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	Domain
	Questionnaire

	Pain-related disability
	Disability was assessed with the Pain Disability Index (PDI), which is a generic pain-related disability scale that assesses the degree to which pain interferes with daily activities (family/home responsibilities, recreational activities, social activities, occupational activities, sexual behavior, self-care activities and life-support activities) (1). Each item is constructed using an 11-point NRSs in which 0 = ‘no disability’ and 10 = ‘worst disability’. In the present study data was only collected on the 5 voluntary activities items, which yielded a 0 to 50 pain-related disability score as previous psychometric analyses have indicated that the obligatory activation subscale (self-care activities and life-support activities) has low internal reliability in this population (2).

	Self-perceived general health  
	Health-related quality of life (QOL) was assessed using the 0 to 100 Visual Analog Scale (VAS) included in the EuroQol 5-D questionnaire with 100 indicating the best QOL (3). The use of the 0 to 100 VAS assessment of QOL has shown good correlations with the SF-36 scores, as well as with depression scores in patients with chronic conditions (4).

	Fear of movement
	Fear of movement was assessed using the 17-item Tampa Scale of Kinesiophobia (TSK) questionnaire (5). Each of the 17 items is rated on a 4-point Likert scale with 1 = ‘strongly disagree’ and 4 = ‘strongly agree’ getting a score between 17 and 68 with a higher score indicating higher levels of fear of movement/kinesiophobia. TSK has shown good reliability and acceptable concurrent validity in patients with chronic pain (6).

	Pain catastrophization
	Thoughts of pain catastrophization were assessed using the Pain Catastrophizing Scale (PCS) (7). The PCS instructs participants to indicate the degree to which they experience each of 13 thoughts or feelings when experiencing pain, on a 5-point Likert scale with 0 = not at all and 4 = all the time. The score is between 0 and 52 with a higher score indicating a higher level of pain catastrophizing. The PCS score has demonstrated acceptable test-retest reliability and internal consistency in patients with chronic pain (8).

	Depression
	Depressive symptoms were assessed using the Patient Health Questionnaire-9 (PHQ-9) (9). Nine items related to the core symptoms of depression are assessed on a 4-point Likert scale, ranging from 0 = ‘not at all’ to 3 = ‘nearly every day’ getting a score between 0 and 27 with a higher score indicating higher depression severity. The PHQ9 scale has demonstrated good validity and reliability [40], and has been widely used to measure depressive symptoms in chronic pain populations (10).

	Anxiety
	Anxiety symptoms were assessed with the Generalized Anxiety Disorder-7 (GAD-7) questionnaire (11). Seven items are assessed on a 4-point Likert scale, ranging from 0 = ‘not at all’ to 3 = ‘nearly every day’ getting a score between 0 and 21 with a higher score indicating higher anxiety severity. The GAD7 scale has demonstrated good validity and reliability (12), and has been widely used to measure anxiety symptoms in chronic pain populations (10).

	Pain Acceptance
	Acceptance of chronic pain: The 8-item Chronic Pain Acceptance Questionnaire (13) was used to assess accpetance of chronic pain. The CPAQ instructs participants to indicate the degree to which they experience each of 8 thoughts, feelings or behaviors when experiencing pain, on a 7-point Likert scale with 0 = never true and 6 = always true. The score is between 0 and 48 with a higher score indicating a higher level of pain acceptance. The CAPQ has demonstrated acceptable validity, test-retest reliability and internal consistency in patients with chronic pain (14).

	Stress
	Stress was assessed with the 10 items Cohens Perceived Stress Scale, which assesses to what extent patients experience life as uncontrollable, unpredictable and overwhelming (15) (REF). Ten items are assessed on a 5-point Likert scale ranging from 0 = ‘Never’ to 4 = ‘Very often’. The Danish version has demonstrated good validity (16).

	Self-efficacy
	Pain self-efficacy was assessed with the 2 items Pain Self-Efficacy Questionnaire (17). The PSEQ2 instructs participants to indicate how confident they are that they can do some form of work and live a normal life style despite pain on a 7-point Likert scale with 0 = not at all confident and 6 = completely confident. The score is between 0 and 12 with a higher score indicating a higher level of pain self-efficacy. The PSEQ2 is a robust measure of pain self-efficacy with sound validity, internal consistency, test-retest reliability, and sensitivity to change (17).
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