Phone Interview
I’m going to start off with a few questions about your life. 

What do you consider your race to be? (White, Black, Asian or Pacific Islander, Other)   ______________
What do you consider your ethnicity to be? (Hispanic, non-Hispanic)                                  ______________
What level of education did you complete? (Did not graduate high school, high school degree, college degree, masters/PhD/other advanced degree)                                                                         ______________
Prior to your stroke, had you ever been diagnosed or treated for a psychiatric disease?                   (yes/no)                                                                                                                                             ______________
If yes, what psychiatric disease? (Free text)                                                                               ______________
Were you working prior to your stroke? (yes/no)                                                                     ______________
Are you working now? (yes/no)                                                                                                    ______________
If not, what is the limitation to returning to work? (Free text)                                               ______________
Counting yourself, how many members currently make up your household? (Integer)    ______________
Are you now married, widowed, divorced, separated, never married, or living with a partner? (married, widowed, divorced, separated, never married, living with partner, refused)                     ______________
Did you go to inpatient rehabilitation after your stroke? (yes/no)                                       _______________
If so, how long were you in inpatient rehabilitation? (in days, integer)                              _______________

Next, I will ask you a few questions about how often you have received medical attention in the past 6 months. Do NOT count your initial stroke hospitalization or rehab stay: 

Stanford Healthcare Utilization Survey 
1. In the past 6 months, how many times did you visit a physician? Do not include visits while in the hospital or to a hospital emergency room. Fill in with “0” or another number. 
2. In the past 6 months, how many times did you go to a hospital emergency room? Fill in with “0” or another number. 
3. How many different times did you stay in a hospital overnight or longer in the past 6 months? Fill in with “0” or another number. 
4. How many total nights did you spend in the hospital in the past 6 months? Fill in with “0” or another number. 
Have you been told by a doctor that you had a second stroke separate from your first stroke? ________


Next, I would like to ask you some questions about how you have been feeling during the past week. It is best not to think too hard about your response, but to give the answer that first comes to mind. 

Hospital Anxiety and Depression Scale
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We will now read you a list of problems and complaints that some people sometimes have in response to stressful life experiences, like a stroke. Please indicate how much you have been bothered by that problem in the last month by giving a number on a scale of 1-5 where 1 is not at all, 2 is a little bit, 3 is moderately, 4 is quite a bit, and 5 is extremely. 
PTSD CheckList- Stressor Specific Version (PCL-5)
 The event you experienced was: ___________________ on: ____________________
[image: ]
Positive/Negative: ________       Score: _________

I would also like to know how you are functioning after your stroke. Please let me know which of the following scenarios best describes your level of function at this point. 

The Modified Rankin Scale & Corresponding Sections of Structured Interview 
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Please indicate which statements best describe your own health state today. 
Euro QOL 
Mobility 
___ I have no problems in walking about 
___ I have some problems in walking about 
[bookmark: _GoBack]___ I am confined to bed 

Self-Care 
___ I have no problems with self-care 
___ I have some problems washing or dressing myself 
___ I am unable to was or dress myself 

Usual Activities (e.g. work, study, housework, family or leisure activities) 
___ I have no problems with performing my usual activities 
___ I have some problems with performing my usual activities 
___ I am unable to perform my usual activities 

Pain/Discomfort 
___ I have no pain or discomfort 
___ I have moderate pain or discomfort 
___ I have extreme pain or discomfort 

Anxiety/Depression 
___ I am not anxious or depressed 
___ I am moderately anxious or depressed 
___ I am extremely anxious or depressed 

To help people say how good or bad a health state is, we have produced a scale (rather like a thermometer) on which the best state you can imagine is marked 100 and the worst state you can imagine is marked 0. 
We would like you to indicate on this scale how good or bad your own health is today, in your opinion. Please pick a number between 0 and 100 that best describes your health state. 
Health state: ____________
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This questionnaire will help your physician know how you are feeling. Read every sentence. Place an X" on the answer that best
describes how you have been feeling during the LAST WEEK. You do not have to think too much to answer. In this questionnaire,
spontaneous answers are more important. Mark only one answer for each question.

A (1)1 feel tense or wound up:
3( ) Most of the time
2( ) Alot of times
1( ) From time to time
0( ) Notatall

D (2) 1 still enjoy the things | used to
0( ) Definitely as much
1( ) Not quite so much
2( ) Ony alitie
3( ) Hardy atall

A (3) 1 get a sort of fightened feoling as if something awful is
about to happen:

3 () Very definitely and quite badly

2() Yes, but not 100 bady

1( )Alittle, but it doesn't worry me

0()Notatal

D (4) 1 can laugh and see the funny side of things
0( ) As much as | always could
1( ) Not quite as much now
2(') Definiely ot s0 much now
3()Notatal

A (5) Wornying thoughts go through my mind:
3( ) Most of the time
2( ) Alot of times
1( ) From time to ime
(') Only occasionally

D (6) 1 feel cheerful
() Most of the time
1() Usually
2( ) Not often
3( ) Notatall

A (7)1 can seat at ease and feel relaxed:
0( ) efinitely
1() Usually
2( ) Not often
3( ) Notatal

D (8) I feel as | am slowed down:
3( ) Nearly all the time
2( ) Very often
1( ) From time to time
0()Notatal

A (9) 1 get a sort of frightened feeling ke buttefies in the
stomach:

0()Notatal
1( ) From time to time
2( ) Quite often
3( ) Very often

D (10) | have lost inerest in my appearance:
3( ) Deinitely
2( )1 don't take 50 much care as | should
1( ) 1 may not take quite as much care
0( ) I take just as much care as ever

A1) el restiess, as i had o be on the move:
3() Very much indeed
2()Quiealot
1( ) Not vary much
0 () Notatal

D (12) I look forward with enjoyment to things
0/( ) As much as | ever did
1( ) Alite less than | used to
2( ) Definitely less than | used to
3( ) Hardly atall

A (13) I get a sudden feeling of panic:
3( ) Very oten indoed
2( ) Quite often
1( ) From time to time
0( ) Notatal

D (14) | can enjoy a good TV or radio program or book:
0( ) Often
1( ) Sometimes
2( ) Not often
3( ) Hardly atall
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Modified Rankin Scale?

5=Severe disability: bedridden, incontinent, and requiring

Structured Interview for the Modified Rankin Scale

5=Severe disability; someone needs to be available at all times; care may be provided by either

constant nursing care and attention.

4=NModerately severe disability: unable to walk without
assistance, and unable to attend to own bodily needs
without assistance.

3=NModerate disability; requiring some help, but able to
walk without assistance.

2=Slight disability; unable to carry out all previous
activities but able to look after own affairs without
assistance.

1=No significant disability despite symptoms; able to carry
out all usual duties and activities.

0=No symptoms at all.

a trained or an untrained caregiver. Question: Does the person require constant care?

4=Moderately severe disability; need for assistance with some basic ADL, but not requiring
constant care. Question: Is assistance essential for eating, using the toilet, daily hygiene, or
walking?

3=Moderate disability; need for assistance with some instrumental ADL but not basic ADL.
Question: Is assistance essential for preparing a simple meal, doing household chores, looking
after money, shopping, or traveling locally?

2=Slight disability; limitations in participation in usual social roles, but independent for ADL.
Questions: Has there been a change in the person’s ability to work or look after others if these
were roles before stroke? Has there been a change in the person’s ability to participate in
previous social and leisure activities? Has the person had problems with relationships or become
isolated?

1=No significant disability; symptoms present but not other limitations. Question: Does the person
have difficulty reading or writing, difficulty speaking or finding the right word, problems with
balance or coordination, visual problems, numbness (face, arms, legs, hands, feet), loss of
movement (face, arms, legs, hands, feet), difficulty with swallowing, or other symptom resulting
from stroke?

0=No symptoms at all; no limitations and no symptoms.




