em/lasis

NHS/Hospital number:

Name:

Date of birth:

This questionnaire is designed to determine how pulmonary
hypertension (PH) affects your life. Please answer every question
by placing a tick over the ONE NUMBER that best describes your

recent experience of living with PH.

For each item below, place a tick (/) in the box that best describes your experience.

| am not frustrated by
my breathlessness

| am very frustrated by my
breathlessness

Being breathless never
interrupts my conversations

Being breathless always
interrupts my conversations

| do not need to rest
during the day

| always need to rest
during the day

| do not feel exhausted

| always feel exhausted

| have lots of energy

| have no energy at all

When | walk up one flight of
stairs | am not breathless

When | walk up one flight
of stairs | am very breathless

| am confident out in public
places/crowds despite my PH

| am not confident at all in public
places/crowds because of my PH

PH does not control my life

PH completely controls my life

| am independent

| am completely dependent

| never feel like a burden

| always feel like a burden

ohat?

pulmonary hypertension association
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