Barton House Group Practice
NAME OF PATIENT:  ……………………………………………………                              
DOB:                            ……………………………………………………
NAME OF PRACTICE:  …………………………………………………….

As part of the national programme, our practice offers an annual review to each of our patients with asthma.

This should ideally be a face to face appointment with a practice nurse but if this is difficult for you please book a telephone consultation with the nurse or doctor instead.

It is very important that you have a review each year in order for us to continue to prescribe your medication.

To help you manage your condition it is also important to use your preventer inhaler regularly. When asthma is well controlled, the majority of people should only be needing their emergency salbutamol inhaler 1-2 per week.   If this is not the case, you may benefit from a review.  

To make your review more efficient and effective it would be helpful if you could answer the following questions: 

Does you asthma limit your usual activities?    
No 	
Yes       ,   
if Yes, How many Times per week? --------------------------------

Does your asthma disturb your sleep? 
No        
Yes       
 if Yes, How many Times per week? --------------------------------

Do you have daytime asthma symptoms:
Asthma never causes daytime symptoms [  ]
Asthma causes daytime symptoms 1-2/month [  ]
Asthma causes daytime symptoms 1-2/week [  ]
Asthma causes daytime symptoms most days [  ]

ASTHMA CONTROL REVIEW

In the last 4 weeks how many times have you not taken your preventer inhaler? ___________
In the last 4 weeks how many times have you used your reliever (usually blue) inhaler? _______________
	How many asthma attacks requiring prednisolone (steroids) have you had in the past year?____
How many times in the past year have you attended A&E for asthma (without being admitted?) ______
How many times in the past year have you been admitted to hospital for asthma? ___
	How many times in the past year have you needed to be given a nebuliser? _____
	Have you checked your peak flow in the last week?
	if yes proceed to question 6 
	otherwise go on to question 7
	What is your current peak flow? _________
What is your best peak flow in the past 12 months? ________
	Do you use a spacer with your inhaler(s)? Y / N 
	When did you last have your inhaler technique observed by a health care professional?  ___________
	Do you smoke cigarettes? if so how many / or how much tobacco do you use in a week? ____________
	If you smoke, have you thought about quitting? Y/N  
	Would you like any help with this? Y/N

YOUR DOCTOR, NURSE OR PHARMACIST WILL REVIEW THIS QUESTIONNAIRE AND DISCUSS IT WITH YOU AT YOUR FACE-TO-FACE OR TELEPHONE APPOINTMENT 

