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2000 Follow-up Survey of Falls and Health Evaluation of Elderly Living in Hunei Hsiang, Kaohsiung County

(Hunei Community Medicine Questionnaire)

No. of visits: _________

Name of interviewer who completed interview: ________________________

Date of completion: _________ R.O.C. Year _________ Month _________ Day

Interviewer: Please do not write below this line

Examiner: ___________________________ 

Date of completion: _________ R.O.C. Year ________ Month ________ Day

	Make-up questions and examiner remarks
	


Health Station Chart No.:________________
Tel: _______________________

PART ONE: BASIC INFORMATION

1. Name: _______________________________________________

2. Sample No.:____________________________

             (Tsun Code No.) (Sequence No.)

3. I.D. No.: _________________________________

4. Date of birth: ________R.O.C. Year_________ Month________ Day

5. Address: _______ Floor _______ No. ________ Alley _______ Lane

_______ Section _________ Rd./St. _________ Lin __________Tsun

6. Sex: ____1 M  ____2 F

7. Ethnicity: ____1 Taiwanese ___2 Hakka ___3 Mainlander ___4 Aboriginal

___5 Other:____________________

8. Marital Status: ___1 Not married ___2 Married ___3 Divorced ___4 Separated

___5 Widowed ___6 Other:____________________

9. Educational Level: ___1 Graduate school or above ___2 University (college)

___3 High school (vocational) ____4 Junior high school (vocational)

___5 Elementary school ___6 Literate ___7 Illiterate

10. What is your personal monthly average income? NT$__________________ 

11. What is the monthly average income of your entire family? NT$_____________

12. Do you have any relatives or friends who lost their lives or property in the Chi-chi earthquake on September 21, 1999 or the Chia-yi earthquake on October 22, 1999?

___1 Yes 

___0 No (Go to Question 13)


12.1 If yes, how much did that affect you?



___1 Not at all

___2 A little  

___3 Somewhat



___4 A lot

___5 Completely

13. Have you ever had your eyes checked at a health station?

___1 Yes

___0 No ( 13.1 Why not?





___1 Did not know that health station performed eye exams





___2 No time





___3 Heard the exam was not thorough, didn’t want to go





___4 Had eyes checked at a hospital or clinic





___5 No eye problems, don’t need an exam





___6 Other, please explain: _________________________

14. (Ask only those respondents born before the end of April 1926) Were you interviewed in 1996 regarding falls among the elderly? ___1 Yes
___0 No

PART TWO: PHYSIOLOGICAL EXAMINATION

1. Weight: _______ kgs

2. Height: _______ cm

3. Waist: Smallest measurement: ______ cm; Abdomen: _____ cm; Hips: _____ cm

4. Blood pressure measurement:

a. Sitting: Left arm:_____/_____ mmHg; Right arm:_____/_____mmHg

Heart rate: _____ beats per minute

Highest blood pressure reading while sitting: ______/______mmHg

Heart rate: ______beats per minute

b. Standing (I): Highest blood pressure reading while sitting: _____/_____mmHg

Heart rate: _____ beats per minute

Blood pressure taken immediately upon standing:_____/_____mmHg

Heart rate: _____ beats per minute

c. Standing (II): Highest blood pressure reading while sitting: _____/_____mmHg

Heart rate: _____ beats per minute

Blood pressure taken after standing for 5 minutes: _____/_____mmHg

Heart rate: _____ beats per minute

PART THREE: HIGH BLOOD PRESSURE

1. Do you currently have any of the following symptoms? [More than one answer may be given.]

___a Dizziness


___b Faintness

___c Fatigue

___d Hyperventilation, breathlessness


___e Chest pain or pressure

___f Heart palpitations, irregular heart beat

___g None of the above

2. Do you have high blood pressure?

___1 Yes (Continue with the following questions)
___0 No (Go to Question 3)

a. Have you ever taken antihypertensive drugs?

___1 Yes

___0 No (Go to Question 3)

b. From where did you receive these drugs?

___1 Health station

___2 Hospital (Continue with Question b.2)

___3 Clinic


___4 Pharmacy

___5 Other ______________________________________________



b.2 From which department did you receive these drugs?




___1 Family medicine


___2 Cardiology




___3 Neurology



___4 Endocrinology




___5 Nephrology



___6 Other ______________

c. How often do you go to outpatient clinic or pharmacy to fill your prescription?

___1 Once a week



___2 Once every two weeks



___3 Once a month



___4 Once every two months

___5 Once every three months

___6 No regular schedule

d. When do you take this medicine?

___1 Every day, never forgets
___2 Almost every day, occasionally forgets

___3 Only when blood pressure is high

___4 Occasionally 

e. How many kinds of antihypertensive drugs do you take?

___1 One kind


___2 Two kinds

___3 Three kinds

___4 Four kinds or more
___5 Don’t know

f. How well do you think the medicine controls your blood pressure?

___1 Very well


___2 Not very well, blood pressure is often high

___3 Not very well, blood pressure is often low

___4 Not very well, blood pressure fluctuates

3. Does your home have a blood pressure monitor?

___1 Yes

___0 No (Go to Question 4)

3.1 If yes: a. Do you measure your blood pressure yourself or does a family member help you?

___1 Self measurement

___2 Family member helps

___3 Never measures blood pressure at home

b. How often do you measure your blood pressure?

___1 _____ times per week

___2 No regular schedule

4. Where do you usually have your blood pressure taken? [More than one answer may be given.]

___a Very seldom has blood pressure taken

___b At home

___c Health station






___d Hospital

___e Clinic







___f Pharmacy

___g Other (please explain)____________________
PART FOUR: GENERAL LIFESTYLE

1. Do you smoke? (If respondent chooses answer a, b or c, go to Question 2)

___a. Doesn’t smoke, rarely inhales second-hand smoke

___b. Doesn’t smoke, but often inhales second-hand smoke; has inhaled second-hand smoke for approximately_____ hours per day for _____ years

___c. Smokes; Has smoked about _____ cigarettes (one pack equals 20 cigarettes) per day for _____ years

___d. Has quit smoking for _____ years; previously smoked about _____ cigarettes (one pack equals 20 cigarettes) per day for _____ years (Continue with Question 1.1)

1.1 What was the reason you quit smoking? [More than one answer may be given.]

___1 Health problems; name of condition__________________

___2 Wanted to quit

___3 Advised by someone to quit

___4 Other reason; please explain____________________________

2. Do you drink liquor (meaning at least once a week)?  (If respondent chooses answer 1 or 0, go to Question 3)

___1 Yes


___0 No


___3 Did before, but has quit

2.1 What was the reason you quit drinking?

___1 Health problems; name of condition__________________

___2 Wanted to quit

___3 Advised by someone to quit

___4 Other reason; please explain____________________________

3. Have you drunk liquor within the past week? ___1 Yes ___0 No (Go to Question 4)

3.1 If yes:

a. Have you thought about quitting or cutting back? ___1 Yes ___0 No

b. Do you feel frustrated because your family members often ask you to stop drinking? ___1 Yes ___0 No

c. Have you ever felt guilty because of your drinking? ___1 Yes ___0 No

d. Do you feel like drinking liquor when you wake up in the morning?  ___1 Yes ___0 No

4. Do you chew betel nut (meaning at least once a week)? (If respondent chooses answer 1 or 0, go to Question 5)

___1 Yes


___0 No 


___3 Did before, but has quit

4.1 What was the reason you quit chewing betel nut?

___1 Health problems; name of condition__________________

___2 Wanted to quit

___3 Advised by someone to quit

___4 Other reason; please explain____________________________

5. Do you drink milk every day?

___1 Yes, every day


___2 Often (at least once a week)

___3 Occasionally (two or three times a month)

___4 Rarely or never

6. Do you take calcium supplements?

___1 Every day


___2 Often (at least once a week)

___3 Occasionally (two or three times a month)

___4 Rarely or never

7. What do you usually choose to drink when you are thirsty?

___1 Sugary drink


___2 Sports drink

___3 Tea




___4 Water (boiled tap water or mineral water)

___5 Other

8. How much water do you usually drink per day?

___1 1000 cc or less


___2 1001-2000 cc

___3 2001-3000 cc


___4 3001-4000 cc

___5 More than 4000 cc

PART FIVE: FAMILY AND PERSONAL MEDICAL HISTORIES

(1. Yes

0. No

2. Don’t know)

1.

	
	Diabetes
	High blood pressure
	Cardiovascular disease
	Stroke
	Mental illness
	Rheumatoid arthritis

	Father
	
	
	
	
	
	

	Mother
	
	
	
	
	
	

	Brother
	
	
	
	
	
	

	Sister
	
	
	
	
	
	

	Child
	
	
	
	
	
	

	Self
	
	
	
	
	
	

	Have you received treatment?
	___1 Yes

___0 No
	___1 Yes

___0 No
	___1 Yes

___0 No
	___1 Yes

___0 No
	___1 Yes

___0 No
	___1 Yes

___0 No


2. Have you ever fainted and had to be medically treated due to low blood sugar?


___1 Yes, ______times


___0 No

PART SIX: REPRODUCIVE HISTORY (Ask female respondents only)

1. To how many children have you given birth? _____ children; How many miscarriages? _____ miscarriages; At what age did you reach menopause? _____ years

2. After reaching menopause, have you ever received hormone therapy?

___1 Yes, for _____ years



___0 No

3. Have you ever heard of a Pap smear? ___1 Yes
___0 No (Go to Part Seven)

4. Have you ever had a Pap smear? ___1 Yes
___0 No

5. When was the last time you had a Pap smear?

___1 Within one year

___2 One year ago

___3 Two years ago


___4 Three years ago

___5 Four years ago


___6 Never had a Pap smear

PART SEVEN: QUALITY OF LIFE 
1. In general, would you say your health is:

 1 Excellent   2 Very good   3 Good   4 Fair   5 Poor

2. Compared to one year ago, how would you rate your health in general now?

 1 Much better now than one year ago   2 Somewhat better now than one year ago

 3 About the same as one year ago      4 Somewhat worse now than one year ago

 5 Much worse now than one year ago

3. The following items are about activities you might do during a typical day. Does your health now limit you in these activities? If so, how much?

	ACTIVITIES
	Yes, Limited A Lot
	Yes, Limited A Little
	No, Not Limited At All

	a. Vigorous activities, such as  running, lifting heavy objects, participating in strenuous sports
	1
	2
	3

	b. Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling, or playing Tai-Chi Chuan
	1
	2
	3

	c. Lifting or carrying groceries
	1
	2
	3

	d. Climbing several flights of stairs
	1
	2
	3

	e. Climbing one flight of stairs
	1
	2
	3

	f. Bending, kneeling, or stooping
	1
	2
	3

	g. Walking more than a kilometer
	1
	2
	3

	h. Walking several blocks
	1
	2
	3

	i. Walking one block
	1
	2
	3

	j. Bathing or dressing yourself
	1
	2
	3


4. During the past 4 weeks, have you had any of the following problems with your work or other regular daily activities as a result of your physical health?

	
	Yes
	No

	a. Cut down on the amount of time you spent on work or other activities
	1
	2

	b. Accomplished less than you would like
	1
	2

	c. Were limited in the kind of work or other activities
	1
	2

	d. Had difficulty performing the work or other activities (for example, it took extra effort)
	1
	2


5. During the past 4 weeks, have you had any of the following problems with your work or other regular daily activities as a result of any emotional problems (such as feeling depressed or anxious)?

	
	Yes
	No

	a. Cut down on the amount of time you spent on work or other activities
	1
	2

	b. Accomplished less than you would like
	1
	2

	c. Didn’t do work or other activities as carefully as usual
	1
	2


6. During the past 4 weeks, to what extent has your physical health or emotional problems interfered with your normal social activities with family, friends, neighbours, or groups? 

   1 Not at all   2 Slightly  3 Moderate   4 Quite a bit  5 Extremely

7. How much bodily pain have you had during the past 4 weeks?

   1 None   2 Very mild  3 Mild   4 Moderate  5 Severe  6 Very svere

8. During the past 4 weeks, how much did pain interfere with your normal work

   (including both work outside the home and housework)? 

   1 Not at all   2 A little bit  3 Moderately   4 Quite a bit  5 Extremely

9. These questions are about how you feel and how things have been with you during the past 4 weeks. For each question, please give the one answer that comes closest to the way you have been feeling. How much of the time during the past 4 weeks.

	
	All of the time
	Most of the time
	A good bid of the time
	Some of the time
	A little of the time
	None of the time

	a. Did you feel full of pep? 
	1
	2
	3
	4
	5
	6

	b. Have you been a very nervous person?
	1
	2
	3
	4
	5
	6

	c. Have you felt so down in the dumps that nothing could cheer you up?
	1
	2
	3
	4
	5
	6

	d. Have you felt calm and peaceful?
	1
	2
	3
	4
	5
	6

	e. Did you have a lot of energy?
	1
	2
	3
	4
	5
	6

	f. Have you felt downhearted and blue?
	1
	2
	3
	4
	5
	6

	g. Did you feel worn out?
	1
	2
	3
	4
	5
	6

	h. Have you been a happy person?
	1
	2
	3
	4
	5
	6

	i. Did you feel tired?
	1
	2
	3
	4
	5
	6


10. During the past 4 weeks, how much of the time has your physical health or emotional problems interfered with your normal social activities (like visiting with friends, relatives, etc.)? 

   1 All of the time      2 Most of the time  3 Some of the time   

   4 A little of the time   5 None of the time

11. How TRUE or FALSE is each of the following statements for you?

	
	Definitely True
	Mostly  True
	Don’t know
	Mostly False
	Definitely False

	a. I seem to get sick a little easier than other people 
	1
	2
	3
	4
	5

	b. I am as healthy as anybody I know
	1
	2
	3
	4
	5

	c. I expect my health get worse
	1
	2
	3
	4
	5

	d. My health is excellent
	1
	2
	3
	4
	5


PART EIGHT: FALLS BY THE ELDERLY

1. In the past one year, have you fallen? (Includes falls due to tripping, slipping, or while trying to sit down or stand up, or due to dizziness or faintness, or falling out of bed.  No injuries need to have occurred to qualify as a fall.)
___1 Yes


___0 No (Go to Question 2)

1.1 If yes:

a. How many times have you fallen in the past year?

______ time(s)

b. When did the most serious fall occur? 

_____ R.O.C. year _____ month _____ day

In the:  ___1 Morning at about _____am

___2 Afternoon at about _____pm

___3 Evening at about _____pm

c. Where did that fall occur? Inside your home or outside your home?

___1 Inside the home (Continue with Question C.1)

___2 Outside the home (Go to Question C.2)

C.1 Where in the home?



___01 Living room


___07 Stairs



___02 Dining room


___08 Lavatory



___03 Bathroom


___09 Courtyard/yard



___04 Bedroom


___10 In front of altar



___05 Kitchen



___11 Other, please specify:



___06 Balcony



 __________________

(Go to Question C.3)

C.2 Where outside the home?



___01 On the street



___09 In the suburbs



___02 Park/stadium


___10 Mountainous area



___03 Train/bus station


___11 Hospital



___04 Department store (shop)
___12 Theater



___05 On a train or bus


___13 Market



___06 Temple/church


___14 Workplace



___07 Amusement park


___15 Garden or field



___08 Restaurant or hotel

___16 Other, please specify:











__________________

(Go to Question C.4)

C.3 [Ask those who fell inside the home] What were you doing at the time you fell? [Only one answer may be given.]


___01 Watching T.V. or brewing tea


___02 Eating


___03 Taking a bath


___04 Getting in or out of bed


___05 Cooking


___06 Hanging up clothes


___07 Going up or down the stairs


___08 Going to the bathroom


___09 Drying rice


___10 Worshipping


___11 Getting into or out of a chair


___12 Walking around the house


___13 Putting on or changing clothes


___14 Washing clothes


___15 Stepping over a doorsill


___16 Washing dishes


___17 Suddenly turning or standing up


___18 Reaching for something up high


___19 Other, please explain:_____________________________

C.4 [Ask those who fell outside the home] What were you doing at the time you fell? [Only one answer may be given.]


___01 Shopping


___02 Working on a farm


___03 Buying something


___04 Traveling


___05 Exercising


___06 Eating in a restaurant or staying in a hotel


___07 Sitting on or getting on or off a bus or train


___08 Going to the bathroom, moving around, etc.


___09 Riding a _____________ (specify type of transportation)


___10 Taking a walk


___11 Stepping over a doorsill


___12 Going up or down stairs


___13 Participating in religious activity


___14 Watching a play or movie


___15 Other, please explain:______________________________

d. What was the direct cause of that fall?  Was that fall due to environmental factors or personal factors? [More than one answer may be given.]

___1 Environmental factors (Continue with d.1)

___2 Personal factors (Go to Question d.2)


D.1 What was the cause? [More than one answer may be given.]



___1 Floor was slippery



___2 There were no handrails in the bathroom



___3 Stairs were poorly designed



___4 Too dim



___5 Stepped on or tripped over something on the floor



___6 Ran into the edge of a table or a piece of furniture



___7 Bus or train suddenly started moving



___8 Other (please explain): _________________________

D.2 Did something happen to cause that fall? [More than one answer may be given.]


___1 Suddenly felt dizzy or vision suddenly became blurred


___2 Suddenly felt chest pain, heart palpitations or out of breath


___3 Leg or knee suddenly gave way


___4 Other (please explain): ___________________________

D.2.1 Did you take sleeping pills or sedatives before that fall?


 ___1 Yes

___0 No

D.2.2 Did you drink liquor before that fall?


 ___1 Yes

___0 No

D.2.3 Did you suffer from an acute illness before that fall?


 ___1 Yes, what illness? (please specify)___________________


 ___0 No

e. Were you injured due to that fall?

___1 Yes

___0 No [Go to Question j]

f. What type(s) of injuries were caused by that fall? [Please check all that apply.]

	f.1 Part of the body injured? [More than one answer may be given.]
	f.2 What kind of injury? [Up to two answers may be given.]

	
	1. Wound
	2. Mild bruising
	3. Severe bruising
	4. Bone fracture
	5. Dislocation
	6. Sprain

	___01 Head
	
	
	
	
	
	

	___02 Neck
	
	
	
	
	
	

	___03 Back (Spine)
	
	
	
	
	
	

	___04 Hand (Finger)
	
	
	
	
	
	

	___05 Wrist
	
	
	
	
	
	

	___06 Forearm
	
	
	
	
	
	

	___07 Elbow
	
	
	
	
	
	

	___08 Upper arm
	
	
	
	
	
	

	___09 Upper torso
	
	
	
	
	
	

	___10 Upper 1/3 of leg, pelvis
	
	
	
	
	
	

	___11 Lower 2/3 of leg
	
	
	
	
	
	

	___12 Knee
	
	
	
	
	
	

	___13 Calf
	
	
	
	
	
	

	___14 Ankle
	
	
	
	
	
	

	___15 Foot (Toe)
	
	
	
	
	
	


g. Where did you receive treatment for injuries caused by that fall? [More than one answer may be given.]

___1 Health station

___2 Nearby clinic: ___________________________

___3 Cheng Kung University Hospital

___4 Chi Mei Hospital

___5 City hospital

___6 Healing martial arts clinic

___7 Chinese Medicine doctor

___8 Didn’t receive treatment

___9 Other, please explain:_________________________________

h. Were you hospitalized because of that fall?

___1 Yes

___0 No

i. Did you undergo surgery because of that fall?

___1 Yes

___0 No

j. Before that fall, were you able to perform daily activities on your own?

___1 Yes

___0 No

2. Do you currently require help performing daily activities?

___1 Yes


___0 No (Go to Question 3)

2.1 If yes, who helps you the most?



___1 Spouse



___2 Son or daughter



___3 Hired caregiver

___4 Brother or sister



___5 Friend



___6 Other, _______________________

3. Are you afraid of falling? ___1 Yes

___0 No (Go to Part Nine)

3.1 Have you reduced your activities (such as going out and walking around) due to this fear?


 
___1 Yes


___0 No

PART NINE: ELDERLY LONG TERM CARE

1. You currently:

___1 Live alone



___2 Live with your spouse only

___3 Live with child/children

___4 Rotate among children’s homes

___5 Live with other relative or a friend



___6 Other, _____________________

2. On a normal day, if you were to suddenly have an emergency (such as a fall), but    could still walk, how would you find help?

___1 Would take a bus or walk to treatment center on his/her own

___2 Would call the police or 119

___3 Cohabitating family members would be able to provide assistance

___4 Would call a friend or relative for help

___5 Wouldn’t know what to do

___6 Other, _______________________________________________

3. On a normal day, if you were to suddenly have an emergency (such as suffer a stroke, lose consciousness, or suffer a heart attack) and were unable to move, based on your current situation:

___1 Lives alone, would not be able to get help

___2 Is alone in the daytime, but is with others at night

___3 Although lives alone, someone would find him/her

___4 Is almost always with someone

___5 Other, ________________________________________________

4. Do you need help with some everyday activities, such as cleaning the house or preparing food, from an outside organization?

___1 Yes, has a great need for this kind of help

___2 Yes, has a need for this kind of help

___3 This kind of help would be useful but not necessary

___4 No, doesn’t need this kind of help

5. If you were sick and required long-term care, which of the following options would be most acceptable to you?

___1 Receiving care at home

___2 Receiving care at a son/daughter’s home, relative’s home or friend’s home

___3 Receiving care in a hospital

___4 Receiving care in a nursing home (convalescent hospital, senior citizens’


 home)

___5 Other, please specify:________________________________

6. Have you considered moving to a senior citizens’ home when you are older?

___1 Yes



___2 Not yet

___3 Will not consider moving to a senior citizens’ home

7. Most senior citizens’ homes require a fee to live there.  If you move to a senior citizens’ home, who will be the primary person to pay this fee?

___1 Self or spouse



____2 Son or daughter

___3 Will not consider moving to a senior citizens’ home

___4 Other, please specify:__________________________________

8. Most senior citizens’ homes require a fee to live there.  What amount of money per month would you consider acceptable for living in a senior citizens’ home?

___1 Less than NT$10,000


___2 Less than NT$15,000

___3 Less than NT$20,000


___4 Less than NT$25,000

___5 Less than NT$30,000


___6 Less than NT$35,000

___7 Less than NT$40,000


___8 Less than NT$50,000

___9 NT$50,000 or more




___10 Will not consider moving to a senior citizens’ home no matter the amount

9. Do you think it is necessary for people to purchase insurance when they are young, so that they will be provided for when they are old?

___1 Yes


___2 No


___3 No opinion

10. Do you agree that the income tax rate should be raised so that the government can plan a more complete elderly welfare system?

___1 Strongly agree

___2 Agree

___2 Disagree



___4 Strongly disagree

___5 No opinion, reason:____________________________________

PART TEN: USE OF AND SATISFACTION WITH MEDICAL SERVICES

1. How many times have you seen a doctor in the past year?  ______ times

2. Have you seen a doctor in the past three months? 

___1 Yes, ______ times

___0 No (Go to Question 3)

	If yes, where did you go to see a doctor the last time?

___1 Health station             ___2 Cheng Kung University Hospital

___3 Chi Mei Hospital          ___4 Tainan City Hospital

___5 Tainan Provincial Hospital  ___6 Tsung Ho (Consolidated) Hospital

___7 Clinic                   ___8 Other (please specify:_______________)

Please answer the following questions 

	
	1. Very satisfied
	2. Satisfied
	3. Neutral
	4. Dissatisfied
	5. Very dis-

satisfied

	a. Were you satisfied with the amount of time the visit took?
	
	
	
	
	

	b. Were you satisfied with the doctor’s experience and skill?
	
	
	
	
	

	c. Were you satisfied with the doctor’s attitude?
	
	
	
	
	

	d. Were you satisfied with that visit overall?
	
	
	
	
	


3. Have you stayed in the hospital any time during the last three months?

___1 Yes, for ______ days
___0 No (Go to Question 4)

	If yes, in which hospital?

___1 Cheng Kung University Hospital     ___2 Chi Mei Hospital          

___3 Tainan City Hospital              ___4 Tainan Provincial Hospital  

___5 Tsung Ho (Consolidated) Hospital   ___6 Other (please specify:_______________)

Please answer the following questions 

	
	1. Very satisfied
	2. Satisfied
	3. Neutral
	4. Dissatisfied
	5. Very dis-

satisfied

	a. Were you satisfied with the quality of medical treatment?
	
	
	
	
	

	b. Were you satisfied with the quality of service?
	
	
	
	
	

	c. Were you satisfied with the amount you had to pay out of your own pocket?
	
	
	
	
	

	d. Were you satisfied with the length of your stay?
	
	
	
	
	

	e. Were you satisfied with that hospital stay overall?
	
	
	
	
	


4. Have you visited an emergency room in the past three months?

___1 Yes, ______ times

___0 No (Go to Question 5)

	If yes, where did you go the last time?

___1 Health station             ___2 Cheng Kung University Hospital

___3 Chi Mei Hospital          ___4 Tainan City Hospital

___5 Tainan Provincial Hospital  ___6 Tsung Ho (Consolidated) Hospital

___7 Clinic                   ___8 Other (please specify:_______________)

Please answer the following questions 

	
	1. Very satisfied
	2. Satisfied
	3. Neutral
	4. Dissatisfied
	5. Very dis-

satisfied

	a. Were you satisfied with the amount of time the visit took?
	
	
	
	
	

	b. Were you satisfied with the doctor’s experience and skill?
	
	
	
	
	

	c. Were you satisfied with the doctor’s attitude?
	
	
	
	
	

	d. Were you satisfied with that visit overall?
	
	
	
	
	


5. During the past three months, have you been to an outpatient clinic of the health station?

___1 Yes


___0 No (Go to Part Eleven)

5.1 If yes, please answer the following questions:

	
	1. Very satisfied
	2. Satisfied
	3. Neutral
	4. Dissatisfied
	5. Very dis-

satisfied

	a. Were you satisfied with the amount of time the visit took?
	
	
	
	
	

	b. Were you satisfied with the doctor’s experience and skill?
	
	
	
	
	

	c. Were you satisfied with the doctor’s attitude?
	
	
	
	
	

	d. Were you satisfied with that visit overall?
	
	
	
	
	


PART ELEVEN: ELDERLY DEPRESSION MEASUREMENT (Brief form)

The purpose of this form is to determine if you have had any of the following feelings during the past week.  Please answer yes or no to each question.

	
	1 Yes. 
	0 No

	1. In general, are you satisfied with your life?
	
	

	2. Have you markedly reduced your activities and hobbies?
	
	

	3. Do you feel that your life is empty?
	
	

	4. Do you often feel bored?
	
	

	5. Do you have a lot of energy most of the time?
	
	

	6. Do you feel frightened that something bad will happen to you?
	
	

	7. Do you feel happy most of the time?
	
	

	8. Do you often feel helpless no matter what you do?
	
	

	9. Do you prefer staying at home and dislike going out or trying new things?
	
	

	10. Do you feel that your memory is worse than most people’s?
	
	

	11. Do you feel that it is good to be alive?
	
	

	12. Do you feel that there is no value to your life right now?
	
	

	13. Do you feel very active?
	
	

	14. Do you feel hopeless about your current situation?
	
	

	15. Do you feel that most people are better off than you are?
	
	


PART TWELVE: MMSE

Writing:_________________________

Reading:_________________________

  A          1. 
Now: ______(R.O.C. Year) ______ Month ______ Day





Day of the week: ______, Season of the year ______


   ______2. Place: ______ Province ______ County ______ Hsiang





______ Tsun _______________________Street Address

__B___ ______ 1. Three kinds: ______ _______ ______

2.Number of attempts: ______

  C          1.  2 + 4 = ______, 7-3=______



      2. Count backwards by 7: 100,_____,_____,_____,_____, _____

__D___ ______1. The three kinds just mentioned: ______  ______  ______

__E___ ______1. What is this?: ______  ______


   ______2. Repeat: ________


   ______3. Close eyes: _________


   ______4. Write name


   ______5. Write a sentence


   ______6. Draw a picture


   ______7. Three actions: _________  _________  _________ 

PART THIRTEEN: INSOMNIA

1. During your entire life, have you experienced insomnia for one month or more (meaning more than twice a week on average)?
___1 Yes

___0 No (Go to Question 2)

If yes, 
1.1 What age were you the first time you experienced insomnia that affected your daily life? 

______ years




At what age did you most recently experience insomnia? ______ years

1.2 Your insomnia is:

___1 Short term (less than six months) (Go to Question 1.4)

___2 Long term (More than six months)

1.3 If long term, more than 2/3 (two out of three times) of the insomnia incidents occur:

___1 Close together (two insomnia events separated by less than one month)

___2 On and off (two insomnia events separated by one to three months)

___3 Occasionally (two insomnia events separated by more than three months)

1.4 Have you received treatment?

___1 Yes


___0 No (Go to Question 2)

1.5 If yes, what kind of treatment?

___1 Western Medicine prescription

___2 Chinese Medicine prescription

___3 Other__________________(more than one answer may be given)

2. During the past three months, have you had more than one month of continuous or intermittent insomnia?

___0 No





___1 Often (At least twice per week)

___2 Occasionally (Once or less than once per week)

3. The following questions refer to your sleeping habits during the past one month.

3.1 During the past one month, have you taken sedatives or sleeping pills to get to sleep? ___1 Yes


___0 No

If yes, for how long? _______ days; 

Effectiveness: ___1 Good
___2 Fair

___3 Poor

3.2 During the past one month, what time have you usually gone to bed? ______ pm

3.3 During the past one month, how long has it usually taken you to fall asleep? About ______ minutes

3.4 During the past one month, what time have you usually gotten out of bed? ______am

3.5 During the past one month, how many hours per day have you slept? ______ hours

3.6 During the past one month, have you slept well in general?


___1 Very well



___2 Well


___3 Poorly




___4 Very poorly

3.7 During the past one month, have you often had trouble sleeping?


___0 No (Fill in ‘0’ in the form below)

___1 Yes

	if yes,

a. QUALITY OF SLEEP:
	0 NEVER
	1.LESS THAN ONCE PER WEEK
	2.ONE-TWO TIMES PER WEEK
	3.MORE THAN TWO TIMES PER WEEK

	a. Cannot fall asleep within 30 minutes of going to bed
	
	
	
	

	b. Wakes up in the middle of the night or at dawn and cannot get back to sleep
	
	
	
	

	c. Must get up to go to the bathroom so cannot sleep well
	
	
	
	

	d. Has trouble breathing so cannot sleep well
	
	
	
	

	e. Serious cough or snoring problem so cannot sleep well
	
	
	
	

	f. Feels too cold so cannot sleep well (due to menopause not weather)
	
	
	
	

	g. Feels too hot or has night sweats so cannot sleep well (due to menopause not weather)
	
	
	
	

	h. Has nightmares that cause startle him/her awake
	
	
	
	

	i. Feels pain so cannot sleep well
	
	
	
	

	B. IN THE PAST MONTH, HOW MANY TIMES HAVE YOU TAKEN MEDICATION TO HELP YOU FALL ASLEEP?
	
	
	
	

	C. IN THE PAST MONTH, HAVE YOU HAD TROUBLE KEEPING AWAKE WHILE DRIVING A CAR OR PARTICIPATING IN A SOCIAL ACTIVITY?
	
	
	
	


4. In the past month, has your insomnia affected your mood, productivity or daily life?

___0 No (Go to Part Fourteen)


___1 Mildly 

___2 Somewhat





___3 Severely

5. Have you been depending on alcohol or medication to relieve your insomnia? 

___0 No (Go to Question 6)



___1 Yes


5.1 If depends on alcohol, for how long? 

___1 Less than one month

___2 One to six months

___3 Long term: ______ years

5.2If depends on medication, for how long?

 
___1 Less than one month

___2 One to six months



___3 Long term: ______ years

6. To which of the following factors do you think your insomnia is related? [More than one answer may be given.]
___1 Stress


___2 Health problem

___3 Mental illness

___4 Don’t know

7. Where do you go for help to relieve your insomnia? [More than one answer may be given.]
___1 Western Medicine doctor (general practitioner)




___2 Psychiatrist

___3 Chinese Medicine doctor

___4 Buys over-the-counter medicine from a Western Medicine pharmacy

___5 Ignores it

___6 Other ____________________________________

8. Have you ever seen a psychiatrist?

___0 No (Go to Part Fourteen)


___1 Yes


8.1 What was the psychiatrist’s diagnosis? [More than one answer may be given.]



___1 Neurasthenia



___2 Neurosis (other than neurasthenia)



___3 Depression



___4 Manic depression



___5 Schizophrenia



___6 Anxiety



___7 Other ________________________________

PART FOURTEEN: CHEST

1. Is your workplace dusty or are you often exposed to high levels of dust?

___1 Yes, describe the nature of your work:___________________________

___0 No

2. Do you often cough? (Does not include coughs due to colds or usual clearing of the throat)

___1 Not often (Go to Question 3)



___2 Often (Continue with Questions 2a and 2b)

___3 Only occasionally under special circumstances such as a cold, clearing the throat, gagging or inhalation of dust (Go to Question 3)


2a. How long have you had this kind of cough? Since R.O.C. Year______, about ______ years


2b. How many months of the year do you have this chronic cough? ______ months

3. Do you often cough up phlegm? (Does not include nasal discharge) 

___1 No

___2 Yes

4. Do you sometimes feel pressure on your chest or have difficulty breathing?

___1 Yes

___0 No (Go to Question 6)

5. Is your breathing difficulty related to stress or emotional state?

___1 Yes

___0 No

6. When walking quickly on flat ground or climbing up a small slope, do you feel that you are more out of breath or have more shortness of breath than other people?

___1 Yes

___0 No

7. When you are walking on flat ground with others your age, do you feel that you are slower than them because of shortness of breath?

___1 Yes

___0 No

8. Based on your normal pace, when you are walking on flat ground to you need to stop and rest because of shortness of breath?

___1 Yes

___0 No

9. Do you need to stop and rest after walking on flat ground for about 100 meters (or walking for a few minutes)?

___1 Yes

___0 No

10. Do you feel shortness of breath when changing clothes (or due to shortness of breath are unable to go outside for a walk)?

___1 Yes

___0 No

11. How many flights of stairs can you climb without stopping for a rest?

Can climb about ______ flights of stairs

12. Do you sometimes wheeze?

___1 Yes

___0 No (Go to Question 13)


12.1 If answered yes, under what circumstances are you more prone to wheeze? [Up to three answers may be given.]



___a When has a cold
___e When emotions are unstable or when nervous



___b When exercising
___f When taking certain medication; 



___c When it is cold

 drug name_______________________



___d When sleeping
___g After eating a certain food; 









 Example: _____________________

13. Do you snore?

___1 No





___2 Snores mildly; does not disturb occupants of the same room very much; if closes the bedroom doors and windows cannot hear the snoring from outside

___3 Snores very loudly, even with the bedroom doors and windows shut, the snoring can be heard from outside; room occupants often complain that their sleep is disturbed

___4 Snores very loudly, occupants of the same room cannot sleep at all

14. Do you have any of the following disorders? (Definitely diagnosed by a physician) 

	
	1. Yes
	2. No
	3. Don’t know

	1. Emphysema
	
	
	

	2. Chronic bronchitis
	
	
	

	3. Chronic Obstructive Pulmonary Disorder (COPD)
	
	
	

	4. Asthma
	
	
	

	5 Bronchiectasis
	
	
	

	6. Chronic nasal congestion
	
	
	


15. Do you feel sleepy during the daytime even if you had a full night’s sleep the night before? 

___1 No

___2 Feels very sleepy during the daytime, a little bit absent minded but doesn’t fall asleep, able to continue working

___3 Feels very sleepy during the daytime, falls asleep when relaxed, for example watching TV, listening to music or sitting quietly after eating lunch

___4 Feels very sleepy almost the whole day, may even sleep when doing things that require concentration such as eating, talking with someone, operating dangerous machinery or participating in an important meeting

___5 N/A (works the night shift or rotates work shifts)

PART FIFTEEN: EYE PROBLEMS

1. Please answer the following questions:

	
	1 never
	2 Rarely
	3 occasionally
	4 Often
	5 always

	1. Do your eyes feel dry?
	
	
	
	
	

	2. Do your eyes feel raw or do they sting or feel as if there is a foreign object?
	
	
	
	
	

	3. Do your eyes feel hot or burn?
	
	
	
	
	

	4. Do your eyes feel sticky?
	
	
	
	
	

	5. Do your eyes feel moist?
	
	
	
	
	

	6. Are your eyes red?
	
	
	
	
	

	7. Is there secretion on your eyelashes?
	
	
	
	
	

	8. When you wake up in the morning are your eyelids stuck together?
	
	
	
	
	

	9. Do your eyes feel as if they are covered in a fog or haze?
	
	
	
	
	


2. Have you seen a doctor due to one of the above problems? 

___1 Yes


___0 No (Go to Question 3)

2.1 Where did you go to see a doctor? [More than one answer may be given.] 

___1 Cheng Kung University Hospital

___2 Chi Mei Hospital          

___3 Tainan City Hospital

___4 Tainan Provincial Hospital  

___5 Tsung Ho (Consolidated) Hospital

___6 Eye clinic                   

___7 Other _____________________________________________

2.2 What was the diagnosis? [More than one answer may be given.) 

___1 Don’t know



___7 Cataract

___2 Conjunctivitis



___8 Glaucoma

___3 Dry eyes




___9 Detached retina

___4 Farsightedness



___10 Drooping eyelid

___5 Nearsightedness



___11 Other___________________

___6 Crossed eyes

3. Have you received treatment for any of the above problems?

___1 Yes


___0 No (Go to Question 5)

3.1 Method of treatment [More than one answer may be given]
___1 External medication (Continue with Question 3.1)

___2 Oral medication (Go to Question 4)

___3 Surgery (Go to Question 3.3)

___4 Other, ________________________(Go to Question 4)

3.2 If treated with external medication, what kind? [More than one answer may be given.]
___1 Don’t know

___2 Drops for treating conjunctivitis

___3 Artificial tears

___4 Saline solution

___5 Other ___________________________________________

3.3 For what disorder did you receive surgery? (More than one answer may be given.) 

___1 Cataract


___2 Glaucoma

___3 Detached retina

___4 Drooping eyelid

___5 Crossed eyes

___6 Other _____________________________

4. Did your eyesight improve after treatment? ___1 Yes

___0 No

5. Do you feel that you are more likely to fall because of your eyesight?

___1 Yes


___0 No

PART SIXTEEN: PHYSICAL ACTIVITY SCALE FOR THE ELDERLY (PASE)

Sleeping Habits

1. During the past seven days, how long (hours and minutes) have you slept each night on average?

______ hours ______ minutes

2. During the past seven days, how long (hours and minutes) has your afternoon nap been each day on average?

______ hours ______ minutes

Leisure Activities (For questions 3-10, if the respondent answers “no”, go to the next question)

3. During the past seven days, have you watched TV, read a book or made craft items, etc.?

___0 No

___1 Yes

3.1 ___1 Rarely (1-2 days)___2 Sometimes (3-4 days)___3 Often (5-7 days)

3.2 What activities: __________________________________

3.3 How many hours per days on average?

___1 Less than one hour


___2 One to two hours

___3 Two to four hours


___4 More than four hours

4. During the past seven days, have you gone out to do something? For example, take a walk, walk the dog, etc.

___0 No

___1 Yes

4.1 ___1 Rarely (1-2 days)___2 Sometimes (3-4 days)___3 Often (5-7 days)

4.2  How many hours per day have you walked on average?

___1 Less than one hour


___2 One to two hours

___3 Two to four hours


___4 More than four hours

5. During the past seven days, have you done any light activities or exercise?

5.1 Activity One: __________________________ (See interviewer’s handbook)

___0 No

___1 Yes

5.1.1 ___1 Rarely (1-2 days)___2 Sometimes (3-4 days)___3 Often (5-7 days)

5.1.2 How many hours per day on average?

___1 Less than one hour


___2 One to two hours

___3 Two to four hours


___4 More than four hours

5.2  Activity Two:__________________________(See interviewer’s handbook)

___0 No

___1 Yes

5.2.1 ___1 Rarely (1-2 days)___2 Sometimes (3-4 days)___3 Often (5-7 days)

5.2.2 How many hours per day on average?

___1 Less than one hour


___2 One to two hours

___3 Two to four hours


___4 More than four hours

5.3 
Activity Three:_________________________(See interviewer’s handbook)

___0 No

___1 Yes

5.3.1 ___1 Rarely (1-2 days)___2 Sometimes (3-4 days)___3 Often (5-7 days)

5.3.2 How many hours per day on average?

___1 Less than one hour


___2 One to two hours

___3 Two to four hours


___4 More than four hours

6. During the past seven days, have you done any moderate exercise?

6.1 Activity One: __________________________ (See interviewer’s handbook)

___0 No

___1 Yes

6.1.1 ___1 Rarely (1-2 days)___2 Sometimes (3-4 days)___3 Often (5-7 days)

6.1.2 How many hours per day on average?

___1 Less than one hour


___2 One to two hours

___3 Two to four hours


___4 More than four hours

6.2 Activity Two: __________________________ (See interviewer’s handbook)

___0 No

___1 Yes

6.2.1 ___1 Rarely (1-2 days)___2 Sometimes (3-4 days)___3 Often (5-7 days)

6.2.2 How many hours per day on average?

___1 Less than one hour


___2 One to two hours

___3 Two to four hours


___4 More than four hours

7. During the past seven days, have you played any vigorous sports or done any vigorous exercise?

7.1 Activity One: __________________________ (See interviewer’s handbook)

___0 No

___1 Yes

7.1.1 ___1 Rarely (1-2 days)___2 Sometimes (3-4 days)___3 Often (5-7 days)

7.1.2 How many hours per day on average?

___1 Less than one hour


___2 One to two hours

___3 Two to four hours


___4 More than four hours

8. During the past seven days, have you done any stretching exercises to increase your flexibility?

___0 No

___1 Yes

8.1.1 ___1 Rarely (1-2 days)___2 Sometimes (3-4 days)___3 Often (5-7 days)

8.1.2 How many hours per day on average?

___1 Less than one hour


___2 One to two hours

___3 Two to four hours


___4 More than four hours

9. During the past seven days, have you done any strength training? For example: lifting weights, doing pull-ups on a horizontal bar, doing push-ups or doing sit-ups.

___0 No

___1 Yes

9.1 ___1 Rarely (1-2 days)___2 Sometimes (3-4 days)___3 Often (5-7 days)

9.1.1 Which activities: __________________(See interviewer’s handbook)

9.1.2 How many hours per day on average?

___1 Less than one hour


___2 One to two hours

___3 Two to four hours


___4 More than four hours

10. During the past seven days, about how many flights of stairs have you climbed per day?

______ flights

Housework

11. During the past seven days, have you done any light housework, such as washing dishes or dusting?

___1 Yes


___0 No

12. During the past seven days, have you done any heavy housework, such as cleaning the floor or cleaning windows and doors?

___1 Yes


___0 No

13. During the past seven days, have you done any of the following activities:

Home repairs, such as painting the interior, putting up wallpaper, plumbing or electrical work

___0 No


___1 Yes

Cleaning up the front yard and/or back yard 
___0 No 


___1 Yes

Planting flowers or grass

___0 No


___1 Yes

Taking care of spouse, grandchildren or other relative ___0 No

___1 Yes

Employment

14. During the past seven days, have you performed work for salary or volunteer work?

___1 Yes


___0 No (Go to Question 15)

14.1 How many hours per week? ______ hours

14.2 Below, please choose the answer that best describes the nature of your work:

___1 Sitting and using hands, such as office staff, driver

___2 Sitting or standing, has to move around, such as cashier

___3 Has to move around and move objects weighing less than 25 kgs., such as postal worker, housekeeper, construction worker

___4 Has to move around and move objects weighing 25 kg or more

Activity Limitations

15. During the past seven days, has an illness, accident or injury limited your daily life activities?

___1 Yes



___0 No

PART SEVENTEEN: [Translated by Yao et al., in April 1998] 

WHO Questionnaire on Quality of Life: BREF-Taiwan

1. In general, how would you evaluate your quality of life?

1 not satisfactory at all     2 somewhat satisfactory   3 moderately atisfactory

    4 very satisfactory        5 extremely satisfactory

2. In general, are you satisfied with your health?

1 not satisfied at all     2 somewhat satisfied   3 moderately satisfied

4 very satisfied        5 extremely satisfied

3. To what extent do you feel that your pain hinders you in doing what you need to

   do?

1 never hinders         2 slight hindrance  3 moderate hindrance

4 great hindrance        5 total hindrance

4. Do you need medical treatment to cope with your daily life?

1 no need at all         2 slight need  3 moderate need

4 great need           5 extreme need

5. Do you enjoy your life?

1 do not enjoy at all         2 enjoy a little  3 enjoy moderately

4 enjoy greatly             5 totally enjoy

6. Do you feel your life has meaning?

 1 none at all   2 slight    3 moderate  4 great  5 total

7. How good is your ability to concentrate?

1 not good at all   2 poor    3 moderately good  4 very good  

5 extremely good

8. How safe do you feel in your daily life?

1 not safe at all   2 a little safe    3 moderately safe  4 very safe  

5 extremely safe

9. Do you live in a healthy environment (for example: pollution, climate, noise, transportation)?

    1 not healthy at all   2 a little healthy    3 moderately healthy  4 very healthy  

    5 extremely healthy

10 Do you have enough energy for your daily life?

1 no energy at all         2 a little energy  3 moderate energy

4 great energy           5 full of energy

11. Can you accept your appearance?

1 no acceptance          2 a little acceptance  3 moderate acceptance

4 great acceptance        5 total acceptance

12. Do you have enough money for whatever you need?

1 not enough at all   2 almost enough    3 just enough  4 quite enough  

5 more than enough

13. Is it convenient for you to get the daily information you need?

1 not convenient at all     2 somewhat convenient   3 moderately convenient

4 very convenient        5 extremely convenient

14. Do you have the opportunity to take leisure time?

1 no opportunity at all    2 some opportunity  3 moderate amount of opportunity    4 many opportunity    5 every opportunity

15. How is your ability to get around?

1 not good at all     2 poor   3 moderately good

4 very good        5 excellent

16. How satisfied the sleep you get?

1 not satisfied at all     2 somewhat satisfied   3 moderately satisfied

4 very satisfied        5 extremely satisfied

17. Are you satisfied with your ability to perform routine daily activities?

1 not satisfied at all     2 somewhat satisfied   3 moderately satisfied

    4 very satisfied        5 extremely satisfied

18. Are you satisfied with your working ability?

1 not satisfied at all     2 somewhat satisfied   3 moderately satisfied

4 very satisfied        5 extremely satisfied

19. Are you satisfied with yourself?

1 not satisfied at all     2 somewhat satisfied   3 moderately satisfied

    4 very satisfied        5 extremely satisfied

20. Are you satisfied with your personal relationships?

1 not satisfied at all     2 somewhat satisfied   3 moderately satisfied

4 very satisfied        5 extremely satisfied

21. Are you satisfied with your sexual life?

1 not satisfied at all     2 somewhat satisfied   3 moderately satisfied

    4 very satisfied        5 extremely satisfied

22. Are you satisfied with the support you get from your friends?

1 not satisfied at all     2 somewhat satisfied   3 moderately satisfied

    4 very satisfied        5 extremely satisfied

23. Are you satisfied with your living conditions?

1 not satisfied at all     2 somewhat satisfied   3 moderately satisfied

    4 very satisfied        5 extremely satisfied

24. Are you satisfied with how convenient it is for you to get medical services?

1 not satisfied at all     2 somewhat satisfied   3 moderately satisfied

    4 very satisfied        5 extremely satisfied

25. Are you satisfied with the transportation you use?

1 not satisfied at all     2 somewhat satisfied   3 moderately satisfied

    4 very satisfied        5 extremely satisfied

26. Do you often have negative feelings (for example: depression, despondency, anxiety, anguish)?

1 never   2 sometimes  3 rather frequently   4 very frequently        

5 always

27. Do you feel respected by others?

1 not at all   2 slight  3 moderate   4 great  5 total

28. Are you usually able to get the things you like to eat?

1 never   2 sometimes  3 rather frequently   4 very frequently   5 always
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