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Dear parents,

This questionnaire should help us find out how 
your child has been since our last appointment. 
Please contact us if you have any questions.

Your Pain Management Team
 

General Information on the child and the family 

Information on the child

3. NAME:	

	
4. Age:	  5. Date of birth:	

IInformation on parents

1. 	 DATe:

2. 	 The questionnaire is filled out by: 

	 mother	     father	     other: 
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Your child’s pain therapy

6.	 In your opinion, has your child’s pain problem changed since our last appointment? 

a)    My child...
       
	   has experienced pain in the last month 

       has not experienced pain for more than 1 month

           If so, for how long has he/she not had pain anymore?	          
	
	
   If he/she does not have pain anymore, you only need to fill out some of the following questions.

	 	     for 1-2 months		  please answer questions 7 to 13

	      for 2 – 3 months 		 please answer questions 7 to 13	

	      more than 3 months	 please answer question 7

   
If your child still has pain, please answer all questions.

b) Compared to our last appointment, my child is experiencing pain… 

    much less frequently  	     a bit less frequently 	

    as frequently as during our last appointment

    a bit more frequently	     much more frequently

c) Compared to our last appointment, my child’s pain is… 

    much less		      a bit less	

    as intense as during our last appointment

    a bit more		      much more     

	

Follow-up Questionnaire Parents / 4

	



DSF-KJ Eltern Verlauf | 5

7.	 How satisfied are you with your child’s pain treatment? Please do not only consider the pain 
relief but also further symptoms, possible side effects, your child’s physical and emotional 
state and how well your child functions in the family and in school. 

Please describe how satisfied you are by means of the numbers. 
0 means that you are very unsatisfied. 10 means that you are very satisfied with your child’s pain 
treatment. 

Please mark the appropriate number. Mark only one number! 	

	 0  1  2  3  4  5  6  7  8  9  10

    very  			        		         very

unsatisfied					        satisfied

	
Please specify the reasons for this satisfaction rating:

	

Your child’s pain in the past 3 months

8.	 How often did you have a doctor/therapist appointment due to your child’s pain in the past 3 
months?

  never	   about  appointments during the past 3 months
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9.	 Did your child take any pain medication in the past 3 months?	     

    yes 	      no

If so, please enter the following information

Drug	D ose	rate and	H ow often 	 how often 		H  ow effective?	
	App lication	p er Day?		p  er Month? 		    1 = not effective

	 (tablets, drops,	A s required?	  		    2 = less effective

	 suppository, puffs)					       3 = very effective

Example: Ibuprofen	 300 mg oral solution	  1x		   3 days a month		     3
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10.	Did your child receive any additional treatment in the past 3 months in order to relieve the 
pain (e.g. relaxation techniques, acupuncture, electric nerve stimulation (TENS), physiotherapy, 
massages, psychotherapy, injections, nerve blocks, cure / rehabilitation, operations)?
	

 yes 	  no

If so, which one(s): 

Time Period	          Treatment	H ow Effective?
			   1 = not effective

			   2 = less effective

			 
3 = very efefctive

	
Example: 	  	

February  till  October 2008 	  Learning a relaxation technique 			   3

	



DSF-KJ Eltern Verlauf | 7

11.	 Did the pain keep your child from doing things he/she wanted to do during the past 3 months 
(e.g. to go on holiday, horseback riding)?				  

  yes	   no

If so, please explain:

12.	 Did the pain keep your child from attending school (or day care) during the past 3 months? 

  no 	   yes, on   days my child did not attend school (day care). 

13.	 Did the pain cause your child to leave class early or attend class/Day Care late during the past 
3 months?

 no 	          yes, on   days my child left class early / started late.  
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16.	How often does your child’s main pain (marked with a „ “) occur?

	 once a year	   several times a year 	

	 once a month	   several times a month 

	 once a week	   several times a week

	 once a day	   several times a day 	        permanently

If your child has no pain any more, you need not to answer the following questions!

Your child’s pain characteristics  

Current pain

14.	 Please mark („X“) your child’s pain area(s).

15.	 Please also mark the area with the strongest pain with a circle („ ”) (main pain location).

Girls

Boys
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17.	 Which picture best matches your child’s main pain in the past 7 days?  

  My child has per-
manent pain. Pain 
intensity varies 
little. 

 	       My child has per-
manent pain. Pain 
intensity varies 
strongly. 

	 My child’s pain 
always returns, i.e. 
they appear spo-
radic or in attacks. 
There are also times 
without pain. 

	 My child has 
permanent pain. 
Occasionally, there 
are additional, 
stronger pain at-
tacks.

TIME

P
ain


TIME
P
ain


TIME

P
A
IN

TIME

P
A
IN

18.	 How long does your child’s main pain generally last? 

	 minutes	  more specifically, about   minutes

	 hours	  more specifically, about   hours

	 days	  more specifically, about  days

	 permanently 

In the following we would like to learn a bit more about your child‘s main pain (the one you marked 
with a circle („ “) in the body diagramm).

You can use the numbers to indicate how strong your child’s pain is: 0 means that your child has no
pain. Starting with 1 is a light pain and it is getting stronger with the following numbers up to 10.      
10 means that your child has the strongest pain.

Please think back to the past 4 weeks for the following two questions.

19.	How strong do you think your child’s strongest pain was in the past 4 weeks?
 

Please mark the appropriate number. Mark only one number! 		

	 0  1  2  3  4  5  6  7  8  9  10

   no 			        		         worst  
  pain					             pain   
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20.	When your child was experiencing the Main pain, how strong, do you think, was this pain mo-
stly within the past 4 weeks? 

Please mark the appropriate number. Mark only one number! 	

	 0  1  2  3  4  5  6  7  8  9  10

  no		      		                                        worst
 pain					               pain	

	                                                                                                      	              	                	  

21.	 Did your child have permanent pain during the past 4 weeks 
	 (i.e. the pain was always there and never gone)? 

	 yes, my child’s pain was always there and never gone

	 no, the pain was sometimes there and sometimes gone

Please think back to the past 7 days for the following three questions:
 
22.	How strong do you think your child’s strongest main pain was in the past 7 days?

Please mark the appropriate number. Mark only one number! 		

	 0  1  2  3  4  5  6  7  8  9  10

  no			       		                          worst
 pain					               pain	

                                                                                                     	               	                	  

23.	When your child was experiencing the main pain, how strong, do you think, was this pain     
mostly within the past 7 days? 

Please mark the appropriate number. Mark only one number! 		

	 0  1  2  3  4  5  6  7  8  9  10

  no			       		                         worst
 pain                                                                                                      		                          pain

	

24.	Did your child have permanent pain during the past 7 DAYS (i.e. the pain was always there and 
never gone)?  

	 yes, my child’s pain was always there and never gone. 

	 no, the pain was sometimes there and sometimes gone.
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25.	You can describe your child’s pain more clearly with the following list of words. Please do 
not skip any of the descriptions, and mark each row with a cross indicating how much each 
statement applies to your child.

   In my opinion, my child’s pain is …

                                       

                                 fully applies                mostly applies            applies somewhat           does not apply
 
	  

killing	 	 	 	 	  

miserable	 	 	 	 	

dreadful	 	 	 	 	

horrible	 	 	 	 	

tormenting	 	 	 	 	

terrible	 	 	 	 	

unbearable	 	 	 	 	

burning	 	 	 	 	

beating	 	 	 	 	

stabbing	 	 	 	 	

throbbing	 	 	 	 	

pressing	 	 	 	 	

pulsating	 	 	 	

Handling the pain
26.	What does your child do when he/she is in pain?

27.	 What do you do when your child is in pain?
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General and physical impairment due to pain   

28.	Which of the following activities of your child were impaired due to pain during the past 4 
weeks? Please circle the most appropriate number. (In brackets you find alternative activities 
for pre-school children): 

	  never	 seldom	 sometimes 	 often	 always

Enjoying family life	 1	 2	 3	 4	 5

Eating/appetite	 1	 2	 3	 4	 5

Meeting friends	 1	 2	 3	 4	 5

Sports	 1	 2	 3	 4	 5

Sleeping	 1	 2	 3	 4	 5

Watching T.V.	 1	 2	 3	 4	 5

Reading	 1	 2	 3	 4	 5

Homework (or: painting, handicraft)	 1	 2	 3	 4	 5

School attendance (or: day care)	 1	 2	 3	 4	 5

Going to the cinema (or: playground)	 1	 2	 3	 4	 5

Favourite activity	 1	 2	 3	 4	 5

Disliked activities	 1	 2	 3	 4	 5

Are there other situations in which the pain handicaps or impairs your child? Or would you like 
to describe one topic with some more detail?
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29. During the past 7 days, did the pain keep your child from performing exhausting physical 		
      exercise, such as running, cycling, lifting heavy things, or playing exhausting sports?

  no 	   yes, on    days

30.	During the past 7 days, did the pain keep your child from performing moderate physical       
exercise, such as climbing several flights of stairs, bending down, fast walking, or lifting.

  no	   yes, on    days

31.	 During the past 7 days, did the pain keep your child from performing light physical exercise, 
such as walking, sitting or standing? 

  no	   yes, on    days

Are there other situations in which the pain handicaps or impairs your child? Or would you like
to describe one topic with some more detail?

Thank You!
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