Appendix 1. Questionnaire.
Questionnaire

__________________________________________________________________________________
Sensory Abnormality Assessment:

Question 1: Do you sense any numbness around the side of the head where the operation was performed? (Circle your answer below)

1) YES



2) NO

Question 2: On the scale below, please indicate the level of numbness you sense on an average day in the area most affected. (0 means no numbness and 10 means severe numbness) (Circle your answer below)

NONE    0
1 
2  
3  
4  
5 
 6  
7  
8  
9         10   SEVERE

Question 3: Do you sense any abnormal or uncomfortable sensation/s around the side of the head where the operation was performed? (Circle your answer below)

3) YES



4) NO

Question 4: Indicate the area where you get most of the abnormal sensations (use the accompanying picture attached for reference) (Circle your answer below)

1- Area 1
2- Area 2
 3- Area 3 
 4- Area 4
5- Area 5
6- Area 6


7- Area 7
8- Area 8

Question 5: Is the sensation painful in the area most affected (indicated in the previous question) (Skip question 6 if not) (Circle your answer below)

1) YES

2) NO

Question 6: On the scale below, please indicate how severe your pain is on an average day in the area indicated previously. ( 0 means no pain and 10 means pain as severe as it could be) (Circle your answer below)

NONE    0
1 
2  
3  
4  
5 
 6  
7  
8  
9         10   SEVERE

Question 7: Does the sensation (in the area most affected) have one or more of the following characteristics? (Circle the ones that apply)

1 - Burning 
 

2 - Painful cold 
 

3 - Electric Shocks 


4- Tingling 


5- Pins and Needles 
 

6- Itching 
 

7- Tightening 


Question 8: How often have you experienced sensations (in the area most affected)(Circle your answer below)
1- always

2- often

3- occasionally

4- never

Question 9: Is the sensation evoked by any of the following? (Circle the ones that apply)

1 – light touch 
 

2 – heat or cold
 

3 – change in weather. 

__________________________________________________________________________________

Life Quality Assessment 

What level of interference does the sensation present: (Circle your answers below)

General activity        0 
1 
2  
3  
4  
5 
 6  
7  
8  
9 
10

Mood 
 
   0 
1 
2  
3  
4  
5 
 6  
7  
8  
9   
10

Normal work 
    0 
1 
2  
3  
4  
5 
 6  
7  
8  
9   
10

Relationship 
    0 
1 
2  
3  
4  
5 
 6  
7  
8  
9   
10

Sleep 
 
    0 
1 
2  
3  
4  
5 
 6  
7  
8  
9   
10

1

