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	GP 

NAME
	PRACTICE 

ID No

	PATIENT 

SURNAME
	CONTACT

NUMBER

	PATIENT 

FIRST NAME
	D.O.B
	SEX
M  /  F

	PATIENT

ADDRESS
	SMOKER 
(
Never
(
Ceased



(
Passive
(
Current 

	INTERPRETER

YES  /  NO
	LANGUAGE
	ABORIGINAL / 

TORRES STRAIT ISLANDER

YES / NO


	ASSESSMENT OF SEVERITY 

The patient should be assigned the most severe grade in which any feature occurs.

	
	Frequency
	MILD
	MODERATE
	SEVERE

	Frequency of episodes (symptoms):
	
	
	
	

	· Wheeze, tightness cough, dyspnoea
	_____days / wk
	( Occasional eg with viral infection or exercise
	(Most days
	(Every day 

	· Nocturnal symptoms
	_____days / wk
	( Absent
	( < Once/wk
	( > Once/wk

	· Asthma symptoms on wakening
	_____days / wk
	( Absent
	( < Once/wk
	( > Once/wk 

	Use of Preventer Medication
	YES  /  NO
	( Absent
	( Yes

	Bronchodilator use
	____ times/wk
	( < 2/wk
	( > 3/wk
	( > 3–4 /day

	Hospital attendance or admission in past 12 months (for adults)
	Y   /   N
	( Absent
	( Yes 

	Following are ‘Gold Standard’ criteria according to the Asthma Manag. Handbook. Only use if above gives an unclear diagnosis of severity.

	Previous life-threatening attack 

(ICU, Ventilator, Precipitous attack in less than 3 hrs)
	Y   /   N
	( Absent
	( Yes 

	Spirometry / Peak Flow (Circle)
__________
(
________
x 100=

ACTUAL

PREDICTED (See Tables)
	______ %
	( > 80%
	( 60–80%
	( > 60%

	Morning peak flow on waking (if known)
__________
(
________
x 100=

ACTUAL

BEST
	______ %
	( > 90% recent best
	( 80–90% best
	( < 80% best

	GP – ALLOCATE SEVERITY
( MILD
( MODERATE
( SEVERE
GP initial ________

Patient is eligible to take part in the 3+ visit plan if they have moderate or severe asthma


	Asthma 3+ GP Visit 1
	_____/_____/____
	
	PSRN Visit 1
	_____/_____/____

	Asthma 3+ GP Visit 2
	_____/_____/____
	
	PSRN Visit 2
	_____/_____/____

	Asthma 3+ GP Visit 3
	_____/_____/____
	
	Date of SIP Claim
	_____/____/____


	RN GENERAL COMMENTS

	

	

	

	

	

	


	ASTHMA RELATED MEDICATIONS

	CURRENT ASTHMA MEDICATIONS
	FREQUENCY OF USE
	REVIEW WITH PATIENT:

	
	
	· Inhaler Technique

· Spacer Technique

· Peak Flow Technique

· Patients Understanding

	
	
	· 

	
	
	

	
	
	

	
	
	

	
	
	


	RN Comments on medications:

	

	

	

	


	GP – REVEW MEDICATIONS:

	

	

	

	

	GP initial ________


	GP – PROVIDE WRITTEN ASTHMA PLAN TO PATIENT 
GP initial ________


	PATIENT EDUCATION

	Req
	Provided

1st           2nd

Visit        Visit
	
	Req
	Provided

1st           2nd

Visit        Visit
	

	(((((((
	(((((((
	(((((((
	Give patient Symptom Diary

Review Symptom Diary with patient

What asthma is

Severity of their asthma

Triggers and trigger factor management

Signs of worsening asthma

How to avoid an attack 
	((
((
	((
((
	((
((
	Peak flow monitoring or symptom scoring
Asthma medications

· Relievers

· Preventers

· Symptom controllers

Tips for remembering to take medications

Importance of an asthma action plan


	IDENTIFICATION OF HIGH RISK PATIENT 
INDICATES A NEED FOR CLOSER FOLLOWUP – CONSIDER ASTHMA EDUCATOR REFERRAL

	· A history of admission to Intensive Care or a previous near-fatal attack. 

· Night-time attacks, especially associated with severe chest tightness or ‘choking’. 

· Failure to perceive asthma symptoms when spirometric values are decreased. 

· Denial of asthma as a problem, or other overt psychosocial problems. 
	· Hospital admission for asthma in previous 12 mths. 

· Inadequate treatment or poor compliance with treatment, especially in teenagers or young adults. 

· Immediate hypersensitivity to foods – especially to nuts. 

· persistent morning dips in PEF (a.m. PEF < 60% recent best) 


Asthma 3+ Visit Plan














NURSING ASSESSMENT








Shaded sections must be completed by the GP to collect SIP.  Grey writing means item not required to be completed to claim SIP
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