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Pelvic Pain Questionnaire 
WOMEN’S HEALTH 
This questionnaire asks about different features of your pain and how it affects your life. It may seem a lot to fill in, but the 
information allows us more time in your appointment to focus on what troubles you the most. 
Read the questions carefully, but don’t spend too long thinking about your answers. Your first answer is usually the best. There 
are no right or wrong answers. This is not a test of your medical knowledge. 
If you find reading or writing difficult, please ask someone to help you fill it in. Make sure the answers are still your own and not 
those of the person helping you. It’s your pain experience that we are interested in. If you need more space add another page. 

Name:  Contact phone: Age: 

  NHI: 

GP: Who referred you here? 

1. On the diagram below, shade all the areas where where you often experience/have problems with pain.   

2. Mark the worst pain with an ‘X’.  How long have you had this pain? ______________weeks/months/years 

3. Overtime is this pain getting:           better           worse           no change/the same 

4. Please describe your pain(s):  _______________________________________________________________________  

5. What is your biggest concern/worry about your pain(s)?  ________________________________________________  

6. What do you think is causing your pain(s)?  ___________________________________________________________  

7. What treatment do you think you need for your pain(s)?  _________________________________________________  

  _________________________________________________________________________________________________  

8. In an average month how many days would you have pain?   _______________ /30 

In an average month how many days would you not have any pain?   _______________ /30 

9. Please rate your pain – where 0 is no pain and 10 is the worst possible pain:  
Your pain at its worst in the last week?  ______________ /10 

Your pain at its least in the last week?  ______________ /10 
Your pain on average?  ______________ /10 

How much pain do you have right now?  ______________ /10 

Has your pain been typical for you, worse than usual or better than usual for the last week?  ________________________  

10. What do you notice makes your pain better?  
 meditation  relaxation  lying down  changing position  TENS unit 
 sitting on the toilet  pain medication  massage  ice  heating pad/wheaty 
 emptying bladder  bowel movement  nothing  other: _____ _______________________________ 

11. What do you notice makes your pain worse?  
 exercise  time of day  lifting  sitting down  stress 
 full meal  full bowel  bowel movement  full bladder  urination 
 contact with clothing  walking  not related to anything  other:  ___________________________________  
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12. When you have your pain, do you also have any of the following symptoms?  
 heart racing  sweating  breathing fast  tremor/shakiness  dizziness 
 anxious/panicky  dry mouth  irritability  feeling faint  feeling afraid 

13. Do you also have any of these problems?  
 vulval pain/vulvodynia  lower back pain  migraine headaches  other frequent headaches 
 fibromyalgia  TMJ/facial pain  chronic fatigue/ME  irritable bowel syndrome (IBS) 
 irritable bladder syndrome/ 
interstitial cystitis 

 persisting pain problems in other parts of your body – where? ________________________________ 

OTHER PRACTITIONERS CONSULTED  

14. Apart from your GP, who else have you seen for your pain?   

 public hospital gynaecologist   private gynaecologist   pain doctor / pain clinic  physiotherapist  
 chiropractor/osteopath   psychologist   sexual health clinic  other  _____________________  

Please list names if you can  __________________________________________________________________________  

MEDICATIONS  

15. Do you have any allergies to any medications?           yes           no  
If yes, please list   __________________________________________________________________________________  

16. Please list medications you have tried for your pain, include ones prescribed by your doctor and ones bought at 
the pharmacy or elsewhere (use an extra page if needed)  

 Medication/Dose Currently taking Did it help 
  Yes      No  Yes      No 

  Yes      No  Yes      No 

  Yes      No  Yes      No 

  Yes      No  Yes      No 

  Yes      No  Yes      No 

  Yes      No  Yes      No 

  Yes      No  Yes      No 

SURGERY 

17. How many times have you had surgery for this pain?                                    Which year(s)  ______________________  

How much did the surgery(ies) help your pain:           a lot           a little           not at all           made it worse 

How long did it help for?  _____________________         Who was the surgeon/hospital?  __________________________  

PERIOD/MENSTRUAL  

18. Are you still having menstrual periods?           yes    no  
If no, why is this?  have had a hysterectomy  menopause/change of life  other _____________________________  

19. Are your periods painful?            yes    no    sometimes  
If yes, how old were you when they first became painful?   ___________________  years old 

20. Does your pain vary through the month?            yes    no  
If yes, is the pain worse:  when I ovulate  when my period/bleeding starts  a few days before my bleeding 

  other  ________________________________________________________________________________  
 
21. Are you able to use tampons comfortably?  yes    no    never use tampons for another reason 

22. Do you experience sharp stabbing pains that shoot up into your 
vagina or rectum? 

 yes    no    sometimes 

23. Does your pain often radiate/spread down your legs?  yes    no    sometimes 

24. Have you noticed that when you pass urine the flow is slow to 
start, has a weak, stream, or you have to strain to pass urine? 

 yes    no    sometimes 

25. Is it painful to have clothes, pressure or touch on your belly?  yes    no    sometimes 
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BLADDER 

26. Are you happy with the way your bladder works?       yes – go to question 24      no – please circle responses in table below     

 0 1 2 3 4 
How many times do you urinate during the waking hours? 3-6 7-10 11-14 15-19 20 or more 

How many times do you get out of bed to urinate? 0 1 2 3 4 or more 

Do you now or have you ever had pain or urgency to 
urinate during or after sexual intercourse? never occasionally usually always  

Do you have pain associated with your bladder in your 
pelvis (vagina, lower abdomen, urethra, perineum)? never occasionally usually always  

Do you still have urgency (strong need to go again) 
shortly after urinating? never occasionally usually always  

If you have pain, is it usually: none mild moderate severe  

If you have urgency, is it usually none mild moderate severe  

BOWEL 

27. Are you happy with the way your bowel works?           yes    no    mostly 

28. Since you have had the pain have you noticed:  

A change in how often you have a bowel movement?  yes    no  

A change in the appearance of your stool/bowel movement?  yes    no  

Does your pain change after a bowel movement?  yes    no   

Do you notice that certain foods worsen your pain?  yes    no    sometimes 

Are you troubled with nausea or vomiting?   yes    no    sometimes 

Are you troubled with bloating?   yes    no    sometimes 

CONTRACEPTION/INTERCOURSE  

29. Are you trying to become pregnant at the moment?           
 yes How long for?   ___________________ months/years 
 no      What do you use for contraception/birth control?  

 pill  ‘mini pill’  Depo Provera/injection  Jadelle/implant 
 condom  copper IUCD/ ’coil’  Mirena/Jaydess IUCD/IUS  hysterectomy 
 sterilisation/’tube tie’  vasectomy  other  ________________________________________  

30. Does the contraceptive pill help your period pain?           yes, a little           yes, a lot           no           not tried  

31. Are you sexually active?           yes           no – due to pain           no – for another reason  

32. Do you have pain with intercourse?           yes           no           occasionally 

If yes, do you feel this pain:  inside your abdomen/belly  inside your vagina  outside/on your vulva 

  on penetration  on orgasm  other area  _____________________  

SOCIAL 

33. With whom do you live?  alone            partner             friends/flat mates           parents              other_________________ 

How do those who are close to you react when you are in pain?_______________________________________________ 

34. Overall, how would you describe your mood most of the time for the last 3 months?  
 good  low/depressed  angry  anxious  other ___________________________  

35. Have you had any history of:  Depression        Anxiety         PTSD       Other mental health condition  _________________ 

36. Do you have any other significant stress in your life at the moment?       yes    no    

37. Have you ever been the victim of physical or emotional abuse?            yes    no    prefer not to answer 

38. Have you had any unwanted sexual experiences?            yes    no    prefer not to answer 
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EFFECT ON YOUR LIFE 

39. What is your current work status?  
 full time work  part time work  home duties/parenting  retired 
 student  reduced hours/duties due to pain   unemployed due to pain  other________________________ 

40. How many times in the last 3 months have you had to do the following due to your pain?   

Visit your GP   _________  Visit the after-hours clinic   ________  Go to the Emergency Department  _________   

Be admitted to hospital  _________  Have a sick day off work or school  ________  Spend a day in bed _________ 

41. During the past week, how much has pain interfered with the following? 0 is ‘did not interfere’ and 10 is ‘interfered 
completely’. Circle the number that best describes:           

                                                                                                                                                                        Did not interfere                                                                     Interfered completely 
Your general activity?     0     1     2    3     4     5     6     7     8     9    10 

Your mood? 0     1     2    3     4     5     6     7     8     9    10 

Your walking ability?   0     1     2    3     4     5     6     7     8     9    10 

Your normal work (both outside the home and housework)? 0     1     2    3     4     5     6     7     8     9    10 

Your relations with other people?   0     1     2    3     4     5     6     7     8     9    10 

Your sleep? 0     1     2    3     4     5     6     7     8     9    10 

Your enjoyment of life? 0     1     2    3     4     5     6     7     8     9    10 

42. Rate how confident you are that you can do the following things at present despite pain. This is not asking whether or not 
you have been doing these things, but rather how confident you are that you can do them at present, despite the pain.  
Circle one of the numbers on the scale, where 0 = Not at all confident and 6 = Completely confident.  
                                                                                                                                                                                                                            Not at all confident                Completely confident 

I can enjoy things, despite the pain 0    1    2   3    4    5    6    

I can do most of the household chores (e.g. tidying up, washing dishes, etc.) despite the pain 0    1    2   3    4    5    6    

I can socialise with my friends or family members as often as I used to do, despite the pain 0    1    2   3    4    5    6       

I can cope with my pain in most situations 0    1    2   3    4    5    6    

I can do some form of work, despite the pain (“work” includes housework, paid and unpaid work) 0    1    2   3    4    5    6    

I can still do many of the things I enjoy doing, such as hobbies or leisure activity, despite the pain 0    1    2   3    4    5    6    

I can cope with my pain without medication 0    1    2   3    4    5    6    

I can still accomplish most of my goals in life, despite the pain 0    1    2   3    4    5    6       

I can live a normal lifestyle, despite the pain 0    1    2   3    4    5    6    

I can gradually become more active, despite the pain 0    1    2   3    4    5    6    

43. We are interested in the types of thoughts and feelings you have when you are in pain. Listed below are thirteen statements 
describing different thoughts and feelings that may be associated with pain. Using the following scale, please indicate the 
degree to which you have these thoughts and feelings when you are experiencing pain. 

 Not at all Slightly Moderately Greatly All the time 
When I’m in pain … 0 1 2 3 4 
a) I worry all the time about whether the pain will end      

b) I feel I can’t go on      

c) It’s terrible and I think it’s never going to get any better      

d) It’s awful and I feel that it overwhelms me      

e) I feel I can’t stand it anymore      

f) I become afraid that the pain will get worse      

g) I keep thinking of other painful events      

h) I anxiously want the pain to go away      

i) I can’t seem to keep it out of my mind      

j) I keep thinking about how much it hurts      

k) I keep thinking about how badly I want the pain to stop      

l) There’s nothing I can do to reduce the intensity of the pain      

m) I wonder whether something serious may happen      
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