleeping 

___I have no trouble sleeping 

___My sleep is slightly disturbed by wrist/hand symptoms (It wakes 

      me 1 time/night) 

___My sleep is mildly disturbed by wrist/hand symptoms (It wakes me 

      2 times/night) 

___My sleep is moderately disturbed by wrist/hand symptoms (It 

      wakes me 3-4 times/night) 

___My sleep is greatly disturbed by wrist/hand symptoms (It wakes me 

      5-6 times/night) 

___My sleep is completely disturbed by wrist/hand symptoms (It 

      wakes me 7-8 times/night or more) 

Section 4 – Strength 

___I can lift the heaviest weights I need to without symptoms 

___I can lift heavy weights, but it increases my wrist/hand symptoms 

___My wrist/hand symptoms prevent me from lifting more than 

      moderate weights (ex: a gallon of milk) 

___My wrist/hand symptoms prevent me from safely lifting more than 

      light weights (ex: a dish or book) 

___I frequently drop even light objects due to weakness in my 

      wrist/hand 

__I avoid lifting anything with my involved hand 

 

Section 9 – House & Yard Work 

___I have no wrist/hand limitations with house or yard work 

___I am able to do all house & yard work necessary if I take breaks 

___I am to do all house & yard work necessary, but it increases my 

      wrist/hand symptoms 

___I am able to do some, but not all, house & yard work; it increases 

      my wrist/hand symptoms 

___I am able to do only the minimum of house & yard work because of 

      my wrist/hand symptoms 

___I am unable to do any house or yard work because of my symptoms 

Section 5 – Writing/Typing tolerance 

___I can write or type as long as I need to without symptoms 

___I can write or type for as long as I want, but it increases my 

      symptoms 

___I can write or type for 31-60 minutes before my wrist/hand 

      symptoms increase 

___I can write or type for 11-30 minutes before my wrist/hand 

      symptoms increase 

___I can write or type for only 10 minutes or less before my wrist/hand 

      symptoms increase 

___I am unable to write or type using my involved hand/wrist 

 

 

Section 10 - Recreation/Sports 

___I am able to engage in all my recreation/sports activities with no 

      wrist/hand symptoms 

___I am able to engage in all my recreation/sports activities with some 

      symptoms in my wrist/hand 

___I am able to engage in most, but not all, of my usual 

      recreation/sports activities because of my symptoms 

___I am able to engage in a few of my usual recreation/sports activities 

      because of symptoms in my wrist/hand 

___I can hardly do any recreation/sports activities because of 

      symptoms in my wrist/hand 

___I am unable to do any recreation/sports activities because of 

      symptoms in my wrist/hand 

 
Please mark on the line below the pain you have had in the past 24 hours. Use the line as a scale to mark the level of your pain from no pain to the 

worst 

no pain at all               worst possible pain ____/50 = ____% 
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