Respiratory Survey June 2004

Thank you for taking part in this survey of [Company Name]. Please complete all of the questions. If you are not sure what a question means then please ask one of the survey team. If you are not sure whether you have had a symptom or not, please answer “no”

Thank you for your help.

First Names……………………….……Last Name……………………………………………………………

Date of Birth…………………………   Payroll Number…………………………………

Address………………………………………………………………………………………………..………………………………………………………………………………………………………………………………………………………...

…………………………………………………………………………………………

Cost Centre……………………..  Area of Work…………………………….

General Practitioner………………………………………………………………………………………………..

Address……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Sex( Please circle)   Male  /  Female  

Date……/…../…….

Job History

1) Current employer

[Company Name 1] (

[Company Name 4] (
[Company Name 2] (

[Company Name 5] (
[Company Name 3] (

[Company Name 6] (
Other      (…..(specify)…………………………………..

2) When did you first start working in [Problem Area]

 Month ( Year ( 

3) On average, how many hours do you work in a week?   ((Hrs

4) Where were you working in [Problem Area]

 in January 2003?.................................................................................................

5) Do you mostly work in the manufacturing areas?     Yes (  No (
6) Have you ever worked on a machine that uses coolant oils? 

Yes (  No (








If “No” Go To Question 11     
7) When did you start working on a machine that uses coolant oils?










Month ( Year (
8) Do you currently work on a machine(s) that uses coolant oils? 

Yes (  No (
10) If NO when did you last work on a machine that uses coolant oils










Month ( Year (
Cigarette Smoking 

11) Do you smoke?                 Yes (  No (
If YES go to Ques 14

12) Have you ever smoked as much as one cigarette a day, or one cigar a week, or one ounce of tobacco a month for as long as a year? 

Yes ( No(  

If NO go to Question 19

13) How long ago did you give up smoking all together? Years(Months(
14) How old were you when you started smoking?  Years(Months(
15) Do (did) you smoke manufactured cigarettes?  Yes (  No (
If NO go to Ques 17

If YES  16) How many per day? (            How many years?... (......

17) Did you smoke something else?      Yes (  No (
If YES  18) How much per week? (            How many years?... (......

Symptom – Shortness of Breath.

19) Are you are disabled from walking by a disease other than heart or lung disease




Yes (  No (







If “YES” Go To Question 35

If “No” -  On your worst day in the last 12 months;-

20) Were you troubled by shortness of breath when hurrying on level ground or walking up a slight hill ?



Yes (  No (








If “No” Go To Question 35

If Yes  21) Did you get short of breath walking with other people of your own age and sex on level ground?




Yes (  No (








If “No” Go To Question 24 

If “Yes”  22) Did you have to stop for breath when walking at your own pace on level ground?






Yes (  No (








If “No” Go To Question 24 

If “Yes” 23) Were you short of breath when washing or

 dressing? 








Yes(  No (
24) On how many days do you have breathlessness?   (Tick one only)

Never  ( 

Less than monthly ( 

At Least monthly  ( 

At least once a week     (
At  least once a day      ( 

More frequently   (
25) Are you breathless on waking?



Yes (  No (
26) Are you breathless during the day?


Yes (  No (
27) Are you woken from sleep by your breathlessness? Yes (  No (
Is your breathlessness worse ;


28) At the beginning of the working week?

Yes (  No (

29) At the end of the working week? 


Yes (  No (

30) No difference?





Yes (  No (
31) On days away from work is your breathlessness   (Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
32) On holidays is your breathlessness ( Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
33) When did you first develop breathlessness?    Month  ( Year (
34) Do you suffer from breathlessness at present?
Yes (  No (
Symptom – Cough.

35) Do you cough?

Yes(  No (
If “No” Go To Question 46

36) When did you first develop a cough?     Month  (Year (
37) On how many days do you cough      (Tick one only)

Never  ( 

Less than monthly ( 

At Least monthly  ( 

At least once a week (
At  least once a day  ( 

More frequently   (
38) Do you cough on waking?



Yes (  No (
39) Do you cough during the day?


Yes (  No (
40) Are you woken from sleep by your cough? 
Yes (  No (
Is your cough worse ;


41) At the beginning of the working week?

Yes (  No (

42) At the end of the working week? 


Yes (  No (

43) No difference?





Yes (  No (
44) On days away from work is your cough   (Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
45) On holidays is your cough


 ( Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
Symptom – Phlegm (Sputum)
46) Do you cough up phlegm (sputum) from your chest?
Yes(  No (








If “No” Go To Question 58

47) Do you do this for at least 3 months each year? 
Yes(  No (
48) Have you been doing this for the last 2 years

 or more? 








Yes(  No (
49) On how many days do you cough up phlegm from your chest

     (Tick one only)

Never  ( 

Less than monthly ( 

At Least monthly  ( 

At least once a week (
At  least once a day  ( 

More frequently   (
50) Do you cough up phlegm on waking ?


Yes (  No (
51) Do you cough up phlegm during the day?


Yes (  No (
Is your phlegm production worse ;


52) At the beginning of the working week?

Yes (  No (

53) At the end of the working week? 


Yes (  No (

54) No difference?





Yes (  No (
55) On days away from work is your phlegm   (Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
56) On holidays is your phlegm ( Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
57) When did you first develop phlegm?      Month  ( Year (
Symptom – Eyes
58) In the past twelve months have you had more than two episodes of irritation or watering of the eyes?


Yes(  No (








If “No” Go To Question 62

59) On how many days do you have this?

     (Tick one only)

Never  ( 

Less than monthly ( 

At Least monthly  ( 

At least once a week (
At  least once a day  ( 

More frequently   (
60) On days away from work is this   (Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
61) On holidays is this




 ( Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
Symptom – Nasal
62) In the past twelve months have you had more than two episodes of blocked or stuffy nose?



Yes(  No (








If “No” Go To Question 66

63) On how many days have you had this?

     (Tick one only)

Never  ( 

Less than monthly ( 

At Least monthly  ( 

At least once a week (
At  least once a day  ( 

More frequently   (

64) On days away from work is this   (Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
65) On holidays is this ( Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
Symptom –Throat
66)  In the past twelve months have you had more than two episodes of a dry or sore throat?






Yes(  No (








If “No” Go To Question 70

67) On how many days do you have this?

     (Tick one only)

Never  ( 

Less than monthly ( 

At Least monthly  ( 

At least once a week (
At  least once a day  ( 

More frequently   (
68) On days away from work is this   (Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
69) On holidays is this ( Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
70) How many days off work have you had in the last 12 months 

due to chest illness?




Days  (((
Past Illnessess

71) Have you ever had any  chest illnesses?    Yes (  No (
Specify………………………………………………………………………….

72) Are you taking any treatment for your chest? Yes (  No (
Specify............................

73) Have you ever had a lymphoma? Yes (  No (
74) Have you lost weight since [Likely Start of Outbreak]        Yes (  No (
 Symptom – Asthma
75) Has any doctor told you that you have asthma? Yes (  No (
76) In the last 12 months has your chest ever felt tight or your breathing become difficult?



Yes(  No (








If “No” Go To Question 87

77) When did you first develop this?     Year (  Month  ( 
78) On how many days do you had this       (Tick one only)

Never  ( 

Less than monthly ( 

At Least monthly  ( 

At least once a week (
At  least once a day  ( 

More frequently   (
79) Do you have this on waking?



Yes (  No (
80) Do you have this during the day?


Yes (  No (
81) Are you woken from sleep by this? 

Yes (  No (
Is this worse ;


82) At the beginning of the working week?

Yes (  No (

83) At the end of the working week? 


Yes (  No (

84) No difference?





Yes (  No (
85) On days away from work is this (Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
86) On holidays is your this


 ( Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
87) In the past 12 months have you had wheezing or whistling in your chest?








Yes(  No (








If “No” Go To Question 98

88) When did you first develop this?     Year (..Month  ( 
89) On how many days do you have this?      (Tick one only)

Never  ( 

Less than monthly ( 

At Least monthly  ( 

At least once a week (
At  least once a day  ( 

More frequently   (
90) Do you have this on waking?



Yes (  No (
91) Do you have this during the day?


Yes (  No (
92) Are you woken from sleep by this? 
Yes (  No (
Is this worse ;


93)At the beginning of the working week?

Yes (  No (

94) At the end of the working week? 

Yes (  No (

95) No difference?





Yes (  No (
96) On days away from work is this   (Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
97) On holidays is this


 ( Tick one only)

Better


(




The same 


(  than days at work 

Worse


(
Symptom –‘Flu
98) In the past twelve months have you suffered recurrent flu like symptoms? 







Yes(  No (




If “No” you have now completed the questionnaire.     

If yes please specify the symptoms below;

99) Fever



 Yes(  No (
100) Shivering 


Yes(  No (
101) Tiredness 


Yes(  No (
102) Weakness 


Yes(  No (
103) Joint/ muscle pains 
Yes(  No (
104) How many episodes have you

 experienced in the last year?



Number(
105) How long did these symptoms last 




Less than 72 hours Yes(  No (



More than 72 hours Yes(  No (
106) Do these symptoms occur more frequently after doing a particular job? 






Yes(  No (
If Yes specify…………………………………………………………………………………….

107) Do these symptoms occur;


At the beginning of the working week?

Yes (  No (

At the end of the working week? 

Yes (  No (

No difference?





Yes (  No (
108) Do these symptoms occur more frequently or are more severe on returning to work after a;




Weekend break from work

 Yes (  No (



Holiday break from work 

Yes (  No (
Doctor Diagnosis

200) Exposure category

High (Working with suds oil) (

Low ( Visits area only) (
High (cleaning) 
(


None ( Never in production area) (
Medium ( In suds area – not directly working) (
201) Asthma 
No /Possible/ Probable/ Definite

202) Occupational Asthma   No /Possible/ Probable/ Definite

203) Rhinitis   No /Possible/ Probable/ Definite 

204) Alveolitis  No /Possible/ Probable/ Definite

205) Humidifier Fever  No /Possible/ Probable/ Definite 

206) Chronic Bronchitis No /Possible/ Probable/ Definite 

Needs peak flows

Yes (  No (
Would you like us to send your results to your General Practitioner 










Yes (  No (
Would you like us to send your results to the Occupational Health Dept?

Yes (  No (
Signed…………………………………………………………

Advised needs appointment at Chest Clinic?   Yes (  No (
Known case  Y?N

Currently being seen Yes (  No ( where?.....................................................................................................................................................................................................................................................................

Permission to write? Yes (  No (Signed……………………………………………………

Physician ……………………………………………………………………………………………………………………

Spirometry

First Names…………………………Last Name……………………………………..

Date of Birth………………………   Payroll Number………………………………

Height………………cms

Sex( Please circle)   Male  /  Female  

Spiro Completed   Yes (  No (
Quality check…….. Yes (  No (
Ethnic Race ( Please tick box)

White (  Afro-caribbean (   Oriental.(    Asian ( 

Other ………………………. (
Blood taken………… Yes (  declined ( too difficult (
Already done adequate peak flows

 Yes (  No (
Given peak flow cards 



Yes (  No (
Given peak flow meter



Yes (  No (
Information Sheet

As you may know there have been several workers at [Company Name] who have a chest problem that may be caused by their work. We are trying to find out how common this is and what the cause is. We would like your help.

Many workers are exposed to coolant oils without problems. There have, however, been outbreaks of lung inflammation (alveolitis) in factories similar to [Company Name] in the USA, which have been caused by impurities in the used cooling oil. We are trying to find out if this is the cause at [Company Name]. The best method is to see if you are allergic to the oil from blood tests. Please would you complete the questionnaire and then have breathing and blood tests. Then you will be seen by a specialist who will tell you what we have found. 

This is a confidential study, your personal results will not be shown to anybody without your permission. We will send the results to you personally. If you want your results sent to your GP and/ or Occupational Health we will do so. This is often the best way forward if you are ill.

Many thanks.

Prof Sherwood Burge

Dr Alastair Robertson

Birmingham Chest Clinic, Solihull and Birmingham Heartlands NHS Trust

Doctor Diagnosis







