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TOTAL HIP REPLACEMENT - QUESTIONNAIRE 
Patient Name: …………………………. Date of Birth: ..………………………….. 
Patient Address: …………………………. Operating Surgeon:…………………….. 
………………………….………………………….. Date of Surgery……………………………. 
We would like you to score yourself on the following 12 questions. Each question is scored from 4 to 0, from 
least to most difficulty or severity:  4 being the least difficult/severe and 0 being the most difficult/severe.  
Please circle the number which best describes yourself OVER THE LAST 4 WEEKS 

Please circle the SIDE on which you had your surgery performed   Left      Right   
1 How would you describe the pain you usually had 

from your operated on hip? 
 4  None 
 3  Very mild 
 2  Mild 
 1  Moderate 
 0  Severe 
2 For how long have you been able to walk before the 

pain from your operated on hip becomes severe?  
(with or without a stick) 

 4     No pain/more than 30 minutes 
 3  16 to 30 minutes 
 2  5 to 15 minutes 
 1  Around the house only 
 0  Unable to walk because of severe pain 
3 Have you had any trouble getting in and out of a 

car or using public transport because of your 
operated on hip? 

 4  No trouble at all 
 3  Very little trouble 
 2  Moderate trouble 
 1  Extreme difficulty 
 0  Impossible to do 

4 Have you been able to put on a pair of socks, 
stockings or tights? 

 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
5 Could you do the household shopping on your 

own? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
6 Have you had any trouble with washing and drying 

yourself (all over) because of your operated on hip? 
 4  No trouble at all 
 3  Very little trouble 
 2  Moderate trouble 
 1  Extreme difficulty 
 0  Impossible to do 
7 How much has pain from your operated on hip 

interfered with your usual work (including 
housework)? 

 4  Not at all 
 3  A little bit 
 2  Moderately 
 1  Greatly 
 0  Totally 

8 After a meal (sat at a table), how painful has it 
been for you to stand up from a chair because 
of your operated on hip? 

 4 Not at all painful 
 3 Slightly painful 
 2 Moderately painful 
 1 Very painful 
 0 Unbearable 
9 Have you had any sudden, severe pain - 

‘shooting’, ‘stabbing’ or ‘spasms’ - from the 
affected operated on hip? 

 4 No days 
 3 Only 1 or 2 days 
 2 Some days 
 1 Most days 
 0 Every day 
10 Have you been limping when walking, because 

of your operated on hip? 
 4 Rarely/never 
 3 Sometimes or just at first 
 2 Often, not just at first 
 1 Most of the time 
 0 All of the time 
11 Have you been able to climb a flight of stairs? 
 4 Yes, easily 
 3 With little difficulty 
 2 With moderate difficulty 
 1 With extreme difficulty 
 0 No, impossible  
12 Have you been troubled by pain from your 

operated on hip in bed at night? 
 4 No nights 
 3 Only 1 or 2 nights 
 2 Some nights 
 1 Most nights 
 0 Every night 
 

    I wish to receive a progress report on the study.   NB:  If there are reasons other than the operation 
which would stop you doing one of the tasks listed; try to answer the question from the joint 
replacement aspect alone. 
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REVISION HIP REPLACEMENT - QUESTIONNAIRE 
Patient Name: …………………………. Date of Birth: ..……………………….. 
Patient Address: …………………………. Operating Surgeon:……………………. 
………………………..…………………………. Date of Surgery:…………………………. 
We would like you to score yourself on the following 12 questions. Each question is scored from 4 to 0, from 
least to most difficulty or severity:  4 being the least difficult/severe and 0 being the most difficult/severe.  
Please circle the number which best describes yourself OVER THE LAST 4 WEEKS 

  Please circle the SIDE on which you had your surgery performed   Left      Right   
1 How would you describe the pain you usually had 

from your operated on hip? 
 4 None 
 3 Very mild 
 2 Mild 
 1 Moderate 
 0 Severe 
2 For how long have you been able to walk before the 

pain from your operated on hip becomes severe?  
(with or without a stick) 

      4 No pain/more than 30 minutes 
 3 16 to 30 minutes 
 2 5 to 15 minutes 
 1 Around the house only  
 0  Unable to walk because of severe pain 
3 Have you had any trouble getting in and out of a car 

or using public transport because of your operated 
on hip? 

 4 No trouble at all 
 3 Very little trouble 
 2 Moderate trouble 
 1 Extreme difficulty 
 0 Impossible to do 
4 Have you been able to put on a pair of socks, 

stockings or tights? 
 4 Yes, easily 
 3 With little difficulty 
 2 With moderate difficulty 
 1 With extreme difficulty 
 0 No, impossible 
5 Could you do the household shopping on your own? 
 4 Yes, easily 
 3 With little difficulty 
 2 With moderate difficulty 
 1 With extreme difficulty 
 0 No, impossible 
6 Have you had any trouble with washing and drying 

yourself (all over) because of your operated on hip? 
 4 No trouble at all 
 3 Very little trouble 
 2 Moderate trouble 
 1 Extreme difficulty 
 0 Impossible to do 
 
7 How much has pain from your operated on hip 

interfered with your usual work (including 
housework)? 

 4 Not at all 
 3 A little bit 
 2 Moderately 
 1 Greatly 
 0 Totally 

8 After a meal (sat at a table), how painful has it 
been for you to stand up from a chair because 
of your operated on hip? 

 4 Not at all painful 
 3 Slightly painful 
 2 Moderately painful 
 1 Very painful 
 0 Unbearable 
9 Have you had any sudden, severe pain - 

‘shooting’, ‘stabbing’ or ‘spasms’ - from the 
affected operated on hip? 

 4 No days 
 3 Only 1 or 2 days 
 2 Some days 
 1 Most days 
 0 Every day 
10 Have you been limping when walking, because 

of your operated on hip? 
 4 Rarely/never 
 3 Sometimes, or just at first 
 2 Often, not just at first 
 1 Most of the time 
 0 All of the time 
11 Have you been able to climb a flight of stairs? 
 4 Yes, easily 
 3 With little difficulty 
 2 With moderate difficulty 
 1 With extreme difficulty 
 0 No, impossible  
12 Have you been troubled by pain from your 

operated on hip in bed at night? 
 4 No nights 
 3 Only 1 or 2 nights 
 2 Some nights 
 1 Most nights 
 0 Every night 
 

   I wish to receive a progress report on the study.    NB:  If there are reasons other than the operation 
which would stop you doing one of the tasks listed; try to answer the question from the joint 
replacement aspect alone. 
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TOTAL KNEE REPLACEMENT - QUESTIONNAIRE 
Patient Name: ………………………… Date of Birth: …………………………… 
Patient Address: ………………………… Operating Surgeon:…………………… 
………………………..…………………………. Date of Surgery: ………………………… 
We would like you to score yourself on the following 12 questions. Each question is scored from 4 to 0, from 
least to most difficulty or severity:  4 being the least difficult/severe and 0 being the most difficult/severe.  
Please circle the number which best describes yourself OVER THE LAST 4 WEEKS 

 Please circle the SIDE on which you had your surgery performed   Left      Right  
1 How would you describe the pain you usually have 

from your operated on knee? 
 4 None 
 3 Very mild 
 2 Mild 
 1 Moderate 
 0 Severe 
2 For how long have you been able to walk before the 

pain from your operated on knee becomes severe?  
(with or without a stick) 

 4         No pain/more than 30 minutes 
 3 16 to 30 minutes 
 2 5 to 15 minutes 
 1 Around the house only 
 0 Unable to walk because of severe pain 
3 Have you had any trouble getting in and out of a car 

or using public transport because of your operated 
on knee? 

 4 No trouble at all 
 3 Very little trouble 
 2 Moderate trouble 
 1 Extreme difficulty 
 0 Impossible to do 
4 Could you kneel down and get up again afterwards 

on your operated knee? 
 4 Yes, easily 
 3 With little difficulty 
 2 With moderate difficulty 
 1 With extreme difficulty 
 0 No, impossible 
5 Could you do the household shopping on your own? 
 4 Yes, easily 
 3 With little difficulty 
 2 With moderate difficulty 
 1 With extreme difficulty 
 0 No, impossible 
6 Have you had any trouble with washing and drying 

yourself (all over) because of your operated on knee? 
 4 No trouble at all 
 3 Very little trouble 
 2 Moderate trouble 
 1 Extreme difficulty 
 0 Impossible to do 
7 How much has pain from your operated on knee 

interfered with your usual work (including 
housework)? 

 4 Not at all 
 3 A little bit 
 2 Moderately 
 1 Greatly 

0       Totally 

8 After a meal (sat at a table), how painful has 
it been for you to stand up from a chair 
because of your operated on knee? 

 4 Not at all painful 
 3 Slightly painful 
 2 Moderately painful 
 1 Very painful 
 0 Unbearable 
9 Have you felt that your operated on knee 

might suddenly “give way” or let you down? 
 4 Rarely/never 
 3 Sometimes, or just at first 
 2 Often, not just at first 
 1 Most of the time 
 0 All of the time 
10  Have you been limping when walking, 

because of your operated on knee? 
 4 Rarely/never 
 3 Sometimes, or just at first 
 2 Often, not just at first 
 1 Most of the time 
 0 All of the time 
11 Could you walk down one flight of stairs? 
 4 Yes, easily 
 3 With little difficulty 
 2 With moderate difficulty 
 1 With extreme difficulty 
 0 No, impossible 
12  Have you been troubled by pain from your 

operated on knee in bed at night? 
 4 No nights 
 3 Only 1 or 2 nights 
 2 Some nights 
 1 Most nights 
 0 Every night 
……………………………………………… 

    I wish to receive a progress report on the study.   NB:  If there are reasons other than the operation which 
would stop you doing one of the tasks listed; try to answer the question from the joint replacement 
aspect alone. 



P.157The New Zealand Joint Registry Oxford 12 Questionnaire

 

 
The New Zealand Joint Registry  Oxford 12 Questionnaire  194 of 201 

REVISION KNEE REPLACEMENT - QUESTIONNAIRE 
Patient Name: …………………………. Date of Birth: ..…………………………… 
Patient Address: …………………………. Operating Surgeon:…………………….. 
……………………….……………………………... Date of Surgery:………………………….. 
We would like you to score yourself on the following 12 questions. Each question is scored from 4 to 0, from 
least to most difficulty or severity:  4 being the least difficult/severe and 0 being the most difficult/severe.  
Please circle the number which best describes yourself OVER THE LAST 4 WEEKS 

Please circle the SIDE on which you had your surgery performed      Left      Right 
1 How would you describe the pain you usually have 

from your operated on knee? 
 4 None 
 3 Very mild 
 2 Mild 
 1 Moderate 
 0 Severe 
2 For how long have you been able to walk before the 

pain from your operated on knee becomes severe?  
(with or without a stick) 

 4 No pain/more than 30 minutes 
 3 16 to 30 minutes 
 2 5 to 15 minutes 
 1 Around the house only 
 0 Unable to walk because of severe pain 
3 Have you had any trouble getting in and out of a car 

or using public transport because of your operated 
on knee? 

 4 No trouble at all 
 3 Very little trouble 
 2 Moderate trouble 
 1 Extreme difficulty 
 0 Impossible to do 
4 Could you kneel down and get up again afterwards? 
 4 Yes, easily 
 3 With little difficulty 
 2 With moderate difficulty 
 1 With extreme difficulty 
 0 No, impossible 
5 Could you do the household shopping on your own? 
 4 Yes, easily 
 3 With little difficulty 
 2 With moderate difficulty 
 1 With extreme difficulty 
 0 No, impossible 
6 Have you had any trouble with washing and drying 

yourself (all over) because of your operated on knee? 
 4 No trouble at all 
 3 Very little trouble 
 2 Moderate trouble 
 1 Extreme difficulty 
 0 Impossible to do 
7 How much has pain from your operated on knee 

interfered with your usual work (including 
housework)? 

 4 Not at all 
 3 A little bit 
 2 Moderately 
 1 Greatly 
 0 Totally 

8 After a meal (sat at a table), how painful has 
it been for you to stand up from a chair 
because of your operated on knee? 

 4 Not at all painful 
 3 Slightly painful 
 2 Moderately painful 
 1 Very painful 
 0 Unbearable 
9 Have you felt that your operated on knee 

might suddenly “give way” or let you down? 
 4 Rarely/never 
 3 Sometimes, or just at first 
 2 Often, not just at first 
 1 Most of the time 
 0 All of the time 
10 Have you been limping when walking, 

because of your operated on knee? 
 4 Rarely/never 
 3 Sometimes, or just at first 
 2 Often, not just at first 
 1 Most of the time 
 0 All of the time 
11 Could you walk down one flight of stairs? 
 4 Yes, easily 
 3 With little difficulty 
 2 With moderate difficulty 
 1 With extreme difficulty 
 0 No, impossible 
12 Have you been troubled by pain from your 

operated on knee in bed at night? 
 4 No nights 
 3 Only 1 or 2 nights 
 2 Some nights 
 1 Most nights 
 0 Every night 
Additional Information 
 

 
   I wish to receive a progress report on the study.  NB:  If there are reasons other than the operation 

which would stop you doing one of the tasks listed; try to answer the question from the joint 
replacement aspect alone. 
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TOTAL ANKLE REPLACEMENT - QUESTIONNAIRE 
Patient Name: …………………………… Date of Birth:.………………………….. 
Patient Address: …………………………… Operating Surgeon:……………………. 
………………………….…………………………….. Date of Surgery:………………………. 
We would like you to score yourself on the following 12 questions. Each question is scored from 4 to 0, from 
least to most difficulty or severity:  4 being the least difficult/severe and 0 being the most difficult/severe.  
Please circle the number which best describes yourself OVER THE LAST 4 WEEKS 

Please circle the SIDE on which you had your surgery performed   Left      Right   
1 How would you describe the pain you usually have 

from your operated on ankle? 
 4  None 
 3  Very mild 
 2  Mild 
 1  Moderate 
 0  Severe 
2 For how long have you been able to walk before the 

pain from your operated on ankle becomes severe? 
 4  No pain up to 30 minutes 
 3  16 to 30 minutes 
 2  5 to 15 minutes 
 1  Around the house only  
 0  Unable to walk at all because of severe pain 
3 Have you been able to walk on uneven ground? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  Extreme difficulty 
 0  No impossible 
4 Have you had to use an orthotic (shoe insert), heel 

lift, or special shoes? 
 4  Never 
 3  Occasionally 
 2  Often 
 1  Most of the time 
 0  Always 
5 How much has pain from your ankle interfered with 

your usual work (including housework and hobbies)? 
 4  Not at all 
 3  A little bit 
 2  Moderately 
 1  Greatly  
 0  Totally 
6 Have you been limping when walking because of your 

operated on ankle? 
 4  No days 
 3  Only one or two days 
 2  Some days 
 1  Most days  
 0  Every day  
7 Have you been able to climb a flight of stairs? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  Impossible 
 

8 Have you been troubled by pain from your 
operated on ankle in bed at night? 

 4 No nights 
 3 Only one or two nights 
 2 Some nights 
 1 Most nights 
 0 Every night 
9 How much has pain from your operated on 

ankle interfered with your usual 
recreational activities? 

 4 Not at all 
 3 A little bit 
 2 Moderately 
 1 Greatly  
 0 Totally 
10 Have you had swelling of your foot? 
 4 None at all 
 3 Occasionally 
 2 Often 
 1 Most of the time 
 0 All the time 
11 After a meal (sat at a table) how painful has 

it been for you to stand up from a chair 
because of your operated on ankle? 

 4 Not at all painful 
 3 Slightly painful 
 2 Moderately painful 
 1 Very painful 
 0 Unbearable 
12 Have you had any sudden severe pain – 

shooting, stabbing or spasms from your 
operated on ankle? 

 4 No days 
 3 Only 1 or 2 days 
 2 Some days 
 1 Most days 
 0 Every day 
…….………………………… 

 
 I wish to receive a progress report on the study.   NB:  If there are reasons other than the operation which 
would stop you doing one of the tasks listed; try to answer the question from the joint replacement aspect 
alone 
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REVISION ANKLE REPLACEMENT - QUESTIONNAIRE 
Patient Name:  …………………………. Date of Birth:…..………………………….. 
Patient Address: …………………………. Operating Surgeon: ……………………… 
………………………….………………………….. Date of Surgery:.…………………………. 
We would like you to score yourself on the following 12 questions. Each question is scored from 4 to 0, from 
least to most difficulty or severity:  4 being the least difficult/severe and 0 being the most difficult/severe.  
Please circle the number which best describes yourself OVER THE LAST 4 WEEKS 

Please circle the SIDE on which you had your surgery  performed   Left      Right   
1 How would you describe the pain you usually have 

from your operated on ankle? 
 4  None 
 3  Very mild 
 2  Mild 
 1  Moderate 
 0  Severe 
2 For how long have you been able to walk before the 

pain from your operated on ankle becomes severe? 
 4  No pain up to 30 minutes 
 3  16 to 30 minutes 
 2  5 to 15 minutes 
 1  Around the house only  
 0  Unable to walk at all because of severe pain.  
3 Have you been able to walk on uneven ground? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  Extreme difficulty 
 0  No impossible. 
4 Have you had to use an orthotic (shoe insert), heel 

lift, or special shoes? 
 4  Never 
 3  Occasionally  
 2  Often 
 1  Most of the time 
 0  Always 
5 How much has pain from your ankle interfered with 

your usual work (including housework and hobbies)? 
 4  Not at all 
 3  A little bit 
 2  Moderately  
 1  Greatly  
 0  Totally 
6 Have you been limping when walking because of your 

operated on ankle? 
 4  No days  
 3  Only one or two days 
 2  Some days 
 1  Most days  
 0  Every day  
7 Have you been able to climb a flight of stairs? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty  
 1  With extreme difficulty  
 0  Impossible 
 

8 Have you been troubled by pain from your 
operated on ankle in bed at night? 

 4 No nights 
 3 Only one or two nights 
 2 Some nights 
 1 Most nights 
 0 Every night 
9 How much has pain from your operated on 

ankle interfered with your usual 
recreational activities?  

 4 Not at all 
 3 A little bit 
 2 Moderately 
 1 Greatly  
 0 Totally 
12 Have you had swelling of your foot? 
 4 None at all 
 3 Occasionally  
 2 Often 
 1 Most of the time 
 0 All the time  
13 After a meal (sat at a table) how painful has 

it been for you to stand up from a chair 
because of your operated on ankle? 

 4 Not at all painful 
 3 Slightly painful 
 2 Moderately painful 
 1 Very painful 
 0 Unbearable 
12 Have you had any sudden severe pain – 

shooting, stabbing or spasms from your 
operated on ankle? 

 4 No days 
 3 Only 1 or 2 days 
 2 Some days 
 1 Most days 
 0 Every day 
.…………………………. 

 I wish to receive a progress report on the study.   NB:  If there are reasons other than the operation 
which would stop you doing one of the tasks listed, try to answer the question from the joint replacement 
aspect alone. 
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TOTAL SHOULDER REPLACEMENT - QUESTIONNAIRE 
Patient Name: ………………………… Date of Birth: …..…………………………. 
Patient Address: ………………………… Operating Surgeon:………………………… 
………………………….…………………………. Date of Surgery:…………………………… 
 
We would like you to score yourself on the following 12 questions. Each question is scored from 4 to 0, from 
least to most difficulty or severity:  4 being the least difficult/severe and 0 being the most difficult/severe.  
Please circle the number which best describes yourself OVER THE LAST 4 WEEKS    Which is your 
dominant arm? Left Right 

Please circle the SIDE on which you had your surgery performed     Left         Right 
1 How would you describe the worst pain you have 

had from your operated on shoulder? 
 4  None 
 3  Mild 
 2  Moderate 

1     Severe 
0   Unbearable 

 2 How would you describe the pain you usually have 
from your operated on shoulder? 

 4     None 
 3     Very mild 
 2 Mild 
 1 Moderate 
 0 Severe 
3 Have you had any trouble getting in and out of a car 

or using public transport because of your operated 
on shoulder? 

 4  No trouble at all 
 3  A little bit of trouble 
 2  Moderate trouble 
 1  Extreme difficulty 
 0  Impossible to do 
4 Have you been able to use a knife and fork at the 

same time? 
 4  Yes, easily 
 3  With little difficulty  
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
5 Could you do the household shopping on your own? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
6 Could you carry a tray containing a plate of food 

across a room? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
7 Could you brush/comb your hair with the operated 

on arm? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, Impossible 

8 Have you had any trouble dressing yourself 
because of your operated on shoulder? 

 4 No trouble at all 
 3 A little bit of trouble 
 2 Moderate trouble 
 1 Extreme difficulty 
 0 Impossible to do 
9      Could you hang your clothes up in a 

wardrobe – using the operated on arm? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty  
 0  No, impossible 
10    Have you been able to wash and dry 

yourself under both arms? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
11    How much has pain from your operated on 

shoulder interfered with your usual work 
hobbies or recreational activities (including 
housework)? 
4      Not at all 

 3      A little bit 
 2      Moderately 
 1     Greatly 
 0      Totally 
12 Have you been troubled by pain from your 

operated on shoulder in bed at night? 
 4 No nights 
 3 Only 1 or 2 nights 
 2 Some nights 
 1 Most nights 
 0 Every night 
 ………….…………………….. 

 I wish to receive a progress report on the study.   NB:  If there are reasons other than the operation 
which would stop you doing one of the tasks listed; try to answer the question from the joint replacement 
aspect alone. 

REVISION SHOULDER REPLACEMENT - QUESTIONNAIRE 
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Patient Name: …………………………. Date of Birth:  …..………………………….. 
Patient Address: …………………………. Operating urgeon:…………………………. 
………………………….…………………………. Date of Surgery:……………………………. 
 
We would like you to score yourself on the following 12 questions. Each question is scored from 4 to 0, from 
least to most difficulty or severity: 4 being the least difficult/severe and 0 being the most difficult/severe.  
Please circle the number which best describes yourself OVER THE LAST 4 WEEKS    Which is your 
dominant arm?      Left  Right  

Please circle the SIDE on which you had your surgery performed   Left      Right   
1 How would you describe the worst pain you have 

had from your operated on shoulder? 
 4  None 
 3  Mild 
 2  Moderate 

1   Severe 
0   Unbearable  

2 How would you describe the pain you usually have 
from your operated on shoulder?  

 4 None  
 3 Very mild  
 2 Mild 
 1 Moderate 
 0  Severe 
3 Have you had any trouble getting in and out of a car 

or using public transport because of your operated 
on shoulder? 

 4  No trouble at all 
 3  A little bit of trouble 
 2  Moderate trouble 
 1  Extreme difficulty   
 0  Impossible to do  
4 Have you been able to use a knife and fork at the 

same time? 
      4  Yes, easily 
 3  With little difficulty  
 2  With moderate difficulty  
 1  With extreme difficulty  
 0  No, impossible 
5 Could you do the household shopping on your own? 
 4  Yes, easily 
 3  With little difficulty  
 2  With moderate difficulty  
 1  With extreme difficulty  
 0  No, impossible 
6 Could you carry a tray containing a plate of food 

across a room? 
 4  Yes, easily 
 3  With little difficulty  
 2  With moderate difficulty  
 1  With extreme difficulty  
 0  No, impossible 
 
7 Could you brush/comb your hair with the operated 

on arm? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty  
 1  With extreme difficulty  
 0  No, Impossible 

8 Have you had any trouble dressing yourself 
because of your operated on shoulder?  

 4  No trouble at all 
 3 A little bit of trouble 
 2 Moderate trouble 
 1 Extreme difficulty 
 0 Impossible to do  
9 Could you hang your clothes up in a 

wardrobe – using the operated on arm? 
 4  Yes, easily 
 3  With little difficulty  
 2  With moderate difficulty  
 1  With extreme difficulty  
 0  No, impossible 

10   Have you been able to wash and dry yourself 
under both arms? 

 4  Yes, easily 
 3  With little difficulty  
 2  With moderate difficulty  
 1  With extreme difficulty  
 0  No, impossible 
11   How much has pain from your operated on 

shoulder interfered with your usual work 
hobbies or recreational activities (including 
housework)? 
4      Not at all 

 3      A little bit 
 2      Moderately 
 1 Greatly 
 0 Totally 
12 Have you been troubled by pain from your 

operated on shoulder in bed at night?  
 4 No nights 
 3 Only 1 or 2 nights 
 2 Some nights 
 1 Most nights 
 0 Every night 

………….………………………….. 

 I wish to receive a progress report on the study.   NB:  If there are reasons other than the operation 
which would stop you doing one of the tasks listed; try to answer the question from the joint replacement 
aspect alone. 
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TOTAL ELBOW REPLACEMENT - QUESTIONNAIRE 
Patient Name: …………………………. Date of Birth:…..………………………….. 
Patient Address: …………………………. Operating Surgeon: ………………………. 
………………………….………………………….. Date of Surgery:……………………………. 
We would like you to score yourself on the following 12 questions. Each question is scored from 4 to 0, from 
least to most difficulty or severity:  4 being the least difficult/severe and 0 being the most difficult/severe.  
Please circle the number which best describes yourself OVER THE LAST 4 WEEKS    Which is your 
dominant arm?      Left  Right 

Please circle the SIDE on which you had your surgery performed   Left      Right   
1 How would you describe the worst pain you have 

had from your operated on elbow? 
 4  None 
 3  Mild 
 2  Moderate 

1     Severe 
0     Unbearable 

2 Have you had any trouble dressing yourself because 
of your operated on elbow? 

 4  No trouble at all 
 3  A little bit of trouble 
 2  Moderate trouble 
 1  Extreme difficulty 
 0  Impossible to do 
3 Can you lift a teacup safely with your operated on 

arm? 
 4  No trouble at all 
 3  A little bit of trouble 
 2  Moderate trouble 
 1  Extreme difficulty 
 0  Impossible to do 
4 Have you been able to get your hand to your mouth? 
 4  Yes, easily 
 3  With little difficulty  
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
5 Could you carry the household shopping with your 

operated on arm? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
6 Could you carry a tray containing a plate of food 

across a room? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
7 Could you brush/comb your hair with the affected 

arm? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, Impossible 

8 How would you describe the pain you 
usually have from your operated on elbow? 

 4 None 
 3 Very mild 
 2 Mild 
 1 Moderate 
 0 Severe 
9 Could you hang your clothes up in a 

wardrobe – using the operated on arm? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
14 Have you been able to wash and dry 

yourself under both arms? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 

15 How much has pain from your operated on 
elbow interfered with your usual work 
hobbies or recreational activities (including 
hobbies and housework)? 
4  Not at all 

 3 A little bit 
 2 Moderately 
 1 Greatly 
 0 Totally 
12 Have you been troubled by pain from your 

operated on elbow in bed at night? 
 4 No nights 
 3 Only 1 or 2 nights 
 2 Some nights 
 1 Most nights 
 0 Every night 
…….………………………….. 

 I wish to receive a progress report on the study.   NB:  If there are reasons other than the operation 
which would stop you doing one of the tasks listed; try to answer the question from the joint replacement 
aspect alone. 
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TOTAL ELBOW REPLACEMENT - QUESTIONNAIRE 
Patient Name: …………………………. Date of Birth:…..………………………….. 
Patient Address: …………………………. Operating Surgeon: ………………………. 
………………………….………………………….. Date of Surgery:……………………………. 
We would like you to score yourself on the following 12 questions. Each question is scored from 4 to 0, from 
least to most difficulty or severity:  4 being the least difficult/severe and 0 being the most difficult/severe.  
Please circle the number which best describes yourself OVER THE LAST 4 WEEKS    Which is your 
dominant arm?      Left  Right 

Please circle the SIDE on which you had your surgery performed   Left      Right   
1 How would you describe the worst pain you have 

had from your operated on elbow? 
 4  None 
 3  Mild 
 2  Moderate 

1     Severe 
0     Unbearable 

2 Have you had any trouble dressing yourself because 
of your operated on elbow? 

 4  No trouble at all 
 3  A little bit of trouble 
 2  Moderate trouble 
 1  Extreme difficulty 
 0  Impossible to do 
3 Can you lift a teacup safely with your operated on 

arm? 
 4  No trouble at all 
 3  A little bit of trouble 
 2  Moderate trouble 
 1  Extreme difficulty 
 0  Impossible to do 
4 Have you been able to get your hand to your mouth? 
 4  Yes, easily 
 3  With little difficulty  
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
5 Could you carry the household shopping with your 

operated on arm? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
6 Could you carry a tray containing a plate of food 

across a room? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
7 Could you brush/comb your hair with the affected 

arm? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, Impossible 

8 How would you describe the pain you 
usually have from your operated on elbow? 

 4 None 
 3 Very mild 
 2 Mild 
 1 Moderate 
 0 Severe 
9 Could you hang your clothes up in a 

wardrobe – using the operated on arm? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
14 Have you been able to wash and dry 

yourself under both arms? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 

15 How much has pain from your operated on 
elbow interfered with your usual work 
hobbies or recreational activities (including 
hobbies and housework)? 
4  Not at all 

 3 A little bit 
 2 Moderately 
 1 Greatly 
 0 Totally 
12 Have you been troubled by pain from your 

operated on elbow in bed at night? 
 4 No nights 
 3 Only 1 or 2 nights 
 2 Some nights 
 1 Most nights 
 0 Every night 
…….………………………….. 

 I wish to receive a progress report on the study.   NB:  If there are reasons other than the operation 
which would stop you doing one of the tasks listed; try to answer the question from the joint replacement 
aspect alone. 
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REVISION ELBOW REPLACEMENT - QUESTIONNAIRE 
Patient Name:  ………………………… Date of Birth: …..…………………………. 
Patient Address: ………………………… Operating Surgeon: ……………………… 
………………………….…………………………. Date of Surgery:…………………………… 
We would like you to score yourself on the following 12 questions. Each question is scored from 4 to 0, from 
least to most difficulty or severity:  4 being the least difficult/severe and 0 being the most difficult/severe.  
Please circle the number which best describes yourself OVER THE LAST 4 WEEKS    Which is your 
dominant arm?     Left Right 

Please circle the SIDE on which you had your surgery performed      Left     Right   
1 How would you describe the worst pain you have 

had from your operated on elbow? 
 4  None 
 3  Mild 
 2  Moderate 

1     Severe 
0     Unbearable 

2 Have you had any trouble dressing yourself because 
of your operated on elbow? 

 4  No trouble at all 
 3  A little bit of trouble 
 2  Moderate trouble 
 1  Extreme difficulty 
 0  Impossible to do  
3 Can you lift a teacup safely with your operated on 

arm? 
 4  No trouble at all 
 3  A little bit of trouble 
 2  Moderate trouble 
 1  Extreme difficulty 
 0  Impossible to do  
4 Have you been able to get your hand to your mouth? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
5 Could you carry the household shopping with your 

operated on arm? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
6 Could you carry a tray containing a plate of food 

across a room? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, impossible 
7 Could you brush/comb your hair with the affected 

arm? 
 4  Yes, easily 
 3  With little difficulty 
 2  With moderate difficulty 
 1  With extreme difficulty 
 0  No, Impossible 
 

8 How would you describe the pain you 
usually have from your operated on elbow?  

 4 None 
 3 Very mild 
 2 Mild 
 1 Moderate 
 0 Severe 
9 Could you hang your clothes up in a 

wardrobe – using the operated on arm? 
 4      Yes, easily 
 3     With little difficulty 
 2     With moderate difficulty 
 1     With extreme difficulty 
 0     No, impossible 
16 Have you been able to wash and dry 

yourself under both arms? 
 4     Yes, easily 
 3     With little difficulty 
 2     With moderate difficulty 
 1     With extreme difficulty 
 0     No, impossible 
17 How much has pain from your operated on 

elbow interfered with your usual work 
hobbies or recreational activities (including 
hobbies and housework)? 
4  Not at all 

 3 A little bit 
 2 Moderately 
 1 Greatly 
 0 Totally 

12 Have you been troubled by pain from your 
operated on elbow in bed at night? 

 4 No nights 
 3 Only 1 or 2 nights 
 2 Some nights 
 1 Most nights 
 0 Every night 
:…….……………………….. 

 I wish to receive a progress report on the study.   NB:  If there are reasons other than the operation which 
would   stop     you doing one of the tasks listed; try to answer the question from the joint replacement aspect 
alone. 
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