 MUHC COPD INITIAL DATA COLLECTION

***See attached appendix for definition of terms, scales, and scoring

COPD CLINIC

DATE:______/________/________

         YEAR   MONTH    DAY

SECTION 1: COPD KARDEX
SECTION 2: REFERRAL

Referring physician:____________________
Institution: ____________________

Reason for Referral:
please check most appropriate response:

1. Pulmonary rehabilitation 
            (  2. First time hospitalization or  first ER visit MUHC (
3. Frequent hospitalizations or ER visits (  4. Other – Please Specify (
Patients understanding of referral and expectations: ________________________________________________________________________

________________________________________________________________________

What is patient’s / family’s understanding of COPD? _____________________________

________________________________________________________________________

SECTION 3 : HEALTH STATUS
A) Respiratory Status: Please check one the following: Today does the patient state that he’s:

1. At his respiratory baseline: Yes  (   No  ( (see appendix 1 respiratory status)

2. Explain if not at his respiratory baseline: _________________________________________

____________________________________________________________________________

B) Level of Dyspnea : MCR:______ 

C) Other symptoms : Cough:________ Colour of sputum:_______ Quantity of sputum:______

D) Fatigue: Today, does the patient indicate that he is feeling usual level of fatigue:


Yes (

No (
If no, explain: ________________________________________________________________

Level of Fatigue: _______________________ (see appendix 2 fatigue scale)

E) Physical  exam: Additional comments

Vital signs: BP:____/____  HR: ____  RR:____  T:____  SaO2 (RA):____% 

SAO2 (O2=L/Min) ____%

Signs of respiratory distress:___________________________________________________

Breathing Sounds: Noisy ( Wheezy (
Cyanosis: Yes (
No (
Comments: ________________________________________________________________

F) Nutritional Status: (see appendix 6)

Usual weight (kg): _______kg

Actual weight (kg): _______kg

If recent weight loss, in how long ?  ___________ (weeks , months)

Comments: _______________________________________________________________

G) Aggravating factors related to increased shortness of breath: 

Factors in the environment 
  Yes   
(
No
(
Specify: ________________          

Stress, anxiety and emotions 
  Yes
(
No
( 
Specify: ________________

Respiratory infections 
  Yes
(
No
(
Specify: ________________

Is pain a prevalent issue? 
No __  Yes __ If yes, complete  appendix 4.

Sleep:_______hrs/ night _____ awakenings/ night ______ Reasons: ______Nap (s) / day 

Do you find yourself falling asleep during the day?
Yes
(
No
(
Do you snore?
Yes


No
    

Comments:____________________________________________________________

H) Psychosocial Assessment :
	GENOGRAM

	Support: Significant family / social / Community  resources 

________________________________________________________________________________________________________________________________________________________________


Patient’s perception of family/social/community support and feeling understood:

____________________________________________________________________________________________________________________________________________________________

Life stressors (see appendix 7)

  YES
         NO       
COMMENTS


1. 
 Intra-family strains conflict 
  (

(
____________

3. Finance & Business



(

(
____________

4. Work – family strains



(

(
____________

5. Illness & family  “care strains”


(

(
____________

6. Losses






(

(
____________

7. Additional personal acute injury 


(

(
____________

      or acute illness not related  or COPD




____________

8. Change in living conditions


(

(
____________

9. Other






(

(
____________

Comments______________________________________________________________

Anxiety:





Panic attacks:

A) Is anxiety a problem in your life?
B) Do you ever experience panic attacks that lead to  

                                                                              SOB
0- Never

(


Never


(
1- Rarely


(


Rarely


(
2- From time to time
(


Occasionally

(
3- Occasionally

(


Often


(
4- Often



(


About once daily
(
5- All the time

(


More than once a day 
(
Comments: ____________________________________________________________________________________________________________________________________________________________
SECTION 4: IMPACT

A) Environment

House (      Apartment (       Residence / centre d’accueil (     Stairs ( ( # _______          elevator (      Other  ( __________________________________________________
Comments:__________________________________________________________

B) Mobility Status: 

Ambulatory without assistance (
 Ambulatory with cane ( 



Ambulatory with walker (

 Wheelchair bound ( 

Other (
Change in mobility and activity level over time: 
Patient’s description: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Does patient travel?
Yes ______
No_______
Comments ____________________

C) Transportation:

Drives own car (
Bus and metro (
Transport adapté (
Accompanied by someone (
Has disabled parking permit (
Other ( _______________

D) Activity level / leisure activities

# outings / week:___



comments: ________________________________
           # walks / week
:___



comments: ________________________________            # leisure activities:___

comments: ________________________________          *# exercise training sessions:___
comments: ________________________________


*explain type and where: ___________________________________________________

Has COPD affected patient’s quality of Life with respect to the following activities or aspects?

Physical
Yes (

No (
Specify _________________________________

Social

Yes (

No (
Specify _________________________________

Emotional
Yes ( 

No (
Specify _________________________________

Family

Yes (

No (
Specify ________________________________

Economic
Yes (

No (
Specify _________________________________


Total:   Yes_______
No _______

Other: __________________________________________________________________

Comments: ______________________________________________________________

________________________________________________________________________

SECTION 5: COPING

A) Learning
	IDENTIFIED LEARNING NEEDS
	ACQUIRED KNOWLEDGE AND STRATEGIES
	TO BE TAUGHT
	COMMENTS

	Anatomy & physiology of COPD
	
	
	

	Medications


	
	
	

	Inhalation devices and technique
	
	
	

	Breathing control


	
	
	

	Energy conservation


	
	
	

	Life habits


	
	
	

	Action Plan 


	
	
	

	Environment control


	
	
	

	Exercise


	
	
	

	Oxygen


	
	
	

	Smoking cessation


	
	
	

	Other

	
	
	


Additional comments: __________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

B) Patient’s ability and limitations to learn (see appendix 8)
Barriers to learning

Cognitive (knowledge, memory):_____________________________________________

________________________________________________________________________

Affective (beliefs, values, attitudes):__________________________________________

________________________________________________________________________

Psychomotor (dexterity, practical abilities):____________________________________________

______________________________________________________________________________________
Other:__________________________________________________________________

________________________________________________________________________

Can patient describe symptoms when stable? 


Yes (  No (
Can patient state, without coaching, symptoms of exacerbation? 
Yes (  No (


Does patient feel he/ she can control their illness?


Yes (  No (

Comments ______________________________________________________________

_______________________________________________________________________

C) What motivates patient?  

________________________________________________________________________

________________________________________________________________________

D) Prochaska’s stages of readiness to learn
Precontemplation (
Contemplation (
Action (
Maintenance (
Termination (
Comments : ___________________________________________________________________

_____________________________________________________________________________

E) Coping style

Impression of patient’s overall coping approach to his/ her COPD. ( see appendix 12)

Confrontive/ problem- solving (
Emotive (
Palliative (
Other
(


Comments: ______________________________________________________________

________________________________________________________________________

________________________________________________________________________

SECTION 6: 
SUMMARY
A) Patient/family’s presenting issues/concerns established in collaboration with patient / family:


1-__________________________________________________________


2-__________________________________________________________


3-__________________________________________________________


4-__________________________________________________________


5-__________________________________________________________

B)Analysis:________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SECTION 7:
Interventions

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________
SECTION 8: Plan

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

NURSE NAME ________________________________ RN

SIGNATURE __________________________________RN

DATE _______/ _______/ ________

            Year
      month
 day


