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	Patient health questionnaire-9 (PHQ-9) [1]
	· Assessment of depression severity
· 9 items (i.e. depressive symptoms)
· 4-point Likert scale; 0: not at all, 3: nearly every day
· Past two weeks
· Public 
	· No cost; online at: www.uspreventiveservicestaskforce.org/Home/GetFileByID/218
· Items scored 0-27; total score =sum of 9 items; higher score=more severe depression; major depression if 5 symptoms are present more than half the days; other depression if 2 to 4 symptoms are present more than half the days, and one is a cardinal symptom (i.e. depressed mood or anhedonia); suicidality symptom counts regardless of duration
· ≤5 min (variable, depends of patient characteristics)
· Pen(cil) and paper; no training; scoring by researcher/clinician ≤5 min
	· Module from the full PHQ, validated in primary care and obstetrics/gynecology clinics [1-3]
· Validated also: TBI (mild, mod, sev) (n=135) [4]:
· Sn and sp maximized when 5 PHQ-9 symptoms are present, with 1 a cardinal symptom (sn=93%, sp=89%, +ve predictive value (PPV)=63%, -ve predictive value (NPV)=99%, +ve likelihood ration=8.58, -ve likelihood ratio=.08, κ=.69)
· PHQ-9 total cut-off score allowed differentiation of persons with and without major depression (sn=85%, sp=94%)
· Convergent validity: correlations with other depression measures: 20-item Hopkins symptom checklist depression subscale (SCL-20) (r=.9, p<.001); Hamilton rating scale for depression (r=.78, p<.001); correlations with other health measures: functional impairment item (r=.59, p<.001); general health perception (r=.4, p<.001)
· Discriminant validity: correlation with head injury symptom checklist (r=.49, p=.002 for symptom botherness; r=.44, p=.005 for symptom frequency)
· Test-retest reliability: measure readministered within ≤7 days (r=.76, p<.001 for total score)
· Injury severity did not alter sn and sp
	· Quick, minimal effort for brain injured persons with difficulty concentrating [4]
· Valid and reliable screening tool for detecting major depressive disorder in TBI

	Hospital anxiety and depression scale (HADS-A) [5]
	· Intensity of anxiety
· 7 items 
· 4-point Likert scale, 0: not at all, 3: very often
· In the past week
· Not publicly accessible
	· NA; contact: info@gl-assessment.co.uk
· Self-administered
· Total score is mean; higher score=more anxiety
· Recommended cutoffs are: 8-10: mild cases, 11-15: moderate cases and 16 or above: severe cases
· ≤5min (variable, depends on patient characteristics)
· Pen(cil) and paper; no training; scoring by researcher/clinician ≤5 min
	· Developed with input from patients and the physicians treating them; items generated by compiling questions relevant to generalized anxiety or depression; item reduction after completion by patients, examination by physician, and interviews by researchers [5]
· Validated in TBI [6,7]
· TBI (mild, moderate, severe)  (n=123) [6]: 
· HADS-A vs SCID diagnosis: Cronbach’s alpha=.90, area under curve=.86 (CI:.80-.93), sn=81%, sp=79%
	· Yields states of anxiety and emotional distress; looks at many aspects of anxiety
· Relatively unaffected by psychiatric illness
· Demonstrated validity as screening measure of anxiety in TBI of all severities

	Insomnia severity index (ISI) [8,9]
	· Severity of insomnia
· 7 items (featured difficulty falling asleep, maintaining sleep, level of interference of these difficulties with perceived daytime functioning, the degree to which others notice sleep difficulties impact, and the level of distress/worry about sleep difficulties) 
· 5-point Likert scale; 0: not at al, 4: very much; 4 multiple choice questions
· Past 2 weeks
· Public 
	· No cost; online at: http://www.deploymentpsych.org/system/files/member_resource/Insomnia%20Severity%20Index%20-ISI.pdf
· Self-administered
· Scored 0-28, 0-7:no clinically significant insomnia, 8-14:sub-threshold insomnia, 15-21:clinical insomnia (moderate severity), 22-28: clinical insomnia (severe); higher score=greater fatigue
· ≤5min (variable, depends on patient characteristics)
· Pen(cil) and paper; no training; scoring by researcher/clinician ≤5 min
	· To evaluate and screen for insomnia in general population
· Used in brain injury [10]
· Current study: mTBI (n=94):
· Cronbach’s alpha=0.86
· ISI total score seven items as a unit (α=0.86);
· Item-total score r range=0.57-0.83; 
· Individual item-item r range 0.19-0.71
	· Easy administration; brief; useful as a screening device or outcome measure
· High internal consistency, as measured by Cronbach’s alpha
· Scores may be impacted by poor perception in severe TBI

	Community integration questionnaire (CIQ) [17]
	· Assessment of social role limitations and community and community integration for people with ABI
· 15 items across 3 domains (i.e. home, social, and productive activities integrations)
· Most item range 0 to 2 points: yourself alone, yourself and someone else, someone else
· Not specified
· Public
	· No cost; online at: http://www.rehabmeasures.org/Lists/RehabMeasures/DispForm.aspx?ID=894&Source=http%3A%2F%2Fwww%2Erehabmeasures%2Eorg%2Frehabweb%2Fallmeasures%2Easpx%3FPageView%3DShared
· Self-administered
· Total score 0-29; home integration(10), social (12), productive (7); higher score= better independence and community integration
· <10 min
· Pen(cil) and paper; no training;  scoring by researcher/clinician ≤5 min
	· In brain injury of various severity- mild, moderate, severe [12-14]:
· TBI normative scores, by previous group order: mild- not known; moderate-severe-admission 11.6±4.2; discharge 16.3±5.3  [15], 14.26±5.52 [16]
· Internal consistency: Cronbach’s alpha=0.76 [11]
· Item-total correlations=0.32-0.67 [11]
· Subtotal to total correlations =0.54-0.74, 0.79 for productivity, social, home integration [17] 
· Criterion validity: home, social, productive activity integration as rated by family member=0.17-0.45)
· Content validity: excellent; 3 factors  obtained by factor analysis mirrored experts [17]
· Responsiveness: change over time (before/after rehabilitation [15,17]; pre-morbid-post morbid ratings [18]
	· Recommended to use for outpatient and home care by TBI Taskforce ( TBI EDGE)
· Developed to assess the social role limitations and community interaction of people with TBI
· Woman may have higher total score/home integration sub scores; older persons lower scores
· Cut-off scores not established



	Visual analogue scale for pain (VAS-P) [18]
	· Assessment of pain 
· 3 items (featured in current, best, and worse)
· Continuum, 10 
cm line (e.g. from “not at all” to “extremely”)
· Past 24 hours
· In original article [18]
	· In [18] 
· Self-administered
· Score for each scale measured with ruler along 100 mm line to mark made by respondent; total score 0-100; higher score on fatigue items and lower score on vigor items=greater fatigue
· <10 min
· Pen(cil) and paper; minimal training; scoring by researcher/clinician ≤10 min
	· Valid, reliable tool incorporating visual analogue scales to evaluate changes in pain over time period [18]
· In brain injury: mTBI (n=90) vs trauma controls (n=80)[19]:
· Mean/median VAS-P results mTBI at 1 week: 20.63/13 (21.58); controls: 22.49/15 (21.90); P=0.366
· Mean/median VAS-P results mTBI at 3 mos: 7.44/2 (13.08); controls: 7.49/1 (14.73); P=0.643
	· Quick completion; little bias because continuum; inter-rater reliability important because of objective nature in scoring
· Valid, reliable measure in healthy persons; used in mTBI 
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