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DYSFUNCTIONAL BREATHING ASSESSMEMT

	History of Present Condition



	Past Medical History



	Drug History



	Social History

Occupation

Hobbies/Daily lifestyle

Sleep pattern

Diet

Caffeine/alcohol

Exercise ability

	Investigations

Lung Function Tests   FEV1 …………. = ………% predicted

                                    FVC ………….. = ………% predicted

                                    FEV1/FVC …………. = ………% predicted

                                    Other ……………………………………………………………………………..

Cardiology   ECG …………………..…..……………   ECHO …………………………..…………..…

                    ETT………………………………………..

Other inc.    ABGs………………………………………………………………………………………….

                    CT………………………………………………………………………………….………….




Physiotherapist Name:…………………..………….  Signed……..……………..  Designation…..…… Date……………..

	


DYSFUNCTIONAL BREATHING ASSESSMEMT

	Subjective Assessment

	Description of main symptoms

Onset

Frequency

Duration

Aggravators

Relievers


	Other (please circle)

Cough                      Dry mouth              

Fatigue                     “Foggy head”         

Gastric problems      Headaches

Hearing sensitivity    Panic attacks          

Sighing                     Throat clearing

Throat sensations     Yawning



	What do you want to gain from Physiotherapy?



	Objective Assessment

General appearance                 

Posture                                                          MSK Ax – please see separate sheet

Nijmegen Score …………….

Respiratory pattern at rest                           SpO2 …………..

Noisy / Quiet                                                    Effort  Inspiration ……………………..

Nose / mouth                                                              Expiration ……………………..

Upper chest / diaphragm                                 Rate …………………….....................

Erratic / rhythmical                                           Depth ………………………………….

Respiratory pattern with activity                 SpO2 …………..

Noisy / Quiet                                                    Effort  Inspiration ……………………..

Nose / mouth                                                              Expiration ……………………..

Upper chest / diaphragm                                 Rate …………………….....................

Erratic / rhythmical                                           Depth ………………………………….


Physiotherapist Name:…………………..………….  Signed……..……………..  Designation…..…… Date……………..

	


DYSFUNCTIONAL BREATHING

	DATE
	NO
	OBJECTIVE
	DATE ACHIEVED
	SIGNED

	
	1
	Education regarding normal and abnormal breathing patterns, inc. written info.

Link between symptoms and CO2 explained.

Reassurance that improvement can take time/effort.


	
	

	
	2
	Breathing Retraining

i) Breathing awareness

ii) Practice breathing retraining:

a) Quiet

b) Reduced apical effort

c) Diaphragmatic

d) Nose

e) Volume

f) Rate

g) Pattern

iii) Positions:

a) Lying

b) Sitting

c) Standing

iv) With Activity


	
	

	
	3
	Air hunger management strategies


	
	

	
	4
	Cough control / suppression


	
	

	
	5
	Relaxation techniques


	
	

	
	6
	Stress management strategies inc. lifestyle changes


	
	

	
	7
	Advice on eating habits

Regular eating to avoid hypo/hyperglycaemia

Reduce stimulants


	
	

	
	
	
	
	


	ANALYSIS




	PLAN




Physiotherapist Name:…………………..………….  Signed……..……………..  Designation…..…… Date……………..
