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 Psychometric properties of the outcome measures 
 

The Mini-International Neuropsychiatric Interview (M.I.N.I.) for DSM-5  

The M.I.N.I. 1 is a structured diagnostic interview for the most common psychiatric disorders, 

designed for multicenter clinical trials and epidemiological studies, and for non-research 

clinical settings.2 The M.I.N.I. can be administrated by non-psychiatrists and is used in 

different clinical settings and different populations.2 Section (J) in the Swedish version for 

DSM-51 assesses drug use disorders (OUD), including opioid use disorder, according to the 

DSM-5 criteria. However, M.I.N.I. is designed to assess illicit, or non-medical drug-use, which 

should be considered when using it for assessing OUD in a sample of patients with chronic 

pain and opioid therapy. In the study by Sheehan et al. (1998), the M.I.N.I. had a sensitivity of 

43% and a specificity of 9%6 for current drug dependence, and a sensitivity of 0.64 and a 

specificity of 0.50 for life time dependence according to the DSM IV criteria. Agreement 

between clinician- rated M.I.N.I. and SCID-P diagnoses was 𝜅 =0.43 for current drug 

dependence and κ=0.64 for lifetime drug dependence. These low concordance between the 

M.I.N.I. and the SCID-P may be because of the different time requirements used by the 

different instruments.2 In another study examining agreement between M.I.N.I. and the 

Composite International Diagnostic Interview (ICDI) the κ=0.81 for drug dependence with a 

sensitivity of 89% and a specificity of 95%. Degenhardt et al.3 explored agreement between 

the DSM-5 OUD criteria and other assessment of problematic opioid use, i.e., opioid 

dependence according to ICD-10 and ICD-11 in a population with chronic pain and opioid 

therapy, measured with ICDI. They reported that 8.9% (n=1422) of the participants fulfilled 

the DSM-5 criteria for moderate or severe OUD. They found only fair to moderate agreement 

between ICD-10 and DSM-5 OUD (mild, moderate, or severe), but there was good agreement 

between moderate to severe use disorder in DSM-5 and the other definitions, i.e., ICD-10 and 

ICD-11. Criteria for OUD loaded well on a single factor, even though it loaded worse than the 

criteria for opioid dependence according to ICD-10 or ICD-11.3 We have not found any study 

examining the psychometric properties of the DSM-5 OUD criteria assessed by M.I.N.I. in a 

chronic pain population.  
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Work ability Index (WAI) 

The Wai assess work ability and is a summary measure of seven items (range 7–49) 

considering the demands of work, the worker’s health status and resources (poor 7-27, 

moderate 28-36, good 37-43 and excellent work ability 44-49).4 5 In the U-PAIN cohort, an 

additional instruction to estimate work ability based on current or previous employment or 

studies was added to WAI, to facilitate use for participants unemployed or on long-term sick 

leave or disability pension. 

In a recent study examining construct validity and reliability of WAI on the first 200 

participants of the U-PAIN cohort, the WAI and the single item work ability score (WAS) 

exhibited acceptable construct validity and internal consistency. A one-factor model of WAI 

was supported. 6 

The Brief Pain Inventory Short Form (BPI-SF) 

The BPI-SF assesses pain severity and pain interference. The pain severity scale includes four 

items assessing pain at its “worst,” “least,” “average,” and “now” (current pain). A composite 

of the four pain items (a mean severity score) can be used and is supported by the IMMPACT 

recommendations for assessing pain in clinical trials.7 Otherwise, all four severity items can 

be used, and the models for validation of the BPI included all four items8. The pain 

interference scale includes 7 items that assess pain's interference with general activity, mood, 

walking ability, normal work, relations with other persons, sleep, and enjoyment of life. 

Numerical rating scales running from 0 to 10 (NRS-11) are used as response alternatives, 

pain severity is anchored 0= “no pain” and 10= “pain as bad as you can imagine.” The 

interference items with 0=“does not interfere” and 10=“interferes completely.” The BPI-SF is 

a valid assessment tool in patients with musculoskeletal conditions,9 and has shown 

acceptable validity and reliability in chronic, non-cancer pain populations.10 11 For structural 

validity, a two-factor model with the two latent constructs, pain intensity and pain 

interference, is suggested.9 10 Psychometric studies for the Swedish version of the scale are 

lacking but it has shown good psychometric properties when used in research settings. 12 In 

this sample, internal consistency for pain severity was α = 0.82, and pain interference was α = 

0.85, which is in line with previous studies.11 
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The EQ5D-5L 

The EQ5D-5L, developed by the EuroQoL Group, consists of five dimensions (mobility, self-

care, usual activities, pain/discomfort, and anxiety/depression), each with five levels of 

functioning: “no problems,” “slight problems,” “moderate problems,” “severe problems,” and 

“unable to”/ “extreme problems” for all dimensions that describe unique health states. The 

health states can be converted into index scores derived from population-based valuation 

studies, that ranges from states worse than dead (<0) to 1 (full health), anchoring dead at 0. In 

addition, EQ5D includes a visual analogue scale where health is rated on a scale from 0 

(worst imaginable health) to 100 (best imaginable health).13 The EQ-5D’s descriptive system 

and the index values have shown excellent psychometric properties in many conditions and 

populations, even though the individual dimensions have exhibited instability over time. 14-16 

In a systematic review from 2021,16 both the descriptive dimensions and the index values 

showed moderate to strong correlations with global health measures, functional health, pain, 

activities of daily living and clinical/biological measures. 16 
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