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A B S T R A C T

Objective. Advances in regional anesthesia, specifically continuous peripheral nerve blocks
(CPNBs), have greatly improved pain outcomes for wounded soldiers in Iraq and Afghanistan. Pain
management practice variations, however, do exist, depending on the availability of pain-trained
military professionals deployed to combat support hospitals. An exploratory study was undertaken
to examine pain and other outcomes during evacuation and at Landstuhl Regional Medical Center
(LRMC), Germany.

Design. A mixed-methods, semistructured interview survey design was conducted on a convenience
sample of wounded U.S. soldiers evacuated from Iraq and Afghanistan to LRMC.

Setting and Patients. A total of 110 wounded soldiers evacuated from Iraq and Afghanistan from July
2007 to February 2008 completed a pain survey at LRMC. Data were collected on demographics,
injury mechanism, last 24-hour average, least, and worst, and pain now by using a 0–10 scale, and
percent pain relief (from 0% [No relief] to 100% [Complete relief]). Similar items and measures of
anxiety, distress, and worry during flight transport were measured (from 0 [None] to 10 [Extreme]).
Responses were analyzed by using descriptive and correlational statistics, multiple linear regression,
Mann–Whitney U-tests, and t-tests. The Walter Reed Army Medical Center, Human Use Com-
mittee approved this investigation.

Results. Participants were typically male (99.1%), Caucasian (80%), and injured from improvised
explosive devices (60%) and gunshots (21.8%). Average and worst pain scores were inversely
correlated with pain relief during transport (r = -0.58 and r = -0.46, respectively; P < 0.001), and
low to moderately positively correlated with increased anxiety, distress, and worry during transport
(P < 0.05). Average percent pain relief achieved was 45.2% � 26.6% during transport and
64.5% � 23.5% while at LRMC (P < 0.001). Participants with CPNB catheters placed at LRMC
reported significantly less pain right now (P = 0.031) and better pain relief (P = 0.029) than soldiers
without CPNBs.
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Conclusions. Our findings underscore the value of early aggressive pain management after major
combat injuries. Increased pain was associated with increased anxiety, distress, and worry during
transport, suggesting the need for psychological management along with analgesia. Regional anes-
thesia techniques while at LRMC contributed to better pain outcomes.

Key Words. Combat Casualty Care; Pain; Continuous Peripheral Nerve Block; Pain Outcomes

Introduction

The discovery of morphine by Wilhelm
Sertürner in 1804 coupled with Alexander

Wood’s development of the syringe and needle for
subcutaneous injection forever changed the man-
agement of pain on the battlefield. These miracu-
lous advances allowed, on demand, pain control
that led to the liberal use of opiates by Civil War
surgeons to treat combat casualties. Archives
tracing history of the Civil War noted that opioid
dependency rose among the war wounded, which
was known as the “Soldier’s Disease” [1]. Follow-
ing the Civil War, little attention was paid to the
problem of pain from combat injuries, and it was
not until World War II that a landmark study of
pain was carried out during 1943 and 1944 [2].
The motivation for this investigation was sparked
by the increasing numbers of casualties with
obvious clinical manifestations of morphine over-
dose leading, in many cases, to death. Importantly,
this study was the first to heighten awareness of
the concerning prevalence of pain caused by
combat injuries. A prevailing assumption at the
time was that most injured soldiers did not require
analgesia prior to the arrival at the field hospital
[3]. Subsequently, pain care of the wounded was
essentially restricted to those who were hospital-
ized, and intravenous morphine became the main-
stay for therapy. In conflicts that followed World
War II, military pain management regimens
remained predominately opioid based, with prac-
tice that is essentially static. Casualties continued
to be managed within the war theater until they
were “stable” enough for transport.

Attitudes about military pain management have
only recently been transformed, with the striking
realities of 21st century warfare in the Iraq and
Afghanistan conflicts. While the lethality of
weapons and severity of wounds have continued to
increase, paradoxically, casualty survival from the
current conflicts approaches 90%. The signifi-
cance of this achievement is appreciated when
compared with survival rates from previous con-

flicts, where 76% survived during the Vietnam
War (1961–1973), 67% survived during the Civil
War (1861–1865), and only 58% survived during
the Revolutionary War (1775–1783) [4]. Increased
survival noted in the current conflicts is attribut-
able to many factors, such as advanced surgical
care far-forward, improved surgical and critical
care techniques, availability of blood products,
body armor advances, and rapid air evacuation to
major medical facilities outside of the war zone [5].
Speedy air transport, in particular, has placed
greater emphasis on the need for improved pain
management processes and technology, as tradi-
tional opioid-based pain management fails in the
challenging air-evacuation environment [6].

Pain management in wounded soldiers from the
Iraq and Afghanistan Wars has improved signifi-
cantly from previous conflicts, with the introduc-
tion of continuous peripheral nerve block (CPNB)
techniques and advances in medication delivery
technologies [7–9]. However, currently, the appli-
cation of specialized pain care for combat casual-
ties is inconsistent and challenging due to
insufficient numbers of trained military medical
personnel available to specifically manage pain.
Less than 10% of active duty anesthesiologists
have been trained in pain medicine fellowship pro-
grams [10]. The delivery of pain care immediately
following battlefield injuries is further compli-
cated in the austere and dangerous combat envi-
ronment by the lack of available equipment and
supplies, prolonged evacuation times, and the
need to prioritize life-saving measures [11]. An
analysis of the types of procedures performed in
the battlefield surroundings indicates that major
surgical interventions are accomplished prior to
evacuation to Landstuhl Regional Medical Center
(LRMC) [12]. Of 290 orthopedic surgeries, 114
(40%) involved amputation and another 40% of
vascular procedures (32 of 82) were considered
major repairs. Despite these challenges, there is
still urgency for early aggressive pain treatment to
prevent or minimize the potential for the develop-
ment of central changes that ensue in the initial
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phase of severe tissue injury and pain and contrib-
ute to many chronic pain syndromes [13–15].

Few studies have evaluated pain outcomes
immediately after combat injuries and during
evacuation. Presenting symptoms and mechanisms
for pain have been reported for soldiers (N = 162)
seeking medical care after evacuation from the
battlefield in Iraq and Afghanistan, but only a
small subset (17%) of the sample sustained injuries
in combat [16]. A significant void currently exists
in the literature regarding self-reported informa-
tion on pain intensity levels, perceptions of pain
relief, and psychological experiences early on fol-
lowing major combat trauma. The specific aim of
this investigation was to determine the severity of
pain and extent to which pain affected emotional
status in soldiers who were evacuated to and
treated at LRMC, Germany.

Materials and Methods

A mixed-methods, semi-structured interview
survey design was conducted on a convenience
sample of 110 wounded U.S. soldiers evacuated
from Iraq and Afghanistan to LRMC from July
2007 to February 2008. During the study period,
when clinician-coinvestigators were available at
various times for 2- to 8-week tours of duty, eli-
gible participants were approached to complete
the survey. Of those approached, all agreed to par-
ticipate. Participants were eligible for the study if
they 1) sustained a major injury to one or more
limbs; 2) arrived at LRMC by air transport; 3)
were alert and capable of reporting current pain
levels and recalling events during air transport
from combat support hospitals; and 4) were expe-
riencing pain and receiving analgesics. Injured sol-
diers are routinely screened for traumatic brain
injury (TBI) at LRMC [17].

Those diagnosed with severe TBI were, for
obvious reasons, excluded from the study.
However, soldiers with mild TBI meeting the
eligibility criteria were surveyed in our study.
Soldiers who could not verbalize answers or
understand questions about their pain were not
approached to participate. Potential participants
were identified for the study during routine pain
rounds at LRMC. However, not all of them were
being followed up by the anesthesiology pain
service. A pain management clinical nurses spe-
cialist and anesthesiology pain fellows from the
Walter Reed Army Medical Center (WRAMC)
recruited and administered all study procedures.
The study was approval by the WRAMC, Depart-

ment of Clinical Investigation, Human Use Com-
mittee. The research met criteria for waiver of
informed consent. All research procedures were in
accordance and compliance with the Health Insur-
ance Portability and Accountability Act regula-
tions and WRAMC’s policies and guidelines for
the protection of human subjects. This included
provisions for deidentifying all survey forms and
avoiding the collection of any personal identifiers
at the time of participant recruitment. All partici-
pants agreeing to participate were informed of the
purpose for the study and of how the information
would be used and disseminated to improve the
pain care to soldiers sustaining injuries in combat.

Each participant completed a brief survey
quantitating several pain outcomes and provided
narratives about their pain and psychological
experiences by interview techniques conducted by
those collecting the data (Appendix). Demo-
graphic data, mechanisms of and circumstances
surrounding the injury, and type of analgesic
therapies received were recorded. The patient-
reported survey form was developed by the inves-
tigators for the purposes of testing the tool in the
context of this study.

The Pain Outcomes for Warriors Experiences
Research (POWER) survey form includes dimen-
sions of pain intensity (pain right now, average
pain, and worst pain) measured by a numeric
rating scale (0 = no pain, 10 = worst pain imag-
ined), percent pain relief, and ratings for levels of
anxiety, distress, and worry also captured by a
numeric rating scale (0 = none, 10 = extreme).
Various pain-related and emotional outcomes
were measured by recall during their air transport
experience. Additional information was collected
to capture pain-related outcomes shortly after they
were hospitalized at LRMC. This information
included the type of analgesic therapy patients
were receiving at the time of the interview, for
example, systemic opioid analgesia with or without
CPNB. Pain therapy with systemic multimodal
analgesia (e.g., anticonvulsants or antidepressants)
is rarely initiated in the early course of the treat-
ment at LRMC. A global measure of pain control
on a five-point scale (1 [poor] to 5 [excellent]) was
also obtained to capture the perceived quality of
pain management efforts. Opportunities were also
provided for participants to write short narratives
about their concerns, fears and worries during air
evacuation and to comment on what could have
been carried out to improve care on the aircraft.
The results of these qualitative data are summa-
rized in an abstract [18].
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Responses to the survey were analyzed by using
descriptive and correlational statistics and multiple
linear regression to identify significant predictors
for specific pain outcomes. Students’ t-test for
dependent groups was used to detect a significant
difference in mean scores for perceptions of pain
relief during transport and while at LRMC. By
using the Mann–Whitney U-test, dimensions of
pain intensity and pain relief were compared
between participants receiving early CPNB cathe-
ters and those treated with systemic opioids alone.
Internal consistency reliability for the POWER
survey was assessed by using Cronbach’s alpha,
and construct validity was evaluated with principal
component factor analyses. All statistics were per-
formed by using SPSS v15.0 software (SPSS Inc.,
Chicago, IL).

Results

Participants’ ages ranged from 19 to 43 years
(average: 25 years � 5). They were typically male
(99.1%), Caucasian (80%), and most often
wounded from an improvised explosive device
(60%), gunshots (21.8%), or motor vehicle acci-
dent (5.4%). The majority, 93%, was hospitalized
at LRMC for less than 8 days at the time the
survey was administered, 85% of the sample was
surveyed within 5 days of arriving to LRMC,
and, for 93%, the length of stay was <8 days. All
participants sustained limb injuries, with 39
(35.5%) having an injury to one arm, 5 (4.5%)
having an injury to both arms, 55 (50%) with an
injury to one leg, and 24 (21.8%) with an injury
to both legs. Nine (8.1%) of these injured sol-
diered had significant trauma to both legs and an
arm. At the time of the survey, seven had one or
two limb amputations.

Soldiers’ ratings of pain, anxiety, distress, and
worry experienced during air evacuation by plane
to LRMC are presented in Figure 1. Average
(r = -0.58) and worst pain scores (r = -0.46) were
negatively correlated with pain relief during
transport (P < 0.001) and low to moderately posi-
tively correlated with increased anxiety, distress,
and worry during transport (P < 0.01). Greater
worry during transport (P < 0.05) and higher
worst pain scores (P < 0.001) explained 71%
(P < 0.001) of the variance in average pain levels
during transport. Of the sample, 65% (N = 69)
reported 50% or less pain relief during transport.
No meaningful or statistically significant correla-
tions were noted between pain relief, and each of
the emotional components measured in the
POWER survey for both participants with pain
relief levels less than or equal to 50% and for
those greater than 50%.

Pain intensity scores at LRMC for pain right
now and recall for average, worst, and least pain for
the past 24 hours are provided in Figure 2. As
expected, average pain in the last 24 hours signifi-
cantly improved from recall during transport to
reports when soldiers were surveyed at LRMC
(mean 5.3 � 2.3, 4.1 � 1.8, respectively; P <
0.001). Percent pain relief scores (achieved by any
means of pain treatment) also increased from the
perceptions during transport (45.2 � 26.6%) to
the time while they are hospitalized at LRMC
(64.5 � 23.5%; P < 0.001). One-third of the sol-
diers indicated percent pain relief less than or equal
to 50%.

A comparison of pain levels during hospitaliza-
tion between patients who did not have CPNB
catheters (N = 83) and those who did (N = 27) is
shown in Figure 3. Patients with CPNB catheters
placed at LRMC had less pain right now than

Figure 1 Recall of pain levels and
psychological outcomes during
transport to Landstuhl Regional
Medical Center. NRS = numeric
rating scale; SD = standard devia-
tion of the mean.
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soldiers without CPNB catheters (P = 0.031). At
LRMC, patients with CPNB catheters reported
74.0 � 18.9% relief of pain compared with
61.7 � 24.1% without CPNB (P = 0.029)
(Figure 4). Patients who received CPNB at LRMC
reported significantly better percent pain relief
than those who did not, despite higher worst pain
intensity scores at LRMC in the CPNB group
(P = 0.012). No difference was found for global
pain control (P = 0.182) between these two treat-
ment groups.

Psychometric Testing of the POWER Survey
Psychometric properties for the POWER survey
were analyzed in the context of this study. The
ability for items in the instrument to detect differ-
ences to a degree supports construct validity. A
principal component varimax rotation factor
analysis was also performed to identify factor
structures or item clusters. Three factor structures
were identified with Eigen values >1, and, collec-
tively, the 11 items explained a considerable
amount of the variance in the measure, 70.7%.

Factor loadings were considered acceptable to
assignment on a factor if >0.40 [19]. Table 1 shows
the mean values and standard deviations for each
item along with the factor loading.

Internal consistency reliability was assessed for
the instrument and subscales by using Cronbach’s
formula for coefficient alpha. Cronbach’s alpha
values of >0.70 were considered acceptable [19].
However, slightly lower alphas may be evident
with small numbers of items in a cluster or sub-
scale. Cronbach’s alpha for the 11 items (excluding
the global pain rating) was 0.81. Individual Cron-
bach’s alphas for item clusters from the factor
analysis are reported in Table 1. Item analyses
were also conducted. Item-to-total correlations
are generally considered good if above 0.3 [19]. All
items except for the “percent pain relief” during
transport and hospitalization, which were 0.28 and
0.20, respectively, were greater than 0.4. All items
except for percent pain relief during transport
lowered the overall Cronbach’s alpha if deleted by
as much as 0.037. If deleted, “percent pain relief
during transport” only raised the alpha by 0.012.

Figure 2 Mean and median pain
scores at Landstuhl Regional
Medical Center. NRS = numeric
rating scale; SD = standard devia-
tion of the mean.
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Consequently, all items were considered accept-
able for internal consistency reliability.

Discussion

This survey is the first study to quantitate pain in
combat casualties arriving by air transport from
the battlefields in Iraq and Afghanistan. To our
knowledge, this is also the first demonstration of a
study on casualty acute pain levels and the impact
of treatment in soldiers since World War II.

Rapid evacuation of critically wounded soldiers
has been identified as a key factor in the improved
survival of wounded soldiers in the current con-
flicts [20]. Despite recent advances in pain technol-
ogy available to the soldiers, pain scores among the
wounded who responded to this survey were high
during air transport (>4 on a numeric rating scale)
(Table 1). Pain intensity scores of 4 or less (mild

pain) on an 11-point scale [21] are generally con-
sidered an acceptable goal of pain management in
American military polytrauma patients. The lower
mean percent relief of pain during transport, com-
pared with the percent relief achieved at LRMC,
confirms the conviction of many health care pro-
viders in the military concerning the difficulties of
achieving successful pain management during
medical evacuation flights. In fact, during trans-
port, patients in this survey failed to achieve at least
a 50% reduction in their pain. This suggests that
more effective pain medicine strategies are needed
in preparing injured soldiers for long evacuation
flights. Moreover, it will be critical to design treat-
ment approaches that not only alleviate constant
pain but also provide more reliable relief from
intense episodic or breakthrough pains encoun-
tered from turbulence, movement, or paroxysmal
ectopic discharge from injured nerves. An earlier
investigation of the use of oral transmucosal fenta-
nyl citrate showed that rapid delivery and onset of
action with those injured soldiers who are hemo-
dynamically stable may be beneficial in treating
pain in the combat or austere environments [22].

Average pain scores were significantly improved
once the soldier arrived at LRMC. However, the
samples’ mean “worst pain” intensity score actu-
ally increased possibly as a result of higher pain
intensity following surgical procedures at LRMC
although the influence of this variable was not
evaluated in the context of this study. These data
support the conclusion that acute pain services are
needed throughout the military evacuation chain.
The ability to provide effective acute pain services
assumes that designated personnel who are
responsible for and trained to provide regular pain
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Figure 4 Mean percent pain relief scores since arriving at
Landstuhl Regional Medical Center for patients receiving
CPNB vs no CPNB. CPNB = continuous peripheral nerve
block.

Table 1 Mean (SD) numeric rating scale (NRS) scores, principal component factor loadings, and internal consistency
reliability for items and/or subscales for the POWER survey

NRS Mean � SD
Factor
Loading

LRMC pain outcomes (Cronbach’s alpha: 0.79)
Worst pain in the last 24 hours 7.4 � 2.4 0.731
Least pain in the last 24 hours 2.3 � 1.8 0.770
Average pain in the last 24 hours 4.0 � 1.8 0.876
Pain right now 3.4 � 2.1 0.870
Percent pain relief while in the hospital 64.5% � 23.5% 0.578

Psychological outcomes during transport (Cronbach’s alpha: 0.82)
Anxiety during transport 3.5 � 3.4 0.872
Distress during transport 3.6 � 3.4 0.897
Worry during transport 4.1 � 3.5 0.763

Transport pain outcomes (Cronbach’s alpha: 0.62)
Average pain during transport 5.3 � 2.3 0.908
Worst pain during transport 6.8 � 2.3 0.865
Percent pain relief during transport 45.2% � 26.6% 0.803

LRMC = Landstuhl Regional Medical Center; POWER = Pain Outcomes for Warriors Experiences Research; SD = standard deviation.
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assessments and effective pain management are
available [23].

Participants receiving CPNBs during their hos-
pitalization at LRMC, despite higher “worst pain”
intensity, reported significantly better percent pain
relief (P < 0.05) since arriving there than those
who did not receive CPNB. Patients with CPNB
also had significantly less “pain right now”
(P < 0.05) than patients without catheters. It is not
clear why there was no significant difference in
average pain levels between the treatment groups,
given that the mean score for perceptions of pain
relief was higher with CPNBs. Nonetheless, these
findings indicate that CPNBs may play an impor-
tant role in early aggressive management of pain
following major limb injuries sustained in combat.

As expected, higher pain intensity scores corre-
lated with higher anxiety, distress, and worry scores
during transport. It is well known that acute pain
is associated with psychological distress. Conse-
quently, it is not surprising that soldiers with higher
“worst pain” during transport might also be more
worried about their pain control and its meaning in
terms of injury severity and outcome. The contex-
tual component of the concept of worry is exam-
ined more fully in a subsequent article in progress,
describing the qualitative arm of the investigation
with this sample of injured soldiers [18].

The impacts of preinjury psychological charac-
teristics on the experience of acute pain in such
dangerous conditions and psychological distress
experienced during acute pain following injury are
subjects of great importance for future research.
Anxiety plays an important role as a mediating
variable for increasing the perception of acute pain
in experimental and clinical conditions [24–26].
Data from this study show considerable variations
in emotional experiences and relationships to pain
intensity, which underscore the importance of psy-
chological preparation to reduce distress prior to
and during transport as a helpful component of
pain control. Further exploration of these psycho-
logical factors on soldier health, rehabilitation,
and posttraumatic stress represents critical areas
for future study.

Our survey methods do have limitations. First,
the sample of survey participants is relatively
small, and there was no consistency in the timing
of offering the survey to soldiers as they arrived at
LRMC. Clearly, not only was this a function of
our ability to actively identify potential partici-
pants but also this was related to the readiness of
soldiers who required medical and surgical inter-
ventions. Second, the survey was brief and

included only measurement components believed
to be critical to our understanding of their expe-
riences. In the absence of instruments validated
specifically for this population and environment,
brevity, reduction of burden to participants during
a difficult adjustment to life-altering injuries, and
tolerability in completing an instrument to eluci-
date pain and psychological experiences remained
a priority. Consequently, it was not possible to
incorporate more specific measures of emotional
and cognitive aspects of the pain experience. We
did, however, obtain qualitative data, which will be
useful in directing subsequent instrument devel-
opment to evaluate the soldiers’ experiences
during transport [18]. Third, researcher resources
to accomplish this investigation were limited by
the responsibilities for also providing and coordi-
nating pain care to this population. Last, surveys
were offered to as many new patients that were
identified as part of routine acute pain team visits
during the times that clinician-coinvestigators
were at LRMC and were available to recruit
patients and conduct the study. Thus, a sampling
bias may have existed with periodic data collection
and exclusion of more severely wounded poly-
trauma soldiers who were critically ill and unable
to participate early on during their hospitalization
but may have been capable of doing so at a later
time. This may have contributed to the underes-
timation of the severity of pain and psychological
outcomes.

Notwithstanding these limitations, our data do
suggest that there is opportunity to improve pain
management of soldiers wounded in Iraq and
Afghanistan. Importantly, our study highlights the
need for better-designed, resourced, and adminis-
tered surveys of wounded soldiers. It is somewhat
surprising and concerning that work of this type
has not been undertaken since the Second World
War. The impact of poorly treated pain on the
recovery and psychosocial function of wounded
soldiers remains unknown. Without data immedi-
ately following combat injuries in the early treat-
ment phase, it will not be possible to fully
understand the benefits of early aggressive pain
control on subsequent outcomes. Based on studies
of the impact of early effective management of
acute postoperative pain on preventing chronic
pain syndromes and psychological morbidity in
those at risk for these long-term problems
[27–29], it is reasonable to assume that there are
also significant advantages to implementing
prompt successful pain interventions to avoid the
long-lasting effects of combat injuries.
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The POWER survey was easy to administer
and complete, and this instrument should be con-
sidered as a measure to obtain information about
soldiers’ pain experiences. Future research must
focus on ways to facilitate effective and efficient
pain care in the austere combat environment and
evacuation aircraft. More immediately, practice
changes must occur to respond to pain and psy-
chological distress. One suggestion for improving
the pain care of wounded soldiers prior to evacu-
ation flights would be the establishment of an
acute pain service, with personnel at combat air
staging facilities within the theaters of war whose
primary roles would be to evaluate and treat pain
and psychological distress in preparation for air-
evacuation flights. Our data confirm the need for
such a service, especially to control episodic or
worst pains during the 6-hour air transport to
LRMC. Another recommendation is the examina-
tion of the effects of ground and air interventions
such as greater use of technology-supported pain
care (e.g., patient-controlled analgesia), multimo-
dal analgesia, and regional anesthesia/analgesia.
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Appendix

1

Battlefield Injury Study - Landstuhl, Germany
Pain Questionnaire

1 Battlefield Injury PainQ

(To be completed by the patient)

1.  Fill in the oval next to the ONE NUMBER that best describes your pain in the last 24 hours.

Pain as bad as you

can imagine

Hospital at Landstuhl, Germany

WORST:

LEAST:

AVERAGE:

None

2.  Fill in the oval that best describes how much relief you have received since you arrived at the hospital.

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

No Relief Complete Relief

RIGHT NOW:

6.  Please indicate your greatest concerns during transport as they relate to your injury.

3.  Fill in the oval that best describes your level of anxiety during transport.

4.  Fill in the oval that best describes your level of distress during transport.

5.  Fill in the oval that best describes how worried you were about your pain from injury during transport.

None 1 2 3 4 5 6 7 8 9 10-Extreme Anxiety

None 1 2 3 4 5 6 7 8 9 10-Extreme Distress

None 1 2 3 4 5 6 7 8 9 10-Extremely Worried

During Air Transport from Combat Support Hospital to Landstuhl, Germany

1.  Fill in the oval next to the ONE NUMBER that best describes your pain during transport.

Pain as bad as you

can imagine

WORST:

AVERAGE:

0 1 2 3 4 5 6 7 8 9 10

None

2.  Fill in the oval that best describes how much relief you have received during transport.

No Relief Complete Relief

1.  Please rate the overall quality of your pain control.

Poor Fair Good Very Good Excellent

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0 1 2 3 4 5 6 7 8 9 10

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

(most)

(least)

( Continue on Back) 5366045425
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Battlefield Injury Study - Landstuhl, Germany
Pain Questionnaire

2 Battlefield Injury PainQ

(To be completed by the patient)

(To be completed by a healthcare professional)

Gender:

Female

Male

Race:

Asian

Black, African American

White, Caucasian

Other:

Pain Therapy (mark all that apply):

Epidural

IV PCA

Intermittent IV Opioid

Other:

Length of Hospitalization:

dayshours   or

Age:

Left Arm Thoracic Right Arm

Left Leg Abdominal Right Leg

Head
T

y
p

e

Traumatic

Surgical

None

Amputation(s):

Left Arm:

Above Elbow

Below Elbow

N/A

Right Arm:

Above Elbow

Below Elbow

N/A

Left Leg:

Above Knee

Below Knee

N/A

Right Leg:

Above Knee

Below Knee

N/A

2.  What could we have done better to control your pain after your surgery? (Be honest.)

Injury

Mechanism of Injury:

Gunshot

IED

MVA

Other:

5228045422
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